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Introduction

In the last 20 years, reliable scientific observations have
been made on several aspects of birth care, Evidence from
randomized clinical trials showed that avoiding perineotomy
protect perineal integrity (Walfisch et al., 2005).

Episiotomy and posterior perineal lacerations are frequent
obstetric events that may be associated with significant and
debilitating postoperative morbidity (De Parades et al., 2004).

Although episiotomy use has decreased over time, its rates
remain higher than evidence-based recommendations for
optimal patient care. Nevertheless, we are not aware of any
published data containing evidence-based recommendations for
an appropriate episiotomy rate (Carroli and Belizan, 2000).

There is an increased risk of significant lacerations and
operative vaginal delivery in patients with a shortened perineal
body (Deering et al., 2004).

Episiotomy was performed at higher rates in cases of less
tissue stretching. A possible explanation might be that once
episiotomy is performed, tissue stretching is stopped. (Walfisch
et al., 2005).



Spontaneous posterior perineal lacerations are common
during vaginal delivery particularly in nulliparous women
causing either occult or recognized anal sphincter disruption
with subsequent fecal incontinence in 50% of cases (Pinta et
al., 2004).

Perineal trauma also contributes to the development of
pelvic organ prolapse and urodynamic stress incontinence as a
result of injury to the pelvic floor. Episiotomy has been
performed to protect against these complications (Fleming et
al., 2003).

Episiotomy also decreases perineal muscle strength and
performance during the postpartum period more than does
spontaneous posterior perineal laceration because of greater
tissue disruption (Sartore et al., 2004).

Although several maternal, fetal, and operator variables
have been blamed for causing posterior perineal lacerations,
very little is known about the relative interaction or
confounding effect of the length of the perineum as a potential
risk factor (Christianson et al., 2003).

The optimum length of episiotomy or its relationship to
perineal length is also rarely, if ever, described in obstetric or
operative texts (Cleary-Goldman and Robinson, 2003).



Moreover, the length of the genital hiatus has not been
studied in relation to posterior perineal injury although this
measurement is inversely associated with the length of the
perineum (Rizk and Thomas, 2000).

The incidence of episiotomy and spontaneous posterior
perineal tears was increased in women with a perineum shorter
than 4 cm (Rizk and Thomas, 2000).

It is well established that third- and fourth-degree
lacerations sustained during vaginal delivery place patients at
risk of incontinence of stool and flatus. Previous studies that
have evaluated risk factors for these types of injuries have
focused on fetal weight, instrumental delivery and use of
episiotomy as etiologic factors while not taking into account the
individual patient's anatomy (Deering et al., 2004).

Shredding lacerations of the perineum are uncommon and
occur usually with uncontrolled pushing or operative delivery
when the perineum has not had time to stretch (Eason and
Feldman, 2000).



Aim of the work

To define normal perineal body length during labor and
determine if a shortened perineal body is associated with
perineal lacerations or operative vaginal delivery and to
evaluate the effect of perineal stretching on perineal damage
during vaginal delivery.



Patients and methods

This study will be conducted in Ain Shams University
Maternity hospital after the permission of the hospital ethical
committee.

The study will include 200 pregnant patients admitted for
labor with the following.

Inclusion criteria:
e Age : 20-35 years.
e Single living fetus.
e Gestational age : 37-42 weeks.
e Vertex presentation.

Exclusion criteria:
e Malpresentation.
e Multiple gestation.
e Gestational age < 36 weeks.
e Scheduled cesarean delivery.
e Vulvar varicosities.
e Diseased perineum.
e Previous vaginal surgery.
e Anal or urinary incontinence that pre-existing vaginal
delivery.



Method:

Delivery will be carried out in lithotomy position and
perineal measurements (to the nearest 0.5 cm) will be obtained
on 3 different occasions for each parturient: the beginning of
the active phase of labor (effacement of 80-100% and 3-4cm
dilatation), during the second stage, with the vertex at the
crowning position (before episiotomy will be performed, if at
all), and 24 hours after delivery. Landmarks used for perineal
measurement included perineal body length (the distance
between the posterior fourchette and center of the anal orifice),
and genital hiatus length (the distance between the middle of
external urethral meatus and the fourchette), Perineal
measurements will be obtained using a flexible measuring tape
disinfected by betadine against the perineal tissue during
measurement.

For each patient, we will make a record for the following
characteristics: maternal age, height, weight, gestational age,
parity, duration of first and second stage of labor, use of
oxytocin, use of forceps or vaccum, epidural use, episiotomy
use, and blood loss at delivery.

Birth outcome data will be obtained and will include the
infant's sex, weight, head circumference, Apgar score and mode
of delivery, occiput position and use of instrumentation.
Perineal outcome included the use of episiotomy, spontaneous



extension, presence and degree of spontaneous lacerations, and
anal damage. This will be assessed by an attending physician.

Follow up of cases after 2, 6, 12 weeks, careful history
will be taken with particular attention to the development of
urinary and/or anal incontinence, dyspareunia and perineal pain
(pain during sitting, walking, or defecation and micturition). All
the results will be tabulated and statistically analyzed.
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