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Introduction

It is well recognized that the best maternal outcome of
pregnancy is a normal vaginal delivery with an intact perineum
(Glazener et al., 1995)

Women frequently suffer perineal trauma while giving
birth. Perineal trauma is defined as any damage to the genitalia
during childbirth, either spontaneously or due to an episiotomy
(Mei-dan E. et al., 2008)

Damage to the perineum during vaginal delivery and its
prevention have been the subject of frequent speculation
regarding delivery technique over the years, with little
conclusion and much controversy. It appears that damage to
the anal sphincter complex is the main contributing factor to

anal incontinence and urgency symptoms (Pregazzi et al.,
2002)

Historically, episiotomy was described in the medical
literature for more than 300 years, but it was not until 1920s,
with the publication of papers by DelLee and Pomeroy RH, that
more routine use of episiotomy became accepted (Delee
1920; Pomery 1918).

The reason for the popularity of episiotomy included
substitution of a straight, neat surgical incision for the ragged
laceration that otherwise might result. Over many years there
has been considerable controversy concerning whether an
episiotomy should be cut. (Cunningham et al., 2005 )

Episiotomy is equivalent in its extent to a spontaneous
second-degree perineal tear. It was proven to be not only
ineffective but sometimes even harmful. Strong evidence in
support of restricting the use of episiotomy is now well
established. However, more studies should address the issue of
specific indications. Nevertheless, more than half of the

1
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women who deliver without an episiotomy still suffer from a
tear requiring multilayer closure. In studies of restrictive use of
episiotomy, 51-77% of women still sustained trauma that
required suturing (Shipman M. et al.,2004)

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

No evidence suggests that sexual function is improved
by episiotomy; those who have episiotomy may be more likely
to have pain with intercourse in the months after pregnancy

and are slower to resume having intercourse (Hartmann et al.,
2005)

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)

Episiotomies are not always necessary,and there is
much that can be done to lessen the chances of having this
surgical incision.Some preventative measures include:good
nutrition as healthy kin stretches more easier and the prenatal
discussion with the care provider about episiotomy,prenatal
perineal massage and Kegels exercise,slowing the second
stage of labor by controlling bearing down and using warm
compresses as well as perineal support during delivery
(Cunningham et al.,1989)

The better you prepare maternal perineal tissues for the
stretching of birth, the less they will tear, and the better they
will heal. Like training muscles to perform at their best in an
athletic event, conditioning the tissues around the vaginal
opening with massage prepares the perineum to perform.
Midwives report that women who practice perineal massage

2
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daily in the last six weeks of pregnancy experience less
stinging sensation during crowning. Mothers with a more
conditioned perineum are less likely to tear or get an
episiotomy. An added value of perineal massage is that it
familiarizes a woman with stretching sensations in this area so
she will more easily relax these stretching muscles when
stinging occurs just before the moment of birth (Mayerhofer
K. et al.,2002)

Perineal trauma following vaginal birth can be
associated with significant short- and long-term morbidity.
Antenatal perineal massage has been proposed as one method

of decreasing the incidence of perineal trauma (Bekmann
MM.,Garrett AJ.,2006)

Approximately one half of women who sustain severe
perineal laceration during vaginal delivery report significant
long-term symptoms such as pain, dyspareunia and flatal
incontinence. In addition, they are believed to be at high risk

of repeated laceration during subsequent deliveries (Stamp G.
et al.,2001).

Interventions to reduce the risk of episiotomy and
perineal tears are needed. Furthermore, women who delivered
with an intact perineum reported less perineal pain
immediately after delivery and better sexual function 3 months
postpartum (Kovacs GT. et al.,2004).

Perineal  trauma  affects women’s  physical,
psychological, and social well-being in the immediate
postnatal period as well as in the longer term. Possible
deleterious effects include painful intercourse, urinary and
fecal incontinence, and persistent perineal pain.Thus, at 8
weeks after birth, 22% of new mothers reported continued
perineal pain, and for some women, pain may persist for a year
or longer.The likelihood of perineal pain and sexual problems
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in the postpartum period is the least for women whose
perineum remains intact (Kalichman L.,2008)

There are lots of things you can do to help prevent a tear
or episiotomy and encourage your perineum to stretch during
birth. Yoga and pelvic floor exercises during pregnancy will
help tone up perineum, working the muscles and improving
the blood flow to the area (a good blood circulation aids

healing if you do tear or require an episiotomy in
labour)(Labrecque M. et al.,2001).

Perineal massage has many theoretically suggested
benefits which all help to reduce trauma during birth:

o It stimulates the blood supply to the perineum and helps
speed the healing process after birth.

o It helps prepare mother for the feeling of pressure and
stretching that comes as baby's head is born.

o It helps to familiarize mother with some of the
sensations such as tingling or burning so she is less
likely to tense up.

o It can help mother to relax when she has a vaginal

examination
(Woolly RJ.,1995)
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Aim of the work

To evaluate the effectiveness of antenatal perineal
massage in increasing the likelihood of delivering with an
intact perineum and to study the effects of antenatal perineal
massage on subsequent perineal outcomes at delivery
(Incidence of perineal tears with different degrees & any other
significant tears)
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Anatomy of the Perineum

The pelvic floor or pelvic diaphragm is composed of
muscle fibers of the levator ani, the coccygeus, and associated
connective tissue which span the area underneath the pelvis.
The pelvic diaphragm is a muscular partition formed by the
levatores ani and coccygei, with which may be included the
parietal pelvic fascia on their upper and lower aspects. The
pelvic floor separates the pelvic cavity above from the perineal
region (including perineum) below.(William Obstetrics,2005)

Most of the support of the perineum is provided by the
pelvic and urogenital diaphragms. The pelvic diaphragm
consists of the levator ani muscles plus the coccygeus muscles
posteriorly. The levator ani muscles form a broad muscular
sling that originates from the posterior surface of the superior
pubic rami, from the inner surface of the ischial spine, and
between these two sites, from the obturator fascia. Some of
these muscle fibers are inserted around the vagina and rectum
to form efficient functional sphincters (Williams
Obstetrics,2005)

In a recent study utilizing magnetic resonance
imaging, Tunn (2003) and Hoyte (2004) and their colleagues
used magneticresonance imaging and reported significant
variation in the levator ani muscle, endopelvic fascia, and
urethral support in nulliparous women. The urogenital
diaphragm is external to the pelvic diaphragm and includes the
triangular area between the ischial tuberosities and the
symphysis. The urogenital diaphragm is made up of the deep
transverse perineal muscles, the constrictor of the urethra, and
the internal and external fascial coverings (Hoyte L. et

al,2004).

The right and left levator ani lie almost horizontally in
the floor of the pelvis, separated by a narrow gap that transmits
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