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Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 
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Abstract
Background: One of the ways of modulation of septic response is glycaemic control. Increased Blood 
glucose variability rather than mean glucose level in critically ill patients is an important factor 
associated with sepsis.  
Objective: Objective of this study was to find out whether the increased blood glucose variability 
predicts mortality for septic patients in Intensive Care Unit. 
Methods: Purposively allocated 40 septic patients in Intensive Care Unit of Dhaka Medical College 
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was assessed within first twenty four hours of recruitment of septic patients. By considering a target 
blood glucose level (5 - 8 m mol/L), the assigned patients were separated into three groups (according 
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included those patients having more than two to four blood glucose values not within the target range. 
Group III (more variable group) included those patients having more than four blood glucose values out 
of range of target glucose level. Chi- square test along with a p-value (< 0.05) was done to assess which 
group of blood glucose variability best reflects the association of mortality. Logistic regression was used 
to determine the odds ratio of ICU death in relation to blood glucose variability.  
Results: Out of all the septic patients, the more blood glucose variability group (37.5%) more reflected 
the blood glucose variability than the others. Using the Chi-square, it was found that a highly 
significant difference (x2-14.56, p-value 0.001) was existed between three blood glucose variability 
groups with respect to mortality. Logistic regression analysis demonstrated that more glucose 
variability group had predicted higher mortality rate with a p- value of 0.007 and an odds ratio of 16.0. 
Result is significant. On the other hand, significant effect of moderate glucose variability group on 
mortality was not found with a p-value of 0.665 and an odds ratio of 0.667. 
Conclusions: The septic patients having more blood glucose variability had predicted higher mortality 
rate than that of moderate and less blood glucose variability in Intensive Care Unit. This observation 
indicates that blood glucose variability should be included as a future approach to glucose management 
of septic patients as a target for therapeutic intervention.
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tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.

References

1. Johanson R. Obstetrics procedures, Dewhurst's 
textbook of obstetrics and gynaecology for 
postgraduated; 6th edition: 308-10. 

2. Dutta DC. Operative obstetrics, Textbook of 
Obstetrics; 6 edition: 11-605. 

3. Episiotomy. Obstetrics by ten teachers; 16th 
edition: 288. 

4. Woolley RJ. Benefits and risks of episiotomy. A 
review of the English Language literature since 
1980: Obstet Gyneocol Surv 1995; 50:806-35. 

5. Thorp JM Jr, Bowes WA J. Episiotomy: can its 
routine use be defended? Am J Obstet Gynaecol 
1989; 160:1027-30. 

6. Tracker SB, Banta HD. Benefits and risks of 
episiotomy: an interpretive review of the English 
language literature, 1860- 1960, Obstet Gynecol 
Surv, 1983; 36:322-338.

7. Thorp JM Jr, Bowes WA Jr, Brame RG, Cefalo R. 
Selected use of Midline episiotomy: effect on 
perineal trauma. Cbstet Gynecol, 1987; 
70:260-262. 

8. Gass MS, Dunn C, Stys SJ. Effect of episiotomy 
on the frequency of vaginal outlet lacerations. J 
Health Soc Behav, 1986; 31:240-244. 

9. Borges BB, Serrano F, Pereira F. Episiotomy 
routine versus selective use: Acta Med Port. 
2003; 16:447-54. 

10. Fernando Althabe, Jose M Belizan, Eduardo 
Bergel. Episiotomy rates in primiparous women 
in Latin America: hospital based descriptive 
study: British Medical Journal 2002; 324:945-6. 

11. Signorello LB et al., Midline episiotomy and anal 
continence: retrospective cohort study. British 
Medical Journal 2000; 320: 86-90. 

12. Wilcox LS et al. Episiotomy and its role in the 
incidence of perineal lacerations in a maternity 
center and a tertiary hospital obstetric service. 
Am J Obstet Gynecol, 1989; 160: 1047-52. 

13. Torp JM Jr, Bowes WA Jr. Episiotomy: can its 
routine use be defended. Am J Obstet Gynocol, 
1989; 160:447-54. 

14. Borgatta L, Piening SL, Wayne R. Association of 
episiotomy and delivery position with deep 
perineal laceration during spontaneous delivery 
in nulliparous women. Am J Obstet Gynecol, 
1989; 160:294-297. 

15. Lowenstein L et al. Episiotomy as a risk factor 
for perimeal trauma Hauefuash. Am J Obstet 
Gynecol, 2005; 144(6):389- 339,456.



44

Journal of  the  Bangladesh  Society of  Anaesthesiologists                                                                  Volume 35, No. 2, July  2022

Introduction

Severe sepsis and Septic shock are major risks of 
mortality in Intensive Care Unit patients. It still 
remains one of the leading causes of death. This 
unacceptable high mortality can only be reduced 
if there is greater awareness and understanding 
of the condition and knowledge of most effective 
treatment measure available. Closer observation 
and earlier treatment can influence the outcome 
of sepsis. Diagnosis of sepsis is not easy. Making 
an early, accurate diagnosis of septic shock is a 
key to increasing survival rates. The most 
adopted system to predict mortality is Acute 
Physiology and Chronic Health Evaluation 
(APACHE) Scores. Although useful to evaluate 
outcome, these cumbersome tools are of limited 
use in day to day practice. A number of biological 
markers have been tried to be used as reliable 
prognostic tools for the above purpose. Blood 
glucose has recently emerged as an important 
variable in critical care. 

Patients with sepsis, a manifestation of infection 
where systemic signs of inflammation are 
present and vital organ function may be 
impaired; are at greater risk of death than those 
suffering from uncomplicated infection. These 
patients are particularly prone to hyperglycemia 
and insulin resistance because of a number of 
pathophysiologic changes associated with sepsis.

In the acute stress response, neuroendocrine 
stimulations with high levels of counter 
regulatory hormones glucagon, catecholamines, 
glucocorticoids, growth hormone leads to 
upregulation in hepatic gluconeogenesis and 
glycogenolysis and peripheral insulin resistance 
considered as a beneficial adaptation intended to 
supply energy to vital organs in critically illness 
Although the adaptive rationale for the 
hyperglycemic response is not well understood, 
acute hyperglycemia has many deleterious 
effects leading to increased inflammation (by 

pro-inflammatory cytokines- TNF-alpha, IL1 
beta, IL8), vulnerability to infection and 
multiorgan system dysfunction (Turina, Fry & 
Polk 2005). Hyperglycemia is thought to induce 
oxidative stress and interfere with normal 
endothelial function by overproduction of 
reactive oxygen species, which results in diabetic 
complications through several molecular 
mechanisms: the polyol pathway, the hexoamine 
pathway, protien kinase C pathway and 
formation of advanced glycation end products .

One of the ways to modulate septic response is 
tight glucose control. Close control of blood 
glucose has been shown to increase survival in 
critically ill septic patients. Increased blood 
glucose variability rather than mean blood 
glucose level in critically ill patients is an 
important factor associated with sepsis. If we can 
forecast about the upcoming outcome of septic 
patients by the help of blood glucose variability, 
it will help us to improve the outcome of sepsis. 
Hence, it was appropriate to study that glucose 
variability can predict the mortality for septic 
patients in Intensive Care Unit.

Materials and Methods:

This Prospective Observational Study was 
carried out in a 20 bed mixed Medical-Surgical 
Intensive Care Unit in the Department of 
Anaesthesia, Analgesia and Intensive Care of 
Dhaka Medical College Hospital, Dhaka over a 
period of 19 months starting from January 2012 
to July 2013. Prior to commencement of this 
study, the research protocol was submitted to the 
Ethical Review Committee of Dhaka Medical 
College Hospital and was approved. Patients 
admitted in ICU for more than 24 hours who 
fulfilled the criteria of sepsis either on admission 
or at any time during their ICU stay were 
purposively recruited. No randomization was 
performed. The study was strictly observational. 

Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 

tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.
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Blood Glucose Variability as a Predictor of Mortality for Septic                                                                       Shamima Akter  et al

Subjects having length of stay in ICU less than 
24 hours and other critically ill patients having 
no criteria of sepsis were excluded.

Study Procedure: 

Total 40 patients were recruited after fulfilling 
the inclusion and exclusion criteria.  At the time 
of admission and again after 24 hours patients 
were examined for vital signs and symptoms of 
systemic inflammatory response syndrome 
(SIRS), organ failure and/ or infection. Infection 
was defined by presence of clinical signs of 
systemic inflammatory response syndrome along 
with an identified source of infection and/ or 
positive blood cultures. An observation checklist 
was used by an unblinded observer (i.e. the 
researcher who knows which patient belongs to 
which group) to collect data on study 
parameters.

In all patients after getting proper treatment 
and nutritional support, blood glucose level was 
measured from finger capillary sampling at 
every 4 hours intervals using glucometer. There 
is no universally accepted gold standard method 
to measure blood glucose variability. Glycemic 
variability is considered as a standard of intra 
-day variation, reflecting the swings of blood 
glucose as a consequence of diminished or absent 
auto regulation and the short comings of insulin 
therapy.  In this study, a target blood glucose 
level was 5-8 mmol/ L (Colledge, Walker & 
Ralston 2010)31.  Blood glucose level was 
measured every 4 hours interval for the 1st 24 
hours of recruiting patient, as such 6 glucose 
values were within the 1st 24 hours were 
included in this study. The glucose values that 
were not within the range of operational blood 
glucose level (5-8 mmol/L) were considered as 
values of glucose variability. The assigned 
patients were divided into three variable groups: 
Group I (mild variable group) – when less than 2 

glucose values were not within the target glucose 
level (5-8 mmol/L); Group II (moderate variable 
group) - when 2-4 glucose values were not within 
the range (5-8mmol/L); Group III - (more 
variable group) – when more than four glucose 
values were not within the range.

Statistical Analysis:

Patients were separated into three different 
blood glucose variability groups: Gr.I (mild 
variable group), Gr.II (moderate variable group) 
and Gr.III (more variable group).They were also 
separated into ICU survivors and non-survivors. 
Data was processed and analyzed by SPSS 
(Statistical package for Social Sciences) 
software, 20th version. Categorical data were 
presented as frequency and percentage. 
Numerical data were presented as mean and age 
was presented both with (mean ± SD). 
Chi-square test, multiple logistic regression 
analysis was performed. The level of significance 
was at 5%, 95% confidence interval and a p-value 
<0.05 was considered as significant.

Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 

Table I. Distribution of age of the study group 
 

 Mean ± SD Minimum Maximum 
Age (yrs) 46.03±15.13 20 75 

Table II:  Gender distribution of the study group 
 

Gender Frequency Percentage 
Male 18 45 

Female 22 55 
Total 40 100.00 

Data was expressed as frequency and percentage 

Table III: Distribution of the patients by clinical classification 
Clinical 
classification 

Frequency Percentage 

Medical 21 52.5 
Surgical 19 47.5 

Total 40 100.00 

Data was expressed as frequency and percentage

tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.
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Discussion 

Most common cause of mortality in ICU is septic 
shock. One of the ways of modulation of septic 
response is tight glycemic control. The tight 
control of blood glucose level will improve the 
outcome of sepsis. Different authors have tried to 
find out the relation between blood glucose 
variability and mortality. If we can to seek a link 
between sepsis and upcoming death by the help 
of glucose variability, it will help us to improve 
the outcome of sepsis.

Hence I thought it would be appropriate to study 
that glucose variability can predict the mortality 
for septic patients in Intensive Care Patients.

This study shows that the mean age of the study 
subjects was 46.03±15.13 years and the youngest 
and the oldest patients were 20 and 75 years old 
respectively. Among total, 45% of all study 
subjects were male and 55% were female. 
Medical patients (52.5%) were recruited more 
than that of surgical (47.5%)

Also shown that 35% of all patients were in mild 
glucose variability group, 37.5% were in more 
group and 27.5% were in moderate glucose 
variability group.

On the other hand, 55% of all patients were 
non-survivors and 45% were survivors.

This study shows that a highly significant 
difference between three blood glucose variability 
groups exist with respect to mortality. Moderate 
and more glucose variability groups do not differ 
with respect to mortality but they differ with 
respect to mild glucose variability group. The 
result was highly significant (p- value 0.001).

It was revealed that more glucose variability 
group was a highly significant predictor of 
mortality with a p- value of 0.007 and an odds 
ratio of 16.0 while significant effect of moderate 
glucose variability group on mortality was not 
found with a p-value of 0.665 and an odds ratio of 
0.667.

Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 

Table IV: Distribution of patients into different 
blood glucose variability group 
 

RBS group Frequency Percent 
Mild 14 35.0 

Moderate 11 27.5 
More 15 37.5 
Total 40 100.0 

Data was expressed as frequency and percentage 

Table V: Distribution of patient’s status of the study 
group 

Status Frequency Percent 
Non- survivors 22 55 
 Survivors 18 45 

Total 40 100 
 
Table VI: Chi- square analysis of status of the patients 
among glucose variability groups 
 

Glucose 
variability 

group 

N Non- 
survivors 

Survivors X2 p-
value 

Gr.I (mild) 14(35%) 2(14.29%) 12(85.71%)  
 
 

14.56 

 
 
 

0.001 

Gr.II 
(moderate) 

11(27.5%) 8(72.73%) 3(27.27%) 

Gr.III 
(more) 

15(37.5%) 12(80%) 3(20%) 

Total 40(100%) 22(55%) 18(45%) 
 
Data was expressed as number (within parenthesis was percentage  
over column total) 
Data here analyzed by Chi-square test. 

Table VII:  Effect of Blood glucose variability on 
mortality by Multiple Logistic regression analysis 
 

Glucose 
variability 

Groups 

OR p-value 

Gr.I (mild) 
(Reference) 

 0.004 

Gr. II 
(moderate) 

0.667 0.665 

Gr.III (more) 16.000 0.007 
  
 B S.E. Wald df Sig. Exp(

B) 

Step 
1a 

Nrbs   11.303 2 0.004  
nrbs 
(1) 2.773 1.021 7.380 1 0.007 16.00

0 
Nrbs 
(2) 

-
0.405 0.935 0.188 1 0.665 0.667 

Const
ant 

-
0.981 0.677 2.099 1 0.147 0.375 

 

tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.
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Blood Glucose Variability as a Predictor of Mortality for Septic                                                                       Shamima Akter  et al

Various types of literature defined the 
association of GV with mortality in different 
populations of critically ill patients in different 
ICU. Most of the studies were retrospective 
observational cohorts except Waeschle et al. 
(2008). 

This study was consistent with the study of 
Waeschle et al. (2008) showed that the relation 
between glycemic control and the severity of 
sepsis in a prospective observational cohort of 
patients treated with IIT. In addition they 
showed that significant association of SD levels 
>20mg/dl with mortality rate (p=0.0195). They 
included patients with sepsis, severe sepsis or 
septic shock. 

It was consistent to the study of Ali et al. (2008). 
They also worked with septic patients and their 
aim was to determine association between GV 
and hospital mortality. Main results of that 
study was subjects with increased Glycemic 
lability index, but lower average glucose values 
had almost five-fold increased odds of hospital 
mortality (odds ratio = 4.73, 95% confidence 
interval=2.6-8.7) compared with those with 
lower Glycemic lability index. 

This study was also consistent to the study of 
Pisarchic et al. (2012). They analyzed another 
retrospective study about mortality of burned 
patients. Their observation was, increasing 
glucose variability is independently associated 
with sepsis [majority of non-survivors had Delta 
(Daily glucose excursions)>8 m mol/L one day 
before death while the absolute majority of the 
survived patients on the day when sepsis was 
detected had Delta >6 m mol/L.]

Limitations:
The major limitation of our study was lack of 
randomization. Another limitation was its 
observational study design. Sample size was 
small, so the findings derived from the study 

cannot be generalized to reference population. 
The accurate picture of glucose variability was 
not drawn as this study was carried out only in 
an Adult Intensive Care Unit. So, the picture of 
paediatric group was not known.This was a 
single centre study. 
Conclusions:

The septic patients having more blood glucose 
variability predicted mortality more than that of 
moderate and less blood glucose variability in 
ICU. If, we know about the propensity of death 
from the glycemic picture of septic patients 
within the 1st 24 hours of detection of sepsis, it 
will be easy to treat the patient and easily 
improve the outcome of sepsis that is death. 

Patient with septic shock have a high mortality 
and as yet there is no accurate prediction scoring 
system which gives accurate prediction of 
outcome for individual patient. In that case, 
Glucose variability can see the way to improve 
the outcome of sepsis.

Our observation is prospectively confirmed, 
would indicate that Glucose variability should be 
included as a future approach to glucose 
management of septic patients as a target for 
therapeutic intervention.
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Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 

tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.
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Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 

tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.
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Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 

tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.
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Introduction
An episiotomy is a surgical incision of the 
perineum made to increase the diameter of the 
vulval outlet during child birth. Episiotomy, the 
commonest intervention during child birth was 
first described in 1741 for complicated vaginal 
deliveries for prevention of perineal tear1. But in 
many countries it soon became a routine policy in 

clinical practice without scientific evidence of its 
benefits. Its use was justified by the prevention 
of severe perineal tears, better future sexual 
function and a reduction of urine and fecal 
incontinence2. During the last three decades the 
need for episiotomy has questioned by child birth 
activists, women themselves, midwives and 
obstetricians. There is high frequency of pain, 

discomfort, dyspareunia and failure to resume 
pain free intercourse experienced by women who 
was sustained an episiotomy3. Current scientific 
evidence shows that routine episiotomy is not 
justified, it has no benefit for mother and infant, 
increase the need for perineal suturing and 
thereby may cause complications in healing 
process at seven days post-partum, produce 
unnecessary pain and discomfort and has 
potentially harmful long term effects4. Many 
study concluded that episiotomies prevent 
anterior perineal lacerations (which carry 
minimal morbidity) but fail to accomplish any of 
the other maternal or fetal benefits traditionally 
ascribed, including prevention of perineal 
damage and its sequelae, prevention of pelvic 
floor relaxation and its sequelae and protection 
of new born from either intracranial 
haemorrhage or intrapartum asphyxia. In the 
process of affording this one small advantage, 
the incision substantially increases maternal 
blood loss, the average depth of posterior injury, 
the risk of anal sphincter damage, the risk of 
improper perineal wound healing and the 
amount of pain in the first several postpartum 
days5. Thacker and Banta6 reported that 
episiotomies were performed on 62.5% of women 
having vaginal deliveries in the United States in 
1979, with 50% to 90% of primigravid women 
having episiotomy at the time these authors' 
extensive review of episiotomy literature was 
published. More recently, relatively small 
studies in the United States have reported rates 
of 63%7 and 52%8 on obsteric services in teaching 
hospitals and 38% in an alternative birth center 
located within a teaching hospital. But 
unfortunately in our country there has been very 
little study on episiotomy. There appears to be 
only a limited awareness, amongst most 
professional, of the extent of post-partum 
morbidity experienced by women following 
episiotomy9. The morbidity is not considered to 
be life threatening, however it does affect a large 
proportion of women in our country and indeed 
throughout the World. In fact millions of women 
give birth each year in our country, many will 
sustain episiotomy and repair. The maternal 
morbidity associated with episiotomy repair can 
have a major impact on woman's general health 
causing her much discomfort and distress10. The 
main purpose of this study was to evaluate the 
maternal and foetal outcome in routine versus 
selective use of episiotomy. 
                                                                        

Objectives
•  General objective:
o To evaluate the maternal and foetal outcome 

in routine versus selective use of episiotomy. 
•  Specific Objectives:
o  To find out the number of episiotomy 

actually needed. 
o To compare the immediate complications in 

both non- episiotomy and episiotomy group. 
o To evaluate the relation between episiotomy 

and foetal biometry. 
o  To analyze the foetal wellbeing of both groups being 

delivered with episiotomy and without episiotomy.

Methodology and Materials
This prospective interventional study was 
conducted at the Department of Obstetrics and 
Gynaecology, Sir Salimullah Medical College 
and Mitford Hospital during January 08 to June 
08. A total of 160 patients were included for the 
study according to following inclusion and 
exclusion criteria. These patients were divided in 
Group I (n=65) all of whom were delivered with 
episiotomy, Group II (n=95) women who were 
intended to be delivered by restricting 
episiotomy but 9 of these patients needed 
episiotomy due to absolute foetal and maternal 
indications and so ultimately 86 patients were 
delivered without episiotomy. First stage of lab 
was managed as per protocol and all deliveries 
were done in dorsal position. The patient of 
group I were given episiotomy with all aseptic 
precaution after infiltration of 10 ml of 1% 
solution of lignocaine. For group II patients 
episiotomy was restricted and w. only given for 
specific indications. Blood loss during episiotomy 
was managed actively. All the patients were 
followed up for 24 hours after delivery. 
Statistical analysis were performed using 
computer- based software, statistical package for 
social science (SPSS).
• Inclusion Criteria
 o Term pregnancy. 
 o Vertex presentation. 
 o Primi and multi gravida 
• Exclusion Criteria
 o Any type of malpresentation. 
 o Complicated pregnancy- pregnancy 

associated with PET, Eclampsia, Gestational 
diabetes etc. 

 o Intrauterine death.

 Results
A total of 160 cases were included in the study, 
out of which 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and only 9(5.6%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups whereas maximum number 
was found in the age group of 31-34 years in 
episiotomy needed group. The mean± (SD) age 
was 21.6±3.47 years in episiotomy received 
group, 22.1±3.51 years in no episiotomy group 
and 30.4±4.24 years in episiotomy needed group 
(Table I). Most of the study patients were primi 
(Table II). The mean height were similar in all 
groups (Table III). Regarding the duration of 
second stage of labour of maximum number 
belongs to 30 - 90 minutes in all groups. The 
mean± (SD) duration of second stage of labour 
was 60.0±21.1 minutes in episiotomy done group, 
42.6±14.5 minutes in no episiotomy group and 
56.4±18.3 minutes in episiotomy needed group 
(Table IV). In group I there was 2° tear in 
61(93.8%), 3rd degree tear 4(6.2%) and none had 
1° perineal tear, whereas in group II it was 
observed that 45(52.3%) had no tear, 35(40.7%) 
had 1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. In group II who required episiotomy 
8(88.9%) had 2° tear, 1(11.1%) had 3° tear and 
none had 1° perinatal tear (Table V). In group I, 
8(12.3%) patients had para urethral tear, 
2(3.1%) patients had labial trauma and anterior 
vaginal trauma occurred in cases of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) patients had para 
urethral tear, 2(2.3%) patients had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(1.2%) patient. Among 9 patients who required 

episiotomy in group II 1(11.1%) patients had 
para urethral tear and none had labial trauma 
and anterior vaginal trauma occurred in cases of 
1(11.1%) patient (Table VI). In group I, 
24(36.9%) patients complained difficulty in 
defecation and 30(46.2%) felt difficulty in sitting. 
Whereas no complication was found in group II. 
But in patients needing episiotomy in group II 
4(44.4%) complained about difficulty in 
defecation and 5(55.5%) complained about 
difficulty in sitting (Table VII). There was no still 
birth found in any group. Spontaneous cry was 
found 53(81.5%), cried after resuscitation 
4(12.1%) and 1(1.5%) baby needed admission in 
group I. In group II among 86 patients who did 
not need episiotomy 77(89.5%) babies cries 
spontaneously, 8(9.3%) cried after resuscitation 
and none was needed admission. In babies of 
mothers who needed episiotomy in group II 
8(89.8%) babies cried spontaneously, 1(9.4%) 
cried after resuscitation and 1(11.1%) baby 
needed admission (Table VIII). The mean± (SD) 
head circumference of the baby was 36.4±6.05 cm 
and 34.7±1.26 cm in group I and group II 
respectively. In group II who needed episiotomy 
the mean± (SD) head circumference of the baby 
was 37.2±2.53 cm (Table IX). Maximum baby 
weight was belongs to 2.7-3.0 kg in group I but in 
group II majority of the baby weight was belongs 
to 2.5 – 2.6 kg and in babies of mothers who 
needed episiotomy majority of the baby weight 
was belongs to 3.1-3.2 kg. The mean± (SD) 
weight was 2.8±0.37 kg and 2.9±0.28 kg in group 
I and group II respectively. In babies of mothers 
who needed episiotomy the mean± (SD) weight 
was 3.1±0.24 kg (Table X).

Discussion

In this present study 65(40.6%) cases received 
episiotomy, 86(53.8%) not received episiotomy 
and 9(53.8%) needed episiotomy. Maximum 
number was found in the age group of 20-25 
years in both groups but in cases of 9 patients 
who were in group II but needed episiotomy 
31-34 years was the maximum number. All 
pregnant woman was in primi gravida in group I 
patients, whereas 66.3% in group II and 88.9% 
who needed episiotomy in group II. The mean 
(±SD) height was 151.6±4.1 cm in group I, 
152.9±7.3 cm in group II and 153.2±6.7 cm those 
who needed episiotomy in group II, which were 
almost similar in all groups. Sinorello LB et al11 
reported similar age and height in their study. 
Regarding the duration of second stage of labour 
of maximum number belongs to 30 - 90 minutes 
in all groups in the current study. It was also 

found that the mean (±SD) duration of second 
stage of labour was 60.0±21.1 minutes in group I, 

42.6 (SD) ±14.5 minutes in group II and 56.4 
(SD) ±18.3 minutes in group II 20 who needed 
episiotomy. Wilcox LS et al12 showed episiotomy 
were 68.0% less among women with a second 
stage of labour <15 minutes than women with a 
second stage of labour lasting 16 to 90 minutes. 
Sinorello LB et al11 observed that the similar 
result. In the present study, group as episiotomy 
was given routinely there was no question no 
tear/1° tear and 3° tear (extension of the 
episiotomy incision) occurred in 4(6.2%) patients. 
In group II among 86 patients who did not need 
episiotomy 45(52.3%) had no tear, 35(40.7%) had 
1° tear, 9(10.5%) had 2° tear and none had 3° 
tear. Among 9 patients of group II who needed 
episiotomy only 1(11.1%) patients had 3° tear. 
Throp JM JR13 and associates investigated the 
relationship of episiotomy to third degree 
perineal tears. Similar rates of tear in nulliparae 
was documented by Borgatta L et al14. In this 
study it was observed that the perineal trauma 
during labour was in 8(12.3%) had para urethral 

tear, 2(3.1%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.5%) 
patients. In group II among 86 patients who did 
not need episiotomy 9(10.5%) had para urethral 
tear, 2(2.3%) had labial trauma and anterior 
vaginal trauma occurred in case of 1(1.2%) 
patients. Among 9 patients who required 
episiotomy in group II 1(11.1%) patients had para 
urethral tear, none had labial trauma and 
anterior vaginal trauma occurred in case of 
1(11.1%) patients. Lowenstein et al15 who found 
more perineal trauma in the episiotomy group 
(17.10% vs 5.50%). Regarding the complications 
within 24 hours of delivery in the present study it 
was observed that in group I 36.9% patients 
complained difficulty in defecation whereas none 
in group II and among 9 patients who required 
episiotomy in group II 44.4% had complained 
about difficulty in defecation. Difficulty in sitting 
were found 45.5% in group I and none in group II 
respectively. Among 9 patients who required 
episiotomy in group II 5.55% felt difficulty in 
sitting. In this current study live birth was found 
100.0% in all groups. Spontaneous cry was found 
81.5%, cried after resuscitation 12.1% and 1.5% 
baby needed admission in group I. In group II 
among 86 patients who did not need episiotomy 
89.5% babies’ cries spontaneously, 9.3% cried 
after resuscitation and none was needed 
admission. In babies of mothers who needed 
episiotomy in group II 89.8% babies cried 
spontaneously, 9.4% cried after resuscitation and 
11.1% baby needed admission. Borgatta L et al14 
did an extensive study on 694 births and found no 
significant difference of the condition of the 
babies whether it was delivered with or without 
episiotomy. In this study it was observed that the 
mean± (SD) head circumference of the baby was 
36.4±6.05 cm and 34.7±1.26 cm in group I and 
group II respectively. In group II who needed 
episiotomy the mean± (SD) head circumference of 
the baby was 37.2±2.53 cm. Similar findings were 
found in Signorello 19 LB study11. In this study it 
was found that maximum baby weight was 
belongs to 2.7 - 3.0 kg in group I but in group II 
majority of the baby weight was belongs to 2.5 - 
2.6 kg and in babies of mothers who needed 
episiotomy majority of the baby weight was 
belongs to 3.1 3.2 kg. Signorello LB11 findings in 
their study that the average infant birth weight 
in the episiotomy group was higher than in the 
tear group, but birth weight in tear group was not 
significantly higher than in the intact group. 
Wilcox LS et al12, Borgatta L et al14 found in their 

study an increases in the incidence of lacerations 
was associated with delivery when infant birth 
weight was 2 4000 gm. 

Limitations Of The Study
The greatest limitation of this study is lack of 
follow up. So rates of important remote 
complications of episiotomy and non- episiotomy 
patients like wound infection, wound dehiscence, 
dyspareunia, flatus incontinence, faces 
incontinence and morbid period could not be 
assessed in this study. Sample size was small. 
The study was conducted in a single center which 
doesn’t reflect the original scenario of 
Bangladesh. So here need a large multi scale, 
multi center countrywide study for genuine 
outcome.

Conclusion And Recommendations
In a poor country like ours, where pregnancy rate 
is very high, reducing episiotomy rate can 
eliminate morbidity associated with episiotomy 
and can ensure early resumption of women to 
their normal life. In Bangladesh episiotomy is 
still being performed routinely in most of the 
centers but the present study is an attempt 
showing that episiotomy could be restricted to 
specific indication without any adverse effects to 
mothers and babies rather will be beneficial to 
the mother and ultimately to the society. So, use 
of episiotomy should be individualized and 
restricted on specific foetal and maternal 
indications. Continuing audit could lead to 
further benefits for childbearing women. This 
message should be disseminated to out practicing 
professionals dealing with delivery care to 
improve the prevailing situation in obstetrics and 
bring a positive change.
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