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EPISIOTOMY IN NULLIPAROUS WOMEN:
AN ENTRENCHED HABIT?

T

his issue of Revista Colombiana de Obstetricia
y Ginecología brings the study by MellizoGaviria et al. entitled “Frequency of episiotomy and complications in the Obstetrics Service of
Hospital Universitario San José, Popayán (Colombia),
2016. Exploration of maternal and perinatal factors
associated with its performance.” This cross-sectional
observational study was designed to determine the
frequency with which episiotomy is performed and
its related complications, and to explore some factors associated with its use during delivery. Based on
random sampling done in an institution with a 50%
proportion of cesarean deliveries reported in 2015,
the study found a 30.5% frequency in the overall
use of episiotomy for term deliveries, performed in
58.2% of the nulliparous women but only in 6.6%
of the multiparous women. As stated by the authors,
nulliparity was associated with an eight-fold increase
in the probability of performing an episiotomy in the
patients seen at the institution.
Episiotomy is an intervention designed to widen
the opening of the vagina to facilitate birth, thus
protecting the pelvic floor and preventing severe
perineal lacerations, reducing the risk of hypoxic and
ischaemic injury to the foetus, and facilitating the
anatomical and physiological repair of the perineum
(1). However, scientific evidence has not supported all
the proposed benefits, leading to the rejection of its
routine use. On the other hand, national and international recommendations involve the selective use of
episiotomy, even in cases of instrumented deliveries
(2-7). As a result of these recommendations, there is

a world trend towards a lower use of this intervention (8-11), a fact that is more visible in high income
countries, where episiotomy rates are lower than 30%,
while they can be higher than 70% in lower income
countries (11).
In Colombia, episiotomy rates have been falling according to some reports in the literature, down from
more than 50% of all births to rates between 12 and
30% over the past twenty years (12). However, the
reduction in episiotomy rates in nulliparous women
is not so evident. While rates of use in nulliparous
women reported between 2001 and 2005 were close
to 90% (9, 12), recent reports, including the article
published in this issue, describe rates of use in 60
to 70% of these women. In Colombia, in some hospitals, this frequency has dropped below 30% with
the implementation of stringent policies for selective
episiotomy (12, 13), closer to the global 10% rate recommended for this procedure by the World Health
Organisation since 1996 (14).
Episiotomy use and indication are left to the judgement and experience of the practitioner caring for the
pregnant woman, given that existing evidence does
not allow for consensus on standards and indications
that can guide clinical practice (7, 8). Emphasis on the
use of episiotomy in nulliparous women must focus
on the preferences and training of the obstetricians
and the role they play in training healthcare talent in
teaching hospitals, because it is their duty to supervise
staff in training and teach them how to recognise
patients at risk of severe perineal tear in order to be
able to implement timely and effective measures for
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the prevention of these events such as the use of warm
packs, teach techniques for perineal protection, and
indicate the use of episiotomy selectively (4, 5, 12, 13).
The restricted use of episiotomy is crucial, as are
also the availability of pain management methods,
ambulation during labour, the presence of a companion at all times, fluid intake, and maternal freedom to adopt a position at the time of delivery (6, 7,
14-16), all of which improve maternal and perinatal
outcomes, humanise the experience for all the people
involved in the birth, and counteract the perception
of obstetric violence.
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