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ABSTRACT 
 

Background: Episiotomy is the commonest operative procedures in obstetrics, and belied by many 
to expedite delivery. In most tertiary hospitals in Nigeria, majority of the episiotomies are repaired 
by house officer, with varying degree of complications. 
Objective: To determine the complications of episiotomy repair by house officers, using repair by 
resident doctors as control. Specifically, it would evaluate the rate of wound dehiscence, perineal 
pain, estimated blood loss, acute urinary retention, vulva hematoma and dyspareunia.  
Materials and Methods: A comparative study of 400 parturients who were admitted in labour, 
delivered vaginally, and had episiotomy repair at the Niger Delta University Teaching Hospital in 
Bayelsa State, Southern Nigeria. Episiotomy repair was carried out in the labour ward by house 
officers (200 subjects), and resident doctors (200 subjects). All the episiotomies were mediolateral 
and repaired with polyglactic acid suture, size 0. Using those repaired by resident doctors as 
control, assessment of the patients was carried within 24 hours for: perineal pain, acute urinary 
retention, delivery to repair interval, estimated blood loss and vulva hematoma. The next 
assessment was at 7 days postpartum for perineal pain and wound healing. Finally, they were 
evaluated at 6 weeks for complete wound healing, perineal pain, and dyspareunia. 
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Results: There was no significant difference in the rate of wound dehiscence between the 2 
groups. However, episiotomy repair by house officers was associated with more vulva hematomas, 
Odds Ratio = 6.15[CI, 0.73 – 51.60], immediate postoperative pain, P = 0.04[CI, 0.71 – 1.06], and 
superficial dyspareunia. 
Conclusion: Women whose episiotomies were repaired by house officers experience more 
postoperative morbidity than those repaired by resident doctors. If house officers will continue to 
repair most of the episiotomies, a more intensive training is recommended. 

 
 
Keywords: Episiotomy repair; house officers; resident doctors; outcome. 
 

1. INTRODUCTION 
 
Episiotomy is defined as a surgical incision on 
the perineum made to increase the diameter of 
the vulva outlet during childbirth. Episiotomy is 
the commonest surgical procedure in obstetrics 
[1,2]. In a multicenter study carried out in 
California USA involving 510 hospitals, it was 
observed that among the 10% of hospitals that 
used episiotomy most frequently, the mean rate 
was 34.1% (95% CI, 32.0%-36.3%). However, 
among the hospitals that use it least frequently, 
the mean rate was as low as 2.5% [2]. In Nigeria, 
an incidence rate of 9.3% was reported in Owo, 
Ondo State, [3] while prevalence rates of 62.1% 
and 41.4% were reported in Enugu, [4] and Kano 
[5] respectively. 
 
Rigid perineum especially in primigavida is the 
commonest indication for episiotomy, and rates 
as high as 90% have been reported in Abia 
State, [6] and 62.2% in Ogbomosho, [7] both in 
Nigeria. Other common indications include fetal 
macrosomia OR = 0.09[6.06, 0.15], instrumental 
vaginal delivery OR = 0.13[0.07, 0.26], [8] and 
assisted vaginal breech delivery. 
 
Complications of episiotomy are quite common, 
in a study in Ahmadu Bello University Teaching 
Hospital, Zaria, Nigeria, episiotomy was 
commonly associated with perineal pain, wound 
sepsis (23.7%), partial dehiscence (14.5%), and 
hemorrhage (5.3%) [9]. In a study in Port 
Harcourt, Nigeria, 22.0 % of the women who had 
episiotomy experienced significant blood loss 
[10]. Other reported episiotomy complications 
include dyspareunia [9,11], acute urinary 
retention, and vulva hematoma [12,13].  
 

The morbidity associated with episiotomy may be 
due to several factors, which include: the type of 
episiotomy, patient’s immune status, poor 
perineal hygiene, [13] the type of suture material 
used, [14,15] puerperal sepsis, and non-
compliance with post-operative management 
[9,13]. In a systematic review in Johns Hopkins 

University to determine the impact of surgeon’s 
skill on patients’ outcome, it was concluded that 
the level of a surgeon's technical skills was a 
good predictor of patient outcomes in some 
surgical procedures [16]. It is very possible that 
poor repair technique from the skill of the 
surgeon could have a negative impact on 
episiotomy repair and its outcome. 
 
In many centers globally, episiotomy may be 
repaired by medical students, nurses, house 
officers, resident doctors, and consultants with 
varying degree of expertise. In most tertiary 
institutions in Nigeria, a great majority of the 
episiotomies are repaired by house officers, 
followed by resident doctors, and just a handful 
by consultants. Nurses are restrained from 
participating. In a study in Port Harcourt in 
Nigeria, it was observed that house officers 
repaired as much as 82.5% of the episiotomies, 
15.5% by registrars, and only 2% by consultants 
[10]. 
 
A study done in University of Calabar in Nigeria 
reported that majority of the episiotomies 52. 7% 
were repaired by house officers, resident doctors 
were next (42.9%), and consultants only repaired 
4.4% [15]. In another hospital based study in 
Nigeria, 55.7% of episiotomies were repaired by 
house officers, 42.5 by residents and only 1.8% 
by consultants [17]. 
 

Though it has been acknowledged that the rank 
and skill of the surgeons greatly influences the 
outcome of surgical procedures, the research 
community has not focused attention on this 
subject matter with respect to episiotomy repair; 
there is dearth of articles and publications on this 
issue in the print and electronic media. This 
study intends to focus attention on the influence 
of the skill of the surgeon on episiotomy repair, 
using house officers as a fulcrum. House officers 
were chosen because in terms of skills and 
experience in the medical profession, they 
occupy the bottom of the lather, and they repair 
most of the episiotomies.  
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1.1 Objectives 
 
The present study aim to determine the 
complications of episiotomy repair by house 
officers, using repair by resident doctors as 
control. Specifically, it would evaluate the rate of 
wound dehiscence, perineal pain, delivery to 
repair interval, estimated blood loss, acute 
urinary retention, vulva hematoma and 
dyspareunia. The study would also determine the 
bio-data, and the socio-demographic 
characteristics of the subjects. 
 

2. METHODOLOGY 
 

2.1 Study Site  
 
The study was carried out in the delivery ward of 
department of obstetrics and gynaecology, Niger 
Delta University Teaching Hospital (NDUTH) in 
Southern Nigeria. 
 
2.2 Study Design  
 
A comparative study of 400 parturients who were 
given episiotomy during delivery, the study was 
carried out from 10

th 
of February 2020 to 4

th
 of 

July 2020, Episiotomy repair was carried out in 
the labour ward by registrars (200 subjects), and 
house officers (200 subjects). All the 
episiotomies were mediolateral and repaired with 
polyglactic acid suture (vicryl) size 0. 
 

2.3 Patient Selection 
 
The subjects were booked parturients who 
delivered vaginally and had episiotomy             
incision and repair. However, for the purpose of 
follow-up and co-operation, detained information 
about this study was given to the patients. The 
patients were also informed that inclusion into 
this study would not pose any risk or 
complication as there would be no intervention, 
because episiotomy is usually repaired by house 
officers and resident doctors in this hospital. 
However, they were informed that their wish to 
pullout of the study would be honored 
appropriately. 
 

2.4 Exclusion Criteria  
 
Patients with pre-existing conditions that could 
affect wound healing were excluded from the 
study. These include un-booked patients, 
prolonged rupture of fetal membranes, 
chorioamnionitis, and women with immune-
compromised conditions like HIV/AIDS. Also 

excluded were women who had medical 
conditions that could impair wound healing, such 
as diabetes mellitus, and severe anemia. 
 

2.5 Training of House Officers on 
Episiotomy Repair  

 
In line with the NDUTH hospital policy, house 
officers do rotational posting for 3 months in the 
department of obstetrics and gynaecology. The 
departmental protocol on episiotomy mandates 
all newly posted house officers to undergo 
trained on episiotomy repair for 2 weeks, and 
certified competent before they can be 
independent. This was applied, and only trained 
house officers were used for this study. 
 

2.6 Selection of Doctors for Episiotomy 
Repair 

 
The process of selection of the resident doctors 
and house officers in this study was bases on the 
labour ward, and episiotomy protocols of the 
department of obstetrics and gynaecology, 
NDUTH. Patients who fulfilled the inclusion 
criteria were recruited until the number based on 
the sample size was completed. 
 
The NDUTH labour ward protocol on episiotomy 
permits the accoucheur (nurses and doctors) to 
give episiotomy at their discretion, but to the best 
interest of the mother and the fetus. The protocol 
does not permit nurses or house officers to take 
charge of delivery of women with labour 
complications, such as breech presentation, 
multiple pregnancy or those requiring 
instrumental vaginal delivery. The resident 
doctors deliver most of these women and a few 
by the consultants on call. 
 
With respect to episiotomy repair in NDUTH, it is 
carried out by either houses officers or the 
resident doctors. Nurses are not allowed to repair 
episiotomies, irrespective of their long period of 
service or job experience, but whenever they 
deliver women, they are empowered to use their 
discretion to call the doctors to repair 
episiotomies. However, the house officers are 
only permitted to repair uncomplicated cases; the 
resident doctors are called to repair episiotomies 
when danger is anticipated or encountered, such 
as postpartum hemorrhage etc.  
 

In circumstances where the accoucheur is a 
resident doctor or a consultant, he or she repairs 
the episiotomies immediately after delivery. 
However, the consultant is at liberty to delegate 
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responsibility to the resident doctors if he so 
wishes. 
 

2.7 Procedure for Repair of Episiotomy 
 
With the patient in lithotomy position, the 
episiotomy wound was inspected with a good 
light source, and the apex was located. Those 
who were not given anesthesia before the 
episiotomy incision were given 5 ml of 1% 
lignocaine as local infiltration. A top up of another 
5ml may be necessary if adequate anesthesia 
was not achieved. A vaginal pack was placed 
above the episiotomy wound when necessary, to 
keep blood away from the operation field.  
 
Repair of episiotomy was carried out in three 
layers. Beginning from the apex, the vaginal skin 
was repaired with continuous sutures, and the 
perineal muscles and skin were repaired with 
interrupted sutures, respectively. Only size 0 
polyglactic acid (vicryl) sutures on cutting needle 
was used for this study.  
 

Following repair, a thorough inspection of the 
wound was carried out to ensure that hemostasis 
was achieved, the vaginal pack was removed, 
and a rectal examination was carried out to 
ensure that the anal canal was patent.  
 

2.8 Postoperative Management and 
Follow-up 

 

In line with the NDUTH labour ward and 
episiotomy protocols, immediately after delivery, 
it is mandatory for patients to be observed first in 
the labour ward, and then postnatal ward                  
for at least 24 hours for possible delivery 
complications. Thereafter, those without 
complications are discharge. 
 

With respect to this study, the women were 
monitored for postoperative episiotomy 
complications such as: hemorrhage, vulva 
hematoma, perineal pain, and acute urinary 
retention. During this period, patients were given 
health education on perineal hygiene, and 
counseling on compliance with postoperative 
management. They were taught how to prepare 
sitz bath and instructed to have regular sitz bath 
twice daily for 1 week. Patients were placed on 
oral cefuroxime 500 mg 12 hourly for 7 days, 
metronidazole 400 mg 3 times daily for 5 days, 
ferrous sulphate 200 mg daily, and folic acid 5 
mg daily for 6 weeks. They were also placed on 
oral diclofenac sodium 50 mg 8 hourly for 1 
week. 

In concordance with the labour ward protocol, on 
completion of the 24 hours mandatory 
observation period, the patients without 
complications were given 6 weeks appointment 
for postnatal assessment. However, those who 
enrolled for this study were given 1-week 
appointment for assessment of wound healing. 
While at home, they were instructed to a watch 
out for offensive vaginal discharge, wound 
sepsis, and wound dehiscence. They were also 
advised to report back to hospital whenever they 
develop complications that warrant hospital 
treatment. 
 
At 1-week assessment, patients were assessed 
for perineal pain, wound dehiscence, and 
compliance with postoperative treatment. Those 
with complications were treated accordingly, 
including wound resuturing.  
 
The final assessment was at 6 weeks postnatal 
visit. Patients were assessed for complete wound 
healing, perineal pain, and dyspareunia for those 
who have resumed sexual intercourse. 
 

2.9 Sample Size 
 

A total of 400 women who had episiotomy in 
labour were enrolled for this study. An 
appropriate sample size was calculated using Epi 
Info statistical software, based on an annual 
delivery rate of 800, an episiotomy rate of 30%, 
and confidence interval was set at 
95%.Statistical significance was a p value < 0.05. 
 

2.10 Collection of Data 
 

A patient’s information sheet (the research 
protocol) was filled for each patient by the 
researcher or the doctor on call, this commences 
about 6 hours after an episiotomy repair. The 
researchers name and phone number were given 
to each patient so that complaints would be 
appropriately attended to. In addition, the 
patients were called and reminded of their 
appointments when due, to enhance compliance. 
 

Data obtained during the 24 hours inpatient 
monitoring period include: episiotomy repair to 
delivery interval, estimated blood loss, perineal 
pain, acute urinary retention, and vulva 
hematoma. Other data collected include patient’s 
bio-data, indications for episiotomy, fetal 
demographic characteristics. At 1 week and 6 
weeks postpartum, data was collected as 
stipulated in the postoperative management 
above. 



2.11 Objective Evaluation of 
Pain and Wound Dehiscence

 
The main outcome measures in this study were 
perineal pain and wound dehiscence. For pain 
perception, the severity was evaluated using a 
visual analogue scale, calibrated in centimeters. 
At the time of assessment, the patients were 
asked to determine the level of pain perceived, 
with the assumption that at 0 cm there was no 
pain, and at 10 cm the pain was at its extreme. It 
was scored as mild (1-3 cm), moderate (3.1
cm) and severe (6.1-10 cm). Perineal pain was 
assessed between 6 and 12 hours after the 
episiotomy repair, this was necessary to avoid 
the effect of lignocaine on postoperative pain, 
and to accommodate patients who prefer to rest, 
especially those delivered at night. None of the 
patients in this study had epidural anesthesia.
 
Wound dehiscence was assessed by inspecting 
the episiotomy wound for break down, which 
could be partial or total separation of the sutures. 
In partial separation, only the vaginal skin was 

Fig. 1. Compliance with postoperative treatment at 7 days 
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of Perineal 
Wound Dehiscence 

The main outcome measures in this study were 
pain and wound dehiscence. For pain 

perception, the severity was evaluated using a 
visual analogue scale, calibrated in centimeters. 
At the time of assessment, the patients were 
asked to determine the level of pain perceived, 

cm there was no 
cm the pain was at its extreme. It 

cm), moderate (3.1-6.0 
cm). Perineal pain was 

assessed between 6 and 12 hours after the 
episiotomy repair, this was necessary to avoid 

fect of lignocaine on postoperative pain, 
and to accommodate patients who prefer to rest, 
especially those delivered at night. None of the 
patients in this study had epidural anesthesia. 

Wound dehiscence was assessed by inspecting 
break down, which 

could be partial or total separation of the sutures. 
In partial separation, only the vaginal skin was 

involved. In total separation, dehiscence involves 
all the layers, including the perineal muscles. 
 

2.12 Data Analysis    
 
All data collected was coded and fed into 
spreadsheet using SPSS version 22
and Epi info version 7 software, and analyzed. 
Data was presented as mean with standard 
deviation, rates, and proportions, in Tables and 
Figures. Test of significance was by ch
and Fisher Exact, and mean difference was 
compared using student’s t - test. Statistical 
significance was set at p values ≤ 0.05 at 95% 
confidence interval. 
 

3. RESULTS 
 
Most of the women 182(45.5%) who had 
episiotomy repair were aged 25-
majority of these women 275(68.8%) attained 
tertiary education. Self-employed women 
109(27.3%) were predominant, and most 
194(48.5%) were multiparous (Para 1
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Table 1. Bio-data 
 

Bio-data House officer (n = 200) Registrars (n = 200)       Total (n = 400) 

Maternal age    

≤19 years 5(1.3%) 4(0.5%) 9(1.8%)  

20-24 years 35(8.8%) 22 (5.5%) 57(14.3%) 

25-29 years 83(20.8%) 99(24.8%) 182(45.5%) 

30-34 years 60(15.0%) 52(13.0%) 112(28.0%) 

≥35 years 17(4.3%) 23(6.3%) 40(10.5%) 
Educational level        

Non-formal - - - 

Primary  2(0.5%)  12(3.0%) 14(3.5%) 

Secondary 60(15.0%) 51(12.8%) 111(27.8%) 
Tertiary 138(34.5%) 137(34.3%) 275(68.8%) 
Occupation    

Unemployed 37(9.3%) 33(8.3%) 70(17.7%) 

Self-employed 55(13.8%) 54(13.5%) 109(27.3%) 

Student 50(12.5%) 45(11.3%) 95(23.8%) 

Civil servant 47 (11.8%) 53(13.3%) 100(25.0%) 

Company staff 11(13.0%) 15(3.8%) 26(6.5%) 
Parity    

Para 0  87(21.3%) 97(24.3%) 184(46.0%) 

Para 1-4  103(25.8%) 91(22.7%) 194(48.5%) 

≥ Para 5 12(3.0%) 10(2.5%) 22(5.5%) 
       
Table 2. Indication for episiotomy, fetal demographic characteristics, delivery to repair interval, 

and mean blood loss 
 

Variable House officers  

(n = 200) 

Registrars  

(n = 200) 

Total  

(n = 400) 

p value 

Indication for 
episiotomy  

    

Rigid perineum  200(50.0%) 159(39.8%) 359(89.8%)  

Breech delivery - 19(4.7%) 19(4.7%)  

Vacuum extraction - 13(3.3%) 13(3.3%)  

Forceps delivery - 8(2.0%) 8(2.0%)  

Shoulder dystocia - 1(0.3%)  1(0.3%)  

Birth weight      

< 1500 grams - - -  

1500 - 2500 grams 9(2.3%)  10(2.5%) 19(4.8%)  

2501 - 3999 grams 179(44.8%) 166(41.5%) 345(86.3%)  

> 4000 grams 12(3.0%) 24(6.0%) 36(9.0%)  

Fetal sex     

Male babies 88(22.0%) 106(26.5%) 194(48.5%)  

Female babies 112(28.0%) 94(23.5%) 206(51.5%)  

Delivery to repair 
interval  

    

< 15 minutes 15(3.8%) 5(1.25%) 20(5.0%) 0.02* 

15-30 minutes 130(32.5%) 135(33.9%) 265(66.4%) 0.45 

≥ 30 minutes 55(13.8%) 60(15.0%) 115(28.7%) 0.58 
Mean blood loss     

 275.12 ± 148.3 mls 258.4 ± 126.6 mls t = 1.21, P = 0.22 
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Table 3. Postoperative complications following episiotomy repair  
 

Complications House officers  

(n = 200)   

Registrars  

(n = 200)     

Total  

(n = 400)     

p value 

Immediate post-operative complications (within 24 hours) 

No complication 65(19.5%) 92(23.0%) 157(39.3%) 0.005* 

Perineal pain 124(31.0%) 104(26.0%) 228(57.0%) 0.04* 

Pain with acute 

urinary retention 

5(1.1%) 3(0.8%) 8 (1.9%) 0.30 

Vulva hematoma 6(1.6%) 1(0.3%) 7(1.9%) 0.04 

Complications at 7 Days Postpartum 

Wound healing     

Satisfactory wound 
healing 

133(33.3%) 115(28.7%) 248(62.0%)  

Wound dehiscence 67(16.8%) 85(21.3%) 152(38.0%) 0.06 

Perineal pain     

No perineal pain 137(34.3%) 119(29.8%) 256(64.0%) 0.06 

Mild perineal pain 24(6.0%) 35(8.8%) 59(14.8%) 0.12 

Moderate to severe 
pain 

39(9.8%) 46(11.5%) 85(21.3%) 0.55 

Complications at 6 Weeks after Episiotomy Repair 

Satisfactory healing 167(41.8%) 172(43.0%) 339(84.8%) 0.56 

Wound dehiscence 
with Mild perineal 
pain 

16(4.5%) 22(5.5%) 38(9.5%) 0.10 

Moderate to severe 
pain 

- - -  

Superficial 
dyspareunia 

17(4.3%) 6(1.5%) 23(5.8%) 0.001* 

 
By far, rigid perineum was the commonest 
indication for episiotomy, accounting for 
359(89.8%), most of these 200(50.0%) were 
repaired by house officers. About 5.3% had 
instrumental vaginal delivery, and the least 
indication 1(0.3%) was shoulder dystocia. 

 
A great majority of the babies delivered in this 
study 345(86.3%) were of average weight 2501- 
4000 grams, and fetal macrosomia (birth weight 
of ≥ 4000 grams) accounted for only 36(9.0%). 
Low birth weight babies were very few 19(4.8%), 
and episiotomies were not done for very low birth 
weight babies (birth weight < 1500 grams). 
Majority of the babies delivered in this study 
206(51.5%) were female. 

 
House officers were 3 times more likely to repair 
episiotomy early (within 15 minutes after 
delivery) than resident doctors. Odds Ratio = 
3.16, [CI, 1.13 – 8.89]. P = 0.02, X

2
 = 5.26. 

Though the mean blood loss was higher in 
episiotomies repaired by house officers, 275.12 ± 
148.3 mls   vs. 258.4 ± 126.6 ml, there was no 
significant difference between the two groups. 
 

t = 1.21, P = 0.22, mean difference = 16.70[-
10.41, 43.81]. 
 

Assessment within 24 hours revealed that 
92(23.0%) women whose episiotomies were 
repaired by resident doctors did not have 
complications, compared to 65(19.5%) repaired 
by house officers. P = 0.005, X2 = 7.64 Odds 
ratio = 0.57[CI, 0.38, 0.85]. This implies that 
episiotomies repaired by house officers were 
more likely to result in postoperative 
complications.  The effect seems to be more 
pronounced in perineal pain, and vulva 
hematoma. 
 

Women whose episiotomies were repaired by 
house officers experienced more immediate 
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postoperative perineal pain (within 24 hours) P = 
0.04, X

2
 = 4.08, Odds ratio = 1.51[CI, 1.01, 2.24]. 

With respect to vulva hematoma, it was 6 times 
more likely to occur with episiotomies repaired by 
house officers, Odds Ratio = 6.15[CI, 0.73 – 
51.60]. Fisher Exact = 0.06, P = 0.04. 
 
At 7 days postpartum, there was no significant 
difference in the rate of wound dehiscence 
between episiotomies repaired by resident 
doctors and those repaired by house officers. P = 
0.06, X

2
 = 3.44. Odds ratio = 1.47[CI, 0.98 – 

2.20]. Also, there was no difference in the rate of 
mild perineal pain, P = 0.12 [0.37 – 1.13], and 
moderate to severe pain P = 0.55 [0.53, 1.40]. 
 
At 6 weeks postpartum, there was no significant 
difference in wound dehiscence and perineal 
pain between episiotomies repaired by house 
officers and resident doctors. P = 0.56 [0.49, 
1.47], and P = 0.30 [0.36, 1.38] respectively. 
Findings from this study also indicates that at 6 
weeks, women whose episiotomies were 
repaired by house officers were 3 times more 
likely to experience superficial dyspareunia than 
those repaired by residents, Odds ratio = 
3.00[CI, 1.16 – 7.79].P = 0.01, X2 = 5.58. 
 
Compliance with postoperative treatment does 
not seem to exert a significant influence on the 
outcome of this study, and it’s unlikely to be a 
confounding variable. Among the women whose 
episiotomies were repaired by house officers, 
182(91.0%) complied with the postoperative 
treatment, while 18 women, 9.0% did not. Also, 
among those repaired by resident doctors, 
188(94%) complied, while 12 women (6.0%) did 
not. The difference was not significant. P = 0.46, 
X

2
 = 0.54, Odds ratio = 0.76[CI, 0.37 – 1.58]. 

 

4. DISCUSSION 
 
The intent of giving episiotomy during delivery is 
to widen the diameter of the vulva outlet, which is 
believed by many to prevent maternal soft tissue 
damage such as spontaneous perineal tear, and 
fetal damage. In a study in  University Hospital of 
Vienna in Australia, to determine the risk factors 
for perineal laceration during vaginal delivery 
using Univariate logistic regression models, non 
use of episiotomy (P = 0.0001), Low parity (P = 
0.004) and large fetal head (P = 0.005) were 
identified as strong risk factors [18]. 

 
Complications of episiotomy commonly 
encountered in obstetrics practice include: 
wound dehiscence, perineal pain, and 

postpartum hemorrhage. Others are acute 
urinary retention, vulva hematoma, and 
dyspareunia [19,20]. Following episiotomy repair, 
some risk factors have been identified to facilitate 
postoperative complications, these include 
patient’s immune status, perineal hygiene, 
compliance with postoperative treatment, the 
type of suture material used,  [9,12,20] and most 
probably the skill of the surgeon.  
 
Whilst there are lots of studies with scientific 
proof and evidence backing the influence of most 
of these risk factors, there is dearth of 
information (including articles and publication) on 
the print and electronic media concerning the 
effects of the rank or skill of the surgeon on 
episiotomy repair. However a study on the 
outcome of episiotomy repair carried out at 
University of Calabar Teaching Hospital in 
Nigeria, compared the rate of postoperative pain 
among women whose episiotomies were 
repaired by house officers and resident doctors, 
and found no difference between the two groups, 
(X2 = 0.669, P = 0.5) [17]. This is not in 
concordance with the findings from this study, as 
women whose episiotomies were repaired by 
house officers experienced more perineal pain. 
However, the reason for this disparity is not 
clear.  
 

Hematoma of the vulva has been reported to 
result most commonly from trauma to the vulva. 
This could be secondary to perineal injury when 
a woman falls, vulva injury during sex, and 
following episiotomy repair [21,22,23]. Among 
these, episiotomy was identified as a strong risk 
factor, P = 0.002, [21] and mediolateral 
episiotomy was reported as most vulnerable. OR 
= 6.67[95% CI = 2.61–17.1] [22].  
 

However, experience from obstetrics practice 
indicates that vulva hematoma secondary to 
episiotomy repair is very rare, and its importance 
relies exclusively on its potential to cause severe 
postpartum hemorrhage, sudden collapse and 
fatality [24]. The global incidence was reported 
as 1 in 300 to 1 in 1000 deliveries, [25] and in 
Istanbul, Turkey an incidence rate of 1-2/1000 
deliveries was reported [26]. 
 

In this study, the rate of vulva hematoma was 6 
times higher among women whose episiotomies 
were repaired by house offices. Poor surgical 
skills and inexperience may be responsible for 
this wide disparity. Experience in delivery units 
suggests that vulva hematoma most commonly 
occurs when episiotomy is repaired by junior 
doctors and midwives, and it is widely believed 
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that bleeding vessels at the apex of the 
episiotomy were not identified and ligated. This 
concept is buttressed by findings from a study 
where it was observed that as much as 85% of 
vulva hematomas were secondary to repaired 
episiotomies or perineal tears, and it was 
recommended that good surgical technique, with 
attention to secure hemostasis during the repair 
process could prevent hematoma formation [27]. 
 
Various studies have implicated episiotomy as 
one of the commonest causes of postpartum 
hemorrhage [28,10]. Though hemorrhage 
resulting from episiotomy could result from the 
type of episiotomy and extension of the incision 
during delivery, it’s widely believed that the 
commonest risk factor is undue delay in 
episiotomy repair. In this study, even though 
house officers repaired episiotomy earlier than 
resident doctors, Odds Ratio = 3.16, [CI, 1.13 – 
8.89], it did not reflect in the blood loss; there 
was no significant difference in the mean blood 
loss between the two groups, t = 1.21, P = 0.22. 
This is most probably because the estimated 
blood loss used in this study was not restricted to 
episiotomy incision and repair, but that following 
delivery. A more accurate result wound be 
obtained if a method is designed to isolate blood 
loss exclusively due to episiotomy incision. This 
also calls for further studies.  

 
With respect to wound dehiscence and wound 
healing, evidence from this study does not seem 
to support an influence from the rank or skill of 
the surgeon, as there was no significant 
difference between the two groups. This is most 
probably because wound dehiscence is 
dependent on presence of wound sepsis, poor 
perineal hygiene, and poor compliance with 
postoperative treatment, rather than the 
experience of the surgeon. Other variables (not 
included in this study), reported to significantly 
affect episiotomy wound healing are parity, 
frequency of self-perineal care, length of 
episiotomy wound and no of episiotomy sutures 
present [29]. 
 
Though various studies have established a link 
between episiotomy and dyspareunia, [9,11] the 
reason why women whose episiotomies were 
repaired by house officer in this study experience 
more dyspareunia is not clear, and it calls for 
further studies. 
 
Taking into cognizance the disparity in the 
complication rate between the two groups, one 
can deduce that the training our house officers 

receive on episiotomy repair, especially at the 
commencement of the posting in obstetrics and 
gynaecology needs review. Though it may be 
argued that internship is a training period, and 
their skill will improve as they get older in the 
profession, the fact remains that our women are 
compelled to bear the burden. I feel it is not a 
good idea to remain passive.  
 

Literature search revealed that there is dearth of 
publications on the outcome of episiotomy repair 
by house officers. It is advocated that similar 
studies be done in other centers; this could 
promote a policy change that would benefit the 
overall interest of our women, especially if similar 
results are obtain with systematic review and 
meta analysis.  

 
5. CONCLUSION  
 
Women whose episiotomies were repaired by 
house officers experience more postoperative 
morbidity than those repaired by resident 
doctors, typified by postoperative pain, vulva 
hematoma and superficial dyspareunia. If house 
officers will continue to repair most of the 
episiotomies, a more intensive training is 
recommended. 
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