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INTRODUCTION

Perineal trauma contributes to longer term morbidity follow-
ing childbirth (Williams, Herron-Marx, & Hicks, 2007; Nilsen 
& Reinar, 2000; Hedayati, Parsons & Crowther, 2003). In 2004, 
data revealed that 44.2% of birthing women in Australia sus-
tained first or second degree perineal lacerations, 17% had 
an episiotomy (Laws, Grayson & Sullivan, 2006), and 1.3% 
had third or fourth degree tears (Laws, Grayson & Sullivan, 
2006). These figures indicate that a large number of Australian 
women sustain perineal trauma with the potential to cause 
pain and the likelihood of longer term complications (Laws, 
Grayson & Sullivan, 2006).
  
For women suffering perineal trauma, pain and oedema are 
the most crucial concerns in first few days following birth 
(Chiarelli & Cockburn, 1999). These women have an initial 
decrease in mobility and the ability to perform daily activities. 
Difficulty in sitting as a result of perineal pain may impede the 

initiation of breastfeeding and affect mother-infant bonding. 
These restrictions add pressure to new mothers attempting to 
socialize into the role of motherhood (East, Marchant, Begg & 
Henshall, 2006). Perineal trauma contributes to urinary and 
fecal incontinence and sexual dysfunction (Williams, Herron-
Marx, & Hicks, 2007). Up to 60% of women with perineal trau-
ma report pain during intercourse three months after birth, 
with 30% experiencing pain at six months (Nilsen & Reinar, 
2007). 

Perineal wounds requiring medical care and pain manage-
ment may result in longer hospital stays, causing further 
stress on women, their families and the health care system 
(Laws, Grayson & Sullivan, 2006). Women discharged early 
also require extra attention from community midwives for 
ongoing management of wounds. Women suffering longer 
term postpartum complications are reluctant to seek help, re-
sulting in silent suffering of treatable conditions (Calvert & 
Flemming, 2007). There is a possibility that these issues lead 
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Objective: The aim of this paper is to identify midwifery and medical strategies that reduce pain and morbidity result-
ing from perineal trauma. The question put forward was What midwifery and medical strategies reduce pain and mor-
bidity associated with perineal trauma resulting from birth?
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Longer-term morbidity and the incidence of postnatal incontinence is reduced with adherence to exercise programs. 
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to significant psychological problems (Dahlen, Ryan, Homer 
& Cooke. 2006).

Prevention of perineal trauma is the best option for birthing 
women. Pain and morbidity associated with perineal trauma 
have been reduced in the immediate postpartum period as a 
result of improved techniques in perineal repair and suture 
materials. Research around strategies aimed at improving 
perineal well being in the longer term is scarce (Calvert & 
Flemming, 2000). A discussion of published research focusing 
on perineal trauma follows. 

SEARCH STRATEGY

Databases were searched, initially using the terms  “episioto-
my” and “perineal trauma”. Wild cards and truncation were 
then used to refine the search (Hek, Langton & Blunden, 2000). 
Various online nursing and medical journals were searched 
(Schneider, Elliot, LoBiondo-Wood, Haber, 2003), and finally 
the reference lists of articles accessed were examined for addi-
tional sources of published research (Davies & Logan, 2003).

Initially, only studies published since 1998 were to be includ-
ed. However, an initial search revealed a paucity of material. 
A decision was then made to include relevant studies pub-
lished earlier than 1998. Inclusion criteria  for studies were 
constructed allowing for specific groups, such as primiparous 
women birthing vaginally, mulitparous women with previ-
ous perineal trauma (including episiotomy) and women ex-
periencing urinary incontinence. To reduce confounding 
variables, exclusion criteria for studies were also set. These 
included women with co-morbidity, mothers of stillborn chil-
dren or women with a retained placenta.  Studies focusing 
on surgical management of perineal repair, such as suturing 
materials and techniques were not included.

RESULTS 

The search resulted in a number of recurring topics, which 
were reviewed according to their relevance and ability to pro-
vide an answer to the question What midwifery and medical 
strategies reduce pain and morbidity associated with perineal 
trauma resulting from birth?  The findings from individual 
studies and systematic reviews have been grouped accord-
ing to the focus of the intervention or study. Research around 
perineal trauma focused generally on preventative measures, 
medication to alleviate perineal pain, alternative and compli-
mentary therapies to reduce perineal discomfit, and pelvic 
floor exercises. A discussion of these areas of research fol-
lows. 

Preventative Measures 

The single most effective means of reducing pain and morbid-
ity associated with perineal trauma is to prevent trauma in the 
first place. A systematic review by Beckmann & Garret (2006) 
concluded that antenatal perineal massage from 35 weeks 
gestation helps reduce perineal trauma during birth and pain 
afterwards. The review included three large studies and re-
ported an overall reduction in trauma requiring suturing 
(mostly episiotomies) by 9%. The impact of antenatal perineal 
massage was clear for primiparous women, but was less clear 
for multiparous women (Beckmann & Garrett, 2006). 

Two single studies examining intrapartum perineal massage 
reavealled no benefit for women in terms of perineal trauma 
or postpartum pain  (Stamp, Kruzins & Crowther, 2001; Al-

bers, Sedler, Bedrick, Teaf & Peralta, 2005). Positioning of 
the woman during labour and birth has been examined with 
mixed results. Lithotomy and squatting positions in labour 
are associated with increased incidences of anal sphincter 
tears (Gottvall, Allebeck & Ekeus, 2007). On the other hand 
left sided positioning in labour decreases the rate of perineal 
tears (Nicholl & Cattell, 2006).

In Australia a significant improvement in perineal tear statis-
tics was achieved for women requiring interventions during 
labour and/or birthing with the implementation of a clini-
cal practice improvement strategy (Nicholl & Cattell, 2006). 
The  Plan, Do, Study, Act (PDSA) process improved the rate 
of perineal tears at Royal North Shore Hospital, Australia. 
Clinicians were advised to cease directed pushing during the 
second stage of labour. Women were encouraged to birth on 
their left side rather than in the lithotomy position and vacu-
um extraction was employed rather than forceps for assisted 
birthing (Nicholl & Cattell, 2006).   

Medication to Alleviate Perineal Pain

For women who have sustained perineal trauma during child-
birth the best strategies to minimize pain and suffering must 
be offered. A systematic review of rectal analgesia following 
birth concluded that rectal analgesia provides pain relief for 
up to 24 hours with reduced need for further pain medication 
(Hedayti, Parsons & Crowther, 2003). A later systematic re-
view by Hedayti, Parsons & Crowther (2005) examined topi-
cally applied anaesthetics and found compelling evidence to 
support the use of topically applied medications. Outcomes 
were measured up to four days after birth. 

Three single studies have examined medication effectiveness 
using self-reported numerical pain scores at timed intervals, 
and the women’s need for additional analgesia (Corkhill, Lav-
ender & Walkinshaw, 2001; Peter, Janssen, Grange & Douglas, 
2001; Searles & Pring, 1998). Participants in all three studies 
had recently given birth. They were randomly allocated into 
either a placebo or treatment group.  There were no substan-
tial differences in the demographics of the  sample group. 
Searles & Pring (1998) tested rectal diclofenac against a pla-
cebo. Rectal diclofenac provided good pain management for 
two days postpartum and reduced the need for additional an-
algesia (Seales & Pring, 1998). 

Peter, Janssen, Grange & Douglas (2001) used randomised 
groups who were given oral ibuprofen or acetaminophen 
with codeine. No variation in efficacy was detected, however 
ibuprofen’s ease of use and cost-effectiveness was noted (Pe-
ter, Janssen, Grange & Douglas, 2001). 

A double blind randomised control trial comparing 2% ligno-
caine gel with a placebo concluded a reduction in pain at 24 
hours after birth for women allocated to the lignocaine group 
(Corkhill, Lavender & Wilkinshaw, 2001).  Although these 
findings contradict the systematic review by Hedayti, Par-
sons & Crowther (2005), the findings were limited to 24 hours 
after birth, and the authors state there was no difference in 
the need for oral analgesia between the treatment group and 
placebo group. Further research into women’s acceptance of 
treatments and compliance with self-medication for perineal 
pain is required. 

All systematic reviews and single studies examined short-
term outcomes. No studies included the impact on initiation 
and maintenance of breastfeeding or effects on daily activities 
as measured outcomes. 
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Alternative Therapies to Reduce Perineal Discomfit

Alternative or complimentary therapies to reduce perineal 
discomfit have also been researched (Steen, Cooper, March-
ant, Griffiths-Jones & Walker, 2000; Hill, 1989; Hur & Han, 
2004; Knobloch, 1987). All four studies selected participants 
at random.  

Outcomes from the studies were derived from subjective 
measurements:
two studies relied on midwives’ visual appraisal of the effec-
tiveness of the intervention (Hur & Han, 2004; Hill, 1989);
two studies included patient response as part of the evalua-
tion tool (Knobloch, 1987; Steen, et al. 2000).

When examining the effects of hot and cold therapies, cold 
sitz baths were found to provide greater relief (Knoblovh, 
1987).  Alternating cold and warm perineal packs as opposed 
to  warm sitz baths resulted in no significant differences in 
outcomes for either treatment (Hill, 1989). The inclusion of 
aromatherapy in sitz baths proved beneficial in reducing dis-
comfit (Hur & Han, 2004). Maternity gel pads were found to 
provide a high level of relief (Steen, Cooper, Marchant, Grif-
fiths-Jones & Walker, 2000).  

The findings from these studies indicate that cold therapies 
provided some relief from perineal pain, due to numbing of 
the local area and possibly reduction of oedema. However 
this was not conclusively tested in any of the studies.  Treat-
ments were not tested against ‘no treatment’ and as such the 
absolute effectiveness cannot be measured.  Sample groups 
were small, with all the authors  discussing the need for larger 
studies to confirm findings.  

Pelvic Floor Exercises 

Pregnancy and birth place great stress on the pelvic floor 
muscles. This group of muscles is vitally important for uri-
nary, faecal and sexual well being (Berzuk, 2007).  A literature 
review by Briggs (2006) concluded that pelvic floor exercise 
programs promote compliance and are effective in alleviat-
ing and preventing urinary incontinence (Briggs, 2006). Two 
single studies involved random selection of participants into 
a postnatal intervention or standard care group, and  also re-
ported a reduction in incontinence and reduced severity of 
the  incontinence. The intervention groups received guided 
pelvic floor exercises (Glazener, et al. 2001; Chiarelli, Murphy 
& Cockburn, 2002). A study by Reilly, et al. (2002) trialed an-
tenatal supervised pelvic floor exercises. The incidence and 
severity of incontinence was reduced. 

However Mason, Glenn, Walton & Hughes (2000) suggests 
that clinical trials of pelvic floor exercises are unreliable. 
Women trained and supported by professionals have higher 
compliance rates, which may artificially improve results (Ma-
son, Glenn, Walton & Hughes,  2001; Chiarelli & Cockburn, 
2002). Information retrieved through questionnaires indicates 
women feel they are given insufficient instructions and rarely 
comply with pelvic floor exercise programs without ongoing 
support or encouragement (Mason, Glenn, Walton & Hughes,  
2000). Self-reporting may result in biased results. For exam-
ple, women may feel uncomfortable reporting incontinence 
and women experiencing a negative birth experience may 
give prejudicial information (Chiarelli & Cockburn, 2002; Gla-
zener, et al. 2001; Reilly, et al. 2002; Mason, Glenn, Walton & 
Hughes, 2000; Chiarelli, Murphy & Cockburn, 2003).

DISCUSSION

This paper reviewed current literature in an attempt to an-
swer the question What midwifery and medical strategies 
reduce pain and morbidity associated with perineal trauma 
resulting from birth?  

In order to reduce perineal pain and morbidity associated 
with childbirth, health professionals need to educate and be 
educated. Women need to be educated about the changes 
to and recovery of their perineum during childbirth (Boyle, 
2006). Women must be educated in how to assess their own 
perineum to ensure good healing, and health professionals 
must be knowledgeable regarding the degree of the trauma 
and the outcomes for women (Boyle, 2006). Nicholl & Cattell, 
(2006) suggest that health professionals need to look towards 
evidence when discussing care options with women. 

Effective wound care and pain relief must be provided. The 
Royal Women’s Hospital clinical practice guidelines (2006) 
recommend management of perineal wounds that should in-
clude ice therapy to reduce oedema and laxatives to prevent 
constipation. Good perineal hygiene after bowel and blad-
der use reduces the risk of infection (Chiarelli & Cockburn, 
1999).  The rectal analgesia diclofenac was reported to pro-
vide good pain relief postpartum with no adverse side effects 
(Hedayati, Parsons & Crowther, 2003; Searles & Pring, 1998). 
Sitz baths provide effective pain relief and contrary to anec-
dotal evidence, do not increase the risk of infection or wound 
breakdown (Oladokun, Babarinsa, Adewole, Omigbodun & 
Ojengbede, 2000). Although cold sitz baths are reported to 
provide greater pain relief,  the study indicates that women 
prefer warm baths (Boyle, 2006). 

Preventative health care as well as long-term perineal well 
being strategies should be initiated by clinicans. Pelvic floor 
exercises have been shown to assist in alleviating urinary 
incontinence associated with perineal trauma (Briggs, 2006). 
Correct pelvic floor exercises provide greater blood flow and 
increase oxygen to the perineum (Berzuk, 2007).

Implications for Clinical Practice

Health professionals working with birthing women can re-
duce the incidence of perineal trauma by:

Avoiding the practice of directed pushing with contrac-•	
tions during the second stage of labour;
Encouraging women to birth on their left side rather than •	
the lithotomy position; and 
Performing vacuum extraction rather than using forceps •	
where possible for assisted birthing.

When perineal trauma exists, women should be offered: 
Cold therapy and/or analgesia for pain relief;•	
Laxatives to reduce constipation; and•	
Education regarding perineal hygiene and pelvic floor •	
exercises.

Implications for Education 

Health professionals working with pregnant and birthing 
women and new mothers must provide advice using evi-
denced-based practice. The care provided should be aligned 
with best practice guidelines to ensure optimal perineal well 
being during childbirth. Health professionals can be educated 
about perineal well being through pre-registration programs, 
Mandatory educational sessions, practical workshops (for 



    31 

perineal suturing techniques), and reflective practice, evaluat-
ing their own care and seeking feedback from women. 

Implications for Future Research

Research of postnatal morbidity is limited and further explo-
ration into women’s postnatal experiences is necessary. Re-
search in the following areas may further reduce pain and 
morbidity associated with perineal trauma: 

Antenatal interventions aimed at improving perineal well •	
being prior to birth;
Birthing practices to reduce the incidence of intrapartum •	
perineal trauma; and
Strategies aimed at improving post-birth perineal well •	
being in the longer term.

Conclusion

Perineal pain and morbidity associated with childbirth can be 
reduced. Research examined by this paper’s author supports 
the following midwifery and medical strategies that should 
be employed to reduce pain and morbidity associated with 
perineal trauma.

These are  the use of cold therapies to alleviate perineal dis-
comfit and oedema and the use of analgesia postpartum to 
relieve perineal pain and reduce short-term complications.  

In terms of reducing long-term morbidity, pelvic floor exercis-
es carried out effectively are linked to a reduction in urinary 
incontinence.  Birthing positions and techniques need to be 
further scrutinized.  There is an indication that perineal tears 
during labour can be prevented by the use of different po-
sitions and techniques.  Further research is required around 
preventative measures, long-term outcomes, and women’s 
experiences of perineal trauma, and treatments.
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