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T HE care and repair of the perineum 
during and after labor has been the 

subject of man>- discourses and con- 
flicting opinions, >-et so rapid has been the 
progress in the technique of this important 

matter that the former custom of Iea\-ing 
unrepaired a patient torn b? confinement 
is now a mere memory. Withrn a compara- 
tixel\- fen- passing years it has become of 
paramount importance that everyone in- 
cluding obstetrics in his practice should be 
abie to perform an effective perineorrhnph! 
vith proper surpica1 skill and finesse. 

The purpose of this paper is to discuss 
episiotomy c perineotomy) with its indica- 

tions and technique, as well as to endeal-or 
to find a common ground for certain \?ews 
on perineorrhaph>-, which are nom’ some- 
\vh:rt divergent. It is also my desire to 
rec,ommcnd, as others have done before, 
th:tt g,vnoplastic repair of certain long- 
standing injuries can be successfully 
acc~ompllshed at the trme of deIiverv to 
t hC ob\ ions economic an d ph!-&a1 

:td\.antage of the patient. 

EPISIOTOMY 

It is still a matter of open discussion 
I\-hethcr or not episiotom\- should be per- 
formed xvhen a laceration seems inevitabIe; 
x\-hether the procedure is ever required for 
multiparas or should be limited to primi- 
par-as; and n-hen it is to be done whether 
the incision should he Iateral or median. 

It is axiomatic that clean-cut wounds 
heal more readiIy than those that are 
ragged-edged and contused. This would 
seem to dispose of an>- controversy as to 
the desirabiIity of an episiotomv wound 
as compared to a birth lacerat’ion. The 

repair of the former is much more simple, 
and failure of union occurs less frequentIS- 

than in these edematous, torn tissues. 
EpisiotomJ- is desirabIe, therefore, if 

Iaceration appears to be inevitable, or at 
the first sign that it is beginning. Even 
before the fourchette begins to give way in 
front of the advancing head a spurt or 
trickIe of bIood is often seen, and this is 
an invariabIe indication of tearing of the 

vagina1 mucosa. EpisiotomY sh6uId be 

done at once when this occurs. 
The median incision has been mu. prefer- 

ence because the resuIting wound is more 
s\-mmetrica1, thus affording greater faciIity 
afterward for carefu1 apposition of the 

separated muscIes. AIoreover, the muscles 
are merely separated because the incision 
follows anatomic Iines of junction, being 

made directI>- backward in the fibers of the 
median rhaphe. The muscle bundles are 
not divided as in the Iateral episiotom)-. 
The resuIts from the latter methocl are 
excellent in the hands of DeLee and Green- 
hi11 of Chicago, who are the foremost ad\,+ 
cates of the Iateral episiotomy, but repair 
of the mesially incised perineum is ;I sim- 

pler anatomic procedure for the majority, 
of men. 

If the incision is being extended b> the 

adx.ancing head to the point \\.here the 
sphincter ani is exposed, these muscIe 
fibers are also to be preserx-ed b\- incising 
further, but now to one side or the other, 
so as partially to encircIe the ;IJIUS. The 
reason for making this lower portion of 
the wound in a lateral direction is again 
that anatomic lines are to be followed and 
division of the muscle bundles is to be 
avoided. 
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The indications for episiotomy, there- 
fore, are primariIy to avoid inevitabIe 
Iacerations; less frequentIy in instances of 
feta1 distress manifested Iate in the second 
stage, episiotomy becomes a quick sub- 
stitute for Iow forceps; and in muItiparae 
who have been we11 repaired previously, 
episiotomy divides occasional dense bands 
of scar tissue which may so interfere with 
the advance of the head as to offer an 
obstacle to deIivery and to cause undue 
deIay Iate in the second stage. 

FIG. I. Median episiotomy (I); the sphincter to be 
encircIed (2) in order to preserve muscIe, if origina 
incision is being further extended by advancing head. 

Episiotomy is by no means to be confined 
to primiparae, because a woman whose 
perineum has been competentIy sutured at 
previous confinement is IikeIy to be as 
much in need of incision as the average 
primipara. 

The operation shouId not be made a 
routine procedure in primiparae but Iike 
any other we11 chosen operation shouId be 
done onIy for definite cause. 

Certain authorities, notabIy Potter, l 
contend that perineal Iaceration is practi- 
caIIy avoidabIe if the vagina1 Aoor be 
“ironed out” in advance of deIivery. 

Some of this manua1 diIatation may be 
usefu1 in many instances, and it is prob- 
abIe that actua1 breaks in the mucosa and 
skin may be aImost entireIy avoided by 
the maneuver. It does not, however, insure 
against wide separation of the Ievator 
muscIes with marked rectoceIe subse- 
quently, and in these instances it wouId 
have been better to have a wound through 
which the damage beneath couId be 
repaired. I have attended two women who 
had been “ironed out” at previous con- 
finements by one of the Ieading advocates 
of this procedure, both of whom showed 
buIging rectoceIes. 

The observation has Iikewise been made 
repeatedIy that certain women who had 
no visibIe Iaceration of the mucosa or skin 
at the time of deIivery Iater showed exten- 
sive peIvic floor damage and reIaxation. 

THE REPAIR OF FRESH PERINEAL WOUNDS 

The genera1 consensus of opinion is 
that perineorrhaphy shouId be performed 
immediateIv folIowing the end of the second 
or of the third stage of labor unIess some 
urgent contraindication exists to make 
this impossible. Hemorrhage and shock 
are practicahy the onIy two obstacIes to 
such a repair because this work may be 
done under IocaI anesthesia if there is 

any reason for rtvoiding a genera1 
anesthetic. 

Some few years ago B. C. Hirst2 of 
PhiIadelphia astonished the obstetrica and 
gynecoIogica1 worId by insisting that fresh 
Iacerations shouId not be repaired until 
the tenth day of the puerperium in order to 
effect a more accurate apposition of the 
tissues and thus to accompIish more nearIy 
the same pIastic and functiona resuIts 
which foIIow a Iater “secondary” peri- 
neorrhaphy. He cIaimed for this so-caIIed 
“intermediate” repair a smalIer percentage 
of failures of union than in those patients 
sutured immediateIy foIIowing conhne- 
ment; but this is probabIy offset by the 
women who ffat1-y refuse on the tenth day 
to submit to such an operation and who, 
therefore, go entireIy unrepaired. 
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2. Pwincd repair. Lateral traction affords wide FIG. 3. Pcrincal repair. Superficial sllturcs are tc 
rposure of ~~ntirc wound espcciall?- incIuding upper placed in mucosa while deep sutures arc still he1 
~glc. A clcnr lieId is ncccssary in order to place deep clamps. To tic the buried sutures lirst narrows 
1usclc suturc’s. ficld of operation so that the upper end of the wo 

is concralcd from view and may 1)~ nlisscd by 
sutnrc5 

) be 
d in 
the 

‘und 
the 

4. PerineaI repair. After tying superficia1 mucosa1 
lturcs the buried ones are to be united by a surgica1 

FIG. 3. Perineal repair. Wound in skin surface of I 

not. They are to be drawn snug, but not too tight, 
neum is to be cIosed by a subcuticular stitch, 
being taken to avoid Ieaving dead spact~s. 

I order to avoid edema and cutting, and al1 dead 
laces must bc eIiminaced. 

leri- 
care 
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FIG. 6. Perineal repair. FinaI step in closure, and final 
appearance of perineotomy wound when repaired. 
Note that the subcuticular suture Iine is conceaIed 
from effects of IochiaI flow. 

FIG. 8. Post-partum repair of old defects. Widening of 
laceration in order to expose bodies of Ievator 
muscIes which have been separated since the previous 
confinement at which the pelvic floor injury occurred. 

FIG. 7. Post-partum repair of oId defects. ShaIIow abra- 
sion or tear is frequentIy seen in muItiparas even in 
presence of moderate or fair-sized rectoceltx Rlucosa 
has been separated and muscle fibers with old scar 
tissue are visible beneath abrasion. 

FIG. 9. Post-partum repair of old defects. RIunt dis- 
section upward of mucosa1 flap in order to obtain 
higher exposure of muscle bodies. 
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His recommendations were of great 
\,nlue in calling attention to the need for 

more careful technique in the repair of 
recent lacerations, but in spite of this the 
0pposite extreme is stiI1 seen even in 
current, nuthoritati\re textbooks. Here one 

g‘ai ns the impression, from the dearth of 

detail as to how a perineorrhaph:- shouId 
be done, that practicaIIy a11 that IS neces- 
.wry is to close over an;\- rent in the vaginal 

floor, chiefly in order to prevent infection. 
Needless to sag- man)- practitioners accom- 
plish IittIe else when they “take stitches.” 

subcuticular stitch the catgut is not 

exposed to the IochiaI flow, a n d w-en 
though this line of suture should give 
way and the skin edges separate, as is 

sometimes inevitable, the muscles \vilI 
hoid if properly sutured, and gi\-e a final 
result which is functionally ercellent. 

CYKOPLXSTIC REP.%IR OF OLD DEFECTS 

IMMEDIATELY FOLLON’ING CHILDRIIITH 

Even in multiparne with considerable 
pelvic floor relaxation dcIivery frequently 
causes an abrasion or shallow tear :lt the 

1’1%;. IO. Post-parturn rcp:Cr of old defects. Dcq sutures 

.‘llerc closure is not sufffcient but the 
:\r,compan\.ing illustrations depict the vnr- 
ious steps in such detail that no further 
attempt Mill be made to describe a primarp 
perineorrhaphy. It is desired, honever, to 
emphasize sev-era1 essentiaj: points. 

Proper exposure is necessnr>- in order to 
haxe a \,ie\v of the extreme upper angle 
ot‘ the wound; the bodies of the muscles 
must be brought together from this upper 
angle dorvn through the mid-Iine of the ., 
entire perineal bodg in order to correct 
their separation; and dead spaces must 
not 1,~ left in closing the skin. BJ using a 

mucocutaneous junction. One has the 
choice of negIecting this entire!)- or of 
suturing it mereI: on the principle of 
closing an\- superfrcin1 open !vouncl. For 
many years it has been rn?- custom -LO 
take advantage of this abrasion I,\, dcliber- 
ately enInrging the opening in order to 
attack the rectocele. 

There is no particular fear of doing a 
fairly extensive primary perineorrhaphy 
immediately post partum if the wound 
exists, and there is no good reason for not 
widening this abrasion as illustrated in 

history-of-obgyn.com
obgynhistory.net



504 American Journal of Surgery Titus-Episiotomy 

Figure 8, dissecting the mucous mem- 
brane flap sufficiently to expose the muscles, 
uniting them in the usual way and cIosing 
the wound preciseIy as one is accustomed 
to do when! a deep Iaceration or episi- 
otomy wound makes this necessary. 

The arguments of edema and drstortion 
of the tissues from the traumatism of 
Iabor, as we11 as that of the risk of phIebitis 
from thus opening up possibIe avenues of 
infection, are aIways advanced when such 
a procedure is discussed or recommended. 
In a muItipara with any degree of oId 
perinea1 reIaxation, edema of the vuIvs 
from the deIivery is neg!igibIe, and serious 
infection rarely resuIts from operative 
work at the vulva1 outIet. 

AI1 the patients in our obstetrica depart- 
ment are anesthetized for delivery (Cwath- 
mey recta1 analgesia and nitrous oxide 
with oxygen wherever possibIe, and invari- 
abIy ether for deIivery) so that there is 
ampIe opportunity for repair work. Indeed 
in these days to deliver patients without 
anesthesia smacks of ancient midwifery 
and is inexcusabIy brutal indifference 
for a doctor to dispIay. 

Such repair work is an economic advan- 
tage to the patient and results are surpris- 
ingIy good. Primary union occurs as 
readily and as constantly as with the 
ordinary perineorrhaphy to which we are 
a11 accustomed. OccasionaIIy I have dehber- 
ateIy incised and repaired an untorn 
rectoceIe but as a genera1 ruIe prefer not 
to interfere unIess a torn area aIready 
exists. ImmediateIy post partum I do not 
attempt extensive repair work invoIving 
the bladder floor and I am entirely unwih- 
ing to invade the cervix except for definite 
reason such as fresh and bleeding Iacera- 
tions. In the cervix after sufficient diIata- 
tion to pass a child’s head such misIeading 
distortion is always to be seen that it is 
useIess to attempt more than the repair of 
fresh tears in the cervica1 Iips; moreover 
there is considerabIe risk of infection of 
the uterine cavity from operative invasion 
of the cervica1 tissues at this time. 

SeveraI authorities have discussed the 

suitabihty of operating during the puer- 
perium for the cure of old Iacerations of 
both cervix and perineum. Husseys has 
reported a number of cases successfuIIy 
repaired and quotes Francis H. Stuart as 
having made this suggestion in 1906. 
Hussey operated from one to fifteen days 
post partum; Brandessh performs second- 
ary perineorrhaphies on the sixteenth to 
eighteenth day post partum; and Rudoiph- 
son” discusses such a procedure with 
favor. 

My ideas are more conservative, how- 
ever, and conform more nearIy to those 
expressed by Bubis’j who operates in the 
majority of his cases immediateIy after 
the expulsion of the placenta. It is true 
that a smaI1 minority of his reported 
operations were done sometime within 
the first week. Moreover, in his immediate 
repairs he does not limit himself to vagina1 
floor injuries, approaching with Iittle or 
no hesitation the more extensive work 
necessary in instances of old cervical 
laceration or cystoceIe formation. 

In this respect my contention is that 
any extensive work which may be neces- 
sary on the cervix or the bIadder floor 
faIIs properIy into the class for which a 
typical secondary operation is advisabIe, 
and wou!d better be done at a Iater time. 
On the other hand, many oId injuries of 
the rectocele type couId be repaired at 
confinement but are now negIected solely 
because the injury is not a fresh one. 

To do such pIastic repairs at any other 
time during the early puerperium necessi- 
tates a second anesthetic with a11 the 
psychic disturbance which comes to the 
patient from a second trip to the operating 
room. This is especiaIIy unfavorabIe if 
she is nursing her newborn baby. As 
compared to the immediate repair which 
avoids not only this but aIso any prolonga- 
tion of the patient’s usua1 post-partum 
stay in the hospita1, the deIayed repair 
saves nothing more than a few days’ time 
at the risk of partia1 failure. If any 
postponement is necessary it wouId seem 
advisable to wait unti1 invoIution is com- 
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plete, then to carry out an ordinary second- 
ary repair. 

CONCLL:SIONS 

I. Episiotomy when necessary affords a 
clean-edged, sharpIF cut wound which 
may bc repaired more easily and 
he& more readily than the contused, 
ragged-edged wound of the ordinary birth 
laceration. 

2. Episiotomy should be performed to 
avoid inevitabIe or beginning Iacerations, 
but may also serve the purpose of hasten- 
ing deli\-er\, if the deIay is due to a rigid 
perineum ,r to scar tissue from previous 
repairs. It is Likewise a useful substitute 
for low or 0utIct forceps application in 
instances of fetal distress late in second 
Stage. 

3. The median episiotomq-, encircling 
the anus if necessary in order to preserve 
the sphincter, is preferable to the lateral 
episiotomv because the former foIIows the 
anatomic*lines of muscle union, and does 
not divide muscle bundles. 

4. Mere avoidance of breaks in vagina1 
mucosa or in skin does not insureagainst 
submucous muscle separation with subse- 
quent rectocele formation. Manual dilata- 
tion of the vuIva before delivery (the 
Potter “ironing”) therefore is not a substi- 
tute for episiotomy or an invariable pre- 
ventive of peI\-ic floor reraxation. 

;. Fresh perineal wounds should he 
repaired immediately after deIivery of 
the fetus and before deIivery of the placenta 
unless the latter separates too soon to 
allow this. 

6. Properly to repair a perineal lacera- 
tion its extreme upper angle must be 
visible; buried interrupted sutures must 

approximate and hold the Ie\,ator muscles 
from this upper angIe down through the 
entire perineal body to the skin surface; 
mucosa and skin are then united separately 
over the muscles. 

The chief fault in the usual repair is 
that no effort is made to do more than 
mereIy close the wound, and pelvic floor 
reIaxation inevitably foIloms if muscles 
have been divided and are not reunited. 

;. Multiparae having old rectoccle form- 
ation often show abrasion or shallow Incer- 
ation after deliver\-. This may be lvidened, 
and the muscle bodies exposed by the blunt 
dissection upward of a ffap of vagina1 
mucosa foIIowed by closure in the usual 
way, thus actualIy repairing the rectocele 
under the same anesthetic 6~ A$ hich the 
patient has been delivered. 

8. More extensive gynoplastic work on 
the cervix or the bladder floor for chronic 
lesions is a dubious procedure at the 
time of delivery. Likewise, such opera- 
tions during the earIy puerperium offer 
littIe advantage o\.er a secondary repair 
at a later date after involution is complete. 

9. The technica steps in episiotomy and 
perineorrhaphy are iIIustrated by drawings. 
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