
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).
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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

The World Health Organization (WHO) reported 
in 2016, more than 1.9 billion adults, 18 years 
and older, were overweight andof these over 650 
million were obese.1On a worldwide scale, the 
prevalence of obesity has clearly increased 
markedly in recent  decades, and women of 
childbearing age are certainly part of this global 
phenomenon.2Obesity has been identified as a 
significant risk factor for respiratory and 
infectious complications in general surgery3 and 
for anaesthesia related mortality in obstetrics.4 

When compared to normal weight parturient 
obese patients are at increased risk of having 
either concurrent medical problems or 
superimposed antenatal diseases including 
pre-eclampsia and gestational diabetes.5 
Complications during labor such as 
intrapartumfoetal distress, failure to progress, 
abnormal presentation necessitating 
instrumental delivery and cesarean section are 
more common.5,6In addition there is an increased 

incidence of deep vein thrombosis, hypoxaemia, 
and wound infections perioperatively.7 
Furthermore, the anaesthethesiologist 
frequently has to deal with technical difficulties 
regarding airway management and regional 
anaesthesia.7

We report case of a morbidly obese parturient 
underwentelective cesarean section highlighted 
the complexity and challenges that are associated 
with the anaesthetic care of this patient 
population.

Case Report

We assessed this 30-year-old woman, 37 weeks 
pregnancy with history of one previous cesarean 
section under spinal anaesthesia. The patient’s 
body weight was 148 kg and her body height was 
154.94 cm (body mass index = 61.6 kg/m2). The 
patient’s airway appeared unremarkable 
(Mallampati II, thyromental distance 7 cm), 
venous access looked obtainable and anatomical 

landmarks of the spine were palpable. Her 
haemoglobin was 12.10 gm/dl,oxygen saturation 
was 97% on room air,ECG and echocardiogram 
showed normal cardiac function with a left 
ventricular ejection fraction of 65%. She was 
accepted in ASA Grade III and considering that 
she was morbidly obese and had had one previous 
cesarean section under spinal anaesthesia, 
epidural technique was proposed and consent 
obtained.

At 09:00 AM on the scheduled day, patient was 
brought to operation theatre, IV access was 
secured with 18-gauge cannula and routine 
monitoring was established. The patient in sitting 
position, epidural block was performed at the L2-3 
interspace using a 10 cm 18(G)Touhy needle. The 
epidural space was located without difficulty at 8 
cm and the epidural catheter was advanced 4 
cminto the epidural space uneventfully and 
secured with adhesive dressings. A test dose of 3 
ml lidocaine 2% 3 mL of with epinephrine 1:200 
000 was administered and a bolus of a total of 15 
ml bupivacaine 0.5% was injected in increments of 
5 ml leading to a confirmed bilateral sensory block 
to the T4 dermatome to touch and cold, was 
established prior to skin incision. Blood pressure 
was maintained within normal values by 
intravenous hartmann’s solution 1500 ml and 
single dose of inj ephedrine 5 mg intravenously. A 
healthy female baby was delivered uneventfully at 
0935 AM. The uterine cavity was closed 
andhaemeostasis was obtained. Estimated blood 
loss was 750 ml. Surgical procedure was completed 
after 90 minutes of skin incision and the patient 
was transferred to the postoperative ward.

Postoperative analgesia was maintained with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours. Epidural catheters was removed after 48 
hours postoperatively.After 4 hours of removal of 
epidural catheter DVT prophylaxis started by 
enoxaparin 40 mg SC Daily; for next 5 days. She 

was followed up on day 3 and then 4 weeks later 
over telephone and was found to be satisfied and 
very pleased with the entire conduct of 
peri-operative care and hospital stay with no 
complaints.

Discussion

Although there are no pregnancy-specific 
definitions of obesity, pregnant women are 
considered obese when the BMI is > 30 kg/m2. 
Morbid obesity is described as a BMI > 40 
kg/m2.8Morbidly obese pregnant women are at 
increased risk for hypertensive disorders (e.g., 
preeclampsia, chronic hypertension),coronary 
artery disease, respiratory disorders (e.g., 
asthma, sleep apnea), cerebrovascular disease, 
diabetes mellitus,nonalcoholic fatty liver disease 
as well as thromboembolic disease.5 All of these 
conditions can complicate obstetric management 
and lead to greater maternal, neonatal, surgical, 
and anaesthetic risk.

These patients are also at increased risk for 
instrumental and cesarean delivery.5The risk of 
cesarean section increases linearly with 
increasing BMI. Cesarean deliveries are more 
often complicated by longer operative times, 
increased operative blood loss and postpartum 
hemorrhage, postoperative endometritis, wound 
infection, as well as increased length of hospital 
stay. Hood and Dewan7 noted that all major 
postpartum complications in morbidly obese 
women were associated with cesarean section.In 
spite ofthe technical difficulties associated with 
regional anaesthesia in the morbidly obese such 
as patient positioning, identification of 
anatomical landmarks, and frequent dislodgment 
of epidural catheters,9its successful use for 
cesarean section has been reported.9Epidural 
anaesthesia offers severaladvantages, including 
an easily titratable local anaesthetic dose and 
level of anaesthesia, ability to extend the block 
for surgical delivery and prolonged surgery, 

slower and more easily controllable 
hemodynamic changes, decreased potential for 
excess motor blockade and its utilization for 
postoperative analgesia.10,11We therefore opted 
epidural anaesthesia for elective cesarean section 
in this particular patient.

The epidural space was reached at 8 cm which is 
in agreement with other reports in morbidly 
obese subjects demonstrating that it is rarely 
deeper than 8 cm in this patient population.12The 
presence of epidural fat and increased venous 
distension from aortocaval compression increases 
the cephalad spread of epidural local 
anaestheticin obese parturient and the risk of 
hypotension and respiratory embarrassment is 
greater when compared to the lean 
parturient.13We carefully titrated the dose of 
epidural local anaesthetic the injection of these 
boluses of bupivacaine 0.5%and fall in systemic 
blood pressure was not remarkable.

Morbid obesity increases the risk for 
postoperative complications, including: 
hypoxaemia, atelectasis, deep venous 
thrombosis, pulmonary embolus, pneumonia, 
pulmonary edema, postoperative endometritis, 
wound infection, and dehiscence.14Early 
ambulation, thromoboprophylaxis, chest 
physiotherapy, and effective postoperative pain 
control are essential in preventing complications 
in these patients.Regional anaesthetic 
techniques has a clinical impact beyond its 
well-acknowledged beneficial effects of reducing 
pain, reduced opioid consumption, and improved 
quality of early recovery.15We maintained 
postoperative analgesia for this patient with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours and the postoperative period was 
uneventful.

Caesarean section itself is a risk factor for deep 
venous thrombosis (DVT). Others include 

obesity, high parity, infection, pre-eclampsia, 
dehydration and 
immobility.16Thromboprophylaxis should be 
commenced as soon as the immediate risk of 
haemorrhage is reduced.Epidural and spinal 
anesthesia both reduce DVT risk by improving 
blood flow through the legs secondary to 
sympathectomy-induced vasodilatation; both 
anaesthesia methods may also reduce 
perioperative hypercoagulability that occurs as a 
result of the surgical stress response.17In this 
patient we administered epidural analgesia for 
48 hours to reduce the risk of DVT. After 4 hours 
of removal of epidural catheter DVT prophylaxis 
done by enoxaparin 40 mg SC Daily; for next 5 
days.

Conclusion

The prevalence of obesity is increasing, and it is 
associated with significant comorbidities and 
increased obstetric, neonatal, surgical, and 
postoperative complications.Antepartum 
anaesthetic consultation should be performed to 
evaluate comorbidities, counsel patients, and 
plan for care. Successful management of the 
morbidly obese parturient requires a 
multidisciplinary team approach initiated early 
in pregnancy.Epidural anaesthesiais a safe 
option and effective in morbidly obese 
parturientundergoing cesarean section.Adequate 
postoperative analgesia and thromboprophylaxis 
are critical in the postoperative period. 

Declaration of patient consent

The authors certify that they have obtained all 
appropriate patient consent.In the form,the 
patient has given consent for her images and 
other clinical information to be reported in the 
journal.The patient understand thattheir names 
and initials will not be published and due efforts 
will be made to conceal their identity.

References

1. World Health Organisation. Obesity and 
overweight.[Accessed November 15. 
2021].athttps://www.who.int/news-room/fact-shee
ts/detail/obesity-and-overweight

2.  Poston L, Caleyachetty R, Cnattingius S, Corvalán 
C, Uauy R, Herring S, Gillman MW. 
Preconceptional and maternal obesity: 
epidemiology and health consequences. Lancet 
Diabetes Endocrinol. 2016 Dec;4(12):1025-1036.

3.  Flier S, Knape JT. How to inform a morbidly obese 
patient on the specific risk to develop 
postoperative pulmonary complications using 
evidence-based methodology.Eur J Anaesthesiol. 
2006 Feb;23(2):154-9.

4. Endler GC, Mariona FG, Sokol RJ, Stevenson LB. 
Anesthesia-related maternal mortality in 
Michigan, 1972 to 1984. Am J Obstet Gynecol. 
1988 Jul;159(1):187-93.

5.  Weiss JL, Malone FD, Emig D, Ball RH, Nyberg 

DA, Comstock CH, Saade G, Eddleman K, Carter 
SM, Craigo SD, Carr SR, D'Alton ME; FASTER 
Research Consortium. Obesity, obstetric 
complications and cesarean delivery rate--a 
population-based screening study. Am J Obstet 
Gynecol. 2004 Apr;190(4):1091-7.

6.  Chauhan SP, Magann EF, Carroll CS, Barrilleaux 
PS, Scardo JA, Martin JN, JR: Mode of delivery for 
the morbidly obese with prior cesarean delivery: 
vaginal versus repeat cesarean section. Am J 
ObstetGynecol  2001;185:349-354.

7.  Hood DD, Dewan DM. Anesthetic and obstetric 
outcome in morbidly obese parturients. 
Anesthesiology. 1993 Dec;79(6):1210-8.

8. American College of Obstetricians and 
Gynecologists. ACOG Committee Opinion number 
315, September 2005. Obesity in 
pregnancy.Obstet Gynecol. 2005 Sep;106(3):671-5.

9.  Patel J. Anaesthesia for LSCS in a morbidly obese 
patient. Anaesthesia and intensive care. 1999 
Apr;27(2):216-20.

10.  Practice Guidelines for Obstetric Anesthesia: An 
Updated Report by the American Society of 
Anesthesiologists Task Force on Obstetric 
Anesthesia and the Society for Obstetric 
Anesthesia and Perinatology. Anesthesiology 
2016; 124:270–300.

11.  Dresner M, Brocklesby J, Bamber J. Audit of the 
influence of body mass index on the performance of 
epidural analgesia in labour and the subsequent 
mode of delivery. BJOG. 2006 
Oct;113(10):1178-81.

12.  Hamza J, Smida M, Benhamou D, Cohen SE. 
Parturient's posture during epidural puncture 
affects the distance from skin to epidural space. J 
ClinAnesth. 1995 Feb;7(1):1-4.

13.  Bamgbade OA, Khalaf WM, Ajai O, Sharma R, 
Chidambaram V, Madhavan G. Obstetric 
anaesthesia outcome in obese and non-obese 
parturients undergoing caesarean delivery: an 
observational study. Int J ObstetAnesth. 2009 
Jul;18(3):221-5.

14.  Saravanakumar K, Rao SG, Cooper GM. Obesity 
and obstetric anaesthesia. Anaesthesia. 2006 
Jan;61(1):36-48.

15.  Jakobsson J, Johnson MZ. Perioperative regional 
anaesthesia and postoperative longer-term 
outcomes. F1000Res. 2016 Oct 11;5:F1000 Faculty 
Rev-2501. doi: 10.12688/f1000research.9100.1. 
PMID: 27785357; PMCID: PMC5063036.

16.  Bombeli T, Spahn DR. Updates in perioperative 
coagulation: physiology and management of 
thromboembolism and haemorrhage. Br J 
Anaesth. 2004 Aug;93(2):275-87.

17.  Mauermann WJ, Shilling AM, Zuo Z. A 
comparison of neuraxial block versus general 
anesthesia for elective total hip replacement: a 
meta-analysis. AnesthAnalg. 2006 
Oct;103(4):1018-25.

Case Report

Anaesthetic Management of a Morbidly Obese Parturient 
Undergoing Cesarean Section  

Abdullah Al Maruf1,  Md. Mustafa Kamal2,  Sharif Uddin Siddique3, Mehdi Hassan4, 
1Adviser Specialist in Anaesthesiology Department of Anaesthesia& Intensive Care CMH, Bogura, 2Associate Professor, 

Bangabandhu Sheikh Mujib Medical University, 3Consultant, Bangabandhu Sheikh Mujib Medical University, 4Assistant 
Professor, Bangabandhu Sheikh Mujib Medical University,

Corresponding Author: Brig Gen  Abdullah Al Maruf Adviser Specialist in Anaesthesiology                                                                                                          
Department of Anaesthesia and Intensive CareCMH, Bogura, Mobile: +8801711948908, Email: maruf758@yahoo.com

Abstract: 
Summary
An increasing number of women with a morbid obesity are requiring anaesthetic care for labour and 
delivery. Management of these patients presents obstetric, anesthetic, and logistical challenges. We 
report our experience in the management of elective Caesarian section of a morbidly obese (BMI 61.6 
kg/m2) parturient under epidural anaesthetictechnique. Despite the increased risk of morbidity and 
mortality, our patient had an optimal outcome. An awareness of the hemodynamic and respiratory 
stability during anaesthetic management, postoperative analgesia and careful thromboprophylaxiswill 
benefit parturient with morbid obesity.
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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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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

The World Health Organization (WHO) reported 
in 2016, more than 1.9 billion adults, 18 years 
and older, were overweight andof these over 650 
million were obese.1On a worldwide scale, the 
prevalence of obesity has clearly increased 
markedly in recent  decades, and women of 
childbearing age are certainly part of this global 
phenomenon.2Obesity has been identified as a 
significant risk factor for respiratory and 
infectious complications in general surgery3 and 
for anaesthesia related mortality in obstetrics.4 

When compared to normal weight parturient 
obese patients are at increased risk of having 
either concurrent medical problems or 
superimposed antenatal diseases including 
pre-eclampsia and gestational diabetes.5 
Complications during labor such as 
intrapartumfoetal distress, failure to progress, 
abnormal presentation necessitating 
instrumental delivery and cesarean section are 
more common.5,6In addition there is an increased 

incidence of deep vein thrombosis, hypoxaemia, 
and wound infections perioperatively.7 
Furthermore, the anaesthethesiologist 
frequently has to deal with technical difficulties 
regarding airway management and regional 
anaesthesia.7

We report case of a morbidly obese parturient 
underwentelective cesarean section highlighted 
the complexity and challenges that are associated 
with the anaesthetic care of this patient 
population.

Case Report

We assessed this 30-year-old woman, 37 weeks 
pregnancy with history of one previous cesarean 
section under spinal anaesthesia. The patient’s 
body weight was 148 kg and her body height was 
154.94 cm (body mass index = 61.6 kg/m2). The 
patient’s airway appeared unremarkable 
(Mallampati II, thyromental distance 7 cm), 
venous access looked obtainable and anatomical 

landmarks of the spine were palpable. Her 
haemoglobin was 12.10 gm/dl,oxygen saturation 
was 97% on room air,ECG and echocardiogram 
showed normal cardiac function with a left 
ventricular ejection fraction of 65%. She was 
accepted in ASA Grade III and considering that 
she was morbidly obese and had had one previous 
cesarean section under spinal anaesthesia, 
epidural technique was proposed and consent 
obtained.

At 09:00 AM on the scheduled day, patient was 
brought to operation theatre, IV access was 
secured with 18-gauge cannula and routine 
monitoring was established. The patient in sitting 
position, epidural block was performed at the L2-3 
interspace using a 10 cm 18(G)Touhy needle. The 
epidural space was located without difficulty at 8 
cm and the epidural catheter was advanced 4 
cminto the epidural space uneventfully and 
secured with adhesive dressings. A test dose of 3 
ml lidocaine 2% 3 mL of with epinephrine 1:200 
000 was administered and a bolus of a total of 15 
ml bupivacaine 0.5% was injected in increments of 
5 ml leading to a confirmed bilateral sensory block 
to the T4 dermatome to touch and cold, was 
established prior to skin incision. Blood pressure 
was maintained within normal values by 
intravenous hartmann’s solution 1500 ml and 
single dose of inj ephedrine 5 mg intravenously. A 
healthy female baby was delivered uneventfully at 
0935 AM. The uterine cavity was closed 
andhaemeostasis was obtained. Estimated blood 
loss was 750 ml. Surgical procedure was completed 
after 90 minutes of skin incision and the patient 
was transferred to the postoperative ward.

Postoperative analgesia was maintained with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours. Epidural catheters was removed after 48 
hours postoperatively.After 4 hours of removal of 
epidural catheter DVT prophylaxis started by 
enoxaparin 40 mg SC Daily; for next 5 days. She 

was followed up on day 3 and then 4 weeks later 
over telephone and was found to be satisfied and 
very pleased with the entire conduct of 
peri-operative care and hospital stay with no 
complaints.

Discussion

Although there are no pregnancy-specific 
definitions of obesity, pregnant women are 
considered obese when the BMI is > 30 kg/m2. 
Morbid obesity is described as a BMI > 40 
kg/m2.8Morbidly obese pregnant women are at 
increased risk for hypertensive disorders (e.g., 
preeclampsia, chronic hypertension),coronary 
artery disease, respiratory disorders (e.g., 
asthma, sleep apnea), cerebrovascular disease, 
diabetes mellitus,nonalcoholic fatty liver disease 
as well as thromboembolic disease.5 All of these 
conditions can complicate obstetric management 
and lead to greater maternal, neonatal, surgical, 
and anaesthetic risk.

These patients are also at increased risk for 
instrumental and cesarean delivery.5The risk of 
cesarean section increases linearly with 
increasing BMI. Cesarean deliveries are more 
often complicated by longer operative times, 
increased operative blood loss and postpartum 
hemorrhage, postoperative endometritis, wound 
infection, as well as increased length of hospital 
stay. Hood and Dewan7 noted that all major 
postpartum complications in morbidly obese 
women were associated with cesarean section.In 
spite ofthe technical difficulties associated with 
regional anaesthesia in the morbidly obese such 
as patient positioning, identification of 
anatomical landmarks, and frequent dislodgment 
of epidural catheters,9its successful use for 
cesarean section has been reported.9Epidural 
anaesthesia offers severaladvantages, including 
an easily titratable local anaesthetic dose and 
level of anaesthesia, ability to extend the block 
for surgical delivery and prolonged surgery, 

slower and more easily controllable 
hemodynamic changes, decreased potential for 
excess motor blockade and its utilization for 
postoperative analgesia.10,11We therefore opted 
epidural anaesthesia for elective cesarean section 
in this particular patient.

The epidural space was reached at 8 cm which is 
in agreement with other reports in morbidly 
obese subjects demonstrating that it is rarely 
deeper than 8 cm in this patient population.12The 
presence of epidural fat and increased venous 
distension from aortocaval compression increases 
the cephalad spread of epidural local 
anaestheticin obese parturient and the risk of 
hypotension and respiratory embarrassment is 
greater when compared to the lean 
parturient.13We carefully titrated the dose of 
epidural local anaesthetic the injection of these 
boluses of bupivacaine 0.5%and fall in systemic 
blood pressure was not remarkable.

Morbid obesity increases the risk for 
postoperative complications, including: 
hypoxaemia, atelectasis, deep venous 
thrombosis, pulmonary embolus, pneumonia, 
pulmonary edema, postoperative endometritis, 
wound infection, and dehiscence.14Early 
ambulation, thromoboprophylaxis, chest 
physiotherapy, and effective postoperative pain 
control are essential in preventing complications 
in these patients.Regional anaesthetic 
techniques has a clinical impact beyond its 
well-acknowledged beneficial effects of reducing 
pain, reduced opioid consumption, and improved 
quality of early recovery.15We maintained 
postoperative analgesia for this patient with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours and the postoperative period was 
uneventful.

Caesarean section itself is a risk factor for deep 
venous thrombosis (DVT). Others include 

obesity, high parity, infection, pre-eclampsia, 
dehydration and 
immobility.16Thromboprophylaxis should be 
commenced as soon as the immediate risk of 
haemorrhage is reduced.Epidural and spinal 
anesthesia both reduce DVT risk by improving 
blood flow through the legs secondary to 
sympathectomy-induced vasodilatation; both 
anaesthesia methods may also reduce 
perioperative hypercoagulability that occurs as a 
result of the surgical stress response.17In this 
patient we administered epidural analgesia for 
48 hours to reduce the risk of DVT. After 4 hours 
of removal of epidural catheter DVT prophylaxis 
done by enoxaparin 40 mg SC Daily; for next 5 
days.

Conclusion

The prevalence of obesity is increasing, and it is 
associated with significant comorbidities and 
increased obstetric, neonatal, surgical, and 
postoperative complications.Antepartum 
anaesthetic consultation should be performed to 
evaluate comorbidities, counsel patients, and 
plan for care. Successful management of the 
morbidly obese parturient requires a 
multidisciplinary team approach initiated early 
in pregnancy.Epidural anaesthesiais a safe 
option and effective in morbidly obese 
parturientundergoing cesarean section.Adequate 
postoperative analgesia and thromboprophylaxis 
are critical in the postoperative period. 
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Abstract: 
Summary
An increasing number of women with a morbid obesity are requiring anaesthetic care for labour and 
delivery. Management of these patients presents obstetric, anesthetic, and logistical challenges. We 
report our experience in the management of elective Caesarian section of a morbidly obese (BMI 61.6 
kg/m2) parturient under epidural anaesthetictechnique. Despite the increased risk of morbidity and 
mortality, our patient had an optimal outcome. An awareness of the hemodynamic and respiratory 
stability during anaesthetic management, postoperative analgesia and careful thromboprophylaxiswill 
benefit parturient with morbid obesity.
Key Words: Morbid obesity; Caesarian section; Epidural anaesthesia



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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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

The World Health Organization (WHO) reported 
in 2016, more than 1.9 billion adults, 18 years 
and older, were overweight andof these over 650 
million were obese.1On a worldwide scale, the 
prevalence of obesity has clearly increased 
markedly in recent  decades, and women of 
childbearing age are certainly part of this global 
phenomenon.2Obesity has been identified as a 
significant risk factor for respiratory and 
infectious complications in general surgery3 and 
for anaesthesia related mortality in obstetrics.4 

When compared to normal weight parturient 
obese patients are at increased risk of having 
either concurrent medical problems or 
superimposed antenatal diseases including 
pre-eclampsia and gestational diabetes.5 
Complications during labor such as 
intrapartumfoetal distress, failure to progress, 
abnormal presentation necessitating 
instrumental delivery and cesarean section are 
more common.5,6In addition there is an increased 

incidence of deep vein thrombosis, hypoxaemia, 
and wound infections perioperatively.7 
Furthermore, the anaesthethesiologist 
frequently has to deal with technical difficulties 
regarding airway management and regional 
anaesthesia.7

We report case of a morbidly obese parturient 
underwentelective cesarean section highlighted 
the complexity and challenges that are associated 
with the anaesthetic care of this patient 
population.

Case Report

We assessed this 30-year-old woman, 37 weeks 
pregnancy with history of one previous cesarean 
section under spinal anaesthesia. The patient’s 
body weight was 148 kg and her body height was 
154.94 cm (body mass index = 61.6 kg/m2). The 
patient’s airway appeared unremarkable 
(Mallampati II, thyromental distance 7 cm), 
venous access looked obtainable and anatomical 

landmarks of the spine were palpable. Her 
haemoglobin was 12.10 gm/dl,oxygen saturation 
was 97% on room air,ECG and echocardiogram 
showed normal cardiac function with a left 
ventricular ejection fraction of 65%. She was 
accepted in ASA Grade III and considering that 
she was morbidly obese and had had one previous 
cesarean section under spinal anaesthesia, 
epidural technique was proposed and consent 
obtained.

At 09:00 AM on the scheduled day, patient was 
brought to operation theatre, IV access was 
secured with 18-gauge cannula and routine 
monitoring was established. The patient in sitting 
position, epidural block was performed at the L2-3 
interspace using a 10 cm 18(G)Touhy needle. The 
epidural space was located without difficulty at 8 
cm and the epidural catheter was advanced 4 
cminto the epidural space uneventfully and 
secured with adhesive dressings. A test dose of 3 
ml lidocaine 2% 3 mL of with epinephrine 1:200 
000 was administered and a bolus of a total of 15 
ml bupivacaine 0.5% was injected in increments of 
5 ml leading to a confirmed bilateral sensory block 
to the T4 dermatome to touch and cold, was 
established prior to skin incision. Blood pressure 
was maintained within normal values by 
intravenous hartmann’s solution 1500 ml and 
single dose of inj ephedrine 5 mg intravenously. A 
healthy female baby was delivered uneventfully at 
0935 AM. The uterine cavity was closed 
andhaemeostasis was obtained. Estimated blood 
loss was 750 ml. Surgical procedure was completed 
after 90 minutes of skin incision and the patient 
was transferred to the postoperative ward.

Postoperative analgesia was maintained with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours. Epidural catheters was removed after 48 
hours postoperatively.After 4 hours of removal of 
epidural catheter DVT prophylaxis started by 
enoxaparin 40 mg SC Daily; for next 5 days. She 

was followed up on day 3 and then 4 weeks later 
over telephone and was found to be satisfied and 
very pleased with the entire conduct of 
peri-operative care and hospital stay with no 
complaints.

Discussion

Although there are no pregnancy-specific 
definitions of obesity, pregnant women are 
considered obese when the BMI is > 30 kg/m2. 
Morbid obesity is described as a BMI > 40 
kg/m2.8Morbidly obese pregnant women are at 
increased risk for hypertensive disorders (e.g., 
preeclampsia, chronic hypertension),coronary 
artery disease, respiratory disorders (e.g., 
asthma, sleep apnea), cerebrovascular disease, 
diabetes mellitus,nonalcoholic fatty liver disease 
as well as thromboembolic disease.5 All of these 
conditions can complicate obstetric management 
and lead to greater maternal, neonatal, surgical, 
and anaesthetic risk.

These patients are also at increased risk for 
instrumental and cesarean delivery.5The risk of 
cesarean section increases linearly with 
increasing BMI. Cesarean deliveries are more 
often complicated by longer operative times, 
increased operative blood loss and postpartum 
hemorrhage, postoperative endometritis, wound 
infection, as well as increased length of hospital 
stay. Hood and Dewan7 noted that all major 
postpartum complications in morbidly obese 
women were associated with cesarean section.In 
spite ofthe technical difficulties associated with 
regional anaesthesia in the morbidly obese such 
as patient positioning, identification of 
anatomical landmarks, and frequent dislodgment 
of epidural catheters,9its successful use for 
cesarean section has been reported.9Epidural 
anaesthesia offers severaladvantages, including 
an easily titratable local anaesthetic dose and 
level of anaesthesia, ability to extend the block 
for surgical delivery and prolonged surgery, 

slower and more easily controllable 
hemodynamic changes, decreased potential for 
excess motor blockade and its utilization for 
postoperative analgesia.10,11We therefore opted 
epidural anaesthesia for elective cesarean section 
in this particular patient.

The epidural space was reached at 8 cm which is 
in agreement with other reports in morbidly 
obese subjects demonstrating that it is rarely 
deeper than 8 cm in this patient population.12The 
presence of epidural fat and increased venous 
distension from aortocaval compression increases 
the cephalad spread of epidural local 
anaestheticin obese parturient and the risk of 
hypotension and respiratory embarrassment is 
greater when compared to the lean 
parturient.13We carefully titrated the dose of 
epidural local anaesthetic the injection of these 
boluses of bupivacaine 0.5%and fall in systemic 
blood pressure was not remarkable.

Morbid obesity increases the risk for 
postoperative complications, including: 
hypoxaemia, atelectasis, deep venous 
thrombosis, pulmonary embolus, pneumonia, 
pulmonary edema, postoperative endometritis, 
wound infection, and dehiscence.14Early 
ambulation, thromoboprophylaxis, chest 
physiotherapy, and effective postoperative pain 
control are essential in preventing complications 
in these patients.Regional anaesthetic 
techniques has a clinical impact beyond its 
well-acknowledged beneficial effects of reducing 
pain, reduced opioid consumption, and improved 
quality of early recovery.15We maintained 
postoperative analgesia for this patient with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours and the postoperative period was 
uneventful.

Caesarean section itself is a risk factor for deep 
venous thrombosis (DVT). Others include 

obesity, high parity, infection, pre-eclampsia, 
dehydration and 
immobility.16Thromboprophylaxis should be 
commenced as soon as the immediate risk of 
haemorrhage is reduced.Epidural and spinal 
anesthesia both reduce DVT risk by improving 
blood flow through the legs secondary to 
sympathectomy-induced vasodilatation; both 
anaesthesia methods may also reduce 
perioperative hypercoagulability that occurs as a 
result of the surgical stress response.17In this 
patient we administered epidural analgesia for 
48 hours to reduce the risk of DVT. After 4 hours 
of removal of epidural catheter DVT prophylaxis 
done by enoxaparin 40 mg SC Daily; for next 5 
days.

Conclusion

The prevalence of obesity is increasing, and it is 
associated with significant comorbidities and 
increased obstetric, neonatal, surgical, and 
postoperative complications.Antepartum 
anaesthetic consultation should be performed to 
evaluate comorbidities, counsel patients, and 
plan for care. Successful management of the 
morbidly obese parturient requires a 
multidisciplinary team approach initiated early 
in pregnancy.Epidural anaesthesiais a safe 
option and effective in morbidly obese 
parturientundergoing cesarean section.Adequate 
postoperative analgesia and thromboprophylaxis 
are critical in the postoperative period. 
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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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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

The World Health Organization (WHO) reported 
in 2016, more than 1.9 billion adults, 18 years 
and older, were overweight andof these over 650 
million were obese.1On a worldwide scale, the 
prevalence of obesity has clearly increased 
markedly in recent  decades, and women of 
childbearing age are certainly part of this global 
phenomenon.2Obesity has been identified as a 
significant risk factor for respiratory and 
infectious complications in general surgery3 and 
for anaesthesia related mortality in obstetrics.4 

When compared to normal weight parturient 
obese patients are at increased risk of having 
either concurrent medical problems or 
superimposed antenatal diseases including 
pre-eclampsia and gestational diabetes.5 
Complications during labor such as 
intrapartumfoetal distress, failure to progress, 
abnormal presentation necessitating 
instrumental delivery and cesarean section are 
more common.5,6In addition there is an increased 

incidence of deep vein thrombosis, hypoxaemia, 
and wound infections perioperatively.7 
Furthermore, the anaesthethesiologist 
frequently has to deal with technical difficulties 
regarding airway management and regional 
anaesthesia.7

We report case of a morbidly obese parturient 
underwentelective cesarean section highlighted 
the complexity and challenges that are associated 
with the anaesthetic care of this patient 
population.

Case Report

We assessed this 30-year-old woman, 37 weeks 
pregnancy with history of one previous cesarean 
section under spinal anaesthesia. The patient’s 
body weight was 148 kg and her body height was 
154.94 cm (body mass index = 61.6 kg/m2). The 
patient’s airway appeared unremarkable 
(Mallampati II, thyromental distance 7 cm), 
venous access looked obtainable and anatomical 

landmarks of the spine were palpable. Her 
haemoglobin was 12.10 gm/dl,oxygen saturation 
was 97% on room air,ECG and echocardiogram 
showed normal cardiac function with a left 
ventricular ejection fraction of 65%. She was 
accepted in ASA Grade III and considering that 
she was morbidly obese and had had one previous 
cesarean section under spinal anaesthesia, 
epidural technique was proposed and consent 
obtained.

At 09:00 AM on the scheduled day, patient was 
brought to operation theatre, IV access was 
secured with 18-gauge cannula and routine 
monitoring was established. The patient in sitting 
position, epidural block was performed at the L2-3 
interspace using a 10 cm 18(G)Touhy needle. The 
epidural space was located without difficulty at 8 
cm and the epidural catheter was advanced 4 
cminto the epidural space uneventfully and 
secured with adhesive dressings. A test dose of 3 
ml lidocaine 2% 3 mL of with epinephrine 1:200 
000 was administered and a bolus of a total of 15 
ml bupivacaine 0.5% was injected in increments of 
5 ml leading to a confirmed bilateral sensory block 
to the T4 dermatome to touch and cold, was 
established prior to skin incision. Blood pressure 
was maintained within normal values by 
intravenous hartmann’s solution 1500 ml and 
single dose of inj ephedrine 5 mg intravenously. A 
healthy female baby was delivered uneventfully at 
0935 AM. The uterine cavity was closed 
andhaemeostasis was obtained. Estimated blood 
loss was 750 ml. Surgical procedure was completed 
after 90 minutes of skin incision and the patient 
was transferred to the postoperative ward.

Postoperative analgesia was maintained with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours. Epidural catheters was removed after 48 
hours postoperatively.After 4 hours of removal of 
epidural catheter DVT prophylaxis started by 
enoxaparin 40 mg SC Daily; for next 5 days. She 

was followed up on day 3 and then 4 weeks later 
over telephone and was found to be satisfied and 
very pleased with the entire conduct of 
peri-operative care and hospital stay with no 
complaints.

Discussion

Although there are no pregnancy-specific 
definitions of obesity, pregnant women are 
considered obese when the BMI is > 30 kg/m2. 
Morbid obesity is described as a BMI > 40 
kg/m2.8Morbidly obese pregnant women are at 
increased risk for hypertensive disorders (e.g., 
preeclampsia, chronic hypertension),coronary 
artery disease, respiratory disorders (e.g., 
asthma, sleep apnea), cerebrovascular disease, 
diabetes mellitus,nonalcoholic fatty liver disease 
as well as thromboembolic disease.5 All of these 
conditions can complicate obstetric management 
and lead to greater maternal, neonatal, surgical, 
and anaesthetic risk.

These patients are also at increased risk for 
instrumental and cesarean delivery.5The risk of 
cesarean section increases linearly with 
increasing BMI. Cesarean deliveries are more 
often complicated by longer operative times, 
increased operative blood loss and postpartum 
hemorrhage, postoperative endometritis, wound 
infection, as well as increased length of hospital 
stay. Hood and Dewan7 noted that all major 
postpartum complications in morbidly obese 
women were associated with cesarean section.In 
spite ofthe technical difficulties associated with 
regional anaesthesia in the morbidly obese such 
as patient positioning, identification of 
anatomical landmarks, and frequent dislodgment 
of epidural catheters,9its successful use for 
cesarean section has been reported.9Epidural 
anaesthesia offers severaladvantages, including 
an easily titratable local anaesthetic dose and 
level of anaesthesia, ability to extend the block 
for surgical delivery and prolonged surgery, 

slower and more easily controllable 
hemodynamic changes, decreased potential for 
excess motor blockade and its utilization for 
postoperative analgesia.10,11We therefore opted 
epidural anaesthesia for elective cesarean section 
in this particular patient.

The epidural space was reached at 8 cm which is 
in agreement with other reports in morbidly 
obese subjects demonstrating that it is rarely 
deeper than 8 cm in this patient population.12The 
presence of epidural fat and increased venous 
distension from aortocaval compression increases 
the cephalad spread of epidural local 
anaestheticin obese parturient and the risk of 
hypotension and respiratory embarrassment is 
greater when compared to the lean 
parturient.13We carefully titrated the dose of 
epidural local anaesthetic the injection of these 
boluses of bupivacaine 0.5%and fall in systemic 
blood pressure was not remarkable.

Morbid obesity increases the risk for 
postoperative complications, including: 
hypoxaemia, atelectasis, deep venous 
thrombosis, pulmonary embolus, pneumonia, 
pulmonary edema, postoperative endometritis, 
wound infection, and dehiscence.14Early 
ambulation, thromoboprophylaxis, chest 
physiotherapy, and effective postoperative pain 
control are essential in preventing complications 
in these patients.Regional anaesthetic 
techniques has a clinical impact beyond its 
well-acknowledged beneficial effects of reducing 
pain, reduced opioid consumption, and improved 
quality of early recovery.15We maintained 
postoperative analgesia for this patient with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours and the postoperative period was 
uneventful.

Caesarean section itself is a risk factor for deep 
venous thrombosis (DVT). Others include 

obesity, high parity, infection, pre-eclampsia, 
dehydration and 
immobility.16Thromboprophylaxis should be 
commenced as soon as the immediate risk of 
haemorrhage is reduced.Epidural and spinal 
anesthesia both reduce DVT risk by improving 
blood flow through the legs secondary to 
sympathectomy-induced vasodilatation; both 
anaesthesia methods may also reduce 
perioperative hypercoagulability that occurs as a 
result of the surgical stress response.17In this 
patient we administered epidural analgesia for 
48 hours to reduce the risk of DVT. After 4 hours 
of removal of epidural catheter DVT prophylaxis 
done by enoxaparin 40 mg SC Daily; for next 5 
days.

Conclusion

The prevalence of obesity is increasing, and it is 
associated with significant comorbidities and 
increased obstetric, neonatal, surgical, and 
postoperative complications.Antepartum 
anaesthetic consultation should be performed to 
evaluate comorbidities, counsel patients, and 
plan for care. Successful management of the 
morbidly obese parturient requires a 
multidisciplinary team approach initiated early 
in pregnancy.Epidural anaesthesiais a safe 
option and effective in morbidly obese 
parturientundergoing cesarean section.Adequate 
postoperative analgesia and thromboprophylaxis 
are critical in the postoperative period. 
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Figure 1: Patient in sitting position for preparationof epiduralanaesthesia.

Figure 2: Performing epidural anaesthesia.

Figure 3: Patient in supine position.



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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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

The World Health Organization (WHO) reported 
in 2016, more than 1.9 billion adults, 18 years 
and older, were overweight andof these over 650 
million were obese.1On a worldwide scale, the 
prevalence of obesity has clearly increased 
markedly in recent  decades, and women of 
childbearing age are certainly part of this global 
phenomenon.2Obesity has been identified as a 
significant risk factor for respiratory and 
infectious complications in general surgery3 and 
for anaesthesia related mortality in obstetrics.4 

When compared to normal weight parturient 
obese patients are at increased risk of having 
either concurrent medical problems or 
superimposed antenatal diseases including 
pre-eclampsia and gestational diabetes.5 
Complications during labor such as 
intrapartumfoetal distress, failure to progress, 
abnormal presentation necessitating 
instrumental delivery and cesarean section are 
more common.5,6In addition there is an increased 

incidence of deep vein thrombosis, hypoxaemia, 
and wound infections perioperatively.7 
Furthermore, the anaesthethesiologist 
frequently has to deal with technical difficulties 
regarding airway management and regional 
anaesthesia.7

We report case of a morbidly obese parturient 
underwentelective cesarean section highlighted 
the complexity and challenges that are associated 
with the anaesthetic care of this patient 
population.

Case Report

We assessed this 30-year-old woman, 37 weeks 
pregnancy with history of one previous cesarean 
section under spinal anaesthesia. The patient’s 
body weight was 148 kg and her body height was 
154.94 cm (body mass index = 61.6 kg/m2). The 
patient’s airway appeared unremarkable 
(Mallampati II, thyromental distance 7 cm), 
venous access looked obtainable and anatomical 

landmarks of the spine were palpable. Her 
haemoglobin was 12.10 gm/dl,oxygen saturation 
was 97% on room air,ECG and echocardiogram 
showed normal cardiac function with a left 
ventricular ejection fraction of 65%. She was 
accepted in ASA Grade III and considering that 
she was morbidly obese and had had one previous 
cesarean section under spinal anaesthesia, 
epidural technique was proposed and consent 
obtained.

At 09:00 AM on the scheduled day, patient was 
brought to operation theatre, IV access was 
secured with 18-gauge cannula and routine 
monitoring was established. The patient in sitting 
position, epidural block was performed at the L2-3 
interspace using a 10 cm 18(G)Touhy needle. The 
epidural space was located without difficulty at 8 
cm and the epidural catheter was advanced 4 
cminto the epidural space uneventfully and 
secured with adhesive dressings. A test dose of 3 
ml lidocaine 2% 3 mL of with epinephrine 1:200 
000 was administered and a bolus of a total of 15 
ml bupivacaine 0.5% was injected in increments of 
5 ml leading to a confirmed bilateral sensory block 
to the T4 dermatome to touch and cold, was 
established prior to skin incision. Blood pressure 
was maintained within normal values by 
intravenous hartmann’s solution 1500 ml and 
single dose of inj ephedrine 5 mg intravenously. A 
healthy female baby was delivered uneventfully at 
0935 AM. The uterine cavity was closed 
andhaemeostasis was obtained. Estimated blood 
loss was 750 ml. Surgical procedure was completed 
after 90 minutes of skin incision and the patient 
was transferred to the postoperative ward.

Postoperative analgesia was maintained with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours. Epidural catheters was removed after 48 
hours postoperatively.After 4 hours of removal of 
epidural catheter DVT prophylaxis started by 
enoxaparin 40 mg SC Daily; for next 5 days. She 

was followed up on day 3 and then 4 weeks later 
over telephone and was found to be satisfied and 
very pleased with the entire conduct of 
peri-operative care and hospital stay with no 
complaints.

Discussion

Although there are no pregnancy-specific 
definitions of obesity, pregnant women are 
considered obese when the BMI is > 30 kg/m2. 
Morbid obesity is described as a BMI > 40 
kg/m2.8Morbidly obese pregnant women are at 
increased risk for hypertensive disorders (e.g., 
preeclampsia, chronic hypertension),coronary 
artery disease, respiratory disorders (e.g., 
asthma, sleep apnea), cerebrovascular disease, 
diabetes mellitus,nonalcoholic fatty liver disease 
as well as thromboembolic disease.5 All of these 
conditions can complicate obstetric management 
and lead to greater maternal, neonatal, surgical, 
and anaesthetic risk.

These patients are also at increased risk for 
instrumental and cesarean delivery.5The risk of 
cesarean section increases linearly with 
increasing BMI. Cesarean deliveries are more 
often complicated by longer operative times, 
increased operative blood loss and postpartum 
hemorrhage, postoperative endometritis, wound 
infection, as well as increased length of hospital 
stay. Hood and Dewan7 noted that all major 
postpartum complications in morbidly obese 
women were associated with cesarean section.In 
spite ofthe technical difficulties associated with 
regional anaesthesia in the morbidly obese such 
as patient positioning, identification of 
anatomical landmarks, and frequent dislodgment 
of epidural catheters,9its successful use for 
cesarean section has been reported.9Epidural 
anaesthesia offers severaladvantages, including 
an easily titratable local anaesthetic dose and 
level of anaesthesia, ability to extend the block 
for surgical delivery and prolonged surgery, 

slower and more easily controllable 
hemodynamic changes, decreased potential for 
excess motor blockade and its utilization for 
postoperative analgesia.10,11We therefore opted 
epidural anaesthesia for elective cesarean section 
in this particular patient.

The epidural space was reached at 8 cm which is 
in agreement with other reports in morbidly 
obese subjects demonstrating that it is rarely 
deeper than 8 cm in this patient population.12The 
presence of epidural fat and increased venous 
distension from aortocaval compression increases 
the cephalad spread of epidural local 
anaestheticin obese parturient and the risk of 
hypotension and respiratory embarrassment is 
greater when compared to the lean 
parturient.13We carefully titrated the dose of 
epidural local anaesthetic the injection of these 
boluses of bupivacaine 0.5%and fall in systemic 
blood pressure was not remarkable.

Morbid obesity increases the risk for 
postoperative complications, including: 
hypoxaemia, atelectasis, deep venous 
thrombosis, pulmonary embolus, pneumonia, 
pulmonary edema, postoperative endometritis, 
wound infection, and dehiscence.14Early 
ambulation, thromoboprophylaxis, chest 
physiotherapy, and effective postoperative pain 
control are essential in preventing complications 
in these patients.Regional anaesthetic 
techniques has a clinical impact beyond its 
well-acknowledged beneficial effects of reducing 
pain, reduced opioid consumption, and improved 
quality of early recovery.15We maintained 
postoperative analgesia for this patient with 6-8 
ml of 0.25% bupivacaine with fentanyl 2µg/ml, 
injected through epidural catheter 4 hourly for 48 
hours and the postoperative period was 
uneventful.

Caesarean section itself is a risk factor for deep 
venous thrombosis (DVT). Others include 

obesity, high parity, infection, pre-eclampsia, 
dehydration and 
immobility.16Thromboprophylaxis should be 
commenced as soon as the immediate risk of 
haemorrhage is reduced.Epidural and spinal 
anesthesia both reduce DVT risk by improving 
blood flow through the legs secondary to 
sympathectomy-induced vasodilatation; both 
anaesthesia methods may also reduce 
perioperative hypercoagulability that occurs as a 
result of the surgical stress response.17In this 
patient we administered epidural analgesia for 
48 hours to reduce the risk of DVT. After 4 hours 
of removal of epidural catheter DVT prophylaxis 
done by enoxaparin 40 mg SC Daily; for next 5 
days.

Conclusion

The prevalence of obesity is increasing, and it is 
associated with significant comorbidities and 
increased obstetric, neonatal, surgical, and 
postoperative complications.Antepartum 
anaesthetic consultation should be performed to 
evaluate comorbidities, counsel patients, and 
plan for care. Successful management of the 
morbidly obese parturient requires a 
multidisciplinary team approach initiated early 
in pregnancy.Epidural anaesthesiais a safe 
option and effective in morbidly obese 
parturientundergoing cesarean section.Adequate 
postoperative analgesia and thromboprophylaxis 
are critical in the postoperative period. 
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