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Abstract 
Perineal trauma following childbirth affects over two-thirds of women in low 
and medium-income countries (LMICs) birthing in health facilities. Although 
it is an unfavourable outcome with the potential to affect many aspects of a 
woman’s well-being in both the immediate and long-term, it is still a neglected 
phenomenon of women’s health, particularly in sub-Saharan African countries 
like Zambia. This study sought to understand the impact of birth perineal 
trauma on postnatal women at Ndola Teaching Hospital (NTH). This study em-
ployed a cross-sectional qualitative design using a descriptive phenomenological 
approach. Fifteen women who had birthed at NTH and sustained birth perineal 
trauma were purposively sampled as study participants. Data were collected 
through face-to-face interviews aided by an interview guide. Four themes, 
namely, perineal pain, substandard perineal wound management, fear of future 
reproductive health outcomes and diversion from reality, emerged from the 
study. Most women experiencing childbirth perineal trauma do not receive ad-
equate care to manage their condition effectively. Therefore, midwives should 
utilise their professional knowledge and skills when providing postnatal care be-
cause morbidity affects women. Thus, it has the potential to negatively affect 
mother-infant bonding. The study concluded that birth perineal trauma is a 
distressing phenomenon of childbirth; hence, skillful repair, pain manage-
ment and sexual counselling can greatly reduce its negative impacts. 
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1. Introduction 

A maternal morbidity is a health condition which is caused by or complicates 
pregnancy and childbirth and has a negative impact on the woman’s well-being 
and her overall functioning [1]. Perineal trauma is the most common maternal 
morbidity that is experienced by women during childbirth, yet most women are 
least prepared for it [2]. This lack of preparation leaves women feeling trauma-
tised, especially if midwives do not understand the severity of the damage [3]. 
Perineal trauma following childbirth is reported to affect about 70% of women in 
low and medium-income countries (LMICs) having vaginal births in health facil-
ities [4]. The perineum comprises muscular and fibrous tissues between the anus 
and the vagina which are subjected to enormous pressure and stretching during 
childbirth, predisposing it to trauma [5]. Homer and Wilson [6] define perineal 
trauma as damage to the perineum during the birthing process which can occur 
spontaneously or intentionally because of an episiotomy. 

The study conducted in Kenya by Pinder et al. [7] revealed that most midwives 
had not received training in the identification and repair of perineal injuries and 
referred women with severe birth trauma to higher levels. Perineal evaluations 
were compromised by challenges such as heavy workloads, lack of supplies, and 
poor lighting at night, which further compromised perineal evaluation [7]. In 
many LMICs, nurse-midwives are the majority of specialized frontline workers 
who attend to women during childbirth and, hence, play a critical role in identi-
fying perineal traumas. A study conducted in Malawi explored childbirth fear and 
associated factors among pregnant and postpartum women and found that almost 
50% of the participants had moderate to high childbirth fear in the perinatal pe-
riod. However, they preferred a vaginal birth instead of a caesarean section [8]. 
Further findings from this study were that childbirth fear was attributed to the 
pain experienced during and after suturing.  

A study was conducted by McDonald et al. [9] at a national referral hospital in 
Uganda among mothers attending a postnatal clinic reported that the mode of 
delivery might influence the timing of resumption of sexual intercourse. This 
study illustrates that women who had a vaginal delivery with sutured perineum 
were far less likely to resume intercourse early compared to women who had an 
intact perineum or a caesarean section. Cultural demands can influence resump-
tion of intercourse, with some societies resuming within the first week after deliv-
ery with the belief that this helps to heal the wounds and to bring good health to 
the baby [10]. This is against the postnatal recommendation in the intrapartum 
guidelines to resume sexual intercourse after six weeks [11]. The recommendation 
of this Uganda study was that the midwife attending to women who sustain peri-
neal trauma should use her/his cultural competence to advocate for women to 
avoid problems such as infection or wound dehiscence that can result from early 
resumption of sex before healing takes place. 

The WHO [11] postpartum care recommendations are that during each postnatal 
contact, comprehensive history should be taken and assessments of micturition, 
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urinary incontinence, bowel function, and healing of any perineal wound should 
be made as these may be compromised especially in a woman who has a perineal 
trauma. However, studies conducted at two general hospitals in Zambia reported 
that the conduct of a physical examination on postnatal mothers is suboptimal 
[12]. Furthermore, a study conducted at Ndola Teaching Hospital in Zambia 
showed that the majority of the mothers were less satisfied with the information 
they received during hospitalisation in their postnatal period. Evidence-based in-
formation should address specific women’s problems including coping with a per-
ineal trauma.  

Perineal trauma during the birthing process affects several birthing women at 
Ndola Teaching Hospital (NTH), as illustrated by the statistics in Table 1. 
 

Table 1. Perineal traumas at NTH, 2019 to 2023. 

YEAR 1st QUARTER 2nd QUARTER 3rd QUARTER 4th QUARTER TOTAL 

2019 1153 540 546 605 2,844 

2020 631 597 605 484 2,317 

2021 678 746 688 632 2,744 

2022 455 425 483 823 2186 

2023 568 298 485 584 1935 

CUMULATIVE TOTAL 12,026 

 

The statistics in Table 1 show that perineal trauma occurrences over the 5 years 
period have been fluctuating, with the highest incidence recorded in 2019 and the 
lowest in 2023. Approximately 7762 had vaginal births and 1935 sustained peri-
neal trauma indicating a 25% incidence of morbidity in 2023.  

While several interventions in maternity care are targeted at preventing and 
managing maternal morbidities, the morbidity of perineal trauma is still a ne-
glected phenomenon of women’s health in Africa [13], and NTH in Zambia is no 
exception. The common occurrence of perineal trauma during childbirth and lim-
ited data on its impact in this locality prompted the researchers to conduct this 
study so as to answer the research question “what is the impact of perineal trauma 
on postnatal women at Ndola Teaching Hospital in Zambia?” 

2. General Objective 

To explore the impact of birth perineal traumas on postnatal women at Ndola 
Teaching Hospital (NTH). 

SPECIFIC OBJECTIVES 
1. Elucidate the impact of birth perineal traumas on postnatal women at NTH. 
2. Appraise the postnatal care accessed by women who sustain perineal traumas 

at NTH. 
3. Extrapolate the coping strategies of postnatal women who sustain perineal 

traumas at NTH. 
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3. Methodology 

This was a cross-sectional descriptive phenomenological study. Qualitative design 
allows comprehension of different manifestations of a phenomenon because it of-
fers flexible and versatile means to understand women’s experiences [14]. Phe-
nomenology allowed participants to express their diverse and subjective nature of 
phenomena [15], hence providing an in-depth understanding of the phenome-
non. This was essential in that the phenomenon of perineal trauma relates to a 
private matter which women may not ordinarily describe unless they are purpose-
fully engaged. 

Detailed descriptions provided vital information on the impact that birth peri-
neal trauma had on women’s lives as they saw fit. The study conducted at NTH 
targeted women who were 24 hours to six months in the postpartum period and 
had sustained a perineal trauma. Fifteen key informants were purposively selected 
based on data saturation. Data were collected by the researchers from the homes 
of the participants using an interview guide with the following questions: 

1. Please tell me about how you sustained a perineal trauma during your last 
childbirth. 

2. In which ways has having a perineal trauma impacted you? 
3. What were some of the thoughts you remember having during the experi-

ence? 
4. How would you describe the care that you received from the health workers 

to manage the trauma? 
5. How did you deal with your problems of the perineal trauma? 
6. Can you suggest what you think would be useful for another woman in your 

situation? 
Face-to-face interviews lasting between 10 and 40 minutes were conducted. To 

ensure trustworthiness, the study utilised the Four-Dimensional Criteria (FDC) 
developed by Lincoln and Guba in 1985 [16]. Upholding credibility, dependabil-
ity, confirmability and transferability were observed as important factors in main-
taining research quality. Ethical clearance was granted by the University of Zam-
bia Biomedical Research Ethical Committee and the National Health Research 
Authority in Zambia.  

4. Data Analysis 

Data analysis was conducted concurrently with data collection. The content anal-
ysis proposed by Graneheim and Lundman in 2004 [17] was used to analyse the 
data. 

The researcher transcribed each audio recording verbatim and read through the 
field notes immediately after each interview. The texts were divided into meaning 
units, which were quotes from interviews related to each other through content 
or context. The meaning units addressed the aim of the study. The lengthy mean-
ing units were summarised into condensed meanings while preserving the core 
meaning to facilitate easy data analysis. The final step involved assigning codes to 
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the condensed meanings which were compared to each other, based on differences 
and similarities, and then sorted into subthemes. Figure 1 illustrates the similar 
codes which were grouped into subthemes from which the four major themes 
namely, perineal pain, fear of future reproductive health outcomes, substandard 
perineal wound management and diversion from reality emerged. 

5. Findings 

5.1. Socio-Demographic Characteristics of Participants 

The majority [9] of the participants were between 20 and 29 years old, but the 
youngest participant was 18 years old, while the oldest was 37 years old. Almost 
all [12] were married with two single and one engaged participant. Nine partici-
pants were primiparous. Five [5] were para 2 and para 5. Midwives conducted 
deliveries for eleven participants with two conducted by the doctors and two being 
unassisted deliveries. Episiotomy was the commonest type of perineal accounting 
for eleven [11] while four [4] had spontaneous second or third degree tears. Dur-
ing data collection, the majority [13] were within six [6] weeks postnatal period. 
 

 
Subthemes and major themes 

Figure 1. Presentation of findings. 

5.2. First Theme: Perineal Pain 

This theme described participants’ narratives of pain due to the presence of the 
perineal wound. Although one participant compared perineal pain to labour pain, 
she went further to state that perineal pain was more because she continued expe-
riencing it way after she was done with labour. She said the following:  

“Both of them are painful. They can just be the same…but I think the wound is 
more painful because with the labour pains, once I delivered the pain stopped. 
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The pain for the wound you continue going with it until the wound heals.” 
A participant who had a caesarean section during a previous delivery made a 

comparison between the pain of a caesarean wound and perineal wound. She too 
described perineal pain as being more. She stated: 

“I never knew an episiotomy was eh! I just don’t know how to describe it… I 
think the pain I felt after my caesarean section was not as much as the pain I felt 
after an episiotomy.” 

The pain that was experienced was not only described as being physical; at 
times, it was described as being psychological. One participant who experienced a 
third-degree tear and was interviewed three months after the experience narrated: 

“The pain, that pain never goes. The pain of labour goes but the pain of being 
stitched, you stay with the wound and the pain never goes. I still have it even now. 
At some point when I remember what I went through I even developed goose 
pimples. I really feel chilled! Yes, it comes now and again. It will just click in my 
mind. You just see a scissors and the needle. You even feel weak in the knees.” 

Participants did not end up just describing the pain from the wound; they also 
described how the pain impacted their day-to-day lives, such as sitting when 
breastfeeding. One primipara had this to say: 

“In the night she wakes up and starts crying, I have to get up to breast feed her 
but I can’t do that lying down. The struggle comes when I have to sit. It is a lot of 
work because it really pains.” 

Avoidance of feeling pain when sitting thus, impacted the duration that some 
mothers breastfed their infants as narrated by this participant: 

“Even just breastfeeding the baby, I had to sit at the edge of the chair to avoid 
pain. I would get tired… I would remove her from the breast when she really 
wanted to be breastfeeding.” 

5.3. Wound Complications Leading to Painful Experiences 

Although pain was reported by almost all the participants at the time that the 
wound was occurring and during its management, those who experienced wound 
complications reported to have undergone more intense and prolonged perineal 
pain. Participants attributed the complications to reopening to improper supervi-
sion of trainees learning how to repair perineal tears and the use of the wrong 
suturing material. A 26-year-old participant, whose perineal tear re̵̵̵̵̵opened at 
home attributed her complication to improper suturing. She said: 

“Mmmmm, it wasn’t all that good. I could feel the way they are suturing me is 
not right, but just because I was in pain, I couldn’t do anything. The only thing 
that was going on in my mind was to let her suture me so that I should rest. She 
sutured me…, I heard her saying to herself what have I done? Anyway, just like 
this. After three days, I discovered that it had reopened.” 

Similarly, an 18-year-old primipara lamented how on arrival to the postnatal 
ward from labour ward after delivery, the receiving midwife checked her wound 
and found that it had reopened. She narrated that she was sent back to the labour 
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ward for re-suturing, which was done two hours later. As if this ordeal was not 
enough, she stated that her wound reopened again at home after one week. Re-
flecting on the pain she narrated: 

“When I went to postnatal ward, they checked me and found that my wound 
had reopened, the person who sutured me did not do it properly so I was taken 
back to labour ward for them to redo the suturing. Yea! There was a lot going 
through my mind, I thought of the pain I went through and having to go through 
it again. After one week at home, the wound opened again! Going to be sutured 
again! I am really worried because this will be the third time for them to repair my 
wound.” 

Some participants attributed improper suturing to be a result of trainees con-
ducting repairs unsupervised. One participant narrated how she agonised as the 
trainee who sutured her was told by the midwife upon finishing that the suturing 
was incorrectly done; hence, the stitches needed to be removed and suturing done 
afresh. She was discharged and two days later the wound reopened at home. She 
went to the local clinic where she was told that the wound was bad and was dis-
charging pus; therefore, she had to be referred back to the hospital for re-suturing.  

“I was expecting the people who were knowledgeable, those who had more ex-
perience, the people who knew what to do to work on me. He was just told that 
this was not how it was supposed to be done, and the person who was advising 
him left the place. Two days later the wound reopened at home. At the clinic they 
checked the wound and said it had reopened and it started discharging some pus. 
I ran out of strength and just became speechless. I thought of the pain I had to go 
through again! It was just too much.” 

Reopening of perineal wounds often led to infections and exposed women to 
more severe pain, prolonged worry about the possible outcome of the wound, and 
impact on future health. A primiparous narrated:  

“I cried actually, I felt bad, I really felt bad like…am damaged now, there’s pus 
coming out. The pain and the kind of suturing! The condition was very bad and 
then the other senior doctor said okey we need to admit you because the wound 
is very bad. From there, I have been psychologically disturbed because I always 
think about it like… Am I going to get cured?” 

5.4. Constipation Due to Fear of Pain on Defaecation 

Constipation came out prominently in participants’ responses as one of the im-
pacts of perineal trauma. A primiparous participant who was interviewed during 
the six weeks of postnatal review stated that the perineal trauma impacted her 
ability to open her bowels due to the pain. 

“I was finding it hard to go to the toilet to relieve myself because it was paining. 
It was very painful. It was difficult.” 

The causes of constipation were said to be both physical and psychological. A 
26-year-old participant said: 

“I think the first problem that I encountered which gave me a lot of fear, is that 

https://doi.org/10.4236/ojog.2024.149109


P. Mwanza et al. 
 

 

DOI: 10.4236/ojog.2024.149109 1381 Open Journal of Obstetrics and Gynecology 
 

I had constipation. I think it’s a psychological problem which I had whereby if I 
sneeze, it’s paining so you hold back. When you want to go to the toilet to ease 
yourself you think of the pain, there are stitches there, the pain? So, you hold it 
back. I think that’s what made it worse.” 

While some participants complained about constipation causing more perineal 
pain, fear of perineal pain could lead some women to avoid opening bowels, lead-
ing to constipation. One participant stated: 

“It’s painful. I cannot even sit on the toilet pan so I am not even going to the 
toilet to pass stool. Since yesterday I have not been going to the toilet. The urge is 
there but mmmm… am afraid of going to the toilet. Eeeeh! I am afraid that when 
I go and sit on the toilet the stitches can break, then I go back for re-stitching!” 

Perineal pain was reported to continue affecting women for some days when 
opening bowels. One participant wondered if there is a remedy for this and said:  

“Umh, then afterwards, that’s when you start feeling the pain now especially the 
part where you have to use the toilet. It is something else. I don’t know if there is 
any medicine where you don’t have to feel anything when you go to the toilet. I 
don’t know.” 

5.5. Lack of Pain Relief during Suturing 

While intrapartum guidelines provide for the use of local anaesthesia when per-
forming and repairing an episiotomy or perineal tear, most participants narrated 
that anaesthesia was not used. Many participants narrated feeling a debilitating 
pain during the time when the episiotomy or perineal tear was being sutured be-
cause they were not given the required pain relief medication. One participant 
narrated:   

“When they started stitching inside, I was just feeling little pain but the outside, 
it was really painful. So, after they finished, I was finding it difficult to walk, to 
bend, sitting on the toilet, the whole body was painful. They just stitched me like 
that and nothing was injected into the wound to reduce the pain, so aaaah…I re-
ally felt it. It was painful!” 

Similarly, another participant highlighted how she found repairing the perineal 
tear pain unbearable. She said: 

“I just covered my face because of the pain; I could feel two pains at the same 
time. So immediately after feeling the pain of giving birth and the tearing, then 
suturing again... It was too much.” 

A para 5 participant narrated that she was irritable during suturing because of 
the pain and this agitated the midwife. Her graphic narration was as follows:  

“She told me that lay down properly I want to stitch you, you have a tear. I just 
layed there feeling the needle chui! Chui! Mmmmm. It was painful, I became fear-
ful and irritable and when she stitches, I would suddenly move in pain. She told 
me don’t do that! I said my God please. I held on until she finished and she then 
said am done.” 

Suturing of episiotomies and perineal tears without use of local anaesthesia 
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seemed to be common practice among the health personnel who conducted de-
liveries. Only three participants reported having had local anaesthesia used. One 
participant who had anaesthesia used during suturing narrated: 

“The suturing part was okey… but for me there was an anaesthesia that was 
given and I didn’t feel that much pain.” 

While local anaesthesia was scarcely used when managing perineal wounds in 
the labour ward, all the four participants who were admitted to the gynaecology 
ward for secondary suturing after reopening their initial wounds reported that 
local anaesthesia was used. Making comparisons between the two suturing epi-
sodes, one participant said: 

“The first stitching was really painful but the second stitching was much better. 
When stitching this time, they injected on the part where they were repairing then 
they repaired… the pain was not that much. It was bearable.” 

5.6. Second Theme: Fear of Future Reproductive Health Outcomes 

This major theme describes the fears and uncertainties that sustaining a perineal 
trauma triggered in the participants, particularly those who still wanted to have 
children. Most of the fears and uncertainties were centered around their future 
reproductive health issues, especially since most of them were married and in the 
reproductive age group. The major theme was informed by two subthemes: fear 
of childbirth and fear of sexual dysfunction. 

5.7. Fear of Childbirth 

Some participants communicated thoughts of fear of future childbirth as a result 
of the effects of the perineal trauma they had experienced. The fears were around 
the reopening of the wound scars during childbirth and having another perineal 
tear or an episiotomy. One primipara who suffered a broken and infected episiot-
omy said: 

“Umh... I have even told myself that this is the last one because that thing when 
I think about it again, experiencing the same thing, I feel like this pain will be with 
me forever. The emotional pain, even the physical pain, am just scared of experi-
encing it, it can be severe the next time.” 

Experiencing perineal trauma and its effect induced a desire for one multipa-
rous participant to consider having permanent contraception. She stated: 

“I really thought a lot, I said no this injury! All these children I have given birth 
to both at home and at the hospitals I didn’t experience such. My wish was just to 
have an operation where they tie my womb so that this one becomes the last baby 
because I passed through a very hard path.” 

While most participants were fearful of going through the childbirth process 
again, some participants expressed concerns about how the trauma would affect 
their ability to conceive or get married. One single mother of two said: 

“Umh… if I leave it open like that how can I have another child? I can’t conceive 
nicely. Even if you think about getting married, how can you get married when 
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you have a vagina which is open? You can’t.” 
A para 2 participant who had sustained a third-degree tear and was interviewed 

three months after the delivery explained that if she had to conceive again; she 
would opt to go for a caesarean section because she was fearful of going through 
a vagina delivery again. She gave a detailed narration of the ordeal of the perineal 
repair, and said: 

“It was like I went into a state of confusion. It was like things will never be the 
same again. Towards the end when they reached the upper part, the medicine got 
finished and I could feel the stitches being done live. That has still remained in my 
head. The memories are still fresh! Next time if God is willing, I will just sign the 
papers for an operation. I would prefer that because I would just be nursing the 
wound on the tummy.” 

5.8. Fear of Sexual Dysfunction 

This subtheme revealed participants’ thoughts of future intimacy, more especially 
the majority of them were married. The participants’ thought intimated that per-
ineal injury had affected the state of their vaginas. One such participant stated: 

“I was really torn; they turned my private parts inside out and the midwife de-
scribed it to be looking like torn fish. The other midwife told me that she was not 
impressed with how they stitched me and I had to go back. I said no I won’t go 
back. I go through the same process I went through? For me it’s just like this. So, 
we just left it the way it was. It looks different”. 

Several other participants expressed fears and uncertainties about their ability 
to sexually function normally and safely. The main concern was that the trauma 
had altered the size and shape of the introitus. One participant expressed fear of 
not being able to satisfy her husband sexually. She said: 

“I was really afraid that how can it be like this each side on its own? Maybe you 
can be damaged and fail to heal. Sometimes what scares us is that just like this 
when you go back to your husband then he finds that the wound has re-opened 
which means even this side it has become big. Yes, the vagina can become big and 
it may bring problems at home. He can become upset and ask why it has become 
too big this side and then you start differing every now and then.” 

The fear and worry about the alteration of the shape and size of the vagina was 
more focused on it becoming loose, leading to an inability to sexually satisfy a 
spouse. One participant narrated: 

“According to my way of thinking about it, if they don’t repair you… it means 
that’s it for you, you are damaged!! There are situations whereby you want to have 
sex, then when you are having sex then he is just entering as if he is entering into 
an unknown place! So, like that, men do not really tolerate such.” 

Another participant who was interviewed nine months after sustaining the per-
ineal trauma narrated that the looseness of the vagina was producing vaginal flat-
ulence; hence, it was causing her embarrassment during sexual intercourse. She 
said: 
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“When I stand up, I feel like I am passing gasses but just there in the vagina. It 
makes noise just like passing flatus. It really puzzles me, am like mmmmh, is this 
normal? Even when we are having sex! I still hear the sounds of the gasses and I 
feel embarrassed.” Participant 10, pg. 69. 

In contrast, some participants were fearful that the repair of the perineal injury 
had made the vagina so tight that intimacy with their partners would be affected. 
A primiparous woman who was interviewed almost three months after delivery 
expressed fear of engaging in sexual intercourse as she assumed that her vagina 
had become very tight. She narrated: 

“It’s not the same… the vagina would have been the same if I never had an 
episiotomy. It’s different now. I don’t know if it’s tighter now. Yes, it is, am afraid! 
When I touch it now… it feels different. Even my husband has said the same and 
he is even giving me more time to heal. I don’t know how long it will take.” Par-
ticipant 6, pg. 31. 

5.9. Third Theme: Substandard Perineal Wound Management 

This theme emerged from participants’ descriptions of inadequacies in the care 
and management of perineal traumas. When describing the type of care expected 
from healthcare providers, one primiparous participant who termed the vagina as 
a very sensitive organ stated: 

“Good caring is actually very important, looking at my situation it was my first 
experience so they were supposed to give me attention. I really would love them 
to put more concern and should give that care. Looking at the vagina, it’s a very 
sensitive organ so they should pay more attention and be caring so that nothing 
wrong happens to women.” 

Some participants who were admitted to the gynaecological ward for manage-
ment of perineal trauma complications described facing challenges in accessing 
timely care. One participant described that some of the challenges faced in the 
caring and management of birth perineal trauma had to do with delays in access-
ing care for reopened wounds. 

“My thought was that immediately I reach the hospital, it would take a short 
time for me to be seen because they had written on my referral letter that my case 
was an emergency. I was thinking they would see me if not the very day but at 
least the following day. But I had to stay there for some days with my baby. I wasn’t 
even on any medication whatsoever. I would see other patients being reviewed 
while no one was attending to me.” 

5.10. Lack of Perineal Examination 

This subtheme expounded on the lack of physical examination during postnatal 
reviews. Many participants narrated that physical examinations, especially around 
the perineal area, were not done during postnatal visits. One participant said: 

“At 6 days I was still in hospital so I went downstairs to attend the postnatal 
clinic. They didn’t even check me. they just asked me if I was experiencing pain. 
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At six weeks they didn’t check me as well. This one I went to the clinic. They just 
asked me if it was healed.” 

Midwives were reportedly depending on women’s reported state of their peri-
neal wounds as opposed to performing physical checks. This was irrespective of 
the severity of the wound sustained. A participant who had sustained a third-de-
gree tear reported: 

“I went to the clinic at six days where they just asked me, have you healed?  
Then I said …yes. I wasn’t checked. At six weeks we just went for the baby to get 
her injections that’s all. At the clinic no one was interested in checking. That’s 
what I can say because they just asked “have you healed?” Then I said am healed 
for me to even manage to sit like this.” 

Participants who had their perineal wound examined reported that they had to 
request the examination. Despite making the requests, some participants reported 
that their requests were met with resistance, while others reported that the exam-
inations were done without the healthcare provider touching them. One partici-
pant narrated that the midwife told her that she did not have gloves to use but 
because she felt that she needed to be examined by a professional, she insisted on 
being examined; hence, the midwife asked her to open the wound area by herself 
so that she could see. She said: 

“I requested that the midwife should examine my wound. She answered that 
she did not have gloves. That’s how I lied to her that the wound was very painful 
and I wanted her to check even though it was not painful, I just wanted her to 
check how it was. The midwife told me to open my legs and I opened up the 
wound by myself because she said she had no gloves. When I opened up the 
wound area that’s when she said aah!!This wound is very bad.” 

While some women had the courage to request for perineal examinations, others 
reportedly went back home with unresolved problems. One participant narrated: 

“They just checked my blood pressure and asked me if I had a normal delivery. 
I said yes, I had a normal delivery. I didn’t tell them I had an injury… I was ex-
pecting them to check on their own. When I came back home, I felt as if the whole 
suture had come out from my wound; my mum checked, truly she found the 
whole suture had come out and the wound was open again.” 

However, there were still other participants who narrated not having their per-
ineal area examined even during discharge from the hospital. One participant who 
was merely asked about the state of her perineal wound on discharge said: 

“When discharging me, I was just asked about how I was feeling and how the 
wound was. They never checked me.” 

In addition to not having perineal wounds examined during discharge and 
postnatal reviews, many participants explained that they lacked knowledge on 
how to care and manage perineal wounds. This formed the second subtheme un-
der the theme “substandard perineal wound management”. 

5.11. Inadequate Knowledge of Perineal Wound Management 

This subtheme described participants’ uncertainties about how to care for perineal 
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wounds. The uncertainties emanated from not being provided with the infor-
mation by midwives. The inadequate knowledge and, at times, lack of information 
on perineal wound management was expressed to have been more challenging for 
women who were encountering morbidity for the first time. When one primipa-
rous woman was asked to describe how she was cleaning her perineal wound three 
days after discharge from the hospital; this is what her response was: 

“Umh.... Mmm I don’t have any knowledge about cleaning it… I don’t even 
know where to start if I were to clean it.” 

Inadequate knowledge on how to care and manage perineal wounds was not 
specific to primiparous women only; some women who had given birth before 
expressed similar concerns. A participant who was para 2, narrated: 

“I was expecting some information because I believe in the hospital there are 
mothers who are giving birth for the first time and there are those like us who 
have had caesarean sections and it’s the first time to have a vaginal delivery… I 
think the information on how to care for your wound is very important because 
it’s not everybody who has an opportunity of finding out or having people who 
are health workers.” 

Some participants who were provided information on perineal wound care ex-
plained that the emphasis was on sitting in water. One participant narrated: 

“Nothing was explained to us, they just told us about sitting in water that’s all. 
To sit in water, cold water twice a day. Thereafter, I was home for just two days 
and the wound reopened. It opened… wide open!” 

The instruction of sitting in water was at times characterised by conflicting 
statements from one health provider to the other. This was described to bring 
about disillusionment in the care and management of perineal wounds. One par-
ticipant said: 

“I was only told to be sitting in plain water by the midwife. It was just sitting in 
water which is room temperature but there was a doctor who said… add a bit of 
salt. Actually, I was using plain water because adding salt when I think about the 
pain, so I just settled for cold plain water.” 

A participant who had a caesarean section in the previous delivery explained 
her challenges with sitting in cold water: 

“Since I had a caesarean section before, sitting in cold water is something that 
am suffering from. There is a problem that is coming because caesarean section 
reacts to cold water but episiotomy needs cold water, so there’s just that conflict. 
Am feeling some pains, such that sometimes I feel like there’s a separation be-
tween the upper abdomen and the lower abdomen, so then I have to take a lot of 
hot things again trying to warm my abdomen.” 

Inadequate knowledge on perineal wound care due to lack of information from 
healthcare providers led some participants to follow what they were advised by 
people at home. Nevertheless, some participants described their dependence in 
healthcare providers, and therefore, expressed their desire to have them being ex-
plicit in their explanations in order to ensure that women were very sure of what 
to do, especially when they were at home. An orphaned primiparous young 
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mother who was dependent on her old grandmother for advice said: 
“So, you really have to emphasise on how we should look after the wounds. 

What you need to use is this and that. When we come back home this person will 
tell you this, another one will tell you something else so you get confused. So, you 
are the ones to give us all the information on what to use so that the wound heals 
fast and does not bring problems” 

Inadequate knowledge and at times lack of information from healthcare pro-
fessionals on how to care and manage perineal wounds left some women unsure 
of the safety of physiological functions such as, opening bowels. A para 5 partici-
pant described: 

“They really didn’t tell me anything. I just heard from my neighbour the one I 
found in the hospital who also had a tear… so I would ask her how are things with 
you? Are you supposed to go to the toilet? Then she said for me… the day they 
stitched me I had diarrhea… so I was going to the toilet… but I was sitting in cold 
water and now am feeling better.” 

Sometimes the participants had doubts about how to care for the wounds and 
this participant stated that she resolved to be checking on GOOGLE on how to 
take care of a perineal wound. She said:  

“Yes…what about when I go to the toilet and urinate? Do I have to wait for that 
other time to sit in water or what am I supposed to do because I know urine is 
toxic? All these things going through my mind… so if I go to the toilet, urinate 
and come back… how often should I change my pads? Is it every time I go to the 
toilet? So, I just started making my own rules and checking on google.” 

The fourth theme that emerged from the participants’ narratives was ‘Diversion 
from reality’. 

5.12. Fourth Theme: Diversion from Reality 

This theme arose from the events, behaviours and adjustments that the women 
had to engage in as they experienced the impact of perineal trauma in their day-
to-day lives. The diversions were described to be either done consciously or they 
occurred unconsciously. Most of those that took place during labour occurred un-
consciously. One participant described how she came up with a timetable on when 
to perform certain activities so that she had time to attend to her perineal wound. 
She said: 

“I told myself I really need to be strong… I made a timetable for myself so that 
I make sure that when she (baby) is sleeping in the morning, I would wake up 
early enough to warm water for bathing and bath. I would sit in water sometimes 
for 30 minutes or just go an extra time. I would help out mum with cleaning, 
cooking and washing. I feel again if I just sleep the whole day, my body will feel 
pains. When I tried to make a programme… it really helped me… especially when 
I maintain the three periods of sitting in water… am feeling my body getting back 
to normal.” 

The most motivating factor for most participants to cope with the morbidity 
was the presence of the baby. The presence of the baby was explained to give most 
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of the participants something to look forward to and, hence, helped them to cope 
with the morbidity. One participant narrated: 

“I am encouraging myself… but even when I encourage myself the same 
thought is coming that what if I don’t get healed? I look at my child and say… 
she’s just a baby and am still young. I really need to be there for her. So, it’s really 
helping when I look at her.” 

5.13. Wound Obsession 

This subtheme described participants’ obsession with checking their traumatised 
perineal areas. One participant who made a comparison with her previous delivery 
by caesarean section stated that the caesarean incision was less worrying because she 
was able to see it easily. The obsession with checking the episiotomy wound from 
time to time emanated from the fact that it was hard to see. She stated: 

“At least with the caesarean wound I could see it...but with episiotomy I am not 
able to see clearly. I have no idea how it’s supposed to look like when it’s healing 
well... so every day I was just thinking perhaps I have pus you know... so every 
time you are just paranoid... you don’t know”. 

Mirrors were constantly used during bathing and in private rooms to view the 
wounds. For most women who developed perineal complications, identifications 
were made during the frequent mirror checks. One participant whose perineal 
wound reopened, narrated: 

“Each time I would take a bath, I would bath with a mirror to check on the 
wound...So when I was bathing with the mirror, I saw that it had reopened and 
explained to my grandmother that the wound had reopened.” 

Another participant narrated that she was able to identify that there was a prob-
lem with the wound during one of the mirror checks. Based on what she observed, 
she asked the midwife to verify her suspicions. She said: 

“I just wanted her to check how it was because I used a mirror and checked 
myself at home..., I saw that the wound had reopened very much.” Participant 4, 
pg. 21. 

Though personal mirror checks were helpful in monitoring how wounds were 
healing, many participants still sought the opinion of significant others who were 
mostly their mothers to verify their suspicions. A para 2 participant who was en-
gaged to be married was obsessed about the state of her perineum; she asked the 
mother to check her who advised that they go to the clinic. She stated: 

“All the cotton fell off but I was still in pain. That’s how I called my mother that 
come and check my wound because the pain is not stopping. When my mother 
saw the wound, she found that it had reopened. She said we had to go to the clinic 
because the wound was not okey.” 

Viewing of perineal injuries was challenging for some mothers; hence, they de-
pended on other people to confirm their observations. A primiparous participant 
narrated: 

“I told my sister to check because when I was bathing, I saw that two stitches 
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had come out. Then when she checked she said two have come out. I told the 
midwife who was working in the night to check me. When she checked she said 
the wound was broken.” 

5.14. Spiritual Comfort 

Some participants attributed what they were going through in relation with their 
perineal wounds to a design of deity for womanhood. This type of personal expla-
nation was described to make them cope with the injury; hence, they endured it 
because they believed that they could not change it. One participant who felt that 
she was not taken care of well by midwives during labour and childbirth, narrated 
how she felt alone and helpless as she delivered her baby and sustained a tear during 
the process. She attributed the process and the outcome to destiny. She explained: 

“Paying attention is really needed because when we rush to the hospital, we come 
to you so that you help us by checking on us and guiding us to say do this or that. I 
believe I wasn’t going to have a tear if I was guided well. The problem is they didn’t 
pay attention to me... they were overtaken by sleep and slept. So, in my own 
knowledge and power, I just said let me do what I can. I sighed to say if my baby 
dies or it’s me to die...let it be...because it would have been my destiny... so let it be.” 

While other participants were able to point out the various areas in which the 
presence of a perineal trauma impacted them, others viewed the effects as a nor-
mal process for a woman to endure. Responding to how the perineal trauma has 
impacted her, one participant said: 

“The only thing you can do is just accepting it. For me the way I see it, I don’t 
know about others but for me, it is the destiny of the woman to go through these 
things. So, one just has to be strong because there is nothing you can do.... The 
wound has already happened. It’s just like saying something has happened… there 
is nothing I can do.”  

Participants identified multiple ways in which the presence of perineal trauma 
impacted them and the hardships they had to endure. To manage all the hard-
ships, one participant said that it required a special ability from God. She stated: 

“The care of the baby, because in the night she wakes up and starts crying, I 
have to get up to breast feed her...I can’t lay down. The struggle comes when I 
have to sit, it is a lot of work because it really pains. Am only managing by the 
grace of God.” 

6. Discussion 
6.1. Perineal Pain 

The major theme of perineal pain that characterised many participants’ impact of 
perineal trauma has been described in some other studies [18] [19] as severe pain. 
The acute and persistent physical perineal pain impacts many women during the 
process of wound healing, management and due to complications. The recollec-
tion suturing moment brought back feelings of pain and chills in one participant, 
an indication that psychological factors were also at play. According to Åhlunda 
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et al. [20], women do not have prior knowledge of the intensity and duration of 
perineal pain to expect and experience.  

Most of the women who made comparisons between perineal pain, labour pains 
and previous caesarean section pain concluded that perineal trauma pain was 
worse. Furthermore, many participants described experiencing difficulties in 
breastfeeding due to sitting discomforts. A study by Huber et al. [21] reported that 
perineal trauma could hinder both breastfeeding and bonding between mother 
and baby. The discomforts arose from tension and pressure exerted on wound 
sites during the sitting position. Perineal incision pain can be distressing when a 
complication such as wound infection sets in [22]. Participants in the current 
study who developed wound complications described the pain as throbbing and 
ongoing. The complications experienced were attributed to poor suturing skills 
and incorrect suturing by trainees. In part, limited perineal anatomical knowledge 
by trainees and midwives leads to incorrect management of injuries [7]. Trainees 
need close supervision when suturing the perineum to avoid predisposing women 
to multiple painful re-suturing. Re-suturing especially during early postpartum 
period is very traumatic because women are fragile and the experience of the 
trauma is still fresh. Proper restoration of the perineum can help minimise the 
distressing effects of morbidity [23].  

Women who were not provided professional assistance during the birthing pro-
cess and sustained perineal trauma blamed negligent attitudes by health person-
nel. The feeling of not receiving adequate care during childbirth can contribute to 
a negative experience [24]. Just as technical skills are an important element in 
providers’ perspective of quality [11], attributes such as respect, concern and 
availability characterised the women’s perspective of quality service. The descrip-
tions of the impact of perineal trauma by participants are centered on the actions 
and interactions of care providers [25], implying that childbirth perineal trauma 
is also a social phenomenon. 

Constipation contributed to perineal pain and it came as a result of stool with-
holding in fear of exerting pressure on the incision site and wound reopening. 
Participants expressed uncertainty about the safety of opening bowels when a per-
ineum is sutured and feared opening bowels because doing so was painful. Peri-
neal pain can interfere with defaecation and the fear of pain or the wound splitting 
open can lead women to avoid defecation, worsening existing postpartum consti-
pation [26]. The pain may not necessarily have been a result of the constipation 
but the trauma due to the proximity of the anus to the perineum. Lack of provision 
of pharmacological interventions such as laxatives to prevent and manage consti-
pation was revealed through participants’ inquiries of whether the health care sys-
tem had remedies for the problem. Another study [27] showed that laxatives are 
among routine guidelines for women who sustain perineal trauma. 

Perineal pain management was observed to be a neglected area during intra-
partum and postpartum care. A study conducted in Zambia on the barriers to 
respectful maternity care showed that health providers regarded pain during 
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childbirth to be a norm, which women have to endure [28]. In agreement with 
this finding and against the WHO [11] guidelines on the use of local anaesthesia 
in perineal trauma management, most participants narrated that their perineal 
injuries were repaired without anaesthesia. This practice exposed women to very 
painful childbirth experiences. Midwives are urged to take an advocacy role and 
ensure that women are not exposed to undue pain by normalisation of their health 
problems as a consequence of childbirth [29].  

6.2. Fear of Future Reproductive Health Outcomes 

This major theme entails that childbirth perineal trauma is not just physical but it 
is a multifaceted phenomenon. Revelation of this theme could help midwives car-
ing for women with perineal trauma to not only focus on their physical wellbeing. 
Participants described harbouring fear surrounding their future reproductive sys-
tem functions. Perineal trauma also induced varying emotional feelings. In agree-
ment, Rodríguez-Almagro et al. [24] highlight that a traumatic childbirth experi-
ence can bring about emotional wounds.  

Tocophobia was a common impact, with many participants expressing a fear of 
experiencing another episode of perineal trauma. Participants narrated how the 
physical and emotional pain they went through as a result of perineal trauma 
brought concerns about how soon they would want to give birth vaginally. Others 
said they did not want to go through the process ever again. He et al. [26] also 
describe how women with perineal trauma fear having another vaginal birth to 
avoid causing further damage to their bodies. Women who undergo a traumatic 
birth experience are fearful of being physically damaged during childbirth or 
worse still even dying [24]. Most women in the current study preferred a vaginal 
birth irrespective of the perineal trauma. Similar findings emerged in a study con-
ducted in Malawi [8]. 

Fear of sexual dysfunction as a result of perineal trauma was related to perceived 
vaginal tightness due to over suturing of the perineal area. Vaginal tightness was 
explained to lead to dyspareunia and discomfort in women. Such discomforts can 
cause delays in resumption of sexual activity after delivery; hence, the need for 
midwives to engage couples and provide appropriate counselling on how the im-
pact can be resolved [30]. Paradoxically, some studies indicate that early resump-
tion of sexual intercourse after childbirth is a fulfilment of cultural expectation 
irrespective of the state of the perineum and dyspareunia [10]. 

In contrast to fear of sexual dysfunction due vaginal tightness, other partici-
pants’ fears emanated from improperly repaired perineal traumas leading to en-
largement of the vagina. The enlargement of the vagina was more centered on the 
inability to sexually satisfy one’s spouse in order to maintain marital harmony and 
stability. In agreement with the concerns raised by participants, perineal trauma 
has the ability to cause structural and pathological effects on the woman many 
weeks after its occurrence [31] [32]. In this regard, there is a need for midwives to 
have adequate training and cultural competence in sexual health in order for them 
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to appropriately counsel clients on sexual issues [33]. 

6.3. Substandard Perineal Wound Management 

Perceiving perineal trauma as a normal occurrence during childbirth by most 
midwives may pose a danger of trivialising the morbidity and its related impacts. 
Participants in this study expressed a desire to have perineal examinations per-
formed during postnatal visits. The findings revealed that healthcare providers 
were not doing it. In agreement with this finding, Muleya et al. [12] reported 
that routine physical examination during postnatal visits was a neglected area 
in health facilities in Zambia. In other words, the state of perineal wounds of 
some women who have been birthed in Zambia is unknown because of sub-
standard perineal wound care. Poor postpartum surveillance of perineal trauma 
by midwives and reliance on women’s reports can cause delays in identifying 
problems when they set in [34]. Routine postnatal check-ups play a pivotal role 
in the identification of problems that may require follow up assessment and 
care; hence, all women with perineal trauma irrespective of severity need access 
to routine postnatal checks [35].  

The current study found that advice on the management of childbirth perineal 
injuries provided on discharge was viewed as inadequate and at times contradic-
tory. Participants narrated making consultations with friends, family members 
and conducting internet searches for additional information on perineal care.  
These results also emerged in another study where women felt that health provid-
ers did not provide adequate information on perineal trauma; hence, they relied 
on consultations from other sources [36]. Zulu and Chanda [37] stated that post-
natal women in Zambia were usually dissatisfied with the amount of information 
they received during hospitalisation. Perceived lack of preparation can leave 
women with negative feelings towards perineal care and postpartum care man-
agement in general [2].  

6.4. Diversion from Reality 

Diversion from the realities of the perineal trauma was identified as the main way 
participants used to handle the perineal trauma. Diversion from reality especially 
if the situation is traumatic is a common occurrence in many instances. For in-
stance, findings in a study on women in labour revealed that women overlooked 
their own physical safety and prioritised the safety of their babies in the presence 
of a traumatic event [38]. This was similar among some participants in this study. 
Furthermore, participants reportedly obsessed themselves with viewing the state 
of their perineum or getting involved in house chores instead of concentrating on 
how they were feeling. Constant mirror checks were not only helpful in diverting 
the women’s attention; they were also helpful in identifying the setting in of 
wound complications.  
However, narrations from most participants revealed that they did not have much 
insight into how a healing perineal wound was expected to look like; hence, they 
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relied on inquiring from family member checks to verify their suspicions on 
wounds not healing properly. This revelation points to the importance of showing 
postnatal women with perineal wounds pictures of stages of perineal wound heal-
ing before discharge, so that they could be able to relate with their personal obser-
vations. Postnatal women who sustain a childbirth perineal trauma can experience 
emotional recovery when they observe improvements in the state of the perineum 
[39]; but in the case of this study, this could not be achieved because participants 
were not sure of what improvement in perineal wound healing looked like. A mid-
wife caring for a woman during childbirth has the responsibility to ensure the 
safety of the mother by being there for the woman physically and mentally [40]. 
Another way in which participants diverted their attention from the trauma of 
sustaining a perineal injury was by focusing more on responsibilities such as bath-
ing and caring for their babies. 

Participants also reportedly diverted their attention to their spirituality derived 
from the belief that the deity had put them on a path that was part of their destiny. 
Spirituality has been shown to consistently play a role in diverting women from 
the realities of difficult situations experienced during childbirth [41]. While the 
belief that perineal trauma is a destiny for a woman because of the belief that it is 
a normal part of womanhood that cannot be changed, and could be helpful in 
adjusting to the effects of the injury, it could also cause a woman to be reluctant 
to seek for better services concerning the trauma. This can negatively impact the 
care seeking behaviours of women with perineal traumas leading to unresolved 
perineal problems. Midwives should therefore, understand that spirituality is an 
integral component of maternal care [42]. 

6.5. Implications for Practice 

One of the implications of the findings on practice is that childbirth perineal 
trauma has multifaceted presentations which are usually overt. This therefore, re-
quires that midwives should comprehensively observe postnatal women in order 
to ensure that they do not discharge those with unresolved problems. Perineal 
pain is a devastating problem affecting not only the physiological function of the 
woman but also the care of the baby and other social functions. To this effect, 
perineal trauma pain management should be prioritised in order to improve post-
natal women’s overall well-being. Management of pain may also assist in alleviat-
ing fears that women may have concerning their future reproductive health out-
comes especially if it is coupled with therapeutic sex counselling. It is therefore 
good practice to ensure that local anaesthesia is given during perineal repairs. Fur-
thermore, there is a need to improve midwifery education on perineal trauma 
management by using clinical teaching methods such as simulations of suturing 
on models in skills laboratories in order to gain competence before practicing on 
labouring women. Students providing perineal trauma management should be 
closely supervised by competent staff in order to avoid subjecting women to dis-
tressing and incorrect perineal suturing procedures. 
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7. Conclusion and Recommendations 

The multiple ways in which perineal traumas impact women’s well-being entail 
that midwives should not trivialise the morbidity but use their professional 
knowledge to alleviate the sufferings imposed on the women by them. While the 
methodology used in this study provided significant insights into the phenome-
non of perineal trauma from women’s perspective, we recommend that further 
research must conducted to expand the scope of the study to focus on the provid-
ers of care with the view of improving the quality of perineal trauma management 
in LMICs. 
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