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Abstract
Background This study investigated the prevalence and predictors of episiotomy among puerperal women 
accessing postnatal care in the Kumasi Metropolis.

Methods A cross-sectional survey was conducted among 1750 postnatal mothers who had spontaneous vaginal 
using a questionnaire. Descriptive statistics were conducted to show the rate of episiotomy. Chi-square and binary 
logistic regression analyses were conducted using Jamovi software version 2.5.3.

Results The prevalence of episiotomy among the study population was 49.7% compared to the 10% of all deliveries 
recommended by World Health Organisation (WHO). Among those who had an episiotomy, 88.5% gave consent, 
and 77.6% required repairs. In the bivariate analysis educational status, age, perineal tearing, marital status, household 
monthly income, spontaneous vaginal deliveries and previous episiotomy had a significant association with 
episiotomy risk. In the multivariate analysis, married women, lower education levels, moderate household incomes, 
grand multiparous women, spontaneous vaginal delivery (SVD), instrumental deliveries, longer second stages of 
labour, and attending more antenatal care (ANC) sessions were all associated with a reduced likelihood of episiotomy. 
Higher one-minute Apgar scores and anemia also lowered the odds. Conversely, hypertensives, women with four or 
more previous vaginal deliveries, and those with a history of episiotomy were more likely to undergo the procedure.

Conclusion Episiotomies conducted was high, indicating potential overuse compared to WHO’s recommendations. 
Antenatal attendance and timing should be prioritised to improve maternal preparation and outcomes. Policy 
interventions to reduce unnecessary episiotomies are needed. Midwifery education must also emphasise the 
importance of respectful maternity care.
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Background
Maternal health remains a critical concern despite con-
certed efforts to improve healthcare access and outcomes 
in sub-Saharan Africa [1]. Puerperal women, particu-
larly those accessing postnatal care, represent a vulner-
able demographic requiring focused attention due to the 
complexities surrounding childbirth-related complica-
tions [2]. An episiotomy is a surgical incision made in the 
perineum, the area between the vagina and the anus, dur-
ing childbirth [3].

Historically, episiotomy procedures have been 
employed as a preventive measure against severe peri-
neal tears and trauma, aiming to facilitate the childbirth 
process and reduce maternal complications such as pel-
vic floor dysfunction and urinary or faecal incontinence 
[4]. This incision is typically made either mediolaterally 
(towards the side) or midline, depending on obstetric 
practices and provider preference [5]. By creating a con-
trolled incision, episiotomy aims to facilitate the child-
birth process and reduce the risk of extensive tearing [6]. 
Episiotomy was first reported in the 18th Century [7]. 
It was once considered a routine intervention in obstet-
ric care, especially in situations where augmentation 
of labour was deemed necessary or when instrumental 
births, such as forceps or vacuum extraction, were antici-
pated [8]. However, over the past few decades, the rou-
tine use of episiotomy has come under scrutiny due to 
emerging evidence suggesting potential risks, including 
increased maternal perineal pain, prolonged wound heal-
ing times, and an elevated risk of perineal trauma com-
pared to spontaneous perineal tearing [9].

Globally, episiotomy rates exhibit significant variabil-
ity, with high-income countries witnessing substantial 
declines, often plummeting to rates as low as 10% or even 
less, with the adoption of evidence-based obstetric prac-
tices [10]. Notably, a contrast exists between the routine 
performance of episiotomies in Sub-Saharan Africa and 
high-income European countries [11]. In lower-middle-
income countries (LMICs), such as Burkina Faso (22%) 
[12] and in Nigeria (62%) [13]. Higher episiotomy rates 
are higher due to limited access to obstetric care and 
the scarcity of alternative interventions and skilled birth 
attendants [14]. Evidence suggests that delayed sec-
ond stage of labour, presence of face presentation, birth 
weight exceeding 4000  g, use of instrumental delivery, 
and primiparity among women were identified as obstet-
ric factors linked to episiotomy [15].

Several factors influence episiotomy rates, includ-
ing cultural practices and beliefs [7, 16]. Depending on 
the cultural beliefs surrounding childbirth and perineal 
health, episiotomy may be viewed as either necessary or 
unnecessary, thus influencing its prevalence [17]. Cul-
tural attitudes towards pain management and endur-
ance during childbirth can affect the acceptance of 

interventions like episiotomy. For instance, in cultures 
where women are expected to endure pain stoically dur-
ing childbirth, healthcare providers may be more inclined 
to perform episiotomies to expedite childbirth and mini-
mise perceived suffering [18]. In some cultures, female 
elders or traditional birth attendants play a significant 
role in guiding childbirth practices. Their knowledge and 
beliefs about perineal health and the necessity of inter-
ventions like episiotomy can influence healthcare-seeking 
behaviour and decision-making during childbirth [2, 19]. 
Cultural beliefs in the efficacy of herbal remedies or tra-
ditional healing techniques to promote perineal healing 
and prevent complications may influence the acceptance 
or avoidance of episiotomy. Sub-Saharan Africa, with 
its diverse cultural landscape and healthcare systems, 
presents a unique context for exploring the prevalence 
and predictors of episiotomy among puerperal women 
accessing postnatal care.

Ghana, like many LMICs, continues to have episiotomy 
performed unabated [10]. Cultural norms and beliefs 
surrounding childbirth, including episiotomy, may be 
influenced by a blend of traditional practices, modern 
healthcare interventions, and sociocultural factors [2]. 
The period following childbirth continues to be the most 
vulnerable time for the mother and her infant [20]. In the 
context of the Kumasi Metropolis, despite episiotomy 
being a commonly practised obstetric intervention, there 
is a lack of comprehensive data on its prevalence and the 
factors influencing its performance in this urban centre. 
Therefore, this study sought to investigate the prevalence 
and predictors of episiotomy among puerperal women 
accessing postnatal care in the Kumasi Metropolis.

Methods
Design and participants
This cross-sectional survey was conducted among 1750 
postnatal mothers who had spontaneous vaginal deliv-
ery in the Kumasi Metropolis. Thus, 1750 represented 
a response rate of approximately 83%. The study sites 
include five hospitals within the Kumasi Metropolis: Sun-
treso Government Hospital, Ashanti Regional Regional 
Hospital, Manhyia Government Hospital, Tafo Govern-
ment Hospital and Maternal and Child Health Hospital. 
These hospitals were purposively selected for their opti-
mal geographical locations and to ensure accessibility to a 
diverse population within the metropolis. These hospitals 
serve as key healthcare centres catering to a wide range 
of patients from various socio-economic backgrounds 
and residential areas.

Additionally, these hospitals were identified for their 
high capacity to provide postnatal care (PNC) services 
and their significant attendance rates for delivery ser-
vices. Mothers who had recently given birth (within the 
past six weeks before data collection) were included 
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in this study. Postnatal mothers who were sick were 
excluded.

Data collection instrument
A survey questionnaire was developed based on items 
used in previous studies [21, 22]. The items were adapted 
to ensure cultural and contextual relevance. The survey 
questionnaire had two sections: Section A comprised five 
questions on the socio-demographic background of post-
natal mothers, including age, educational level, marital 
status, occupation, and monthly income. Section B com-
prised 22 items addressing obstetric history and facility 
factors supplemented by essential information from the 
maternal record book provided by the Ghana Health 
Service.

Data collection procedure
Postnatal mothers who had received PNC services or 
were on break were conveniently sampled so as not to 
disrupt the clinical duties of the healthcare providers. 
Participants received an informed consent document 
detailing the study’s purpose, duration, and potential 
risks. Only postnatal mothers who voluntarily agreed and 
provided consent were included in this study. Five trained 
Research Assistants (RAs) conducted face-to-face survey 
interviews. The survey questionnaire was translated into 
Twi, the most widely spoken local dialect in Kumasi, and 
then back into English to ensure translation accuracy. 
Clear communication was maintained about the study’s 
significance. Participants completed the survey inter-
views in 10 to 20 min. No compensations were provided 
to prevent undue influence. Data collection spanned two 
months (March 1 2024 to May 5, 2024). Ethical consid-
erations were paramount, with participants informed of 
their voluntary participation, the right to withdraw with-
out penalty, the right to skip survey interview items and 
the assurance of anonymity and confidentiality.

Data analysis
Descriptive statistics using frequency and percentages 
were presented to show the episiotomy rate among post-
natal mothers. A bivariate analysis using the Chi-square 
test of distribution was conducted to determine the inde-
pendent variables (socio-demographic, obstetric history, 
and facility factors) associated with the dependent vari-
able (occurrence of episiotomy). Independent variables 
that were significant in the bivariate phase were moved 
into the multivariate phase. Episiotomy occurrence was 
dichotomised (reported no episiotomy (0) and reported 
episiotomy [1]. Hence, a binary logistic regression was 
conducted. Jamovi statistical software version 2.5.3 was 
used in the statistical analysis.

Results
Prevalence of episiotomy
The table presents data on episiotomies performed dur-
ing recent deliveries, including consent and subsequent 
repairs. Out of the total puerperal mothers (1750), 869 
(49.7%) women underwent an episiotomy, while 881 
(50.3%) did not. Thus, approximately 1 out of 2 puerperal 
mothers who recently delivered experienced episiotomy. 
Among those who had an episiotomy, 769 (88.5%) pro-
vided consent, whereas 100 (11.5%) did not. Addition-
ally, of the women who had an episiotomy, 674 (77.6%) 
required subsequent repairs, and 195 (22.4%) did not 
require subsequent repairs. See Fig. 1 for the details.

Risk factors for episiotomy among puerperal women
Bivariate association
Table  1 provides insights into the bivariate correlation 
between several main variables and the risk of episiot-
omy during delivery, as determined by Chi-square tests. 
Age demonstrated a significant association (X² = 67.9, 
p < 0.001), with the risk of episiotomy varying across dif-
ferent age groups. Marital status also showed significance 
(X² = 50.2, p < 0.001), highlighting varying episiotomy 

Fig. 1 Prevalence of recent episiotomy, consent and repair after episiotomy
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Table 1 Bivariate correlation (Chi-square distribution) between factors and risk of episiotomy
Variables Categories No Episiotomy Episiotomy X2 P-value

Frequency Percentage (%) Frequency Percentage (%)
Age 14–19 years 34 1.9% 102 5.8% 67.9 0.000

20–34 years 655 37.4% 670 38.3%
35–40 years 176 10.1% 94 5.4%
≥ 41 years 16 0.9% 3 0.2%

Marital status Single 253 14.5% 368 21.0% 50.2 0.000
Married 628 35.9% 501 28.6%

Educational status No education 70 4% 83 4.7% 84.7 0.000
Basic education 366 20.9% 222 12.7%
Secondary education 337 19.3% 327 18.7%
Tertiary education 108 6.2% 237 13.5%

Household monthly income ≤ 500 GHS 535 30.6% 528 30.2% 40.2 0.000
501–1000 GHS 148 8.5% 87 5%
1001–2000 GHS 119 6.8% 199 11.4%
≥ 2001 GHS 79 4.5% 55 3.1%

Previous pregnancies 1 pregnancy 128 7.3% 214 12.2% 58.5 0.000
2–4 pregnancies 636 36.3% 614 35.1%
≥ 5 pregnancies 117 6.7% 41 2.3%

Previous vaginal deliveries 1 vaginal delivery 224 12.8% 299 17.1% 20.4 0.000
2–3 vaginal deliveries 606 34.6% 541 30.9%
≥ 4 vaginal deliveries 51 2.9% 29 1.7%

Previous CS deliveries No CS delivery 738 42.2% 776 44.3% 42.3 0.000
1 CS delivery 102 5.8% 93 5.3%
≥ 2 CS deliveries 41 2.3% - -

Previous episiotomy No 426 24.3% 362 20.7% 7.93 0.005
Yes 455 26% 507 29%

Previous perineal tearing No 367 21% 532 30.4% 67 0.000
Yes 514 29.4% 337 19.3%

Types of current delivery Breech delivery 818 46.7% 835 47.7% 20.6 0.000
SVD 35 2% 6 0.3%
Instrumental delivery 28 1.6% 28 1.6%

Who did recent delivery Midwife 797 45.5% 832 47.5% 23.2 0.000
Rotation midwife 43 2.5% 27 1.5%
Others 41 2.3% 10 0.6%

Apgar score at one minute ≤ 4 9 0.5% 15 0.9% 25.4 0.000
5–7 297 17% 389 22.2%
≥ 8 575 32.9% 465 26.6%

Birth weight < 2.5 kg 25 1.4% 26 1.5% 8.94 0.011
2.5–4 kg 836 47.8% 838 47.9%
> 4 kg 20 1.1% 5 0.3%

Pre-existing medical condition None 767 43.8% 780 44.6% 18.8 0.000
Anemia 74 4.2% 38 2.2%
Asthma/heart disease 9 0.5% 3 0.2%
diabetes 9 0.5% 18 1%
Hypertension 22 1.3% 30 1.7%

Duration of second stage of labour ≤ 30 min 659 37.7% 707 40.4% 18.8 0.000
31–60 min 198 11.3% 157 9%
≥ 61 min 24 1.4% 5 0.3%

ANC attendance ≤ 3 ANC attendance 16 0.9% 23 1.3% 25.4 0.000
4–8 ANC attendance 411 23.5% 502 28.7%
≥ 9 ANC attendance 454 25.9% 344 19.7%

Trimester for first ANC First trimester 631 36.1% 682 39% 11.7 0.003
Second trimester 228 13% 166 9.5%
Third trimester 22 1.3% 21 1.2%
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rates among different marital statuses. Educational status 
exhibited a substantial correlation (X² = 84.7, p < 0.001), 
indicating differences in episiotomy likelihood based on 
educational background. Household monthly income 
displayed significance (X² = 40.2, p < 0.001), suggesting 
an association between income levels and the risk of epi-
siotomy. Previous pregnancies (X² = 58.5, p < 0.001) and 
vaginal deliveries (X² = 20.4, p < 0.001) were strongly cor-
related with episiotomy risk. Additionally, previous episi-
otomy (X² = 7.93, p = 0.005) and perineal tearing (X² = 67, 
p < 0.001) were associated with an increased likelihood of 
episiotomy in subsequent deliveries. Delivery-related fac-
tors such as the type of delivery (X² = 20.6, p < 0.001) and 
the attending healthcare provider (X² = 23.2, p < 0.001) 
also demonstrated significant correlations with episi-
otomy risk. Neonatal health indicators, including Apgar 
score at one minute (X² = 25.4, p < 0.001) and birth weight 
(X² = 8.94, p = 0.011), were associated with the conduct 
of episiotomy. Furthermore, pre-existing medical condi-
tions (X² = 18.8, p < 0.001) and factors related to antena-
tal care, such as the number of ANC attendances (X² = 
25.4, p < 0.001) and the trimester for the first ANC visit 
(X² = 11.7, p = 0.003), showed significant correlations with 
episiotomy risk. All significant variables presented were 
included in the multivariate regression model presented 
in Table 2.

Multivariate associations
The independent variables in the binary regression model 
explained 38.7% of the variance in risk of episiotomy 
(Nagelkerke’s R2 = 0.387). Maternal age plays a crucial 
role, with women aged 20–34 years being 73.5% less likely 
to undergo an episiotomy (AOR = 0.27, 95% CI: 0.16, 0.45, 
p < 0.001), those aged 35–40 years being 80.6% less likely 
(AOR = 0.19, 95% CI: 0.10, 0.36, p < 0.001), and women 
aged ≥ 41 years being 94.3% less likely (AOR = 0.06, 95% 
CI: 0.01, 0.45, p = 0.006) compared to those aged 14–19 
years. Marital status also shows significant differences, 
with married women being 60.1% less likely to have an 
episiotomy compared to single women (AOR = 0.40, 95% 
CI: 0.30, 0.53, p < 0.001). Educational status demonstrates 
a notable impact. Women with basic education are 
65.0% less likely to undergo an episiotomy compared to 
those with no education (AOR = 0.35, 95% CI: 0.22, 0.55, 
p < 0.001). Those with secondary education are 43.3% less 
likely (AOR = 0.57, 95% CI: 0.36, 0.89, p = 0.014). Interest-
ingly, women with tertiary education are twice as likely 
to have an episiotomy compared to those with no edu-
cation (AOR = 2.00, 95% CI: 1.17, 3.44, p = 0.012). Women 
with household monthly incomes of 501–1000 GHS are 
63.0% less likely to have an episiotomy compared to those 
with incomes of ≤ 500 GHS (AOR = 0.37, 95% CI: 0.25, 
0.54, p < 0.001). Women whose incomes range between 
1001 and 2000 GHS are 1.5 times more likely to undergo 

an episiotomy (AOR = 1.51, 95% CI: 1.02, 2.25, p = 0.039). 
Women with household incomes ≥ 2001 GHS are 44.3% 
less likely to have an episiotomy than the lowest income 
group (AOR = 0.56, 95% CI: 0.34, 0.91, p = 0.019).

Women with five or more previous pregnancies are 
72.6% less likely to have an episiotomy compared to 
those with only one previous pregnancy (AOR = 0.27, 
95% CI: 0.12, 0.64, p = 0.003). No significant association 
was found for women with 2–4 previous pregnancies 
(AOR = 1.06, 95% CI: 0.64, 1.77, p = 0.816). Women with 
four or more previous spontaneous vaginal deliveries are 
2.8 times more likely to undergo an episiotomy compared 
to those with only one previous spontaneous vaginal 
delivery (AOR = 2.80, 95% CI: 1.06, 7.42, p = 0.038). There 
was no significant difference for women with 2–3 previ-
ous spontaneous vaginal (AOR = 0.89, 95% CI: 0.57, 1.39, 
p = 0.606).

There was no significant association between previous 
cesarean section (CS) births and the likelihood of epi-
siotomy for women with one previous CS (AOR = 0.91, 
95% CI: 0.60, 1.39, p = 0.667). The AOR for women with 
two or more previous CS deliveries was higher but sta-
tistically non-significant (AOR = 2.30, 95% CI: 1.10, 4.82, 
p = 0.953), suggesting variability in the data. Women 
who had a previous episiotomy are 3.1 times more 
likely to undergo an episiotomy in subsequent deliveries 
(AOR = 3.10, 95% CI: 2.32, 4.14, p < 0.001). Women with 
a history of previous perineal tearing are 72.1% less likely 
to have an episiotomy compared to those without such a 
history (AOR = 0.28, 95% CI: 0.21, 0.37, p < 0.001).

Women who had a spontaneous vaginal delivery (SVD) 
are 86.4% less likely to have an episiotomy compared to 
those who had a breech delivery (AOR = 0.14, 95% CI: 
0.03, 0.54, p = 0.005). Women with an instrumental deliv-
ery are 57.6% less likely to undergo an episiotomy than 
those with a breech delivery (AOR = 0.42, 95% CI: 0.21, 
0.86, p = 0.018). Women whose recent delivery was per-
formed by a rotation midwife are 47.8% less likely to have 
an episiotomy than those performed by a regular mid-
wife (AOR = 0.52, 95% CI: 0.29, 0.96, p = 0.035). There 
was no significant difference for deliveries performed by 
other healthcare providers compared to those performed 
by regular midwives (AOR = 2.35, 95% CI: 0.85, 6.48, 
p = 0.098).

Women whose babies had an Apgar score of 5–7 at one 
minute are less likely to have an episiotomy compared to 
those whose babies had a score of ≤ 4 (AOR = 0.70, 95% CI: 
0.27, 1.84, p = 0.473). However, women whose babies had 
an Apgar score of ≥ 8 are less likely to undergo an episi-
otomy compared to those with a score of ≤ 4 (AOR = 0.32, 
95% CI: 0.12, 0.82, p = 0.018). There is no significant asso-
ciation between birth weight and the likelihood of episi-
otomy. Women whose babies weighed 2.5–4  kg had an 
AOR of 1.30 (95% CI: 0.65, 2.60, p = 0.456) compared to 
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Variables Categories 95% Confidence 
Interval

Estimate SE Z-score p-value AOR Lower Upper
Intercept 4.9256 0.832 5.9235 < 0.001 137.7730 26.99962 703.025
Age 14–19 years Ref Ref Ref Ref Ref Ref Ref

20–34 years -1.3281 0.267 -4.9664 < 0.001 0.2650 0.15689 0.448
35–40 years -1.6402 0.318 -5.1585 < 0.001 0.1939 0.10399 0.362
≥ 41 years -2.8611 1.046 -2.7342 0.006 0.0572 0.00736 0.445

Marital status Single Ref Ref Ref Ref Ref Ref Ref
Married -0.9186 0.143 -6.4174 < 0.001 0.3991 0.30145 0.528

Educational status No education Ref Ref Ref Ref Ref Ref Ref
Basic education -1.0507 0.231 -4.5464 < 0.001 0.3497 0.22230 0.550
Secondary education -0.5667 0.231 -2.4560 0.014 0.5674 0.36095 0.892
Tertiary education 0.6935 0.276 2.5151 0.012 2.0007 1.16541 3.435

Household monthly income ≤ 500 GHS Ref Ref Ref Ref Ref Ref Ref
501–1000 GHS -0.9952 0.193 -5.1575 < 0.001 0.3696 0.25324 0.540
1001–2000 GHS 0.4151 0.201 2.0623 0.039 1.5145 1.02080 2.247
≥ 2001 GHS -0.5857 0.251 -2.3366 0.019 0.5567 0.34060 0.910

Previous pregnancies 1 pregnancy Ref Ref Ref Ref Ref Ref Ref
2–4 pregnancies 0.0607 0.260 0.2332 0.816 1.0625 0.63818 1.769
≥ 5 pregnancies -1.2951 0.433 -2.9885 0.003 0.2739 0.11712 0.640

Previous vaginal deliveries 1 vaginal delivery Ref Ref Ref Ref Ref Ref Ref
2–3 vaginal deliveries -0.1170 0.227 -0.5154 0.606 0.8896 0.57015 1.388
≥ 4 vaginal deliveries 1.0295 0.497 2.0700 0.038 2.7997 1.05624 7.421

Previous CS deliveries No CS delivery Ref Ref Ref Ref Ref Ref Ref
1 CS delivery -0.0920 0.214 -0.4305 0.667 0.9121 0.59985 1.387
≥ 2 CS deliveries -17.5858 298.781 -0.0589 0.953 2.3008 1.10262 4.8246

Previous episiotomy No Ref Ref Ref Ref Ref Ref Ref
Yes 1.1300 0.148 7.6393 < 0.001 3.0956 2.31650 4.137

Previous perineal tearing No Ref Ref Ref Ref Ref Ref Ref
Yes -1.2764 0.146 -8.7149 < 0.001 0.2791 0.20942 0.372

Types of current delivery Breech delivery Ref Ref Ref Ref Ref Ref Ref
SVD -1.9982 0.706 -2.8306 0.005 0.1356 0.03399 0.541
Instrumental delivery -0.8579 0.362 -2.3686 0.018 0.4241 0.20851 0.862

Who did recent delivery Midwife Ref Ref Ref Ref Ref Ref Ref
Rotation midwife -0.6496 0.308 -2.1094 0.035 0.5223 0.28559 0.955
Others 0.8552 0.517 1.6545 0.098 2.3518 0.85393 6.477

Apgar score at one minute ≤ 4 Ref Ref Ref Ref Ref Ref Ref
5–7 -0.3505 0.489 -0.7172 0.473 0.7044 0.27031 1.835
≥ 8 -1.1489 0.487 -2.3601 0.018 0.3170 0.12208 0.823

Birth weight < 2.5 kg Ref Ref Ref Ref Ref Ref Ref
2.5–4 kg 0.2636 0.354 0.7451 0.456 1.3017 0.65060 2.604
> 4 kg 0.7267 0.669 1.0862 0.277 2.0683 0.55732 7.676

Pre-existing medical condition None Ref Ref Ref Ref Ref Ref Ref
Anemia -0.6289 0.253 -2.4828 0.013 0.5332 0.32455 0.876
Asthma/heart disease -1.3330 0.790 -1.6882 0.091 0.2637 0.05610 1.239
diabetes 3.4656 0.837 4.1391 < 0.001 31.9943 6.19978 165.108
Hypertension 0.7703 0.396 1.9430 0.042 2.1604 0.99331 4.699

Duration of second stage of labour ≤ 30 min Ref Ref Ref Ref Ref Ref Ref
31–60 min -0.5551 0.160 -3.4797 < 0.001 0.5740 0.41988 0.785
≥ 61 min -2.5283 0.760 -3.3281 < 0.001 0.0798 0.01800 0.354

ANC attendance ≤ 3 ANC attendance Ref Ref Ref Ref Ref Ref Ref
4–8 ANC attendance -1.1679 0.485 -2.4097 0.016 0.3110 0.12030 0.804
≥ 9 ANC attendance -1.7370 0.500 -3.4725 < 0.001 0.1760 0.06605 0.469

Table 2 Binary logistic regression of factors associated with risk of episiotomy
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babies weighing ≤ 2.4 kg. Similarly, women whose babies 
weighed ≥ 4.1 kg had an AOR of 2.07 (95% CI: 0.56, 7.68, 
p = 0.277). Women with anaemia are 46.7% less likely to 
have an episiotomy than those without pre-existing med-
ical conditions (AOR = 0.53, 95% CI: 0.32, 0.88, p = 0.013). 
Those with asthma or heart disease are 73.6% less likely 
to undergo an episiotomy, though this finding is not 
statistically significant (AOR = 0.26, 95% CI: 0.06, 1.24, 
p = 0.091). Conversely, women with diabetes are signifi-
cantly more likely to have an episiotomy, with an AOR 
of 31.99 (95% CI: 6.20, 165.11, p < 0.001). Women with 
hypertension showed a marginally significant increased 
likelihood of episiotomy (AOR = 2.16, 95% CI: 0.99, 4.70, 
p = 0.042).

Women whose second stage of labour lasted 31–60 min 
are 42.6% less likely to have an episiotomy compared 
to those whose labour lasted ≤ 30  min (AOR = 0.57, 95% 
CI: 0.42, 0.79, p < 0.001). Women whose second stage of 
labour lasted ≥ 61 min are 92.0% less likely to undergo an 
episiotomy compared to those with the shortest labour 
duration (AOR = 0.08, 95% CI: 0.02, 0.35, p < 0.001). 
Women who attended 4–8 ANC sessions are 69.0% less 
likely to have an episiotomy compared to those who 
attended ≤ 3 sessions (AOR = 0.31, 95% CI: 0.12, 0.80, 
p = 0.016). Those who attended ≥ 9 ANC sessions are 
82.4% less likely to have an episiotomy (AOR = 0.18, 95% 
CI: 0.07, 0.47, p < 0.001). Women who began ANC in 
the second trimester are 57.9% less likely to undergo an 
episiotomy than those who started in the first trimes-
ter (AOR = 0.42, 95% CI: 0.31, 0.58, p < 0.001). For those 
who started ANC in the third trimester, there is no sig-
nificant association with the likelihood of episiotomy 
(AOR = 0.43, 95% CI: 0.16, 1.17, p = 0.098).

Discussion
Summary of findings
Out of 1750 puerperal mothers, 49.7% underwent an 
episiotomy, while 50.3% did not. Among those who had 
an episiotomy, 88.5% gave consent, and 77.6% required 
repairs. Older women were significantly less likely to 
undergo episiotomy. Married women had a lower likeli-
hood compared to single women. Lower educational lev-
els were associated with reduced episiotomy rates, except 
for tertiary education, which showed higher rates. Mod-
erate household incomes were linked to lower episiotomy 
likelihood, while higher incomes showed mixed results. 

Grand multiparous women (5 or >) with previous preg-
nancies had a significantly reduced likelihood of episi-
otomy compared to those with one previous pregnancy. 
Women with four or more previous vaginal deliveries 
were more likely to undergo an episiotomy. Previous CS 
deliveries were not significantly associated with episi-
otomy. Women with a history of episiotomy were more 
likely to undergo the procedure again, while those with 
a history of perineal tearing were less likely. SVD was 
associated with a lower likelihood of episiotomy than 
breech delivery, and instrumental deliveries also showed 
a reduced likelihood. Deliveries by rotation midwives 
had a lower likelihood of episiotomy compared to regu-
lar midwives. Higher infant Apgar scores at one minute 
decreased the likelihood of episiotomy. Birth weight was 
not significantly associated with episiotomy. Anaemia 
reduced the likelihood, while diabetes and hypertension 
increased it. Longer second stages of labour and attend-
ing more ANC sessions reduced the likelihood of episi-
otomy, with starting ANC in the second trimester also 
having a significant effect.

Prevalence, consent and subsequent repair of episiotomy
The data on episiotomies performed during recent 
deliveries among 1750 puerperal mothers offers several 
insights into clinical practices, patient consent, and post-
procedural outcomes. Approximately 49.7% of the puer-
peral mothers underwent an episiotomy. This means that 
nearly half of the mothers in this sample experienced this 
surgical procedure during childbirth. This finding shows 
a relatively high prevalence of episiotomy compared with 
a previous study in Ghana in 2004 that reported a preva-
lence of 17.4% [23]. This suggests an increase in medical 
intervention during childbirth over the past two decades. 
This increase is consistent with a trend observed in some 
other lower- and middle-income countries where institu-
tional birth and medical interventions during childbirth 
have become more common over time [7, 24–26]. More-
over, the current episiotomy rate is significantly higher 
than the World Health Organization’s (WHO) recom-
mended rate of 10% [27], suggesting potential overuse 
and a deviation from global best practices.

The result of this study indicates that out of the 869 
women who underwent an episiotomy, 769 (88.5%) pro-
vided consent, while 100 (11.5%) did not. This high rate 
of consented procedures highlights a generally positive 

Variables Categories 95% Confidence 
Interval

Estimate SE Z-score p-value AOR Lower Upper
Trimester for first ANC First trimester Ref Ref Ref Ref Ref Ref Ref

Second trimester -0.8643 0.161 -5.3643 < 0.001 0.4214 0.30726 0.578
Third trimester -0.8464 0.511 -1.6553 0.098 0.4289 0.15745 1.169

Table 2 (continued) 
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trend towards patient involvement and informed deci-
sion-making in childbirth interventions. However, the 
fact that over one in ten women did not provide consent 
is a significant concern, suggesting gaps in communica-
tion and ethical practice within the healthcare system. 
The current finding is different from the finding from 
Brazil where 40.79% did not provide consent. However, 
some qualitative studies have shown that healthcare 
providers involved in episiotomy do not seek consent 
before the procedure in Iran [17] and London [28]. The 
act of not obtaining consent before performing a pro-
cedure is contrary to WHO standards, which empha-
sise the importance of informed consent in all medical 
procedures, including episiotomies, to ensure respect 
for patient autonomy and rights [27]. Furthermore, the 
issue of consent is fundamentally linked to the concept 
of respectful maternity care (RMC), which emphasises 
women’s dignity, privacy, and autonomy during child-
birth [29]. Therefore, the rate of non-consensual epi-
siotomies (11.5%) observed in this study highlights a 
breach in respectful maternity care, highlighting the need 
for improvement in how maternal care is delivered and 
perceived.

Additionally, among the women who had an episi-
otomy, 77.6% required subsequent repairs, while 22.4% 
did not. The need for subsequent repairs in such a high 
percentage of cases suggests that the practice of routine 
episiotomy may not be achieving its intended purpose of 
controlled perineal trauma [30]. Hence, this could con-
tribute to complications such as infections, hemorrhage, 
incontinence, sexual dysfunction, prolonged healing, and 
potential long-term perineal pain necessitating further 
medical care [31, 32]. These complications are associated 
with subsequent repairs of episiotomy, maternal morbid-
ity, increasing healthcare costs and the burden on health-
care systems [33]. Furthermore, while episiotomy-related 
deaths are rare, severe complications arising from poorly 
managed repairs, such as infections and hemorrhage 
can increase the risk of maternal mortality [33]. There-
fore, the high rate of post-episiotomy repairs observed 
in this study and the associated complications that could 
arise may directly impact maternal morbidity and mor-
tality, which are critical indicators for achieving SDG 3 
since Ghana’s maternal mortality rate remains high, with 
postpartum hemorrhage and infections being key con-
tributors [34]. Consequently, ensuring high standards of 
care during and after episiotomy procedures is crucial for 
minimising risks associated with subsequent repairs after 
the procedure. Additionally, promoting more restric-
tive episiotomy practices as recommended by the WHO 
should be encouraged since countries such as Sweden 
and the UK which utilise episiotomy judiciously, reported 
lower rates of post-procedural complications [30, 35].

Risk factors for episiotomy
Older maternal age was significantly less likely to expe-
rience episiotomy during childbirth compared to adoles-
cent mothers. This finding aligns with previous studies 
suggesting that younger women are predisposed to epi-
siotomies due to less tissue elasticity and higher rates of 
assisted deliveries [35, 36]. Furthermore, better perineal 
tissue management by experienced healthcare providers, 
comprehensive birth plans, informed decision-making in 
childbirth, and increased awareness of episiotomy risks 
among older women contribute to these findings [26]. 
The notably lower episiotomy rates in women aged 41 
years and above, who were 94.3% less likely to undergo 
the procedure, indicate the importance of individualised 
care [37]. This trend suggests a shift towards prioritising 
natural birth processes and minimising unnecessary sur-
gical interventions, leading to better postpartum recov-
ery and maternal health outcomes. However, contrasting 
evidence from Muraca et al. [38] indicates that episioto-
mies are more common in older women due to larger 
babies, which indicates the need for further research into 
age-related factors influencing episiotomy rates.

Married women were also found to be less likely to have 
an episiotomy compared to single women. This study 
corroborates findings in American Samoa, where unmar-
ried women were more likely to undergo episiotomy [39]. 
This maybe because episiotomies have been associated 
with future poorer sexual capabilities and damage to the 
Bartholin’s gland which are reported to contribute to dys-
pareunia and insufficient lubrication [22]. Consequently, 
midwives promoting normal birth devoid of episiotomy 
among married women could be a protective strategy to 
promote sexual health following childbirth.

Antenatal care (ANC) attendance and timing signifi-
cantly influenced the likelihood of episiotomy, underscor-
ing the importance of comprehensive ANC in improving 
obstetric outcomes. Women attending 4–8 ANC sessions 
had a 69% lower likelihood of undergoing an episiotomy 
compared to those attending three or fewer sessions. Fur-
thermore, attending nine or more ANC sessions reduced 
the likelihood by 82.4%. Starting ANC in the second 
trimester was associated with a 57.9% lower likelihood 
of episiotomy, while initiating ANC in the third trimes-
ter showed no significant association. These findings 
emphasise the critical role of timely and frequent ANC 
in optimising maternal outcomes during childbirth, with 
implications for maternal well-being and birth experi-
ences. These findings align with previous studies [22, 
40]. The reduced likelihood of episiotomy with increased 
ANC attendance suggests that thorough prenatal care 
can better prepare women for childbirth, promoting less 
invasive delivery methods [41].

The type of childbirth also significantly affected the 
likelihood of episiotomy. These findings highlight the 
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clinical implications for obstetric care, suggesting that 
SVD and instrumental deliveries may involve less need 
for surgical intervention. This is supported by Bączek et 
al. [42] and Frenette et al. [43], who also identified the 
type of childbirth as a significant predictor of episiotomy 
rates. The lower likelihood of episiotomy among women 
with SVB and instrumental births, compared to breech 
births, suggests the need for nuanced clinical assessment 
and support during labor and childbirth, promoting safer 
and less invasive delivery methods.

Neonatal health indicators, such as the Apgar score 
of 8 and above reduced the likelihood of episiotomy in 
this setting. This finding emphasised the influence of 
fetal and neonatal health on maternal interventions dur-
ing childbirth. This finding aligns with previous studies 
[44, 45]. The reduced likelihood of episiotomy among 
women whose babies had higher Apgar scores suggests 
that better neonatal outcomes may reduce the need for 
surgical interventions, promoting a more natural birthing 
process.

The study also found no significant association between 
episiotomy and birth weight. The high prevalence of epi-
siotomy across birthweights suggests that the clinical 
judgment underscoring episiotomy could have been due 
to fetal factors such as distress or maternal factors such 
as maternal previous history of lower genital tract surger-
ies or other [46]. This could imply that episiotomy is per-
formed routinely without following the WHO protocols 
and guidelines [10].

Previous medical conditions also played a role in the 
likelihood of episiotomy. Women with anemia demon-
strated a surprising 46.7% lower likelihood of undergoing 
an episiotomy compared to those without any previous 
medical conditions. The association between anemia 
and reduced episiotomy rates might be due to cautious 
management by healthcare providers to avoid additional 
stress on anemic patients. Also, pregnant women with 
anemia are likely to attend regular prenatal check-ups 
where their iron levels are monitored, and adjustments to 
diet or supplementation are made as necessary. Women 
with diabetes mellitus and hypertension were signifi-
cantly more likely to have an episiotomy. These find-
ings explain the complex relationship between maternal 
health conditions and obstetrical outcomes, with impli-
cations for maternal well-being and birth experiences. 
The findings align with previous studies [22, 40], high-
lighting maternal health conditions’ influence on birth 
interventions.

The duration of the second stage of labour was also 
found to influence episiotomy likelihood. Women whose 
second stage of labor lasted 31–60 min had a 42.6% lower 
likelihood of undergoing an episiotomy compared to 
those with shorter labor durations. Moreover, a second 
stage lasting 61 min or more was associated with a 92% 

lower likelihood of episiotomy. These findings highlight 
the importance of labor progression in episiotomy deci-
sion-making, suggesting that prolonged labor may allow 
for better management and less need for surgical inter-
vention. Therefore, aligns with research by Brown et al. 
[47], which similarly highlighted the influence of labor 
duration on obstetric interventions. The reduced epi-
siotomy rates with longer labor durations suggest that 
patience and careful monitoring during labor can pro-
mote safer and less invasive delivery methods.

Implications for policy, practice and midwifery education
The high prevalence of episiotomies at 49.7% suggests a 
potential overuse of the procedure compared to WHO 
recommendations of 10%, highlighting the need for 
stricter adherence to evidence-based guidelines. Address-
ing this involves policy interventions aimed at reducing 
unnecessary episiotomies through national protocols and 
guidelines that promote judicious use based on clinical 
indications rather than routine practice. Enhancing mid-
wifery education to emphasise the importance of respect-
ful maternity care and informed consent is crucial, as 
evidenced by the 11.5% rate of non-consensual episioto-
mies observed. This highlights the necessity for ongoing 
professional training in communication skills and ethical 
practices to ensure patient autonomy and dignity during 
childbirth. Furthermore, optimising ANC attendance and 
timing, and starting ANC earlier in pregnancy, should be 
prioritised through public health campaigns and health-
care system reforms to improve maternal preparation 
and outcomes. Addressing specific risk factors such as 
maternal age, type of delivery, and medical conditions 
like diabetes and hypertension through tailored clini-
cal guidelines and continuous quality improvement ini-
tiatives can help mitigate episiotomy rates and improve 
overall maternal health and safety outcomes.

Study limitations and suggestions for future studies
The limitations of this study include its cross-sectional 
design, which precludes the establishment of causality 
between variables. Convenience sampling from selected 
hospitals in the Kumasi Metropolis introduces poten-
tial sampling bias, limiting the generalizability of find-
ings. Moreover, reliance on self-reported data may have 
introduced recall and social desirability biases regarding 
episiotomy experiences. Translation efforts, language 
and cultural factors could have influenced participant 
responses. Future research should employ longitudi-
nal designs to track episiotomy practices over time and 
explore causal relationships. Additionally, incorporat-
ing qualitative methods to delve into cultural beliefs 
and perceptions surrounding episiotomy could provide 
deeper insights. These approaches would enhance the 
validity and applicability of findings, informing more 
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effective maternal health strategies and policies in similar 
contexts.

Conclusion
Data from this study suggest a high episiotomy preva-
lence of 49.7%, indicating potential overuse compared 
to WHO recommendations. While 88.5% of procedures 
were consented to, the occurrence of 11.5% non-consen-
sual episiotomies highlights gaps in respectful maternity 
care. Subsequent repairs were required in 77.6% of cases, 
suggesting potential complications and healthcare bur-
dens. Factors such as maternal age, ANC attendance and 
timing, type of delivery, neonatal health, and maternal 
medical conditions significantly influenced episiotomy 
likelihood. There is a need for evidence-based guidelines, 
improved patient communication, and enhanced mid-
wifery education to promote judicious use of episiotomy 
and optimise maternal health outcomes. Addressing 
these aspects could mitigate risks associated with episiot-
omy and advance maternal healthcare practices in similar 
settings in Ghana. Future research should employ longi-
tudinal and qualitative methods to explore these dynam-
ics further and inform comprehensive maternal health 
strategies.
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