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Abstarct: Tn traditional vaginal delivery used any intervention such as: TV line, prescription of oxytocin and
episiotomy but in physiologic delivery did not do any mtervention and exit of placenta was spontaneously and
patient position in favorable situation. Comparing laceration and hemoglobin decrease in physiologic delivery
and traditional vaginal delivery. Recent study are analytical epidemiologic study, case control that doing in 500
pregnant women who come to Kosar hospital with labor pain that randomly divided in two groups of traditional
vaginal and physiologic delivery (250 cases 1 each group) and progress of delivery controlled then information
an questionnaires completed. In recent study, in traditional vaginal delivery, 73.2% cases was used episiotomy.
In physiologic group in 66.8% of cases there was not any laceration and 29.6% of cases grade I, 3.6% of cases
laceration grade 1. In traditional vaginal delivery in 26.8% of case there was not any episiotomy. That there was
not laceration m 53.7%, 41.8% laceration grade I and 4.3% laceration grade II. The mean of Hb after 6 h of
delivery in physiologic delivery was statically lugher than traditional vaginal delivery (p<t0.001). The findings
show that the risk of laceration and decrease of Hb in physiclogic delivery is less than traditional vaginal

delivery. So, researchers can use physiologic delivery as routine.
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INTRODUCTION

Labor 1s a physiological process that God has
provided its fulfillment means and circumstances in
humans just like other mammals. Surveys and studies
have shown that about 85% of normal deliveries do not
require medical intervention. Childbirth 1s a process that
begins with uterine contractions and ends with the
placenta coming out. This process is called labor
(Cunningham et al., 2009).

In 2003 in Parkland hospital, only 2139 (53%) of
pregnant women with a singleton fetus with cephalic view
had spontanecus delivery. The rest had ineffective and
needed reinforcement (Cunningham et al., 2009). Various
mterventions may be made by delivery agents during
vagmal delivery including: Enemas, IV line, vagimal
examination, use of oxytocin and putting the mother in
the lithotomy position. One of the most common
mterventions routinely used by most of physicians is
episiotomy which 1s a surgical cut in the perinea to widen
the vaginal opening that can be midline or mediolateral

and local anesthesia is required for this operation. Tt is
suggested that the episiotomy blade decreases perineal
trauma and further pelvic floor defects will not occur.
Blood loss during labor will be also reduced and birth
trauma will be prevented. Some studies have shown that
there is no relationship between the disability and
application of episiotomy (Signorello ef al., 2000). Out of
benefits of episiotomy is that the mother can walk easier
after delivery, sit more comfortably and take care of your
baby better (Hartmann et al., 2005). Tn case of not using
episiotomy, mother may suffer rupture which 1s mostly of
first grade. First grade laceration does not need to be
repaired and it is only recommended to keep the site clean.
Also in second grade, laceration repair is not typically
needed, unless there 1s a bleeding vessel (Albers ef af.,
2006). In physiological delivery, no intervention such as
IV line, administration of oxytocin etc. is done. Episiotomy
is not used and the patient performs the labor in any
position she may prefer and the labor 1s not necessary to
be done in lithotomic position and the exit of will be
spontaneous. Regarding these, in the recent study, the
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typical vaginal delivery and physiological delivery were
studies and the main aim was to investigate the rate of
laceration and bleeding in both groups.

MATERIALS AND MATHODS

In this epidemiological analytic study of case-control
kind conducted in 2008, pregnant women with labor pams
admitted to Kosar hospital were studied. Sampling was
done by completely random sampling method. After
pregnant women with labor pains referring to the hospital,
patients got mmtial exammation and were admitted and
their histories were received by assistants and
obstetricians. Then, cases of the study group were
selected according to melusion and exclusion criteria and
set to two groups of normal and physiological delivery
using colored cards.

Labor course was monitored by obstetricians and
assistants and on occurrence of any exclusion factor
during this period, the cases were excluded from the
study. Tt should be noted that in Kosar hospital, the initial
hemoglobin was routinely checked at 6 h after delivery.
According to mvestigation, sample volume in either group
was calculated:

250, /2=10.025,p$=02,d=05,8=2

Inclusion criteria were: pregnant women with active
phase of labor (dilatation 3 ¢cm) or efficient labor pain but
less dilatation, cephalic demonstration, singleton, no need
to reinforcement by oxytocin, term pregnancy (37 weeks
or more). Exclusion criteria of the study were the 1st
pregnancy with age >35 years long ruptured Amniotic sac
(12 h) without labor pain, mother with systemic diseases,
abnormal demonstrations of infant, history of previous
cesarean or previous cut on the uterus, suspected
macrocosmic infant or the CPD mother, preeclampsia,
placental abruption and placenta previa, etc., multipara,
non-Iraman race (Afghani). After collection of data,
findings were presented in the form of statistical tables,
charts and numerical indices. For data analysis, t-test,
Chi-square (y%’) and Fisher exact test were used.
Significance level was considered as 5%.

RESULTS

This study was conducted on 500 pregnant women
with labor pains referred to Kosar hospital that 250 of
them were put in the typical vaginal delivery group and
230 in the physiological labor group. Distribution of age,
gravidity, number of previous term deliveries, history
of previous preterm delivery, miscarriage, dilatation at
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Table 1: Age distribution of patients in two groups
Age groups (vears) Physiologic labor (%0) Common labor (26) Total (%)

<20 8.2 16 (6.4) 24 (1.8)
20-34 213 (85.2) 215(86.0) 428 (85.6)
>34 29 (11.6) 19 (7.6) A8 (9.6)
Total 250(100.0) 250 (100.0) 500 (100.0)
Table 2: Cervical dilatation score between two groups of patients

Cervical

dilatation score  Physiologic labor (%)  Common labor (%) Total (%)
2 53(21.2) 80(32.0) 133 (26.6)
3 86 (34.4) 76 (30.4) 162 (32.4)
4 45(18.0) 40 (16.0) 85 (17.0)
5 23 (9.2) 18 (7.2) 41 (8.2)
6 9(3.6) 9(3.6) 18(3.6)
7 8(3.2) 4(1.6) 12 (2.4)
8 10 (4.0) 10 (4.0) 20 (4.0
9 5(2.0) 4(1.6) 9(1.8)
10 11 (4.4) 9(3.6) 20 (4.0)
Total 250 (100.0) 250 (100.0) 500 (100.0)

admission and mfant weight were 1dentical in both groups
and there was no significant difference between the two
groups in terms of the mentioned factors. Mean age was
27724532 in the physiological delivery group and
26.9245.022 n the typical vaginal delivery group. The
largest age range was 20-34 years (Table 1). There was no
significant difference between age groups in terms of age
groups (p = 0.93). Mean gravidity was 2.66+1.06 m the
physiological delivery group and 2.49+0.98 in the typical
vaginal delivery group that there was no statistically
significant difference between the two groups (p = 0.074).
About 3 cm dilatation had the largest population m the
group. Mean dilatation at the time of admission was
4.242.111 in the physiological labor group and 3.7+£2.052
in the typical vaginal delivery group that there was no
statistically sigmficant difference between the two groups
(p = 0.94) (Table 2). Mean birth weight of infants was
3183.20+£386.819 1n the physiological labor group and
324.964+456.271 in the typical vaginal delivery group that
there was no statistically significant difference between
the two groups (p = 0.78). In the physiological delivery
group that episiotomy was not used in any case, 167
cases (66.8%) had no laceration. About 29.6% had 1st
grade laceration and 3.6% had 2nd grade laceration and
there was no 3rd or 4th grade laceration.

In the typical vaginal delivery group, 183 cases
(73.2%) had episiotomy and only 67 (26.8%) did not have
episiotomy that 36 (53.7%) out of them had no laceration,
41.8% had 1st grade laceration and 4.5% had 2nd
grade laceration. There was no 3rd and 4th grade
laceration (Table 3 and 4). Mean hemoglobin level at the
time of admission was 12.556+1.1881 in physiological
labor and 12.682+1.0568 in the typical vagmal delivery
group that there was no significant difference between the
two groups (p = 0.212). Mean hemoglobin level at 6 h after
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Table 3: Episiotomy frequency between two groups

Episiotomy  Physiologic labor (%)  Common labor (%) Total (%)
Yes 00 183(73.2) 183 (36.6)
No 250 (100) 67 (26.8) 317(63.4)
Total 250 (100) 250 (100.0) 500 (100.0)

Table 4: Perineal laceration grades between two groups
Perineal laceration Physiologic labor (%) Common labor (%%) Total (%6)

None 167 (66.8) 219(87.6) 386 (77.2)
Grade I 74 (20.6) 28(41.8) 102 (204)
Grade II 9(3.6) 3(4.5) 122.4)
Grade III and IV 0(0.0) 0 (0.0) 0(0.0)
Total 250 (100.0) 250 (100.0) 500 (100.0)

delivery was 12.47541.158 m physiological labor group
and 11.618+0.223 in the typical vaginal delivery group that
there was a statistically significant difference between the
two groups (p = 0.000).

DISCUSSION

One of the most common mterventions during vaginal
delivery 1s episiotomy because many physicians believe
1t will reduce perineal trauma and rupture will not oceur
(Signorello et al., 2000) but some studies showed that
perineal trauma will not increase without episiotomy and
blood loss will be even less (Albers ef al., 2006). In this
study, episiotomy was used in 73.2% of the typical
vaginal delivery group while in a study by Weber and
Meyn (2002) it had been shown that in 1979, episiotomy
was used for 65% of women and this amount has
decreased to 39% in 1997. In other studies, it is also
mentioned that the routine use of episiotomy has dropped
(Albers et al., 2006). This could be because of different
perineal conditions due to differences of race or prepare
for birth mothers. However, physician's tendency to use
episioctomy is also very important.

In the physiological delivery group that had no
episiotomy, 66.8% had no laceration, 9.6% had first grade
laceration and 3.6% had second grade laceration. In the
typical vaginal delivery group, 73.2% had episiotomy
and 26.8% were without episiotomy. Out of the
non-episiotomy cases, 53.7% had no laceration, 41.8%
had first grade laceration and 4.5% had second grade
laceration. This means that despite no use of episiotomy
n the physiological labor group, laceration rate was lower.
Thus has also been confirmed in the study by Albers et al.
(2006). The reason could be that any manipulation of
the perineum during delivery may increase labor
complications because permneum very
(susceptible). Hemoglobin level drop in physiclogical
labor group was less than that in the typical vaginal
delivery group. In a study by Albert et al. (2006), blood
loss was less in the group with spontaneous laceration
whereas in the study by Thacker and Banta (1983),
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episiotomy group had less blood loss. And in the study
by Thilaganathan et al. (1993), blood loss was less in the
group with spontaneous laceration (Thacker and Banta,
1983), it is shown that with physiological management of
placenta exit where the umbilical cord is not clamped and
the placenta exits due to the efforts of the mother much
more blood will be lost. The reason could be that the
laceration in physiological delivery are often low-grade
laceration and do not even need to repawr. However,
bleeding 1s much more mn episiotomy and according to a
general rule, any manipulation while the placenta exit will
cause further complications.

CONCLUSION

The results by this study generally show that the
rupture rate n the physiological delivery (despite not
using episiotomy) is less than that in the typical vaginal
delivery and hemoglobn level drop 15 also lower
Therefore, it can be described that physiological delivery
(without mmtervention) should be included in the state
plans as an approach to increase the rate of vaginal
delivery and decrease cesarean section rates and its
complications.
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