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Abstract

Introduction: Episiotomy is a common obstetric intervention that continues to be overused
despite evidence linking its routine application to adverse maternal outcomes. Although in-
ternational guidelines recommend restrictive use, the procedure remains prevalent in Pales-
tine, where midwives play a key role in intrapartum care. Limited evidence on midwives’
knowledge and practices highlights a critical gap that may contribute to non-evidence-based
use of episiotomy.

Aim: To assess midwives’ knowledge, attitudes, and practices toward episiotomy in the
Northern region of the West Bank, Palestine, and to examine the associations between these
domains and socio-demographic factors.

Methodology: This study employed a quantitative, descriptive cross-sectional design con-
ducted in five governmental hospitals in the Northern West Bank, Palestine. A convenience
sample of 100 midwives participated in the study. Data were collected using a validated,
self-administered psychometric questionnaire adopted from previous studies to assess mid-
wives’ knowledge, attitudes, and practices regarding episiotomy. Ethical approval was ob-
tained from Al-Quds University, and permissions were secured from the Palestinian Minis-
try of Health and relevant hospital authorities. Informed consent was obtained from all par-
ticipants. The study duration lasted two months from August to October. 2025. Data were
analyzed using SPSS version 27.

Results: Most midwives showed moderate knowledge and practice regarding episiotomy,
with fewer demonstrating high levels. Attitudes were mostly neutral, with a minority posi-
tive. Knowledge was significantly associated with age, training, and type of episiotomy,
while attitudes were related to education level, type of episiotomy, and social status. No
significant correlations were found between knowledge, attitude, and practice.
Conclusions: Although midwives demonstrated moderate knowledge and practice regard-
ing episiotomy, their attitudes were largely neutral. These findings suggest an acceptable
baseline of competence but highlight the need for targeted training and standardized proto-
cols to better translate knowledge into consistent practice and improve maternal care out-
comes.

Keywords: Midwives', Knowledge, Attitude, Practice, Episiotomy, Northern Region of

West Bank, Palestine.
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Chapter One

Introduction

1.1 Background

Episiotomy is one of the most common obstetric interventions performed during vaginal
deliveries, yet it remains highly controversial due to its widespread use and the potential
adverse effects on maternal health (Papadakis & Myriknas, 2020; Maphanga & Naidoo,
2021). These effects include severe perineal tears, urinary and fecal incontinence,
chronic pain, and pelvic floor dysfunction, which can significantly impair a woman’s
quality of life. While episiotomy may be justified in certain high-risk or emergency, such
as fetal distress, prolonged second stage of labor, or complicated deliveries, evidence
indicates that it is frequently performed unnecessarily, particularly in countries with lim-
ited adherence to evidence-based guidelines (Ghulmiyyah et al., 2022).

Globally, countries have reported variable trends in episiotomy practice. In some re-
gions, routine use remains extremely high, such as nearly 100% of first births in Taiwan
and 75% of primiparous women in Yemen (Papadakis & Myriknas, 2020; Khresheh &
Barclay, 2020). Conversely, other countries, such as the United States, have successfully
reduced episiotomy rates below 10% through structured training, monitoring, and ad-
herence to evidence-based protocols (Clesse et al., 2019). The contrast between these
international experiences underscores the importance of context-specific interventions
and the potential for improvement in countries where episiotomy is overused, including
Palestine.

In Palestine, the overuse of episiotomy represents a significant maternal health concern.
Reported rates range from 28% to 78%, depending on parity and type of delivery
(Zimmo et al., 2018). Such high rates suggest that traditional practices and institutional
habits often drive the decision to perform an episiotomy more than clinical necessity.
This overuse is associated with increased risk of complications, longer postpartum re-
covery, and negative effects on women’s physical and psychological well-being (Papa-
dakis & Myriknas, 2020; Maphanga & Naidoo, 2021). Moreover, the persistence of rou-
tine episiotomy reflects a gap between theoretical knowledge and actual practice, high-
lighting a discrepancy between what is recommended in global guidelines, such as those
of the World Health Organization (WHO) and the American College of Obstetricians

and Gynecologists (ACOG), and what occurs in clinical settings (Ghulmiyyah et
al.,2022).



Midwives are central to ensuring safe and effective childbirth, particularly in settings
where unnecessary interventions are common (Maphanga & Naidoo, 2021; Bick et al.,
2012). They are often the primary healthcare providers responsible for assessing clinical
indications for episiotomy and making real-time decisions during labor. However, re-
search indicates that in Palestine, midwives’ knowledge, attitudes, and practices regard-
ing episiotomy are not well understood. Factors such as reliance on traditional practices,
limited access to continuous professional training, and time pressures contribute to in-
consistent application of evidence-based care (Maphanga & Naidoo, 2021; Woretaw et
al., 2021).

The variability in midwives’ practice may also be influenced by demographic and pro-
fessional factors, including age, years of experience, educational level, and the type of
facility in which they work (Ali-Masri et al., 2018). These disparities further emphasize
the need for structured training programs, regular monitoring, and reinforcement of
standardized clinical protocols. Such interventions can ensure that midwives apply epi-
siotomy selectively, based on clear clinical indications, thereby reducing unnecessary
procedures and improving maternal outcomes in accordance with WHO and ACOG rec-
ommendations.

Women exposed to unnecessary episiotomy face not only immediate postpartum com-
plications but also long-term sequelae. These include dyspareunia, urinary and anal in-
continence, pelvic organ prolapses, recto-vaginal fistulas, and chronic vulvar pain (Pa-
padakis & Myriknas, 2020; Maphanga & Naidoo, 2021). The presence of these compli-
cations underscores the critical need for targeted interventions aimed at reducing the
overuse of episiotomy and promoting adherence to evidence-based practices.

Given the ongoing gap between recommended and actual practice, there is a clear need
to understand midwives’ knowledge, attitudes, and practices regarding episiotomy in the
Palestinian context. Assessing these factors is essential for designing effective in-service
training programs, reinforcing clinical guidelines, and improving the quality of maternal
healthcare. This study aims to evaluate midwives’ knowledge, attitudes, and practices
regarding episiotomy in the Northern West Bank, identify key training needs, and pro-
vide evidence to guide strategies for optimizing childbirth outcomes while minimizing
unnecessary interventions, in alignment with WHO and ACOG guidelines

1.2 Problem Statement

Episiotomy remains a routine obstetric intervention in many developing countries de-
spite global recommendations by the World Health Organization (WHO) to restrict its
use to medically justified cases. Its overuse exposes women to significant maternal
harm, including severe perineal tears, urinary and fecal incontinence, chronic pain, and
longer postpartum recovery, negatively affecting the quality of maternal care and placing
additional burdens on the healthcare system (Yang & Bai, 2021; Papadakis & Myriknas,
2020). In Palestine, episiotomy rates remain high and variable (28%—78%) (Zimmo et
al., 2018), yet the extent to which midwives adhere to evidence-based guidelines is
largely undocumented.



Midwives are key decision-makers in the management of vaginal deliveries, although
the final authority may reside with physicians in certain situations. Their knowledge,
attitudes, and practices regarding episiotomy directly influence maternal outcomes, yet
these remain insufficiently explored in the Palestinian context. The absence of consistent
hospital policies and the persistence of traditional practices further exacerbate this issue.
Therefore, this study aims to evaluate midwives’ knowledge, attitudes, and practices
regarding episiotomy in the Northern West Bank, identify gaps in guideline implemen-
tation, and inform strategies to enhance maternal safety and quality of care.

1.3 Justification of the study

Despite international recommendations to limit episiotomy to clinically justified cases,
routine episiotomy remains widespread in Palestine, exposing women to unnecessary
maternal harm, including severe perineal trauma, prolonged recovery, and chronic
complications (Papadakis & Myriknas, 2020; Maphanga & Naidoo, 2021). This high-
lights a critical clinical need to optimize childbirth practices and ensure that interven-
tions are applied only when necessary, improving maternal safety and quality of care.

From a professional perspective, midwives are often at the forefront of labor manage-
ment, yet their knowledge, attitudes, and practices regarding episiotomy are not well
documented in the Palestinian context. Limited training, reliance on traditional prac-
tices, and inconsistent adherence to guidelines undermine their ability to deliver evi-
dence-based care, emphasizing the need for structured educational programs and com-
petency development.

At the policy and educational level, inconsistent hospital protocols and the absence of
standardized guidelines contribute to variations in practice and overuse of episiotomy.
Research in this area is essential to inform targeted training, reinforce clinical proto-
cols, and guide policy decisions, ensuring that midwifery practice aligns with global
recommendations.

Therefore, this study is necessary to provide empirical evidence on midwives’
knowledge, attitudes, and practices regarding episiotomy in the Northern West Bank.
The findings will offer a foundation for improving clinical care, supporting professional
development, and informing policy interventions to promote safe, evidence-based ob-
stetric practices.

1.4 Aim of the study:

To assess midwives’ knowledge, attitudes, and practices toward episiotomy in the North-
ern region of the West Bank, Palestine, and to examine their associations with socio-
demographic factors.



1.5 Objectives of the study:

To assess the level of midwives’ knowledge regarding episiotomy in the Northern
region of the West Bank, Palestine.

To evaluate midwives’ attitudes toward the routine use of episiotomy in the Northern
region of the West Bank, Palestine.

To examine the current practices of midwives concerning episiotomy in the Northern
region of the West Bank, Palestine.

To analyze how socio-demographic characteristics—such as age, educational level,
and years of experience —affect midwives’ knowledge, attitudes, and practice toward
episiotomy in the Northern region of the West Bank, Palestine.

To investigate the relationship between midwives’ knowledge, attitudes, and practice
related to episiotomy in the Northern region of the West Bank, Palestine.

1.6 Research questions

What is the level of knowledge about episiotomy among midwives in the Northern region of
the West Bank, Palestine?

What attitudes do midwives in the Northern region of the West Bank; Palestine hold toward
the routine use of episiotomy during vaginal deliveries?

. What are the current practices regarding episiotomy performance among midwives in the
Northern region of the West Bank, Palestine?

. How do socio-demographic characteristics (such as age, educational level, and years of ex-
perience) influence midwives’ knowledge, attitudes, and practices regarding episiotomy in
the Northern region of the West Bank, Palestine?

Is there a statistically significant relationship between midwives’ knowledge, attitudes, and
practices related to episiotomy in the Northern region of the West Bank, Palestine?

1.7 Context of study:

1.7.1 State of Palestine

Palestine is an Arab country located in Western Asia, situated on the eastern coast of the
Mediterranean Sea. It covers approximately 27,000 square kilometers in total and was
occupied by Israel in 1948. Following the 1948 conflict, the remaining areas are
geographically divided into the West Bank and the Gaza Strip. The country shares borders
with Jordan, Syria, Lebanon, and Egypt, and the Mediterranean Sea lies to the west. The
West Bank and Gaza Strip are home to approximately 5,483,450 individuals and cover
around 6,020 square kilometers, resulting in a population density of 847 persons per square
kilometer (2,195 people per mi?). The West Bank consists of 5,640 km? of land, including
East Jerusalem, and 220 km? of water, covering the northernmost part of the Dead Sea.
Approximately 670,000 Israeli settlers reside in the West Bank along with 3,256,906
Palestinians (PCBS, 2022). In Gaza, population growth and density have been significantly



affected by the ongoing blockade, recurrent conflicts, and restrictions on movement, which
have created severe social and economic challenges for the residents.

The Palestinian National Authority governs the West Bank through 11 governorates: Jenin,
Tubas, Tulkarm, Nablus, Qalqilya, Salfit, Ramallah and Al-Bireh, Jericho, Jerusalem, Beth-
lehem, and Hebron (MoH, 2016).

1.7.2 Health care system in Palestine

The Palestinian healthcare system consists of four main sectors: the government health sector
(including the Palestinian Ministry of Health and Military Medical Services), non-govern-
mental organizations (NGOs), the United Nations Relief and Works Agency (UNRWA), and
the private sector. The Palestinian Ministry of Health (PMOH) is the primary healthcare pro-
vider across all governorates. The system has been seriously affected by financial crises and
political instability under the Palestinian Authority (MoH, 2021). In particular, there have
been reductions in the number of patients referred outside the occupied Palestinian territory
for specialized treatments, and there are growing shortages of medicines and medical dispos-
ables. These challenges are particularly acute in Gaza, where the combined effects of the
blockade, recurrent conflicts, and population pressures have placed immense strain on
healthcare services, affecting both routine care and emergency interventions.

1.8 Definition of terms

Midwife: the midwife is a specialized health professional who provides care for women and
their newborn infants, including those with diverse gender identities. Midwives work in a
professional environment that values both independence and collaboration, with a strong em-
phasis on ethical issues and responsibilities. They are well prepared for their roles through a
unique combination of knowledge, skills, and professional attitudes drawn from various
fields, including midwifery science, psychology, sociology, and neonatology. Advocates for
the natural processes of childbirth, midwives dedicate themselves to ensuring the health of
both mothers and their newborns. They honor the unique situations and points of view of
each woman they help. Furthermore, midwives empower women to take control of their
health and that of their families, collaborating with colleagues and other health professionals
as needed to provide comprehensive care tailored to each woman's specific needs. Their ed-
ucation involves specialized training programs that meet the global standards set by the In-
ternational Confederation of Midwives (ICM, 2017).

Knowledge: The process described is comprehensive, involving the collection, analysis, and
understanding of information within a specific context. It functions as a dynamic strategy,
where an individual's interaction with and interpretation of information are influenced by
various factors, enabling its application across different fields. Knowledge is continuously
evolving, shaped by profound understanding and its practical applications in both daily and
professional life. This evolution reflects knowledge's ability to adapt and innovate in response
to changing needs and surrounding circumstances. (Zins, 2007). This adaptability highlights
the importance of fostering critical thinking and analytical skills, allowing individuals to nav-
igate complexities and draw meaningful conclusions. As a result, the pursuit of knowledge
becomes not just a process of accumulation but a transformative journey that empowers in-
dividuals to make informed decisions and contribute to their communities. (Zins, 2007).
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Attitudes: attitudes are Fundamental elements in the nursing profession play a crucial role
in shaping how individuals perceive healthcare issues and determine what they consider im-
portant and relevant. To effectively understand these attitudes, it is essential to provide pa-
tient-centered care that encourages collaboration among healthcare teams. These attitudes
develop incrementally over time, and revisiting or modifying them can often be challenging.
Attitudes can change when individuals gain new insights into their behaviors, which allows
them to adopt new perspectives that align with their goals (Price, 2015).

Practice: practice is defined as the consistent repetition of an activity with the goal of en-
hancing one's skills over time. This process is crucial for mastering any discipline, including
sports, music, or academics. Through deliberate practice, individuals can identify their weak-
nesses and systematically work to improve their performance. Additionally, practice can rep-
resent a profession or craft that demands a high level of skill and training, often conducted
as a routine or tradition. At its core, practice illustrates the value of taking action rather than
merely focusing on thoughts or ideas. (Cambridge University Press, 2021).

Episiotomy: an episiotomy is a surgical procedure that involves making an incision in the
perineum. It is typically performed during the late second stage of labor to facilitate child-
birth. The purpose of this incision is to prevent severe perineal lacerations and to expedite
delivery, especially in situations where the baby is in distress or the mother requires assis-
tance. There are different types of episiotomies, primarily median and mediolateral; how-
ever, the lack of standardized terminology in the literature can complicate understanding.
The decision to perform an episiotomy should be based on clinical indications rather than
routine practice (Kalis et al., 2012).



Chapter Two

Conceptual Framework and Literature Review

2.1Conceptual framework

This section contains the conceptual and operational definitions of the independent and de-
pendent variables in this study. It also presents the conceptual framework, which delves into
the key concepts and variables, particularly focusing on the knowledge, attitudes, and prac-
tices of midwives toward episiotomy in the Northern region of West Bank Palestine.

2.2 Conceptual definition of independent variable

1. Social demographic characteristics: These characteristics refer to the social and demo-
graphic factors that influence individuals' lives and experiences within a community. These
factors include age, gender, educational level, marital status, and occupational status. (Saeed,
Al-Shahrabi, & Bolarinwa, 2021) Understanding these characteristics is essential in as-
sessing how they impact midwives' knowledge, attitudes, and practice toward episiotomy in
the Northern region of West Bank Palestine.

2.3 Conceptual definition of dependent variable

1. Knowledge: is a comprehensive process that involves gathering information, analyzing
it, and understanding it within a specific context. It is a dynamic strategy where an individ-
ual's interaction with and interpretation of information depend on various factors, allowing
for its application in different fields. Knowledge continuously evolves through deep under-
standing and its practical applications in daily and professional life, reflecting its ability to
adapt and innovate according to needs and surrounding circumstances. (Zins,2007).

2. Attitude: the way an individual perceives, evaluates, and feels about a particular person,
event, or idea. These perceptions and feelings often result in either a favorable or unfavorable
response. (ICM,2017).



3. Practice: the regular repetition of an activity with the goal of improving one's skills over
time. It can also be a profession or craft that demands a high level of skill and training, and
is often performed as a routine or tradition. At its core, practice involves taking action, rather
than simply focusing on thoughts or ideas. (Cambridge university press, 2021).

2.4 Operational definition of independent variable

1. Social demographic characteristics of the midwives: This study will examine the social
demographic characteristics of midwives, which include their (age, midwifery experience,
education level, marital status, area of residence, place of work, training on episiotomy,
availability of unit protocol or policy, and the type of episiotomy recommended in their fa-
cility).

2.5 Operational definition of dependent variable

1. knowledge of the midwives: In this study, the midwife’s knowledge towards episiotomy
will be measured through a set of questions focusing on two main domains of knowledge.
The first domain, General Knowledge, included (3) items. The second domain, Specific
Knowledge, evaluated midwives’ understanding of the indications and complications of ep-
isiotomy, with responses scored as follows: a correct answer of “Yes” was awarded one
points, while a correct answer of “No” was awarded zero point. This domain comprised four
subdomains: maternal indications (10 items); fetal indications (7 items); immediate compli-
cations (8 items); and long-term complications (six items). This structured scoring method
allowed for a detailed and accurate evaluation of midwives’ theoretical and practical
knowledge regarding episiotomy. (Maphanga & Naidoo, 2021; Khresheh & Barclay, 2020).

2. Attitude of the midwives: In this study, the midwife’s attitude towards episiotomy will
be measured through ten statements measured on a five-point Likert scale: Strongly Disa-
gree, Disagree, Neutral, Agree, and Strongly Agree. Among these ten statements, three (3)
were positively worded (code) and seven (7) were negatively worded (recode), with the
latter reversed to ensure that higher scores reflected a more positive attitude toward appro-
priate episiotomy practice. This structured approach will allow for a comprehensive evalu-
ation of midwives’ attitudes, providing deeper insight into their beliefs and the factors in-
fluencing their professional practice. (Maphanga & Naidoo, 2021; Khresheh & Barclay,
2020).

3. Practice of the midwives: In this study, the midwives’ practice toward episiotomy will
be measured through a structured set of questions and statements. This part included thirteen
(13) statements, of which ten (10) were positively worded (code) and three (3) were nega-
tively worded (recode), and their coding was reversed to ensure that higher scores reflected
better practice levels. These statements were measured using a five-point Likert scale:
Strongly Disagree, Disagree, Neutral, Agree, and Strongly Agree. This structure will allow
for a comprehensive assessment of midwives’ adherence to evidence-based and patient-cen-
tered practices in managing episiotomy. (Maphanga & Naidoo, 2021; Khresheh & Barclay,
2020).
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Literature Review
2.6 Introduction

This chapter presents a comprehensive review and critical analysis of the existing literature
related to episiotomy. It aims to provide a clear understanding of the procedure by exploring
its various definitions, types, and methods of performance. Furthermore, the chapter dis-
cusses the prevalence of episiotomy, its indications and contraindications, and the possible
complications associated with the practice. Special attention is given to the role of midwives
in performing and managing episiotomy, as well as to their knowledge, attitudes, and prac-
tices (KAP) toward the procedure. Through this review, the chapter seeks to establish a the-
oretical foundation for understanding the factors influencing episiotomy practices and to
identify gaps in the literature that justify the need for the present study.

The purpose of this literature review is to summarize current evidence (2018-2025) on mid-
wives’ knowledge, attitude, and practice regarding episiotomy, as well as to identify trends,
barriers, and facilitators to evidence-based perineal care. This review also seeks to highlight
the Palestinian context and compare it with global findings, thereby providing a foundation
for interpreting the study results and framing recommendations for education, clinical prac-
tice, and policy.

An empirical search was conducted via electronic databases, including PubMed, ScienceDi-
rect, Google Scholar, and ResearchGate. The search included studies published between 2018
and 2024. The following keywords were employed: “episiotomy” and (“knowledge” OR “at-
titude” OR “practice” OR “experience”) and (“midwives” OR “nurses” OR “healthcare pro-
viders”). Another filter included only peer-reviewed journal articles available in English. We
included both quantitative and qualitative studies on the KAP domains related to episiotomy
among healthcare providers, especially studies from Palestine and other low- and middle-
income countries.

2.7 Episiotomy:

Episiotomy is a surgical procedure performed during the second stage of labor to enlarge the
vaginal opening, facilitating delivery. The purpose of this incision is to reduce pressure on
the perineum during a difficult delivery and provide a controlled, more easily repairable
incision compared to uncontrolled vaginal tears (Barjon et al., 2024). The routine uses of
episiotomy began after the shift of births from homes to hospitals in the 1920s (Kemboi-
Ngotie, 2009).

2.8 Historical development and origins of episiotomy

While the historical origins of the procedure are not entirely clear, it was first described by
Sir Fielding Olds, a midwife, who advocated for its use in cases where the vaginal opening
was excessively narrow, leading to a dangerous delay in delivery (Kamel &Khaled, 2014).
The procedure involves an incision into the vaginal lining, superficial perineal muscles, and
some fibers of the levator ani muscle, which is part of the pelvic floor supporting both the
urethra and vagina (Yang & Bai, 2021).
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2.9 Perineal anatomy and its importance during labor

The external female genitalia include the mons pubis, labia majora, labia minora, clitoris,
vagina, and the perineal body, which is located between the vaginal opening and the anus.
The perineum refers to the anatomical area at the pelvic outlet, which includes both the su-
perficial and deep perineal muscles, along with the perineal membrane. This region is sur-
rounded by skeletal structures such as the pelvic rami, sacrococcygeal ligaments, and the

pubic symphysis, sacrum, and coccyx (Barjon et al., 2024; Graziottin & Gambini, 2015).
2.10 Performance of an episiotomy

An episiotomy is a surgical incision made in the perineum and posterior vaginal wall during
the second stage of labor to enlarge the vaginal opening and facilitate childbirth. It is done
to prevent major perineal tears, facilitate delivery in fetal distress, or aid in instrumental
deliveries like forceps or vacuum extraction (Alharthy et al., 2020). Its use is not routinely
recommended and is only utilized for clear medical indications (Amorim et al., 2023). The
two primary types are midline (median) and mediolateral episiotomy. In a midline episiot-
omy, the incision originates at the posterior fourchette and moves vertically toward the anus,
whereas in a mediolateral episiotomy it begins at the same site but is directed laterally at an
angle of about 45-60 degrees to avoid damage to the anal sphincter (Kettle et al., 2012).

2.11 Procedure

The procedure is done post fetal head crowning, which provides sufficient analgesia, sterile
preparation, and visualizing the perineum. The incision is used through skin, subcutaneous
tissue, and perineal muscles using surgical scissors, permitting controlled enlargement of the
vaginal opening. From birth, the incision is then repaired step by step (beginning with the
vaginal mucosa, progressing to the perineal muscles, moving up to the skin) using absorba-
ble sutures like polyglactin (Beckmann et al., 2013). Procedures include hygiene of perineal
area, analgesic analgesics, cold compresses, and/or sitz bathing, as well as surveillance for
complications such as infection, hematoma or dehiscence (Choudhari et al., 2022). Potential
complications are pain, wound infection after the surgery and extension into third- or fourth-
degree tears or dyspareunia, but the mediolateral incision is considered with fewer severe
extensions (Thakur et al., 2020). The overall clinical evidence suggests episiotomy is a use-
ful obstetric technique when medically indicated and if necessary, as long as it may be per-
formed in a limited manner and is performed conservatively (using correct skills, layering
repair, and postnatal care in order to reduce maternal morbidity to enable recovery.

2.12 Prevalence

Episiotomy prevalence was found to be variable globally due to institutional policies, obstet-

ric practices, training and socio-cultural factors. In a meta-analysis conducted in Ethiopia,

the pooled prevalence was 42.75 % among vaginal births (Aragaw et al., 2023). In 2022, a

cross-sectional study performed in eastern Ethiopia showed a prevalence of 52.6 % among
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women delivering vaginally (Belay et al., 2024). In comparison, in France the prevalence
decreased from 25.8% in 2010 to 8.3% in 2021 (Houlbracq et al., 2025). These data indicate
that, although some high-income countries have achieved restrictive rates, in many low/mid-
dle income settings there are reported rates significantly higher than WHO guidance of no
more than 10% (WHO, 2018). For total episiotomy rate in Palestine this is observed to be
about 28.7%, however for women having their first vaginal birth 78.8%. On the other hand,
the rate for women with a previous vaginal birth has been reported to be much lower, at a
rate of about 5.9% (Zimmo et al., 2018).

2.13 Indications

Episiotomy is mainly performed when there is an urgent requirement to expedite vaginal
delivery or serious perineal tear formation is imminent. There are several clinical indications
for this approach: non-reassuring fetal heart rate (fetal distress), and instrumental vaginal
delivery (forceps or vacuum extraction); breech presentation and macrosomia as well as
shoulder dystocia (Kettle et al., 2012). It can be done as well when the perineum is rigid and
not stretching adequately, and tearing is likely, or when rapid delivery is necessary to avoid
hypoxic injury to the fetus. Nonetheless, restrictive, not routine, episiotomy is associated
with better maternal outcomes (WHO, 2018).

Domain 2: Specific knowledge on episiotomy (maternal indication for performing episiot-
omy)

Primiparity: Primiparity is one of the strongest predictors in women experiencing episiot-
omy, resulting from decreased perineal elasticity and increased resistance during the first
vaginal birth(Beckmann et al., 2013). If the fetal head crowns rapidly or the second stage of
labor is prolonged, new mothers are more likely to experience perineal trauma. Primigrav-
ida’s consistently show much higher prevalence of episiotomy than do multiparas, even
when practice is selective rather than routine. Preventive measures such as caution in indi-
vidualization according to clinical guidelines are emphasized since unnecessary episiotomy
could bring higher maternal morbidity (Aragaw et al., 2023).

Prolonged Second Stage of Labor: A lengthier second stage is associated with increased
fatigue of the mother and difficulty with descent, leading to an episiotomy (Beckmann et al.,
2013). When pushing is more than the minimum limits (=3 hours combined with epidural or
>2 hours without) recommended for pushing (Cohen & Friedman, 2024). Clinicians may act
to alleviate the maternal stress and prevent obstructed labor. Episiotomy can ease baby de-
livery for women if they have insufficient contractions but progress does stall. Modern
guidelines, on the other hand, suggest that routine episiotomy should not be performed. By
doing so, the aim is to reduce severe perineal tears and even prevent adverse neonatal out-
comes. They say selective use of early care aims also to lessen adverse outcomes (Cohen &
Friedman, 2024).

Instrumental (operative vaginal) delivery: Instrumental (operative vaginal) delivery in-
volves the use of obstetric instruments primarily forceps or a vacuum extractor in labor and
delivery as expeditious intervention in cases where maternal or fetal conditions necessitate
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such delivery (Hayes et al., 2025). These procedures are indicated for prolonged second stage
of labor, maternal exhaustion, or non-reassuring fetal status (Wegner & Bernstein, 2020).
Vacuum extraction is generally associated with fewer maternal perineal injuries, while for-
ceps may offer better control of the fetal head in certain situations. Proper technique and
clinical judgment are essential to minimize risks such as perineal trauma, neonatal cephalo-
hematoma, or facial nerve injury (Gaur et al., 2025). In the field of evidence-based obstetric
practice, instrumental delivery is the standard of care especially when timely birth is needed
but cesarean section can be avoided.

Perceived Tight Perineum: The perineum may be rigid, non-elastic, or resistant during
crowning, resulting in a need for episiotomy to avoid uncontrolled tearing. If the perineum
is tight then it can affect fetal head rotation and extension—raising the risk of 3rd—4th degree
tears. Selective episiotomy can prevent severe lacerations by providing a controlled incision
(Wilson & Homer, 2020). Evidence suggests that perineal massage, warm compresses, and
hands-on protection techniques may decrease episiotomy; however, clinical judgment re-
mains essential in situations where the perineum does not stretch adequately (Wilson &
Homer, 2020).

Obstructed Delivery: Patients with second stage obstructed labor may need episiotomy to
achieve rapid birth and avert maternal-fetal complications. In cases of fetal descent which is
obstructed even with adequate contractions, episiotomy can expand the opening and assist
with a safe delivery. It is frequently combined with maneuvers for shoulder dystocia or in
the presence of fetal malposition (Dajani & Magann, 2014; Kopas, 2014). Yet just episiot-
omy is insufficient to remove obstruction, because the cause has to be treated. Selective use
is suggested to reduce the risk of prolonged labor, hypoxia and severe perineal trauma
(Kopas, 2014).

Domain 2: Specific knowledge on episiotomy (fetal indication for performing episiotomy)

Fetal distress: Fetal distress refers to signs before or during childbirth indicating that the
fetus is not well oxygenated, often due to impaired placental or umbilical blood flow (Pinas
& Chandraharan, 2016). From a clinical viewpoint it is typically recognized by abnormal
fetal heart rate patterns, decreased fetal movements, or meconium-stained amniotic fluid.
Non-reassuring CTG findings of fetal bradycardia, late decelerations, or minimal variability
are signs that may require urgent obstetric intervention to avoid hypoxia and acidemia (Pinas
& Chandraharan, 2016). Early identification and treatment are vital to avoid adverse neona-
tal outcomes. When fetal distress persists despite intrauterine resuscitation, cesarean delivery
or instrumental delivery may be necessary.

Breech presentation: A breech presentation occurs when the fetus is positioned with the
buttocks or feet closest to the birth canal rather than the head (Beckmann et al., 2013). Breech
births are associated with higher risks of cord prolapse, birth trauma, and perinatal morbidity,
which is why external cephalic version (ECV) is recommended at 36-37 weeks, and cesar-
ean delivery is often preferred when vaginal birth is unsafe (Beckmann et al., 2013;
Macharey et al., 2017). Shoulder dystocia, on the other hand, is an obstetric emergency
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where the fetal head delivers but the shoulders become impacted behind the maternal sym-
physis pubis. It is associated with maternal complications (postpartum hemorrhage, perineal
trauma) and neonatal risks such as brachial plexus injury (Dajani & Magann, 2014). Imme-
diate maneuvers McRoberts, suprapubic pressure, or delivery of the posterior arm are essen-
tial for safe resolution (Lau et al., 2024).

Large baby (fetal macrosomia): Fetal macrosomia is a frequent reason for performing an
episiotomy, because a large fetal head leads to increased stretching of the perineum and po-
tential for severe perineal tears and shoulder dystocia (Nguyen & Ouzounian, 2021). Mac-
rosomic (>4,000—4,500 g) babies are highly associated with difficult crowning, prolonged
second stage and increased likelithood of instrumental delivery (Turkmen et al., 2018). Se-
lective episiotomy may be beneficial for managing more control of head delivery and reduc-
ing uncontrolled tearing. Guidelines stress individualized decision-making over routine ep-
isiotomy even when suspected macrosomia occurs.

Abnormal fetal positions such as persistent occipito-posterior (OP): Abnormal fetal po-
sitions such as persistent occipito-posterior (OP), brow, or face presentation increase labor
difficulty, prolong descent, and raise the risk of perineal trauma (Barth Jr, 2024). In OP po-
sition, larger presenting diameters and slow rotation often necessitate instrumental delivery,
where episiotomy is commonly used to reduce sphincter injury (Beckmann et al., 2013).
Face presentation similarly increases resistance at the perineum because the fetal mentum
must navigate a less optimal angle. Selective mediolateral episiotomy is sometimes recom-
mended to facilitate rotation or expedite birth in these scenarios (Alharthy et al., 2020).

2.14 Contraindications

Episiotomy is a minor surgical procedure, but in some cases, it is contraindicated. Failure to
receive maternal consent, perineal or vulvar infection, significant scarring, or prior perineal
reconstructive surgery, as well as cases where cesarean delivery is already indicated (Beck-
mann et al., 2013). Additionally, it should also be avoided among women with bleeding dis-
orders or severe anemia, where minimal surgical bleeding could aggravate the maternal sta-
tus (Beckmann et al., 2013). Performing episiotomy without clear indication may also ex-
pose the woman to unnecessary risks, contrary to the principles of evidence-based obstetric
care.

2.15 Complications

Complications of episiotomy span short-term and long-term outcomes. Short-term risks in-
clude perineal pain, hematoma, bleeding, wound dehiscence, infection, and extension into
more severe perineal tears (third or fourth degree) involving the anal sphincter (Radner et
al., 2024). In a study on long- and short-term outcomes, episiotomy did not decrease urinary
incontinence, perineal pain or sexual dysfunction; rather, restricted use was associated with
better results (Giin et al., 2016). A 2025 study of postpartum mothers found that complica-
tions from episiotomy (infection, laceration-related) negatively impacted quality of life,
breastfeeding, and maternal daily functioning. This evidence supports using episiotomy only
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when clearly indicated, minimizing maternal morbidity (Diluni Umesha Dharmasiri et al.,
2025).

Domain 2: Specific knowledge on episiotomy (the immediate complications of episiot-
omy)

Complications of episiotomy span short-term and long-term outcomes. Short-term risks in-
clude perineal pain, hematoma, bleeding, wound dehiscence, infection, and extension into
more severe perineal tears (third or fourth degree) involving the anal sphincter (Radner et
al., 2024).

Excessive bleeding: Excessive bleeding is one of the most immediate complications follow-
ing episiotomy (Giin et al., 2016). It results from injury to branches of the pudendal or peri-
neal arteries during the incision or repair. Heavy bleeding significantly increases postpartum
morbidity and may require additional suturing, pressure application, or surgical exploration.
Studies show that episiotomy is associated with higher estimated blood loss compared with
spontaneous perineal tears, particularly when performed inappropriately or without adequate
visualization (Alharthy et al., 2020). Careful technique and postpartum monitoring are there-
fore essential.

3rd and 4th degree perineal tears: Although episiotomy was historically believed to pre-
vent severe perineal tears, evidence shows it can increase the risk of 3rd and 4th degree
obstetric anal sphincter injuries (OASI) when poorly executed (Giin et al., 2016). Midline
episiotomy in particular has a high association with anal sphincter damage (Ali-Masri et al.,
2018). These injuries can cause long-term complications such as fecal incontinence and pel-
vic floor dysfunction. Selective mediolateral episiotomy is currently recommended to reduce
OASI in high-risk births (Alharthy et al., 2020).

Infection with abscess formation: Infection at the episiotomy site occurs when bacteria
invade the wound, leading to cellulitis or abscess formation. Symptoms include fever, foul-
smelling discharge, redness, tenderness, and wound breakdown (Darukshan & Grover,
2022). Infection is more likely when the incision is deep, hemostasis is poor, or hygiene is
inadequate. Untreated infections may progress to abscesses requiring drainage. Studies show
that postpartum perineal wounds, including episiotomies, have an infection rate of 1-11%
(Jones et al., 2019).

Wound dehiscence: Wound dehiscence occurs when the episiotomy repair partially or com-
pletely splits open, typically due to infection, tension, or inadequate suturing technique
(Schmidt & Fenner, 2024). Dehiscence causes severe pain, delayed healing, and increased
risk of chronic perineal pain or dyspareunia. Some cases require resuturing in an operating
room, while others heal by secondary intention. Evidence shows that wound breakdown is
more common after episiotomy compared to natural tears due to greater tissue disruption
(Jones et al., 2019).
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Domain 2: Specific knowledge on episiotomy (long term complication of episiotomy)

Dyspareunia: Dyspareunia is one of the most frequently reported long-term complications
of episiotomy (McDonald et al., 2015). Persistent perineal pain, scar tissue tightness, and
nerve injury contribute to painful intercourse months or even years after delivery. Women
with mediolateral or poorly repaired episiotomies have a significantly higher risk of
dyspareunia compared with those who experience spontaneous tears. Research shows that
up to 25% of women report sexual pain after episiotomy, often requiring pelvic-floor physi-
otherapy and scar management (Choudhari et al., 2022).

Urinary incontinence and perineal pain: In a study on long- and short-term outcomes,
episiotomy did not decrease urinary incontinence, perineal pain or sexual dysfunction; ra-
ther, restricted use was associated with better results (Giin et al., 2016). A 2025 study of
postpartum mothers found that complications from episiotomy (infection, laceration-related)
negatively impacted quality of life, breastfeeding, and maternal daily functioning. This evi-
dence supports using episiotomy only when clearly indicated, minimizing maternal morbid-
ity (Diluni Umesha Dharmasiri et al., 2025).

Anal incontinence: Anal incontinence results from damage to the anal sphincter complex,
often following 3rd or 4th degree tears associated with episiotomy. Women may experience
loss of flatus control, fecal leakage, or urgency(Viannay et al., 2021). Midline episiotomies
significantly increase the risk of obstetric anal sphincter injury (OASI). Long-term conse-
quences include social embarrassment, reduced quality of life, and need for pelvic floor re-
habilitation or surgical repair (Alharthy et al., 2020).

Pelvic organ prolapses: Pelvic organ prolapse may develop years after childbirth due to
weakening of the pelvic floor muscles and connective tissues. Deep episiotomies, particu-
larly when combined with instrumental delivery, increase the likelihood of cystocele, recto-
cele, or uterine prolapse (Razzak, 2018). Damage to levator ani muscles or perineal body
integrity compromises pelvic support. Although childbirth itself is the strongest predictor of
prolapse, episiotomy-related trauma can worsen the long-term risk (Alketbi et al., 2021).

Rectovaginal fistula: Rectovaginal fistula is a rare but severe long-term complication where
an abnormal tract forms between the rectum and vagina (Maeda et al., 2023). This often
results from infection, wound breakdown, or unrecognized anal sphincter injury following
episiotomy. Symptoms include fecal leakage through the vagina, recurrent infections, and
significant psychological distress. Most cases require surgical repair. Preventing severe per-
ineal trauma during childbirth is essential to lowering fistula risk (Maeda et al., 2023).

2.16 Role of midwives

Midwives will help prevent unnecessary episiotomies by implementing the right practices
for safe perineal outcomes (Beckmann et al., 2013). Their roles consist of perineal stretch
assessment, promoting physiological birth positions, warm compress application, gentle
pushing assistance, and supporting at the perineum during crowning (Kettle et al., 2012;
Rodrigues et al., 2024). Midwives are also vital for recognizing when episiotomy is clinically
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indicated and ensuring that it is performed safely under aseptic conditions. In many coun-
tries, a move to midwife-led woman-centered care has been associated with lower rates of
episiotomy and more satisfied mothers (Lundgren et al., 2022). Furthermore, midwives are
crucial in postpartum care, guiding perineal hygiene, pain management, and early detection
of complications to promote optimal recovery.

2.17 Knowledge toward episiotomy

This study conducted by Khresheh and Barclay (2020) in Jordan, aimed to determine the
knowledge, attitudes, and experience of episiotomy practice among obstetricians and mid-
wives who were working in three public hospitals. To examine the knowledge level of evi-
dence on overuse and risk of episiotomy, the authors discovered that participants demon-
strated low knowledge with a statistically significant difference between obstetricians and
midwives (P<0.05). The results showed that midwives have limited access to evidence which
is not emphasised in their learning, practice, or hospital policy. In fact, the majority of mid-
wives (79%) felt that an episiotomy rate of 81% is about right. For midwives the most fre-
quent reason for episiotomy (75.5%) was to reduce the risk of 3rd and 4th degree perineal
laceration. According to midwives, the most common challenges were insufficient time to

wait for the perineum to stretch (56.6%) and difficulty changing the conventional practices
in the labour ward (52.8%).

This study conducted by Maphanga and Naidoo (2021) in South Africa aimed to assess
healthcare workers’ perception and knowledge about episiotomy in a low- and middle-in-
come setting. The findings showed that midwives demonstrated poor knowledge of national
episiotomy guidelines, were often unaware of recommendations against routine use, and
continued to justify episiotomy based on misconceptions about preventing severe perineal
tears. In addition, the commonly reported reason for performing an episiotomy by midwives
was to reduce 3rd — 4th degree perineal tears.

This study conducted by Yang and Bai (2021) in China aimed to evaluate the knowledge,
attitude, and experience of episiotomy practice among obstetricians and midwives in public
hospitals. The authors reported that the average knowledge level (4.15, SD=1.10) on com-
plications and overuse was identified among participants. Episiotomy was performed more
frequently in secondary hospitals than in tertiary hospitals (p<0.05). Furthermore, the most
common reason for performing episiotomy identified by obstetricians (83.94%) and mid-
wives (79.69%) was to reduce third-degree or fourth-degree perineal laceration. Both obste-
tricians (80.29%) and midwives (82.57%) agreed that the most significant obstacle to reduc-
ing the rate of episiotomy was lack of training on reducing perineal tears.

This study conducted by Ankarcrona et al. (2022) in Sweden aimed to explore healthcare
providers (HCP) knowledge and attitudes regarding episiotomy use during vacuum extrac-
tion and prevention of obstetric anal sphincter injuries. The results indicated that while many
HCP recognized that episiotomy is not universally indicated, knowledge about when it truly
reduces sphincter injury was inconsistent, and a considerable group reported uncertainty
about the current evidence base, highlighting the need for more focused education.

This study conducted by Lye et al. (2022) in Malaysia aimed to assess knowledge and prac-
tices of episiotomy among house officers, student midwives, and experienced midwives
working in a low-risk obstetric unit. The authors found that overall knowledge scores were
only moderate, with experienced midwives showing better understanding of indications and
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complications than junior doctors and student midwives, and they concluded that structured,
evidence-based teaching on episiotomy is still insufficient in training programs.

2.18 Attitude toward episiotomy

This study conducted by Khresheh and Barclay (2020) in Jordan aimed to investigate partic-
ipants knowledge, attitudes, and experience of episiotomy practice in public hospitals. The
survey found that both obstetricians and midwives consistently had positive attitudes toward
routine or high rates of episiotomy, perceived episiotomy as necessary to prevent severe
tears, as well as to protect fetal safety, and believed that the present very high rate was ‘about
right,” and indicated a generally pro-episiotomy attitude.

This study conducted by Yang and Bai (2021) in China aimed to determine midwives’
knowledge, attitude, and experience regarding episiotomy in public maternity units. The au-
thors found that although some participants expressed support for moving toward selective
episiotomy, a large proportion retained a favorable attitude to performing episiotomy in pri-
miparous women and in many non-evidence-based situations, influenced by fear of litiga-
tion, habit, and institutional culture.

This study conducted by Maphanga and Naidoo (2021) in South Africa aimed to examine
healthcare workers’ perception and knowledge about episiotomy use. The findings indicated
that attitudes were still shaped by traditional training and hierarchical norms, with many
participants believing that episiotomy was a routine component of safe delivery despite rec-
ognizing its potential complications, and the authors reported resistance to changing long-
standing practices in labor wards.

This study conducted by Garcia-Cerde et al. (2021) in Mexico aimed to explore healthcare
workers’ perceptions of episiotomy in the era of respectful maternity care within an obstet-
ric training program. The qualitative findings showed ambivalent attitudes: providers
acknowledged that routine episiotomy conflicted with respectful care principles, yet many
continued to view it as a safeguard against perineal trauma and neonatal risk, revealing
tension between humanized childbirth ideals and entrenched procedural habits.

This study conducted by Rodrigues et al. (2024) in a European context (Portugal/Spain
setting) aimed to explore midwives’ practices on perineal protection and episiotomy deci-
sion-making through a qualitative descriptive design. The authors reported that midwives’
attitudes toward episiotomy ranged from strongly interventionist to strongly restrictive,
shaped by previous experience, perceived risk of tears, and institutional norms; many mid-
wives expressed a desire to reduce episiotomy but felt pressured by colleagues, time con-
straints, or fear of adverse outcomes to continue using it more often than they believed
necessary.

This study conducted by Taha (2022) aimed to explore midwives’ perceptions and reasons
for continuing routine episiotomy in teaching hospitals. The results showed that midwives

often held a positive or pragmatic attitude toward routine episiotomy, citing fear of extensive
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perineal tears, pressure to expedite labor, and expectations of senior obstetricians as key

reasons, even when they were aware of global recommendations for selectivity.
2.19 Practice of episiotomy

This study conducted by Zimmo et al. (2018) in six hospitals across Gaza and the West Bank
to describe episiotomy practice and its association with severe perineal lacerations among
singleton vaginal births in Palestine. They found that episiotomy remained routine practice,
particularly in primiparous women, with rates close to 80% in first vaginal births, and large
variation between hospitals. The authors conclude that non-evidence-based practices sur-
rounding episiotomy were prevalent and that restrictive use was not yet implemented, and
they recommend the education of birth attendants, adherence to updated guidelines, and clin-
ical audits to reduce overuse.

This study conducted by Dwekat et al. (2022) in northern West Bank clinics aimed to deter-
mine the prevalence of mistreatment of women during childbirth and its associated factors,
including obstetric interventions. In this cross-sectional survey of 269 women within 16
weeks after vaginal birth, the authors reported a very high overall prevalence of mistreatment
and found that women who had an episiotomy or perineal tear were almost six times more
likely to report one or more types of mistreatments compared with those without perineal
trauma. Mistreatment included poor rapport, failure to meet professional standards of care,
and lack of pain relief. The study emphasized that in the Palestinian context, episiotomy and
perineal trauma are not only clinical events but are strongly linked to women’s perceptions
of disrespect and violation of their rights during childbirth.

This study conducted by Khresheh and Barclay (2020) in Jordan aimed to investigate clini-
cians’ knowledge, attitudes, and experience of episiotomy practice in public hospitals. The
findings demonstrated that episiotomy was still performed very frequently, especially in pri-
miparous women, and that many clinicians considered high episiotomy rates acceptable;
practice patterns were driven more by routine and local norms than by international evidence
on restrictive use.

This study conducted by Bekele et al. (2022) in Ethiopia aimed to determine the magnitude
of episiotomy practice and associated factors among women who gave birth at Hiwot Fana
Specialized University Hospital. The authors found that the episiotomy rate (about 44%) was
substantially higher than WHO recommendations, and that primiparity, instrumental deliv-
ery, fetal distress, and provider preference were significant predictors of episiotomy, indicat-
ing a pattern of overuse in routine care.

This study conducted by Lye et al. (2022) in Malaysia aimed to assess knowledge and prac-
tices of episiotomy among house officers, student midwives, and experienced midwives in
a tertiary hospital. The findings showed that episiotomy was frequently performed in low-
risk situations, particularly by less experienced staft, and that experienced midwives were
more likely to adopt selective practice with better perineal support techniques, suggesting
that practice is strongly influenced by training level and clinical supervision.
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This study conducted by Rodrigues et al. (2024) in Europe aimed to describe midwives’
practices on perineal protection and episiotomy decision-making using qualitative inter-
views. The authors reported diverse practical approaches, including hands-on and hands-
poised techniques, variable criteria for performing episiotomy, and considerable influence
of team culture and physician expectations; some midwives had successfully reduced their
episiotomy rates, while others still performed the procedure routinely in specific scenarios.

This study conducted by Laderas Diaz et al. (2024) in Spain aimed to analyze midwives’
approach to prevention and repair of obstetric perineal trauma, including episiotomy prac-
tice. The results indicated that most midwives reported relatively low episiotomy rates for
normal vaginal births, but there were still units with higher usage; adherence to clinical
guidelines, confidence in alternative perineal protection methods, and ongoing training were
associated with more restrictive and evidence-based episiotomy practice.

This study conducted by Nam Giang et al. (2025) in Central Vietnam aimed to assess episi-
otomy practices and associated factors among primiparous women one year after implement-
ing a national policy promoting selective episiotomy. The authors found that episiotomy
rates remained very high among first-time mothers, and that factors such as provider type,
hospital level, and use of instrumental delivery significantly predicted episiotomy; the find-
ings suggested that actual clinical practice lagged behind policy, with midwives and doctors
continuing to perform episiotomy routinely despite formal recommendations for restriction.

2.20 Chapter Summary

This chapter reviewed literature on episiotomy, addressing its prevalence, indications, con-
traindications, complications, and the role of midwives. Globally, the prevalence of episi-
otomy remains variable, with higher rates in developing countries compared to the restric-
tive practice recommended by WHO (<10%). Limited data from Palestine show an overall
episiotomy rate in Palestine is reported to be around 28.7%, but it is much higher for women
having their first vaginal birth at 78.8%. In contrast, the rate for women who have previ-
ously given birth vaginally is significantly lower at approximately 5.9%.
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Chapter Three

Research Methodology

3.1 Introduction:

In this chapter, the methodology implemented in this study to assess midwives’ knowledge,
attitudes, and practices toward episiotomy in the Northern region of the West Bank, Palestine,
is presented. The chapter describes the procedures that were carried out, including obtaining
ethical approvals, designing the study instrument, verifying its validity and reliability, con-
ducting a pilot study, systematically collecting data, and performing data entry and statistical
analysis. These procedures were conducted to ensure the accuracy and reliability of the re-
search findings. Finally, a summary of the methodology used to achieve the study objectives
is provided.

3.2 Study design:

This study adopted a quantitative, descriptive cross-sectional design to assess midwives’
knowledge, attitudes, and practices toward episiotomy in the Northern region of the West
Bank, Palestine. The questionnaire, previously used in similar studies (Maphanga & Naidoo,
2021; Khresheh & Barclay, 2020), was adapted for the local context and population. It in-
cluded items covering key aspects of knowledge, attitudes, and practices, with reliability and
validity ensured through expert review and pilot testing. It should be noted that practices
were assessed via self-report rather than direct observation, which may introduce social de-
sirability and recall biases, potentially affecting the accuracy of the reported behaviors.

3.3 Setting:

The study was conducted in five government hospitals located in the northern West Bank,
which provide maternal health care services. These hospitals included Thabet Thabet Hospi-
tal in Tulkarm, Khalil Suleiman Hospital in Jenin, Rafidia Hospital in Nablus, Turkish Hos-
pital in Tubas, and Darwish Nazzal Hospital in Qalqilya.
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3.3.1 Government hospitals

1. Martyr Dr. Thabet Thabet Governmental Hospital (Tulkarem Governmental Hospi-
tal).

Martyr Dr. Thabet Thabet Governmental Hospital, formerly known as Al-Jihad Hospital, is
one of the Palestinian governmental hospitals operated by the Ministry of Health. The hospi-
tal is located in the city of Tulkarem, in the Northern region of West Bank Palestine, and it
serves the local population as well as surrounding villages.

The hospital has a clinical capacity of approximately 129 beds, with around 356 staff mem-
bers working in various medical specialties. The obstetrics department has 5 delivery beds,
while the postnatal care unit has 26 beds.

Regarding midwifery services, the hospital employs 18 midwives. The hospital records an
annual total of 1,492 natural deliveries, reflecting the significant role it plays in maternal
healthcare. (MoH,2022).

2. Jenin Governmental Hospital (Martyr Dr. Khalil Suleiman Governmental Hospi-
tal).

Jenin Governmental Hospital, officially known as Martyr Dr. Khalil Suleiman Governmental
Hospital, is one of the governmental hospitals in the West Bank, Palestine. It is operated
under the Ministry of Health of Palestine.

The hospital has a clinical capacity of approximately 223 beds, and it employs a staff of 433
individuals across various departments. In the obstetrics department, there are 32 midwives,
and the obstetrics department is equipped with 6 delivery beds. The postnatal care unit in-
cludes 38 beds for mothers and newborns.

The hospital is a key provider of maternal healthcare, with an annual total of 3,307 natural
deliverie. (MoH,2022).

3. Rafidia Surgical Governmental Hospital

Rafidia Surgical Governmental Hospital is one of the governmental hospitals in the Northern
region of the West Bank, Palestine. It is operated under the Ministry of Health of Palestine.

The hospital has a clinical capacity of 201 beds and employs a staff of 539 individuals across
various departments. In the obstetrics department, there are 10 midwives, and it has 5 delivery
beds. The postnatal care unit, there are 16 midwives, and it includes 32 beds for mothers and
newborns. The hospital handles a total of 2,688 natural deliveries annually. (MoH,2022).
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4. Tubas Turkish Governmental Hospital

Tubas Turkish Governmental Hospital is one of the Palestinian governmental hospitals oper-
ated by the Ministry of Health. It is the only hospital serving Tubas Governorate and the
Jordan Valley region. Established in 2013, it officially opened in early 2014 to provide es-
sential medical services to the local population. The hospital has a clinical capacity of 70
beds and employs 169 staff members across various specialties. The obstetrics and postnatal
care unit is staffed by 12 midwives to support women during labor and postpartum care. The
hospital records an annual total of 771 natural deliveries. (MoH, 2022).

5. Dr. Darwish Nazzal Governmental Hospital (Qalqilya Governmental Hospital).

Dr. Darwish Nazzal Governmental Hospital, also known as Qalqilya Governmental Hospital,
is one of the governmental hospitals in the Northern region of the West Bank, Palestine. It is
operated under the Ministry of Health of Palestine.

The hospital has a clinical capacity of approximately 68 beds, with 12 midwives working in
the obstetrics department, and it includes 4 delivery beds, and the postnatal care unit has 13
beds for mothers and newborns. The hospital handles a total of 1,001 natural deliveries an-
nually. (MoH,2022).

3.4 Study population and sampling

The study population included all midwives working in the field of childbirth in the northern
region of the West Bank, Palestine, during the study period from October 2024 to 2025. The
total number of midwives was determined to be 113, based on their distribution among the
five selected hospitals in the northern region of the West Bank. This number was obtained by
contacting the heads of departments in these hospitals and reviewing the data recorded in the
Annual Report (Ministry of Health Annual Report, 2022).

After receiving research approval, an official letter was obtained from the university to re-
quest permission from the Ministry of Health. This allowed access to the hospitals and the
heads of nursing departments to obtain approval to communicate with the midwives in the
five governmental hospitals located in the northern West Bank.

Table (3.1): Name of the selected hospitals and number of midwives distributed per hos-
pital

No. Hospital Name Midwives No
1 Thabet Thabet Hospital 18
2 Khalil Suleiman Hospital 33
3 Rafidia Hospital 32
4 Turkish Hospital 16
5 Darwish Nazzal Hospital 14
Total 113
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Sample size

The sample size for this study was determined using an online sample size calculator
(Raosoft, 2012), based on the total number of midwives (113) working in the five selected
governmental hospitals in the northern region of the West Bank, Palestine. The calculation
was conducted with a 95% confidence level and a 5% margin of error. Using Slovin’s for-
mula, the estimated sample size was calculated as follows:

n=N/1+N*e?

Where

- n: required sample size.

- N: total population size (113 midwives).
- e: margin of error (0.05).

Thus, the final calculated sample size was 88 midwives. To ensure adequate representation
and to compensate for potential non-response, all midwives working in the selected hospitals
during the data collection period were approached. Midwives who provided informed con-
sent were included in the study, resulting in the participation of 100 midwives. Private hos-
pitals were excluded because governmental hospitals provide care to the largest proportion
of pregnant women and offer midwives greater opportunities to independently perform epi-
siotomy. In contrast, midwives in private hospitals are less frequently authorized to make
clinical decisions regarding episiotomy, which may limit the generalizability of the study
findings to non-governmental healthcare settings.

Sample type

The study used convenience sampling to select midwives working in five governmental hos-
pitals in the northern region of the West Bank (Thabet Thabet, Khalil Suleiman, Rafidia,
Turkish, and Darwish Nazzal hospitals). These hospitals were selected as study sites because
they provide maternal health services to a large number of women and are the primary desti-
nations for vaginal births due to their status as public healthcare facilities. However, due to
the use of convenience sampling, the results of this study can only be generalized to similar
study contexts and designs and are not representative of the entire population because of the
inherent limitations of this sampling method (Golzar et al., 2022).

However, due to the use of convenience sampling, the results of this study can only be gen-
eralized to similar study contexts and designs and are not representative of the entire popu-
lation because of the inherent limitations of this sampling method (Golzar et al., 2022).
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Inclusion criteria

1. Midwife with a two—year practical study, bachelor's degree, or higher education.
2. Midwives who agreed to provide informed consent and participate in the study.
3. Midwives with at least one year of work experience.

Exclusion criteria

1. Midwives with less than one year of work experience.

3.5 Instruments of the study

This study used a self-administered questionnaire found in the literature (Maphanga & Nai-
doo, 2021; Khresheh & Barclay, 2020). Permission was obtained from the authors who de-
veloped and used the questionnaire. These tools were specifically designed to assess mid-
wives’ knowledge, attitudes, and practices toward episiotomy. The original questionnaires
were received from the authors via email. The questionnaires were revised and modified to
align with the study objectives, and their reliability and validity were ensured through expert
review and pilot testing before data collection. This process confirmed that the questions
were clear, appropriate, and capable of gathering the necessary information from participants.

In designing the questionnaire, differences between guidelines, protocols, policies, and pro-
cedures were considered, as each has a distinct role in shaping midwives’ practice. Guidelines
provide general evidence-based recommendations, protocols define specific steps for prac-
tice, policies establish institutional rules and standards, and procedures detail the exact steps
for performing clinical tasks such as episiotomy.

3.5.1 Midwives’ knowledge, attitudes, and practices toward episiotomy (self-adminis-
tered questionnaire)

The self-administered questionnaire used in this study was a validated psychometric instru-
ment adapted from previous studies (Maphanga & Naidoo, 2021; Khresheh & Barclay, 2020).
It was designed to assess midwives’ knowledge, attitudes, and practices toward episiotomy.
The questionnaire was paper-based and anonymous, and special attention was given to the
clarity and simplicity of the language to ensure that all items were easily understood, allowing
participants to respond accurately and objectively.

The questionnaire was prepared in English and consisted of four main parts:

Part One: Socio-demographic characteristics of midwives: this section assessed the socio-
demographic characteristics of the midwives, including their age, midwifery experience, ed-
ucation level, marital status, area of residence, place of work, training on episiotomy, availa-
bility of unit protocol or policy, and the type of episiotomy recommended in their facility.

Part Two: Midwives’ knowledge toward episiotomy: this section assessed the midwives’
knowledge of episiotomy through a structured set of questions divided into two main do-
mains. The first domain, General Knowledge, included Three items focusing on the definition
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of episiotomy, the anatomical structures involved, and technical aspects such as the recom-
mended angle for a mediolateral episiotomy. The second domain, Specific Knowledge, eval-
uated midwives’ understanding of the indications and complications of episiotomy, with re-
sponses scored as follows: a correct answer of “Yes” was awarded one points, while a correct
answer of “No” was awarded zero point. This domain comprised four subdomains: maternal
indications (10 items), where six statements required a “Yes” response and four required a
“No” response; fetal indications (seven items), where six statements required a “Yes” re-
sponse and one required a “No” response; immediate complications (8 items), where six
statements required a “Yes” response and two required a “No” response; and long-term com-
plications (six items), where four statements required a “Yes” response and two required a
“No” response. This structured scoring method allowed for a detailed and accurate evaluation
of midwives’ theoretical and practical knowledge regarding episiotomy.

Regarding scoring system, 1 point given for correct answer and 0 point for incorrect answer,
the total sum score range between 0 to 34. The cutoff point set as follow based on equal
interval categorization as follows; Poor knowledge: 0 — 11, Moderate knowledge: 11 — 22
and High knowledge: 23 — 34.

Part Three: Midwives’ Attitudes toward episiotomy: this section assessed the midwives’
attitudes toward episiotomy through ten statements measured on a five-point Likert scale:
Strongly Disagree, Disagree, Neutral, Agree, and Strongly Agree. Among these ten state-
ments, three (3) were positively worded (code) and seven (7) were negatively worded (re-
code), with the latter reversed to ensure that higher scores reflected a more positive attitude
toward appropriate episiotomy practice. The statements explored various aspects of mid-
wives’ perspectives, including their views on restricted versus routine use of episiotomy
among primiparous and multiparous women, their readiness to minimize perineal trauma, the
influence of traditional practices and patient expectations, the role of episiotomy in busy la-
bor wards, and the perceived need for continuous training and clear unit protocols. This struc-
tured approach allowed for a comprehensive evaluation of midwives’ attitudes, providing
deeper insight into their beliefs and the factors influencing their professional practice.

Regarding the scoring system, the cutoff point set as follow based on equal interval categori-
zation as follows Negative: 1-2.33, Moderate: 2.34-3.67 and Positive: 3.68-5.

Part Four: Midwives’ practice toward episiotomy: this section assessed the midwives’ ac-
tual practices regarding episiotomy through a structured set of questions and statements. Mid-
wives’ experience in performing episiotomies was measured by asking how many procedures
they had performed under supervision, with responses categorized into specific ranges. The
section also examined the timing and indications considered appropriate for performing an
episiotomy during labor, as well as perineal care practices after the procedure.

In addition, this part included thirteen (13) statements, of which ten (10) were positively
worded (code) and three (3) were negatively worded (recode), and their coding was reversed
to ensure that higher scores reflected better practice levels. These statements were measured
using a five-point Likert scale: Strongly Disagree, Disagree, Neutral, Agree, and Strongly
Agree. They covered various aspects of clinical practice, such as the use of perineal massage
and warm compresses to reduce the need for episiotomy, obtaining verbal consent from the
mother, providing local anesthesia, administering analgesia and prophylactic antibiotics after
repair, offering adequate counseling on perineal and wound care, performing episiotomy in
cases of prolonged, obstructed, or augmented labor, or when maternal or fetal health is at
risk, employing manual perineal protection techniques, and allowing natural labor progres-
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sion to minimize unnecessary episiotomies. This structure allowed for a comprehensive as-
sessment of midwives’ adherence to evidence-based and patient-centered practices in man-
aging episiotomy.

Regarding the scoring system, the cutoff point set as follow based on equal interval categori-
zation as follows Poor: 1-2.33, Moderate: 2.34-3.67 and Good: 3.68-5.

3.6 Validity of the study questionnaire

To ensure the face and content validity of the instrument, the final version of the structured
questionnaire was reviewed by a gynecologist/obstetrician and two experienced midwives
working in antenatal care and the labor ward of a private hospital. Their feedback was inval-
uable, and the questionnaire was modified accordingly.

The questionnaire was translated into Arabic by a professional translator to guarantee linguis-
tic precision and cultural relevance. The translated document was evaluated by specialists in
midwifery and maternal health to ensure clarity, relevance, and conceptual equivalence with
the original English text. Minor modifications were implemented in accordance with expert
feedback, and the final Arabic version underwent pilot testing before data collection com-
menced.

3.7 Reliability of the study questionnaire:

Table 2 shows the internal consistency reliability for each domain of the instrument. The
Cronbach’s alpha values demonstrated acceptable reliability across all domains, indicating
good internal consistency. Specifically, the knowledge domain (o = 0.79), attitude domain (o
= (.81), and practice domain (a = 0.78) all exceeded the commonly accepted threshold of
0.70, confirming that the tool was reliable for measuring participants’ responses.

Table (3.2): Reliability coefficient

Domain N Cronbach Alpha
Knowledge 34 0.79
Attitude 11 0.81
Practice 16 0.78

3.8 Ethical considerations

Prior to conducting the study, ethical approval was obtained from the Ethical Committee at
Al-Quds University, in accordance with the principles outlined in the Helsinki Declaration.
Permission to conduct the study was also secured from the Palestinian Ministry of Health,
and approvals were requested from hospital managers, nurse directors, and head nurses at the
participating governmental hospitals.

Informed consent was obtained from each participating midwife, ensuring that participation
was entirely voluntary. Confidentiality and anonymity were strictly maintained throughout
the study, and participants’ identities were not disclosed. Completed questionnaires were
placed in sealed envelopes and deposited in a designated box labeled “Research Question-
naire” at the reception area, to safeguard participants’ information.
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All research procedures were conducted following established ethical standards to protect the
rights and safety of the participants.

3.9 Data collection

Before starting data collection, the researcher visited the hospital managers, nurse directors,
and head nurses in charge of maternity units at the five participating government hospitals to
explain the study objectives and request approval.

The researcher personally communicated with potential midwife participants and invited
them to take part in the study. A validated psychometric, self-administered, paper-based,
anonymous questionnaire designed to assess midwives’ knowledge, attitudes, and practices
toward episiotomy was distributed. The questionnaire was accompanied by an introductory
letter explaining the purpose of the study, instructions for completion, and assurances of con-
fidentiality. Participants were informed that participation was voluntary and that they could
withdraw from the study at any time without any consequences.

Informed consent was obtained from all participants. To maintain confidentiality, participants
were not required to provide their names or the names of their hospitals. Completed ques-
tionnaires were placed in sealed envelopes and deposited in a designated box labeled “Re-
search Questionnaire” at the reception area. The data collection process lasted approximately
two months, starting in August 2025. The estimated time required to complete the question-
naire was approximately 15 minutes, as reported in previous studies using similar instruments
(Maphanga & Naidoo, 2021; Khresheh & Barclay, 2020).

Data were collected by the researcher and other trained midwives nominated by the hospital
managers. These midwives were trained on the data collection process after the study’s pur-
pose was explained. All completed questionnaires were securely stored in a locked location
to ensure confidentiality and the safety of the collected data throughout the study.

The data were collected by the researcher and other trained midwives nominated by the hos-
pital managers. These midwives received training on the data collection process after the
study’s purpose was explained. Some questionnaires were distributed by midwives from the
same hospitals, which may have influenced participants’ responses due to perceived profes-
sional evaluation or peer pressure, potentially contributing to response bias.It is important to
note that collecting data over a fixed 2-month period does not capture changes in practice
over time or the effects of ongoing training or policy changes. All completed questionnaires
were securely stored in a locked location to ensure confidentiality and the safety of the col-
lected data throughout the study.
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3.10 Data analysis

The collected data were analyzed by the Statistical Package for Social Sciences (SPSS)
Version 27). Data analysis of descriptive and inferential statistics was conducted. Regarding
descriptive statistics, frequency, percentages, mean score, and Standard Deviation (SD)
were used to describe the study variables. Regarding inferential statistics, parametric tests
were used, such as the independent t-test to assess the differences between two categorical
variables and the one-way ANOVA test for three or more categorical variables, as well as
Pearson correlation to assess the relationships between study variables after assessing the
normality of the data using the Kolmogorov-Smirnov and Shapiro-Wilk tests (p > 0.05). As
seen in Table 3.3).

Table (3.3) Normality tests

Kolmogorov-Smirnov Shapiro-Wilk

Sta- df p- Sta- Df p-

tistic value tistic value
Knowledge 114 100 330 964 100 344
Attitude 077 100 158 991 100 154
Practice 104 100 101 953 100 A11

*Significant value p=<0.05

3.11 Summary:

This chapter presented the methodology used in this research, detailing the study design,
the target population, and the procedures followed to collect and analyze data using SPSS
version 27. These steps were implemented to ensure accuracy and reliability in achieving
the study objectives.
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Chapter Four

Results

4.1 Introduction:

This chapter presents the findings of the study, which aimed to assess the knowledge, atti-
tude, and practice of midwives toward episiotomy. The results are organized according to
the study objectives and are supported by descriptive and inferential statistics.

4.2 Sociodemographic characteristics of the midwives

The study included 100 midwives with a mean age of 32.4 years (SD = 5.92). Most partici-

pants were aged 26-35 years (64%) and had over five years of experience in midwifery
(62%). The majority held a bachelor’s degree (86%), while 10% had a diploma and 4% a
postgraduate qualification. Most respondents were married (81%) and resided in villages
(55%), followed by cities (32%) and camps (13%). Participants were distributed across five
hospitals, with the largest proportion working at Jenin Hospital (32%). Regarding profes-
sional preparation, 74% had received previous training on episiotomy, primarily during mid-
wifery college (39%), while 82% reported the presence of a protocol or policy guiding epi-
siotomy practice in their units. The most commonly recommended episiotomy type was the
right mediolateral technique (49%), followed by right lateral (28%) and left lateral (18%),
whereas none of the facilities practiced the midline approach. As seen in Table (4.1.A.B).

Table 4.1.A: Frequency and percent of sociodemographic characteristics of the mid-
wives’ (N=100)

Sociodemographic Characteristics of the Midwives No (%)

Age group (years) 21-25 10 10.0%
26-30 35 35.0%
31-35 29 29.0%
36-40 16 16.0%
>4( 10 10.0%
Mean: 32.40, SD: 5.92, Min: 23 Max: 45
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Table 4.1.B: Frequency and percent of sociodemographic characteristics of the mid-
wives’ (N=100)

Sociodemographic Characteristics of the Midwives No (%)
Experience in Midwifery <1 year 8 8.0%
1-5 years 30 30.0%
6-10 years 31 31.0%
>10 years 31 31.0%
Education Level Diploma 10 10.0%
Bachelor's 86 86.0%
Master or PhD 4 4.0%
Social Status Single 17 17.0%
Married 81 81.0%
Divorced OR Widowed 2 2%
Area of residence City 32 32.0%
Village 55 55.0%
Camp 13 13.0%
Hospital name Jenin Hospital 32 32.0%
Qalgilya Hospital 12 12.0%
Tulkarm Hospital 18 18.0%
Tubas Hospital 12 12.0%
Nablus Hospital 26 26.0%
Previous training on episiot- | Yes 74 74.0%
omy? No 26 26.0%
If yes, where did you get the | Midwifery college 39 39.0%
training? During internship 15 15.0%
Continued training in the labor ward 9 9.0%
Special courses 11 11.0%
Do you have a protocol/pol- | Yes 82 82.0%
icy at your unit on episiot- No 18 18.0%
omy practice for the mid-
wives?
What type of episiotomy is
recommended in your facil- | Right lateral episiotomy 28 28.0%
ity? Left lateral episiotomy 18 18.0%
Right mediolateral episiotomy 49 49.0%
Left mediolateral episiotomy 5 5.0%
Midline episiotomy 0 0%

4.3 Level of midwives' knowledge toward episiotomy
The overall knowledge toward the episiotomy among midwives (34 items)

The majority of midwives demonstrated a moderate level of knowledge regarding episiot-
omy (62%), while a smaller proportion exhibited a high level of knowledge (38%). Notably,
none of the participants fell within the poor knowledge category (0%), as illustrated in Figure
(4.11) (see Annex).

Average of correct and incorrect answer toward general knowledge items

The chart illustrates the average percentage of correct and incorrect answers regarding mid-
wives’ general knowledge of episiotomy. The results show that slightly more than half of the
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responses (54.7%) were correct, while 45.3% were incorrect, as illustrated in Figure (4.12)
(see Annex).

Average of correct and incorrect answer toward specific knowledge items

The chart illustrates the average percentage of correct and incorrect responses in specific
knowledge related to episiotomy among midwives. The findings show that 62.8% of answers
were correct, while 37.2% were incorrect, as illustrated in Figure (4.13) (see Annex).

Average of correct & incorrect answers in maternal indications

The chart illustrates the average percentage of correct and incorrect answers regarding ma-
ternal indications for performing an episiotomy among midwives. The results show that
65.4% of responses were correct, while 34.6% were incorrect, as illustrated in Figure (4.14)
(see Annex).

Average of correct & incorrect answers in fetal indications

The chart presents the average percentage of correct and incorrect responses regarding fetal
indications for performing an episiotomy among midwives. The findings show that 64% of
responses were correct, while 36% were incorrect, as illustrated in Figure (4.15) (see Annex).

Average of correct & incorrect answers in immediate complications

The chart illustrates the average percentage of correct and incorrect responses regarding the
immediate complications of episiotomy among midwives. The results show that 63.8% of
responses were correct, while 36.3% were incorrect, as illustrated in Figure (4.16) (see An-
nex).

Average of correct & incorrect answers in long-term complications

The chart shows the average percentage of correct and incorrect answers regarding long-
term complications of episiotomy among midwives. The findings reveal that 58% of re-
sponses were correct, while 42% were incorrect, as illustrated in Figure (4.17) (see Annex).

4.3.1 General knowledge about episiotomy among midwives

The findings revealed that more than half of the midwives correctly identified the definition
of episiotomy (58.0%), while 42.0% provided incorrect answers. Regarding the anatomical
structures involved, only 41.0% answered correctly, and 59.0% were incorrect. For the cor-
rect angle of a mediolateral episiotomy (40—60 degrees), 65.0% responded correctly,
whereas 35.0% were incorrect. Overall, the average percentage of correct answers across the
three items was (54.7%), and incorrect answers were (45.3%), as seen in Table (4.2).
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Table 4.2 General knowledge about episiotomy among midwives (n=100)

General knowledge about episiotomy N %

1. Definition of episiotomy (Surgical enlargement of | Incorrect 42 42.0%
the posterior aspect of the vaginal orifice by an inci- | Correct 58 58.0%
sion to the perineum during last part of 2nd stage of

labor)

2. Anatomical structures are cut during episiotomy | Incorrect 59 59.0%
(It involves the skin and subcutaneous tissue, Correct 41 41.0%

bulbocavernosus muscle and fascia, transverse peri-
neal muscle, and sometimes the levator ani muscle
and fascia depending on the size of the episiotomy)

3. Angle from midline for a properly constituted Incorrect 35 35.0%
mediolateral episiotomy (40-60) Correct 65 65.0%
Average answers (3 items) Incorrect 45.3%
Correct 54.7%

Bold is a correct answer
4.3.2 Specific knowledge about episiotomy among midwives
maternal indications for performing episiotomy

The results show that most midwives correctly identified maternal indications for perform-
ing an episiotomy, with an overall correct response rate of (65.4%) and incorrect responses
at (34.6%). The highest correct answers were related to perceived tight perineum (95.0%)
and prevention of 3rd and 4th degree perineal tears (94.0%). Moderate levels of correct re-
sponses were reported for poor maternal effort (72.0%), instrumental deliveries (71.0%), and
obstructed delivery (69.0%). However, knowledge was lower regarding specific medical
conditions (56.0%), prolonged second stage of labor (63.0%), history of previous episiotomy
(63.0%), and use of analgesia (64.0%). The lowest correct response was for primiparity
(7.0%), as seen in Table (4.3.A.B)

Table 4.3.A Knowledge toward maternal indications for performing episiotomy
among midwives (n=100)

Maternal indications for performing episiotomy N %

1. Primiparity Incorrect 93 93.0%
Correct 7 7.0%

2. Perceived tight perineum Incorrect 5 5.0%
Correct 95 95.0%

3. To prevent 3rd and 4th degree perineal tears Incorrect 6 6.0%
Correct 94 94.0%

4. Poor maternal effort Incorrect 28 28.0%
Correct 72 72.0%

5. Prolonged 2nd stage of labor Incorrect 37 37.0%
Correct 63 63.0%
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Table 4.3.B Knowledge toward maternal indications for performing episiotomy
among midwives (n=100)

Maternal indications for performing episiotomy N %
6. Obstructed delivery (during second stage) Incorrect 31 31.0%
Correct 69 69.0%
7. Instrumental deliveries Incorrect 29 29.0%
Correct 71 71.0%
8. History of Previous episiotomy Incorrect 37 37.0%
Correct 63 63.0%
9. The use of analgesia during labor Incorrect 36 36.0%
Correct 64 64.0%
10. specific medical conditions Incorrect 44 44.0%
Correct 56 56.0%

Average answers (10 items) Incorrect 34.6%

Correct 65.4%

Fetal indications for performing an episiotomy

The findings indicate that the overall correct response rate regarding fetal indications for
performing episiotomy was (64%), while incorrect responses accounted for (36%). The high-
est correct knowledge was observed for large baby (89.0%), abnormal fetal positions such
as occipitoposterior or face presentations (75.0%), and shoulder dystocia (73.0%). Moderate
correct responses were found for breech presentation (55.0%) and non-reassuring fetal heart
to expedite delivery (54.0%). However, knowledge was lower concerning very preterm baby
(59.0%) and multiple pregnancies (43.0%), as seen in Table (4.4)

Table 4.4 Knowledge toward fetal indications for performing an episiotomy among
midwives (n=100)

Fetal indications for performing an episiotomy n %

1. The large baby Incorrect 11 11.0%
Correct 89 89.0%
2. Very preterm baby Incorrect 41 41.0%
Correct 59 59.0%
3. The non-reassuring fetal heart to expedite de- Incorrect 46 46.0%
livery Correct 54 54.0%
4. The Breech presentation Incorrect 45 45.0%
Correct 55 55.0%
5. The Shoulder dystocia Incorrect 27 27.0%
Correct 73 73.0%
6. Abnormal fetal positions such as occipito-poste- | Incorrect 25 25.0%
rior or face presentations Correct 75 75.0%
7. Multiple pregnancies Incorrect 57 57.0%
Correct 43 43.0%

Average answers (7 items) Incorrect 36%

Correct 64%
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Immediate complications of episiotomy

The results reveal that the overall correct response rate regarding immediate complications
of episiotomy was (63.8%), while incorrect answers accounted for (36.3%). Most midwives
correctly identified vulva/vaginal hematoma (81.0%), excessive bleeding (78.0%), and
third- and fourth-degree perineal tears (79.0%) as immediate complications. Similarly, a high
proportion recognized extension of the episiotomy (80.0%) and infection with abscess for-
mation (75.0%) as possible outcomes. However, fewer respondents identified wound dehis-
cence (70.0%), and notably lower awareness was found regarding deep vaginal lacerations
(26.0%) and anal sphincter injury (21.0%), as seen in Table (4.5).

Table 4.5 Knowledge toward the immediate complications of episiotomy among mid-
wives (n=100)

The immediate complications of episiotomy N %
1. Excessive bleeding Incorrect 22 22.0%
Correct 78 78.0%
2. Vulva/vaginal hematoma Incorrect 19 19.0%
Correct 81 81.0%
3. 3rd and 4th degree perineal tears Incorrect 21 21.0%
Correct 79 79.0%
4. Infection with abscess formation Incorrect 25 25.0%
Correct 75 75.0%
5. Extension of the episiotomy Incorrect 20 20.0%
Correct 80 80.0%
6. Deep vaginal lacerations Incorrect 74 74.0%
Correct 26 26.0%
7. Wound dehiscence (opened & expanded) Incorrect 30 30.0%
Correct 70 70.0%
8. Anal sphincter injury Incorrect 79 79.0%
Correct 21 21.0%

Average answers (8 items) Incorrect 36.30%

Correct 63.80%

Long-term complications of episiotomies

The results show that the overall correct response rate regarding long-term complications of
episiotomy was (58%), while incorrect responses accounted for (42%). Most midwives cor-
rectly identified dyspareunia (79.0%), anal incontinence (77.0%), and urinary incontinence
(73.0%) as possible long-term complications. Moderate awareness was observed for pelvic
organ prolapse (63.0%). However, lower knowledge levels were found concerning recto-
vaginal fistula (32.0%) and vulvodynia (24.0%), as seen in Table (4.6).
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Table 4.6 Knowledge toward the long-term complications of episiotomies among mid-
wives (n=100)

Long-term complications of episiotomies N %
1. Dyspareunia Incorrect 21 21.0%
Correct 79 79.0%
2. Anal incontinence Incorrect 23 23.0%
Correct 77 77.0%
3. Urinary incontinence Incorrect 27 27.0%
Correct 73 73.0%
4. Pelvic organ prolapses Incorrect 37 37.0%
Correct 63 63.0%
5. Recto-vaginal fistula Incorrect 68 68.0%
Correct 32 32.0%
6. Vulvodynia Incorrect 76 76.0%
Correct 24 24.0%

Average answers (6 items) Incorrect 42%

Correct 58%

4.4 Midwives attitudes toward episiotomy

The findings show that most midwives demonstrated a neutral attitude toward episiotomy
(73.0%), while 25.0% showed a positive attitude and only 2.0% expressed a negative atti-
tude, as illustrated in Figure (4.18) (see Annex).

The findings show that all attitude items among midwives toward episiotomy were rated as
neutral, with total mean score (3.32, SD=0.551). The highest mean scores were for the state-
ments “There is no time to wait for the perineum to stretch; therefore, episiotomy should be
performed often” and “Episiotomies help accelerate deliveries in a busy and overcrowded
labor ward” (both M=3.52, SD=1.020). Other items with relatively high means included
“Women often expect an episiotomy, so it is difficult to restrict its use” (M=3.50, SD=1.059)
and “Midwives are not well prepared to minimize perineal tears or keep the perineum intact”
(M=3.45, SD=1.192). The lowest mean was observed for “Routine episiotomy is appropriate
for primiparous women” (M=2.67, SD=1.155). Overall, these findings reflect a predomi-
nantly neutral attitude toward episiotomy practice among midwives, as seen in Table
(4.7.A.B).

Table 4.7.A Midwives' attitudes toward episiotomy (n=100)

Item Mean SD Status
1. I believe that the restricted use of episiotomy is | 3.30 1.275 Neutral
better than routine use

2. I believe that routine episiotomy is appropri- 2.67 1.155 Neutral
ate for primiparous women

3. Routine episiotomy is appropriate for multipa- | 3.39 1.325 Neutral
rous women
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Table 4.7. B Midwives' attitudes toward episiotomy (n=100)

Item Mean SD Status
4. Midwives are not well prepared to minimize 345 1.192 Neutral
perineal tears or keep the perineum intact

5. There is no time to wait for the perineum to 3.52 1.020 Neutral

stretch; therefore, episiotomy should be per-
formed often.

6. I think it is hard to change traditional practice | 3.40 1.172 Neutral
7. Women often expect an episiotomy, so it is dif- | 3.50 1.059 Neutral
ficult to restrict its use.

8. Episiotomies help accelerate deliveries in a 3.52 1.020 Neutral

busy and overcrowded labor ward. So, it is often
a good solution.

9. Midwives are not well trained to perform epi- | 3.33 1.173 Neutral
siotomies

10. More in-service training is needed for the 3.23 1.081 Neutral
midwives to improve their performance in episi-

otomy

11. To have a protocol/policy on episiotomy prac- | 3.30 1.159 Neutral

tice for the midwives is an important issue that
should be considered
Total Mean Score (11 items) 3.32 S51 Neutral

Cut off points: Negative: 1-2.33, Neutral: 2.34-3.67 and Positive: 3.68-5

4.5 Midwives practice toward episiotomy

The results indicate that nearly half of the midwives (44.0%) performed episiotomy between
0-5 times under supervision, followed by 29.0% who performed it 610 times, and 27.0%
who performed it more than 10 times. Regarding the appropriate time for performing an
episiotomy, most midwives (40.0%) reported that it should be done when all conditions are
present—when the patient has the urge to push, 3—4 cm of the presenting part is visible
during contraction, the perineum is bulging, and delivery is expected within the next 3—4
contractions. Smaller proportions selected only one condition: perineum bulging (23.0%),
urge to push (16.0%), presenting part visible (11.0%), or delivery expected within 3—4 con-
tractions (10.0%).

In terms of episiotomy wound care, 44.0% reported daily shower and washing with mild
soap and water, 25.0% used stool softeners, 17.0% applied antiseptic solution after urination
or bowel evacuation, and 14.0% used sit baths. These findings suggest moderate practical
engagement with varying care approaches, as seen in Table (4.8.A.B).

Table 4.8.A Midwives' practice toward episiotomy (n=100)

Practice of episiotomy N %

How many times have you per- 0-5 times 44 44.0%
formed an episiotomy through 6-10 times 29 29.0%
your work under supervision? >10 times 27 27.0%
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Table 4.8.B Midwives' practice toward episiotomy (n=100)

Practice of episiotomy N %
When do you consider the appro- When the parturient patient has 16 16.0%
priate performance of an episiot- the urge to push
omy? When 3-4 cm of the presenting 11 11.0%
part is visible during contraction
When the perineum is bulging 23 23.0%
When delivery is expected within 10 10.0%
the next 3—4 contractions
When all the above are present 40 40.0%
What method do you use in caring | Use of antiseptic solution after uri- | 17 17.0%
for the Episiotomy (perineal nating or bowel evacuation
wound)? Sit baths 14 14.0%
Daily shower and washing with 44 44.0%
mild soap and water
Stool softeners 25 25.0%

The results show that most midwives demonstrated a moderate level of practice toward epi-
siotomy (81.0%), while 16.0% exhibited good practice and only 3.0% had poor practice.
This indicates that the majority possess a fair but improvable level of practical competency
in performing and managing episiotomy procedures, as illustrated in Figure (4.19) (see An-
nex).

The findings indicate that the overall mean score for midwives’ practice toward episiotomy
was (3.27, SD=0.363), reflecting a moderate level of practice. The highest mean scores were
recorded for providing analgesia routinely after episiotomy repair and upon discharge
(M=3.82, SD=0.968) and administering local anesthesia before cutting the perineum
(M=3.78, SD=0.927), both classified as good practices.

Moderate levels were noted for providing prophylactic antibiotics (M=3.65, SD=1.048) and
counseling mothers on wound and perineal care before discharge (M=3.65, SD=0.968).
Other moderately rated practices included obtaining verbal consent (M=3.43, SD=0.998),
using warm compresses (M=3.17, SD=1.101), allowing natural labor progression (M=3.15,
SD=0.957), and employing manual perineal protection (M=3.26, SD=1.097).

The lowest mean scores were observed for performing perineal massage (M=2.78,
SD=1.040) and using effective communication strategies to reduce episiotomy need
(M=2.66, SD=0.956). Overall, these results demonstrate that while midwives exhibit ac-
ceptable procedural practice, areas such as preventive and communication strategies require
further enhancement, as seen in Table (4.9).
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Table 4.9 Midwives' practice toward episiotomy (n=100)

Item Mean SD Status
1. I often do perineal massage for women to reduce | 2.78 1.040 Moderate
the need for episiotomy.
2.1 often use warm compresses during labor to min- | 3.17 1.101 Moderate
imize the need to perform an episiotomy
3.1 often take verbal consent for episiotomy from 3.43 998 Moderate
the mothers
4. We often give local anesthesia to the women be- | 3.78 927 Good
fore cutting the perineum
5. Analgesia is routinely given to mothers after epi- | 3.82 968 Good
siotomy repair and upon discharge
6. Prophylactic antibiotics are routinely adminis- 3.65 1.048 Moderate
tered to mothers after episiotomy repair
7. Mothers receive adequate counselling on wound 3.65 968 Moderate
and perineal care before discharge from the hospi-
tal
8. Is episiotomy part of your practice during pro- 3.13 1.143 Moderate
longed or obstructed labor?
9. Do you perform an episiotomy when maternal or | 2.93 1.075 Moderate
fetal health concerns require expedited delivery?
10. Do you perform episiotomy in cases where labor | 3.14 1.181 Moderate
is augmented with oxytocin?
11. Do you employ manual perineal protection tech- | 3.26 1.097 Moderate
niques during delivery to avoid episiotomy?
12. To reduce the need for episiotomies, I follow the | 2.66 .956 Moderate
strategy effective communication with laboring
women
13. 1 do allow natural labor progression to stretch 3.15 957 Moderate
the perineum and reduce the need for episiotomy?

Total Mean Score (13 items) 3.27 .363 Moderate

Cut off points: Poor: 1-2.33, Moderate: 2.34-3.67 and Good: 3.68-5

4.6 Differences between demographic variables in relation to midwives’ knowledge,
attitudes, and practices toward episiotomy

4.6.1 Differences between demographic variables in terms of knowledge sum scores

The analysis revealed statistically significant differences in knowledge scores among mid-
wives based on age group, previous training on episiotomy, and the type of episiotomy rec-
ommended in their facilities. Specifically, age showed a significant association with
knowledge (p = .049). A Tukey post hoc test indicated that midwives aged over 40 years
demonstrating the highest mean knowledge score (M =21.90, SD = 3.24), while those aged
21-25 years had the lowest (M = 18.80, SD = 3.58). Previous training on episiotomy was
also significantly related to knowledge (p = .013), as midwives who received prior training
(M = 20.14, SD = 3.40) scored higher than those without training (M = 18.08, SD = 4.00).
Additionally, significant differences were observed based on the type of episiotomy recom-
mended in the facility (p =.039), where participants working in settings recommending right
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mediolateral episiotomy achieved higher knowledge scores (M = 20.51, SD = 3.93) com-
pared with those following left mediolateral or lateral approaches.

Other demographic factors, including years of experience, education level, marital status,
area of residence, hospital name, and the presence of an institutional protocol, did not show
statistically significant differences in knowledge scores (p > .05). seen in Table (4.10.A.B).

Table 4.10.A Differences between demographic variables in terms of knowledge sum
score among midwives (n=100)

omy practice for the mid?

Demographic variables n Mean SD P-value
Age group 21-25 10 18.80 3.58 .049%
26-30 35 18.94 3.81
31-35 29 19.00 3.29
36-40 16 21.18 3.56
>40 10 21.90 3.24
Experience in Midwifery | <1 year 8 17.13 3.72 .138
1-5 years 30 19.33 3.18
6-10 years 31 19.65 3.95
>10 years 31 20.45 3.63
Education Level Diploma 10 20.30 3.68 .064
Bachelor's 86 19.71 3.55
Master or PhD 4 15.50 4.43
Social Status Single 17 18.41 3.06 332
Married 81 19.83 3.78
Divorced OR Widowed 2 20.50 2.12
Area of residence City 32 19.09 3.57 448
Village 55 19.65 3.75
Camp 13 20.62 3.55
Hospital name Jenin Hospital 32 18.72 3.35 .298
Qalqilya Hospital 12 21.08 3.00
Tulkarm Hospital 18 19.72 2.80
Tubas Hospital 12 20.67 421
Nablus Hospital 26 19.42 4.40
Previous training on episi- | Yes 74 20.14 3.40 .013*
otomy? No 26 | 1808 | 4.00
Do you have protocol/pol- | Yes 82 19.76 3.63 .866
icy at your unit on episiot- No 18 19.67 370
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Table 4.10.B Differences between demographic variables in terms of knowledge sum
score among midwives (n=100)

Demographic variables n Mean SD P-value
What type of episiotomy is | Right lateral episiotomy 28 19.36 3.28 .039*
lc‘?l?;)n;mended inyour fa- |y . lateral episiotomy 18 18.22 3.14
ility?
Right mediolateral episi-| 49 20.51 3.93
otomy
Left mediolateral episi- 5 17.00 2.00
otomy
*Sig at p<0.05

4.6.2 Differences between demographic variables in terms of attitude mean scores

The results showed statistically significant differences in attitude mean scores among mid-
wives based on their education level and the type of episiotomy recommended in their facil-
ities. Education level was significantly associated with attitude (p = .037). A Tukey post hoc
test indicated that midwives holding a Master’s or PhD degree demonstrated the highest
mean attitude score (M = 3.80, SD = 0.26), followed by those with a bachelor’s degree (M
=3.34, SD =0.55), while diploma holders had the lowest mean score (M = 3.00, SD = 0.48).
Similarly, the type of episiotomy practiced at the facility showed a significant effect on atti-
tude (p = .014). Midwives working in facilities that recommended left mediolateral episiot-
omy had the highest mean attitude score (M = 3.53, SD = 0.50), followed closely by those
performing right lateral episiotomy (M = 3.45, SD = 0.54). In contrast, the lowest attitude
score was observed among those following left lateral episiotomy (M = 2.96, SD = 0.40).

No significant differences were found in attitude scores concerning age group, years of ex-
perience, marital status, area of residence, hospital name, prior training on episiotomy, or the
presence of institutional protocols or policies (p > .05). As seen in Table (4.11A.B).

Table (4.11.A) Differences between demographic variables in terms of attitude mean
score among midwives (n=100)

Demographic variables n Mean SD P-value
Age group 21-25 10 3.27 .632 .827
26-30 35 3.27 .565
31-35 29 3.39 484
36-40 16 342 517
>4(0) 10 3.23 712
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Table (4.11.A) Differences between demographic variables in terms of attitude mean
score among midwives (n=100)

Demographic variables n Mean SD P- value
Experience in Midwifery <1 year 8 3.63 0.64 .086
1-5 years 30 3.25 0.54
6-10 years 31 3.19 0.47
>10 years 31 3.46 0.58
Education Level Diploma 10 3.00 0.48 .037*
Bachelor's 86 3.34 0.55
Master or PhD 4 3.80 0.26
Social Status Single 17 3.35 0.60 764
Married 81 3.33 0.55
Divorced OR Widowed 2 3.05 0.45
Area of residence City 32 3.34 0.69 733
Village 55 3.30 0.50
Camp 13 3.43 0.41

Table (4.11.B) Differences between demographic variables in terms of attitude mean
score among midwives (n=100)

omy practice for the mid-
wives?

Demographic variables n Mean | SD P-value
Hospital name Jenin Hospital 32 341 0.68 057
Qalgilya Hospital 12 3.52 0.36
Tulkarm Hospital 18 3.06 0.50
Tubas Hospital 12 3.12 0.38
Nablus Hospital 26 3.42 0.48
Previous training on episiot- | Yes 74 3.34 0.55 831
omy? No 26 331 | 057
Do you have a protocol/pol- | Yes 82 3.30 0.57 .184
icy at your unit on episiot- No 18 350 036
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Table (4.11.B) Differences between demographic variables in terms of attitude mean
score among midwives (n=100)

otomy

Demographic variables n Mean SD P-value
What type of episiotomy is | Right lateral episiot- 28 3.45 0.54 .014*
recommended in your facil- | omy
ity? Left lateral episiotomy 18 2.96 0.40

Right mediolateral epi- 49 3.37 0.57

siotomy

Left mediolateral episi- 5 3.53 0.50

*Sig at p<0.05

4.6.3 Differences between demographic variables in terms of practice mean scores

The analysis revealed a statistically significant difference in practice mean scores among
midwives based on their social status (p =.017). A Tukey post hoc test indicated that married
midwives demonstrated higher practice scores (M = 3.31, SD = 0.33) compared with single
(M =3.17, SD = 0.42) and divorced or widowed participants (M = 2.65, SD = 0.71).

No other demographic variables showed significant associations with practice scores (p >

.05). Specifically, age group, years of experience, education level, area of residence, hospital
affiliation, prior episiotomy training, presence of a protocol or policy in the unit, and the
type of episiotomy recommended in the facility did not significantly influence midwives’
practice scores, as seen in Table (4.12.A.B)

Table 4.12. A Differences between demographic variables in terms of practice mean
score among midwives (n=100)

Demographic variables n Mean SD P-value
Age group 21-25 10 3.20 378 709
26-30 35 3.29 343
31-35 29 3.27 412
36-40 16 3.19 362
>40 10 3.37 .288
Experience in Midwifery <1 year 8 3.11 0.62 .087
1-5 years 30 3.22 0.31
6-10 years 31 3.24 0.35
>10 years 31 3.40 0.32
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Table 4.12. A Differences between demographic variables in terms of practice mean
score among midwives (n=100)

Demographic variables n Mean SD P-value
Education Level Diploma 10 3.42 0.30 257
Bachelor's 86 3.27 0.36
Master or PhD 4 3.08 0.52
Social Status Single 17 3.17 0.42 017*
Married 81 3.31 0.33
Divorced OR Wid- 2 2.65 0.71
owed
Area of residence City 32 3.23 0.44 411
Village 55 3.32 0.30
Camp 13 3.20 0.42

Table 4.12. B Differences between demographic variables in terms of practice mean
score among midwives (n=100)

Hospital name Jenin Hospital 32 331 0.51 723
Qalgilya Hospital 12 3.21 0.15
Tulkarm Hospital 18 3.34 0.30
Tubas Hospital 12 3.19 0.27
Nablus Hospital 26 3.24 0.30
Previous training on episiot- | Yes 74 3.27 0.36 .902
9
omy: No 26 3.28 0.39
Do you have a protocol/pol- | Yes 82 3.27 0.37 .906
icy at your unit on episiot- No 18 36 036
omy practice for the mid- ' '
wives?
What type of episiotomy is | Right lateral episiot- 28 3.20 0.42 178
recommended in your facil- | omy
ity? Left lateral episiotomy 13 3.34 0.33
Right mediolateral ep- 49 3.32 0.31
isiotomy
Left mediolateral epi- 5 3.02 0.53
siotomy
*Sig at p<0.05
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4.7 Relationship between knowledge, attitude and practice toward episiotomy

The correlation analysis demonstrated no statistically significant relationships among
knowledge, attitude, and practice scores of midwives, as all p-values were greater than the
0.05. As seen in Table (4.13).

Table 4.13 Relationships between study variables (n=100)

Knowledge Attitude Practice
Knowledge R )
Attitude R - 126 }
P-value 210
Practice R 026 012 -
P-value .800 .905

4.8 Summary

Several limitations related to the results of this study should be acknowledged. First, the
predominance of neutral attitudes (73%) limited differentiation between positive and nega-
tive perspectives toward episiotomy. Second, no significant correlations were observed
among knowledge, attitude, and practice scores, restricting interpretation of the interrela-
tionships between these domains. Knowledge levels showed limited variability, with no par-
ticipants classified as having poor knowledge, which may reflect the relative difficulty of
the questionnaire items or bias from self-reporting. Practice outcomes were also based solely
on self-reported measures rather than direct observation, which could introduce social desir-
ability and recall biases.

Additionally, although some associations were statistically significant—for example,
knowledge by age (p = .049), prior training (p = .013), and type of episiotomy (p = .039);
attitude by education level (p = .037) and episiotomy type (p = .014); and practice by social
status (p = .017)—these findings demonstrated borderline p-values without reported effect
sizes, limiting assessment of their clinical relevance. Finally, the sample was restricted to
midwives in governmental hospitals, which may limit the broader applicability of the results
to other healthcare settings.
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Chapter Five

Discussion

5.1 introduction

This chapter presents a detailed discussion of the findings related to midwives’ knowledge
of episiotomy, interpreting the results within the context of previous studies and international
evidence. It aims to explain the implications of the findings, highlight consistencies or dis-
crepancies with prior research, and explore potential factors influencing knowledge levels
among midwives.

5.2 Midwives knowledge toward episiotomy

In the current analysis, the majority of midwives showed a level of moderate knowledge
regarding episiotomy 62%, followed by 38% showing a high level of knowledge. None of
the participants fell under the poor knowledge category, demonstrating a relatively adequate
knowledge regarding episiotomy procedures within midwives in general. This data offers
insights at the competency level and should be compared with some global evidence. In
South Africa, Maphanga and Naidoo (2021) revealed that most health care professionals,
specifically midwives, had no access to episiotomy protocols and little knowledge of na-
tional guidelines; thereby signaling systemic knowledge dissemination gaps. In the same
way, Yang and Bai (2021) showed that obstetricians and midwives in China had only an
average level of knowledge (M =4.15, SD = 1.10) about complications and overuse of epi-
siotomy, indicating that moderate knowledge among maternity care services providers is
likely a common problem.

Conversely, Ibrahim et al. (2018) found that 83.5% of Nigerian women had good knowledge
regarding episiotomy—reflecting public, not professional knowledge—and also highlights
the diversity in knowledge around demographics and settings. The lack of poor knowledge
subjects in the current study is reassuring and may indicate effective midwifery education,
in-service training or greater emphasis at an institutional level on evidence-based obstetric
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practice. This aligns well with newer clinical guidelines, which might be better reflected in
local midwifery programs as compared to the previous studies, which may not adapt ade-
quately to the current clinical practice (Woldegeorgis et al., 2022).

Given the moderate rather than high knowledge levels, perhaps due to differences in access
to continuing education, experience working with revised clinical practice guidelines or in-
stitutional policy on episiotomy use. Furthermore, the moderate level of knowledge may
suggest that it is necessary for more structured professional development that enhances mid-
wives' ability to learn the knowledge of competence towards expertise. Enhancing lifelong
education, utilizing national protocols, and nurturing reflective critical analysis could assist
in making possible that knowledge results into regular evidence-based clinical decisions.

The average correct and incorrect rates across knowledge subdomains further demonstrate
that although midwives are showing more than half correct responses in each subdomain,
substantial knowledge gaps persist—specifically, with regards to general knowledge and
long-term complication subdomains. This result is consistent with recent literature that mid-
wives and obstetric providers often show moderate information about episiotomy use and
what it entails. Some evidence comes from cross-sectional research conducted in China
where midwives and obstetricians showed only average knowledge on episiotomy indica-
tions and complications, which demonstrates that more education is required (Yang & Bai,
2021). Additionally, a qualitative study of midwives’ experiences in perineal protection and
decision-making in 2024 reported a lack of access to updated protocols and variability in
midwifery practitioners’ knowledge of when episiotomy was actually indicated (Rodrigues
et al., 2024).

Compared to the overall population, the relatively high correct rate of the “maternal indica-
tions” subdomain may indicate increased familiarity with traditional indications (e.g., pro-
longed second stage, primiparity) whereas the rate of “general knowledge” and “long-term
complications” seem to be relatively lower, reflecting a lack of awareness regarding current
evidence (e.g., avoiding routine episiotomy, as advised by the World Health Organization)
and more distal sequelae (e.g., pelvic floor disorders or sexual dysfunction), which are less
often addressed in standard practice (Amorim et al., 2023). These findings indicate that alt-
hough standard baseline knowledge is acceptable in many components, systematic educa-
tional intervention—particularly in relation to evidence, midwifery practice outcomes, and
protocol application—is essential to facilitate practice of selective rather than routine episi-
otomy by midwives, which should lead to better maternal outcomes.

Due to the moderate baseline knowledge of most midwives, this presents a significant chal-
lenge to inform practice by modifying skills related to the latest evidence. Continuing Edu-
cation Programs Structured continuing education should be provided to improve awareness
of episiotomy indications, benefits, risks, and perineal protection strategies. It is equally im-
portant that clear institutional protocols and policies are created and disseminated, as lack of
such guidelines has been shown in previous research to interfere with evidence-based prac-
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tice (Maphanga & Naidoo, 2021). Routine audit and feedback activities can help ensure ac-
countability and stimulate midwives to assess local episiotomy rates, outcomes and compli-
cations.

5.3 Midwives attitudes toward episiotomy

The results of this study indicate that the majority of midwives exhibited a neutral attitude
toward episiotomy, with 73% reporting neutrality, 25% a positive attitude, and only 2% a
negative attitude. This neutrality should not be regarded as merely a descriptive midpoint;
rather, it reflects uncertainty and a lack of clear professional commitment to either routine
or selective episiotomy practice, which may hinder the consistent application of evidence-
based care and limit the proactive adoption of perineal protection strategies and selective
episiotomy.

Neutrality may also reflect several underlying factors, including limited confidence in ap-
plying evidence-based alternatives, insufficient or inconsistent training on restrictive episi-
otomy, lack of clear or consistently enforced institutional protocols, and reliance on physi-
cian preferences or unit culture. The observed neutrality and moderate practice are not coin-
cidental; the prevalence of neutral attitudes may partially explain the moderate level of prac-
tice observed in this study, highlighting how professional uncertainty can limit active en-
gagement in selective and evidence-based practices.

Internationally, a cross-sectional study among obstetricians and midwives in China found
that slightly over 42% considered the current episiotomy rate appropriate or even too low,
indicating a positive or accepting attitude toward the procedure (Yang & Bai, 2021). In Pal-
estine, while no direct survey on midwives’ attitudes was identified, structural and profes-
sional analyses suggest an environment where midwifery autonomy is constrained by med-
icalized childbirth culture and hierarchical professional structures. A qualitative study of Pal-
estinian nurse-midwives highlighted the restrictions imposed by a male-dominated obstetric
system and institutional pressures on their professional scope, decision-making authority,
and access to continuing education (Hasso & Saifi, 2024). Earlier qualitative research in
other populations indicated that midwives’ approaches to episiotomy were often influenced
by fear of severe perineal laceration, lack of confidence in alternatives, and persistent local
practice norms rather than critical appraisal of evidence (Crowe et al., 2018).

The predominance of neutral attitudes in this study may reflect an intermediate professional
status: midwives are aware that episiotomy is commonly practiced but are not fully con-
vinced of its routine utility, particularly given recent guidelines favoring selective use. This
ambivalence can act both as a constraint and an opportunity: on one hand, it may reinforce
unchanged practice patterns by treating episiotomy as standard rather than elective; on the
other hand, it indicates that many midwives are willing to engage in education and participate
in policy reforms to promote evidence-based, selective practice.

Practically and educationally, these findings suggest that strategies to change attitudes should
focus on the large neutral group rather than the small number of strongly opposed providers,
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by providing up-to-date evidence, opportunities for critical reflection, and enabling practi-
tioners to question their assumptions in practice. Policymakers and continuing education
supervisors could incorporate discussions of episiotomy rationale, benefits, risks, and alter-
native strategies, emphasizing the role of midwives as co-partners and decision-makers.

Overall, the neutral attitudes observed among midwives reflect uncertainty and limited pro-
fessional conviction and may partly explain the moderate level of practice observed. This
highlights an opportunity for targeted educational and policy initiatives to transform neutral-
ity into evidence-based beliefs and practices while fostering professional confidence and
autonomy among midwives.

5.4 Midwives practice toward episiotomy

A large majority of midwives had moderate practice towards episiotomy (81.0 %), a smaller
proportion had good practice (16.0 %) and only a few (3.0 %) demonstrated poor practice in
the current study. The pattern indicates that the majority of midwives apply episiotomy prac-
tices competently but there is a significant gap to be bridged between moderate to consist-
ently good practice. Similar issues are shown by comparable international studies; for in-
stance, among Chinese obstetricians and midwives, knowledge, attitude and experience to-

ward episiotomy were average, but many endorsed rates above recommended (Yang & Bai,
2021).

In the Jordanian study by Khresheh and Barclay (2020) most midwives exhibited routine (as
opposed to selective) practice of the procedure, which indicates the difficulty in adhering to
evidence-based practices. Most (approximately 80%) considered it to be appropriate to
maintain an episiotomy rate of 81%, suggesting an acceptance of high levels of intervention.
The primary objective for enacting episiotomy was to avoid third- and fourth-degree perineal
tears, and the main barriers in reducing its use were inadequate education in perineal tear
prevention, inadequate time to allow natural stretching, and difficulty changing routine prac-
tice in labor. These findings suggest that episiotomy remains a routine practice in Jordan,
because of entrenched behaviors and low levels of continuing professional development.

Moderate rather than good practice might continue to be developed, due to institutional hab-
its, limited professional development, lack of updated guidelines, and entrenched labor ward
culture. Furthermore, midwives’ practice is not fully autonomous, as decisions regarding
episiotomy are often guided by supervising obstetricians, who generally have greater author-
ity in clinical decision-making. This may partly explain why knowledge and attitudes do not
always translate into independent practice. Although the low rate of poor practice (3.0%) is
encouraging, the small proportion achieving good practice highlights the need for targeted
interventions. Structured in-service training, simulation workshops, clear institutional pro-
tocols, and regular audit-feedback systems must be among these. Strengthening evidence-
based decision-making, as opposed to routine procedural behavior, will help midwives pro-
gress from moderate to high practice levels, supporting more selective use of episiotomy and
improved maternal outcomes.
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5.5 Differences between variables in term of knowledge, attitude and practice toward
episiotomy

The present investigation found a number of significant differences in midwife KAP towards
episiotomy by demographic and career factors. Age was significantly related with
knowledge (p = .049), and that older midwives had higher scores in knowledge. This result
indicates that accumulated experience of clinical care, professional maturity and long-stand-
ing exposure to obstetric practices facilitates better understanding and familiarity with epi-
siotomy techniques. These findings are in line with earlier studies conducted with Khresheh
and Barclay (2020) in Jordan and Yang and Bai (2021) in China, show older and more senior
practitioners seem to have more knowledge and confidence around the indications and com-
plications related to episiotomy. Moreover, previous training on episiotomy was significantly
associated with knowledge (p =.013) as midwives of formal or in-service training performed
better than those who had no previous training (Chernysh et al., 2023). This finding rein-
forces the importance of continuing professional development and skill-based training,
which enhance evidence-based knowledge and clinical competence, as emphasized by Ali-
Masri et al. (2018) in Palestine. Additionally, the type of episiotomy recommended at the
facility affected knowledge (p = .039), with those working in institutions that support right
mediolateral episiotomy scoring much higher. That could indicate better standardization of
practices and adherence to modern clinical guidelines in such sites.

In terms of attitude, a significant association has been found with education level (p = .037)
and attitudes toward evidence-based episiotomy practice are most positive among midwives
with higher academic qualifications. This is supported by previous findings that indicate that
higher educational attainment supports more critical thinking and acceptance of an updated
clinical guideline (Akhtar et al., 2024). The kind of episiotomy performed in the facility also
affected attitudes (p = .014), as members of the institutions practicing left mediolateral or
right lateral episiotomy showed more favorable attitudes. This indicates that exposure to
practices that employ selective and standardized episiotomy strategies develops positive at-
titudes toward patient centered and conservative practices.

In terms of practice, there was significant social distinction (p = .017) in which, married
midwives had higher practice scores than single or widowed women. This may reflect in-
creased professional accountability, stability, and confidence as perceived by a more likely
practitioner to be able to work for longer and become mature, generally characteristic char-
acteristics of married practitioners. Similarly, for studies that examined professional perfor-
mance of midwives, personal-societal stability was associated with greater adherence to in-
stitutional processes and procedural accuracy (Zondag et al., 2022).

Overall, these findings emphasize that age, training, education level, and workplace proto-
cols play a pivotal role in shaping midwives’ KAP toward episiotomy. Continuous education,
standardized clinical guidelines, and supportive institutional policies are therefore essential
to strengthen knowledge, foster positive attitudes, and improve evidence-based practice
among midwives.
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5.6 Limitations

A number of limitations should be acknowledged in this study.

1. In a cross-sectional design, causal relationships between demographic factors and

knowledge, attitude, and practice of episiotomy cannot be established.
2. The use of a convenience sample may limit the generalizability of the findings.

3. The self-reported questionnaires that were used in this study can be prone to recall bias,

reporting bias, and social desirability bias, potentially affecting the accuracy of responses

4. The study setting was restricted to selected governmental hospitals, and findings may

not be generalizable to all midwives practicing in Palestine.

5.7 Strengths

The study includes many strengths. It is one of the few studies in Palestine examining
knowledge of, attitudes towards, and practices employed by midwives toward episiotomy,
offering valuable baseline information for future interventions. The inclusion of multiple
demographic and institutional variables resulted in a holistic understanding of the determi-
nants of clinical competence, as well as of attitude towards evidence-based care.

5.8 Conclusion

This study examined midwives’ KAP regarding episiotomy in the Central West Bank and
identified the demographic and institutional factors associated with these domains. Overall,
midwives demonstrated moderate levels of knowledge, attitude, and practice, indicating par-
tial alignment with current evidence-based recommendations, but also highlighting areas re-
quiring improvement.

Knowledge varied significantly by age, prior training on episiotomy, and the type of episiot-
omy recommended in their facilities. Older midwives and those who had received training
showed higher knowledge scores, emphasizing the value of experience and structured edu-
cational exposure. Attitude was significantly influenced by education level and the type of
episiotomy used in the workplace, with highly educated midwives reporting more positive
attitudes. Practice differences were limited, with only social status showing a significant
association—married midwives reported better adherence to recommended practices than
single or widowed/divorced counterparts. No significant correlations were found between
knowledge, attitude, and practice, suggesting that improvements in one domain do not auto-
matically translate to changes in the others.

These findings underscore that both personal characteristics (age, education, marital status)
and professional factors (training and facility protocols) shape midwives’ performance and
readiness to apply evidence-based practices. The moderate scores across all domains point
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to persistent dependence on routine or traditional approaches and limited integration of up-
dated recommendations regarding episiotomy. Strengthening midwifery practice in Palestine
requires sustained professional development, standardized training, consistent institutional
policies, and supportive leadership. These efforts are essential to improve midwives’ com-
petencies, ensure the adoption of evidence-based episiotomy practices, and enhance the
overall quality of maternal care.

5.9 Recommendations

1. Educate midwives on episiotomy indications, complications, and evidence-based alterna-
tives; therefore, midwives should have ongoing professional development programs.

2. Hospitals should create clear institutional protocols for promoting selective, rather than
routine, episiotomy.

3. The incorporation of simulation-based workshops and hands-on training into midwifery
curricula may improve clinical competence and self-efficacy.

4. Periodic audits and means for feedback should be established to check adherence to guide-
lines and identify areas for improvement.

5. Policymakers, educators, and healthcare institutions must work together to standardize
episiotomy practice, support midwives’ autonomy in decision-making, and deliver more ro-
bust, safe, and woman-centered obstetric care in Palestine.
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Annexes

Figures

Age group

10.00%_ __10.00%
16.00% "

35.00%

" Age group (years) 21-25 “ Age group (years) 26-30
“ Age group (years) 31-35 © Age group (years) 36-40
“ Age group (years) >40

Figure (4.1): Distribution of midwives’ age.

Experience in Midwifery
8.00%

31.00%

"<lyear " 1-S5years " 6-10years = >10 years

Figure (4.2): Distribution of midwives’ experience.

61



Education Levels
4.00% 10.00%

® Education Level Diploma
" Education Level Bachelor's
“ Education Level Master or PhD

Figure (4.3): Distribution of midwives’ education levels.

Social Status
2%

»

" Single “ Married “ Divorced OR Widowed

Figure (4.4): Distribution of midwives’ social status.
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Area of residence

13.00%

" Area of residence City “ Area of residence Village

“ Area of residence Camp

Figure (4.5): Distribution of midwives’ area of residence.

Hospitals name

12.00%

12.00%

18.00%
" Hospital name Jenin Hospital " Hospital name Qalqilya Hospital

“ Hospital name Tulkarm Hospital = Hospital name Tubas Hospital

" Hospital name Nablus Hospital

Figure (4.6): Distribution of midwives according hospitals name.
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Previous training on episiotomy?

" Yes “ No

Figure (4.7): Distribution of midwives who received previous training on episi-

otomy.

If yes, where did you got the training?
11.00%

9.00% ‘

15.00%

39.00%

" Midwifery college
" During internship
" Continued training in the labor ward

Special courses

Figure (4.8): Distribution of midwives according to training and training place.
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Do you have a protocol/policy at your unit on
episiotomy practice for the midwives?

" Yes “ No

Figure (4.9): Distribution of midwives regarding the availability of a proto-

col/policy on episiotomy practice in their unit.

What type of episiotomy is recommended in
your facility?
5.00% - 0%

28.00%

\ 4

18.00%

49.00%

" Right lateral episiotomy " Left lateral episiotomy
" Right mediolateral episiotomy " Left mediolateral episiotomy

" Midline episiotomy

Figure (4.10): Distribution of midwives according to the type of episiotomy

recommended in their facility.
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The Level of Knowledge Toward the
Episiotomy Among Midwives

62%

38%

0%

Poor Moderate High

Figure (4.11) Level of Knowledge toward the Episiotomy Among Midwives
(n=100) based on the following cut off points: Low: 0 — 11, Moderate: 11 — 22
and High: 23 - 34.

Average of Correct & Incorrect Answers in

General Knowledge

54.70%
45.30%

Incorrect Correct

Figure (4.12) Average of correct and incorrect answer toward the general

knowledge among midwives (n=100)
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Average of Correct & Incorrect Answers in Specific
Knowledge

62.80%

37.20%

Incorrect Correct

Figure (4.13) Average of correct and incorrect answer toward the specific

knowledge among midwives (n=100)

Average of Correct & Incorrect Answers in Maternal

Indications
65.40%
34.60%
Incorrect Correct

Figure (4.14) Average of correct and incorrect answer toward the maternal indication

among midwives (n=100)
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Average of Correct & Incorrect Answers in Fetal
Indications

64%

36%

Incorrect Correct

Figure (4.15) Average of correct and incorrect answer toward the fetal indication

among midwives (n=100)

Average of Correct & Incorrect Answers in Immediate

Complications
63.80%
36.30%
Incorrect Correct

Figure (4.16) Average of correct and incorrect answer toward the immediate

complication among midwives (n=100)
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Average of Correct & Incorrect Answers in Long-term
Complications

58%

42%

Incorrect Correct

Figure (4.17) Average of correct and incorrect answer toward the long-term

complication among midwives (n=100)

Midwives Attitudes Toward Episiotomy
73.00%

25.00%
2.00%
Negative Neutral Positive

Figure (4.18) Midwives attitude toward episiotomy (n=100). Cut off points:
Poor: 1-2.33, Moderate: 2.34-3.67 and Good: 3.68-5
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Midwives Practice Toward Episiotomy

81.00%

16.00%
3.00% -
—
Poor Moderate Good

Figure (4.19) Midwives Practice Toward Episiotomy (n=100). Cut off points:
Poor: 1-2.33, Moderate: 2.34-3.67 and Good: 3.68-5
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C. Instruments used in the study (Self-administration questionnaire)
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Part I: Demographic Data

Please put a tick mark (\) next to your choice on the following items:

2. Experience in Midwifery

Less than 1 Year [J 1-5 Years [l 6-10years [1  more 10 Years [J
3. Education Level

Diploma [ Bachelor's [ Master [ PhD O

4. Social Status

Single 0O Married O Divorced U Widowed 0O

5. Area of residence

City O Village 0O Camp O

6. place of work

Thabet Thabet Governmental Hospital [ Darwish Nazzal Governmental
Hospital O Khalil Suleiman Governmental Hospital [J Rafidia Surgical
Governmental Hospital 0 Tubas Turkish Governmental Hospital O

7. Have you received any formal training on episiotomy? Yes [] No O
8. If you answered yes to question 7, where did you get the training?

Midwifery college [ During internship [J
Continued training in the labor ward [ Special courses [

9. Do you have a protocol/policy at your unit on episiotomy practice for the mid-
wives? Yes [ No O

10. What type of episiotomy is recommended in your facility?
A. Right lateral episiotomy [

B. Left lateral episiotomy [

C. Right mediolateral episiotomy [

D. Left mediolateral episiotomy[]

E. Midline episiotomy [
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Part 2: Midwives' knowledge of episiotomy
In this part, please sign M on one of the choices:
1) General knowledge about episiotomy.

1. How do you define episiotomy?
A. Surgical enlargement of vaginal orifice during labor [

B. Surgical enlargement of the posterior aspect of the vaginal orifice by an incision
to the perineum during last part of 2nd stage of labor [

C. Enlargement of the posterior aspect of the vaginal orifice because of tearing during
delivery [

D. All of the above define an episiotomy L]

2. What anatomical structures are cut during episiotomy?
A. Skin and subcutaneous tissue [l

B. Bulbocavernosus muscle and fascia [l

C. Transverse perineal muscle [l

D. Levator ani muscle and fascia (may not always be involved — depends on the size
of episiotomy) [

E. All of the above O

3. What is the recommended angle from midline for a properly constituted me-
diolateral episiotomy?

A. 40-60 O
B.60 0O

C.<300

D. Angle does not matter [
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2)

Specific knowledge about episiotomy.

In this part, please sign ¥ on one of the choices

Maternal indications for performing episiotomy

Yes

Primiparity

Perceived tight perineum

To prevent 3rd and 4th degree perineal tears

Poor maternal effort

Prolonged 2nd stage of labor

Obstructed delivery (during second stage)

Instrumental deliveries

History of Previous episiotomy

The use of analgesia during labor

el e el I Fal Rl Pl Pl I o

specific medical conditions

Fetal indications for performing an episiotomy

Yes

The large baby

Very preterm baby

The non-reassuring fetal heart to expedite delivery

The Breech presentation

The Shoulder dystocia

SAIRAl Eal Rl Il o

Abnormal fetal positions such as occipito-posterior or face presenta-

tions

Multiple pregnancies

The immediate complications of episiotomy

Yes

Excessive bleeding

Vulva/vaginal hematoma

3rd and 4th degree perineal tears

Infection with abscess formation

Extension of the episiotomy

Deep vaginal lacerations

Wound dehiscence (opened & expanded)

Sl el FA Rl Fall Rl Il o

Anal sphincter injury

Long-term complications of episiotomies

Yes

No

Dyspareunia

Anal incontinence

Urinary incontinence

Pelvic organ prolapses

Recto-vaginal fistula

A Rl Bl Il e

Vulvodynia
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Part 3: Midwives' attitudes toward episiotomy

In this part, please sign ¥ on one of the choices

Statement of the midwives' atti-
tudes

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

L.

I believe that the restricted use of
episiotomy is better than routine
use

I believe that routine episiotomy
is appropriate for primiparous
women

Routine episiotomy is appropriate
for multiparous women

Midwives are not well prepared to
minimize perineal tears or keep
the perineum intact

There is no time to wait for the
perineum to stretch; therefore, ep-
isiotomy should be performed of-
ten.

I think it is hard to change tradi-
tional practice

Women often expect an episiot-
omy, so it is difficult to restrict its
use.

Episiotomies help accelerate de-
liveries in a busy and over-
crowded labor ward. So, it is of-
ten a good solution.

Midwives are not well trained to
perform episiotomies

10.

More in-service training is needed
for the midwives to improve their
performance in episiotomy

11.

To have a protocol/policy on epi-
siotomy practice for the midwives
is an important issue that should
be considered

Part 4: Midwives' practice of episiotomy

In this part, please sign ¥ on one of the choices

Question one: How many times have you performed an episiotomy through your
work?

1. 1did 0-5 episiotomies under supervision []
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2. 1did 5-10 episiotomies under supervision []

3. I.did >10 episiotomies under supervision []

Question Two: When do you consider the appropriate performance of an episi-
otomy?

1. When the parturient patient has the urge to push [J

2. When 3—4 cm of the presenting part is visible during contraction [l
3. When the perineum is bulging [J

4.When delivery is expected within the next 3—4 contractions [

5.When all the above are present [

Question Three: What method do you use in caring for the Episiotomy (perineal
wound)?

1. Use of antiseptic solution after urinating or bowel evacuation [l
2.Sit baths [
3.Daily shower and washing with mild soap and water L[]

4.Stool softeners [

Question Four practices:

In this part, please sign ¥ on one of the choices

Disagree

Practice toward episiotomy Strongly | Disagree | Neutral Agree | Strongly

1. | I often do perineal massage
for women to reduce the need
for episiotomy.

2. | I often use warm compresses
during labor to minimize the
need to perform an episiot-
omy

3. | often take verbal consent for
episiotomy from the mothers
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We often give local anesthesia
to the women before cutting
the perineum

Analgesia is routinely given to
mothers after episiotomy re-
pair and upon discharge

Prophylactic antibiotics are
routinely administered to
mothers after episiotomy re-
pair

Mothers receive adequate
counselling on wound and per-
ineal care before discharge
from the hospital

Is episiotomy part of your
practice during prolonged or
obstructed labor?

Do you perform an episiotomy
when maternal or fetal health
concerns require expedited
delivery?

10.

Do you perform episiotomy in
cases where labor is aug-
mented with oxytocin?

11.

Do you employ manual peri-
neal protection techniques
during delivery to avoid episi-
otomy?

12.

To reduce the need for episiot-
omies, | follow the strategy ef-
fective communication with la-
boring women

13.

| do allow natural labor
progression to stretch the
perineum and reduce the need
for episiotomy?
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