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ABSTRACT
[bookmark: _GoBack]Background: Perineal trauma following childbirth is reported to affect about 70% of women in low and medium-income countries birthing in health facilities. Although it is an unfavourable outcome of birthing with the potential to affect many aspects of a woman’s well-being in both the immediate and long-term; it is still a neglected phenomenon of women’s health, particularly in sub-Saharan Africa. 

Purpose: The purpose of this study was to gain an understanding on the impact of birth perineal traumas on women birthing at Ndola Teaching Hospital. Therefore, this study sought to answer the research question “what is the impact of perineal trauma on women birthing at Ndola Teaching Hospital?’

Methodology: This cross-sectional qualitative study utilised a descriptive phenomenology approach. Purposive sampling was utilised to select 15 women aged between 18 and 37 years. The participants had birthed at Ndola Teaching Hospital and sustained birth perineal traumas. The sample size was determined by data saturation. Data were collected between November, 2020 and April, 2021, through face-to-face interviews utilising an interview guide. All of the interviews took place in participants’ homes and lasted between 12 and 40 minutes. Data were analysed using content analysis. 

Findings:  Four major themes, namely; “Perineal pain”, “Fear of future reproductive health outcomes”, “Substandard perineal wound management”, and “Diversion from Reality” emerged from the participants’ descriptions of the impact of perineal trauma.  The major themes were supported by nine subthemes.

Implication for practice: Most women who sustain childbirth perineal trauma suffer in silence. Therefore, midwives need to be very observant during the postpartum period because the morbidity affects women physically, psychologically, emotionally and socially. Thus, it has the potential to negatively affect mother-infant bonding. 

Recommendations: The study recommends that good clinical supervision and mentorship of trainees during clinical learning should be strengthened.   Professional counselling of women and couples on perineal care, sex education and future reproductive activities should be included in the postnatal package for women who sustain perineal trauma during childbirth. 

Conclusion: Birth perineal trauma is a distressing phenomenon of childbirth. Skilful repair of perineal traumas with emphasis on pain management and diligent postnatal care comprising perineal examination and health education can reduce negative impacts on women. 

Key words: Perineal trauma, impact, birthing women, wound management, perineal pain 
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CHAPTER ONE: INTRODUCTION
1. 	INTRODUCTION
A maternal morbidity is a health condition which is caused by or complicates pregnancy and childbirth and has a negative impact on the woman’s wellbeing and her overall functioning (Chou et al., 2016). Perineal trauma is the most common maternal morbidity that is experienced by women during childbirth; yet most women are least prepared for it (Thapa et al., 2017). This lack of preparation leaves women feeling traumatised, especially if midwives do not understand the severity of the damage (Skinner et al., 2018). Maternal morbidities have short and long-term consequences on women and can significantly affect the quality of their lives (Aguiar et al., 2019). This chapter presents the background to the study in order to provide an overview of perineal trauma following childbirth. It further presents the gap which this study sought to address in the statement of the problem and indicates the value this study will add to the body of knowledge. The areas of focus for this study are outlined in the general and specific objectives. The chapter will be concluded by defining the key terms that were used in the study in order to provide clarity on the phenomenon under investigation. 
1.1 	BACKGROUND
Perineal trauma following childbirth is reported to affect about 70% of women in low and medium-income countries (LMICs) having vaginal births in health facilities (Aguiar et al., 2019). Despite its common occurrence during childbirth, perineal trauma is an unfavourable outcome of the labour process. It has the potential to affect a woman’s physical, psychological and social well-being in both the immediate and long-term (Gün et al., 2016). It can also disrupt breastfeeding, family life, sexual relations and how the mother experiences the process of motherhood (Newton, 2018). The prevalence of perineal trauma varies from place to place, and these differences are attributed to management techniques that are put in place during the antepartum and intrapartum period, among other factors (Hamed and Mohamed, 2016). 
[bookmark: _Hlk12082818]The perineum is the area between the vaginal orifice and the anus. It comprises muscular and fibrous tissues which are subjected to enormous pressure and stretching during childbirth; predisposing it to trauma (Rostaminia et al., 2016). Homer and Wilson (2018) define perineal trauma as damage to the perineum during the birthing process which can occur spontaneously or intentionally because of an episiotomy. Episiotomy is thus, defined as an intentional surgical incision on the perineum which is aimed at enlarging the vaginal orifice during childbirth for the benefit of the mother, baby or to facilitate usage of instruments to deliver the baby (Jansova et al., 2017). Current practice does not advocate for routine or liberal performance of an episiotomy unless otherwise indicated, due to its debilitating effects on the mother (World Health Organisation [WHO], 2018a). However, in the presence of clear indications for its performance, such as to enhance delivery of a hypoxic foetus, use of episiotomy should not be withheld because of its benefits for foetal outcome in selected cases (Nassar et al., 2019).
Spontaneous perineal trauma on the other hand commonly occurs with the delivery of the head and the shoulders (Jansova et al., 2017) because these parts present large diameters that distend the birth canal (Mottet et al., 2017). Perineal trauma has debilitating effects on the women who are affected by it and therefore, efforts should be aimed at identifying contributing factors and if possible, prevent them. However, since this morbidity occurs during the labour process, even experienced practitioners can attest to the fact that the outcome of labour cannot be exactly predicted antenatally because of multiple factors that play a role in the labour process (Rostaminia et al., 2016). According to Rostaminia et al., (2016) predictive efforts should be focused on the assessment of the postnatal events to guide the development of prenatal risk indicators to institute perineal trauma preventive measures. 
Multiple factors that include maternal, foetal and labour issues have been described to contribute to perineal trauma. Age is one of the contributing factors in the sense that young maternal age and advanced maternal age at first vaginal delivery are associated with immature reproductive organs and rigid reproductive organs respectively, making perineal tissues less resilient (Yagel et al., 2017). Other maternal factors  include maternal obesity, a short interval between births, and a previous episiotomy or severe perineal trauma (Mohamed et al., 2017). In addition, nulliparity and primiparous are also considered to be major contributors to perineal trauma (Tefera et al., 2019).  Foetal causes are also attributed to predispose to perineal trauma. Foetal macrosomia with babies weighing over 4,500 grams as a result of postmaturity or foetal hyperglycaemia in gestational diabetes can contribute to perineal trauma due to large diameters distending the perineum (Said and Manji, 2016). Other foetal contributing factors are malpresentations such as breech presentation (Tefera et al., 2019)  and malpositions such as occipito posterior position (Simic et al., 2017) because of manipulations involved during delivery and  large presenting diameters. 
The course of labour also can have an impact on the maternal perineum during childbirth. Prolonged labour contributes to perineal trauma due to the prolonged strain on the pelvic floor muscles and interventions such as augmentation of labour (Tefera et al.,  2019). Instrumental deliveries using forceps or vacuum extractors can also contribute to perineal trauma because of performance of episiotomy to facilitate the passage of instruments and trauma of the pelvic floor muscles induced directly by the instruments (Zhao et al., 2018). Moreover, precipitate labour does not allow the perineum to distend and flatten slowly during delivery, predisposing it to trauma (Pirhonen et al., 2017). Harmful practices such as the use of fundal pressure to facilitate delivery of the baby has the same effect on the pelvic floor muscles as precipitate labour (Edqvist et al., 2017). Several evidence-based practices such as choice of maternal birthing position, hands on the perineum, breathing and pushing techniques or warm compresses have been presented to minimise perineal tears (Mohamed et al., 2017). It is therefore, essential for birth attendants to understand when to apply these techniques for them to be beneficial to the individual birthing women. 
Avoidance of perineal trauma has benefits not only to the women in labour but also to the health care providers who work in staff and resource-limited countries such as Zambia. An intact perineum can reduce a midwife’s time associated with perineal repair, reduce costs for medical supplies, and minimise work related hazards such as needle pricks during suturing (Gun et al., 2016). Midwives are the majority of skilled health attendants who conduct deliveries in the health facilities in Ndola district in Zambia. The intrapartum guidelines that are recommended for practice in these facilities are adopted from the WHO (2018b). The researcher being a midwife has observed that variations in the management of birth perineal trauma in intrapartum and postpartum period exist amongst midwives; some of which are against the recommendations made by the WHO. The relief of pain in perineal management is a neglected area, as the use of analgesia and anaesthesia during labour and delivery is very limited (Diorgu and Steen, 2016). A study conducted in Ndola and Kitwe districts of Zambia reported that 43% of women who needed pain relief were not provided (Nyirenda et al., 2018). This could be because of widespread anecdotal grapevine beliefs among practitioners that local anaesthesia interferes with normal perineal repair and delays healing; hence, exposing women to very painful and traumatic childbirth experiences. Another study carried out in Ndola district  found that 70% of postnatal women reported health provider attitudes such as discrimination, abandonment, lack of confidentiality and undignified care, verbal and physical abuse during care provision (Nyirenda et al., 2018). Some of these poor provider attitudes may be displayed when managing a maternal morbidity such as perineal trauma because of pain and discomfort experienced by the women, making them non-compliant to the instructions of the provider. This assertion is supported by Bradley et al., (2019) who reported that dealing with pain was a trigger for manifestation of disrespectful care by some midwives. Women may become difficult to control, and this could cause healthcare providers to physically lash out. Health providers in Zambia must focus their efforts to ensuring that they make women feel safe, physically and mentally, if they have to achieve more health facility deliveries (Kwaleyela et al., 2019). 
Perineal trauma during the birthing process is a major problem affecting millions of women around the world each year, and still affects several birthing women in health institutions in Ndola district as illustrated by the statistics in Table 1. 
Table 1: Perineal traumas at Ndola Teaching Hospital, 2018 to 2020
	YEAR
	1ST QUARTER
	2ND QUARTER
	3RD QUARTER
	4TH QUARTER
	TOTAL

	2018
	583
	446
	694
	463
	2,186

	2019
	1153
	540
	546
	605
	2,844

	2020
	631
	597
	605
	484
	2,317

	CUMMULATIVE TOTAL
	7,347


Source: Health Management Information System, Statistical Office, Ndola Teaching Hospital.
The high numbers of perineal traumas at Ndola Teaching Hospital may be attributed to the fact that the health facility is a third-level tertiary referral hospital attending to complicated childbirths, some of which may predispose to perineal trauma. Notwithstanding the number of women who are affected and continue being affected by perineal trauma after birthing from the health facility, there is limited information on the impact the traumas have on the physical, psychological and emotional wellbeing of women birthing at Ndola Teaching Hospital.




1.2 	STATEMENT OF THE PROBLEM
Maintaining childbirth safety by preserving the integrity of the perineum should be the goal of the health practitioner conducting a delivery (Begley et al., 2019).  The records at Ndola Teaching Hospital show that 2,317 women experienced perineal trauma during childbirth in 2020, while 2,186 experienced perineal traumas in the 2018; showing a progressive increase in occurrence from 2018 to 2020. However, despite its common occurrence, it is an unfavourable outcome of labour and childbirth, which has the potential to affect a woman’s physical, physiological, psychological and social wellbeing, in both the immediate and long term (Gün et al., 2016). Subsequently, there is limited information on how this morbidity is impacting women birthing at Ndola Teaching Hospital. In the absence of this information, conducting this study was essential to enable comprehension of valuable insight into mothers’ reflections on what impact perineal trauma has on them.  
1.3	JUSTIFICATION
While several interventions in maternity care are targeted at preventing and managing maternal morbidities, the morbidity of perineal trauma is still a neglected phenomenon of women’s health in Africa (Diorgu and Steen 2016), and Ndola Teaching Hospital in Zambia is no exception. This is despite the fact that several women experience this morbidity during childbirth at the health facility as illustrated in Table 1. The findings have provided insights on what impact birth perineal trauma morbidity had on women birthing at Ndola Teaching Hospital. This study utilised an inquiry which is a source of evidence beyond existing understanding and as such provided more meaningful productive insights (Christensen et al., 2017). Utilising the findings of this study, maternity care providers, in particular midwives can be helped to put in place evidence-based interventions targeted at preventing and managing negative impacts of the morbidity. Consequently, the results will help healthcare practitioners plan, implement and evaluate care provided to women who sustain perineal trauma during childbirth. The information could also be used by health care administrators to formulate protocols and guidelines that can be implemented to address the impact of this morbidity. The findings in this study can help shape midwifery training and practice in the management of women who sustain perineal trauma during childbirth.

1.4	PURPOSE OF THE STUDY
The purpose of this study was to gain insights on what impact birth perineal traumas had on women birthing at Ndola Teaching Hospital.
1.5	RESEARCH OBJECTIVES 
1.5.1	GENERAL OBJECTIVE 	
The general objective of this study was to explore the impact of birth perineal traumas on women birthing at Ndola Teaching Hospital.
1.5.2	SPECIFIC OBJECTIVES
The specific objectives were to:
1. Elucidate the impact of birth perineal traumas on the women birthing at Ndola Teaching Hospital.
1. Appraise the postnatal care accessed by women who sustain perineal traumas during childbirth at Ndola Teaching Hospital
1. Extrapolate the coping strategies of women who sustain perineal traumas during childbirth at Ndola Teaching Hospital.
1.6	RESEARCH QUESTION
What is the impact of birth perineal traumas on women birthing at Ndola Teaching Hospital?
1.7. DEFINITION OF TERMS
1.7.1 CONCEPTUAL DEFINITION OF TERMS
Impact- the effect or influence that an event or situation has on someone or something (Longman Dictionary of Contemporary English, 2009)
Perineal trauma-Perineal trauma is any damage to the genitalia during childbirth that occurs spontaneously or intentionally by surgical incision (Frohlich, 2015).
Postnatal period-time beginning immediately after the birth of the baby and extends up to six weeks (42 days) after birth (WHO, 2010).
Postnatal care is defined as care given to the mother and her newborn baby immediately after the birth of the placenta and for the first 42 days of life (WHO, 2008).
1.7.2	OPERATIONAL DEFINITIONS OF TERMS
Impact - The perceived and experienced effect of perineal trauma on a postnatal mother. 
Perineal trauma – Any injury to the genital tract that is sustained by the mother during the course of a vaginal delivery.
Postnatal Period - Time beginning one day after the birth of the baby extending up to 6 months after childbirth.
Postnatal care – The professional care that is provided to the postnatal mother who has sustained a perineal trauma during and after its occurrence.














CHAPTER TWO: LITERATURE REVIEW
2.0	INTRODUCTION
This chapter presents the literature that was reviewed in relation to the topic being studied. The review reports the findings and recommendations from multiple accessed and reviewed articles and documents that were selected based on their relevance to the study objectives.  The findings were analysed, critiqued and comparisons were made among different research findings to get a comprehensive understanding on the available evidence on perineal trauma. The search engines that were used to search for literature were: GOOGLE Scholar and HINARI. Studies were sourced from the following electronic journals: PubMed, Medline, Research Gate, Biomedical Central Pregnancy and Childbirth, and Sage. Literature included in this review is from local, national, regional and global studies that utilised all three methodologies; qualitative, quantitative and mixed paradigms. This review is derived from research articles based on their relevance in addressing the research objectives of the study on specific issues on perineal trauma. 
2.1 OVERVIEW OF PERINEAL TRAUMA
During vaginal childbirth the perineum physiologically stretches and flattens to allow the passage of the baby without harm (Begley et al., 2019). However, perineal trauma can emanate spontaneously (tears) or intentionally through a surgical incision called episiotomy (Leon-Larios et al., 2017 and Mohamed et al., 2017). Spontaneous tears are classified according to the structures involved in the injury.  First and second degree tears refers to lacerations that involve  the superficial perineal skin, mucosal of the vaginal opening and extend to the perineal muscles and fascia (Jahani et al., 2019)). Third- and fourth-degree tears are a severe form of perineal trauma collectively known as obstetric anal sphincter injuries (OASIS) because they involve the anal sphincter and rectal mucosa (Bulchandani et al., 2015); ideally, they should be repaired in an operating theatre.
2.2 	IMPACT OF PERINEAL TRAUMA
One of the commonest consequences of perineal trauma is fear of childbirth, which is described as tocophobia. Childbirth fear emerged as one of the themes in a qualitative study, which was conducted in Liverpool by Slade et al., (2019) to systematically identify the key elements of fear of childbirth as reported by women themselves. The study was conducted among postnatal women and midwives separately. One of the subthemes that emerged from both groups was the fear of harm to self which results from physical damage and pain from the birth which included damage to the vagina, perineum, tearing or stitches (Slade et al., 2019). According to Slade et al., (2019), consensus in the two groups was that women fear that labour and birth might lead to a slow and painful healing process creating negative damage to the woman’s body.
Similarly, Eide et al., (2019) in Norway explored the maternal requests for a planned caesarean section in the absence of obstetric indications. According to the researchers, a previous traumatic birth experience characterised by the occurrence of a perineal trauma resulted into mothers preferring an elective caesarean section to avoid the repetition of the previous trauma. Notwithstanding the long physical recovery period from a caesarean section, it was still considered being better birth experience which facilitated good psychological wellbeing for the mother (Eide et al., 2019). On the contrary however, a study conducted in Malawi to explore childbirth fear and associated factors among pregnant and postpartum women found that even though almost 50% of the participants had moderate to high childbirth fear in the perinatal period; they preferred a vaginal birth instead of a caesarean section (Khwepeya et al., 2018). This could be attributed to cultural factors in African societies where a failure to have a vaginal birth maybe regarded as an inability to fulfil the roles of womanhood effectively. 
Findings from the Khwepeya et al., (2018) study showed that women who incurred perineal damage after delivery were at risk of childbirth fear, which is attributed to the pain which is experienced during and after suturing. To address these concerns, the researchers highlighted the need for healthcare professionals to provide attraumatic care by administering anaesthesia to minimise pain and provide instructions for perineal management. While the selection of the mode of delivery may be attributed to the fear of childbirth in the subsequent pregnancy, studies have shown that history of severe perineal trauma in the previous pregnancy increases the chance of recurrence (Jha and Parker, 2016). 
While most women undergoing a vaginal delivery experience some level of pain in the postpartum period, studies have shown that women with perineal trauma have prolonged pain (Åhlunda et al., 2019; Senol and Aslan 2018). Research findings show that most women had no prior knowledge on the intensity and duration of pain to expect and experienced it more after discharge (Åhlunda et al., 2019). It is for this reason that health care providers should provide adequate information on how the affected mothers can decrease perineal pain to make the new role of motherhood more bearable. The perineal pain comes from the incision itself, but it can be worsened when a complication such as wound dehiscence or when infection sets in. A prospective cross-sectional study by Senol and Aslan (2018) aimed at evaluating perineal pain in the postpartum sixth hour and third month periods found that women with intact perineum had a higher pain score in the postpartum second hour compared to those with an episiotomy or spontaneous tears who had a higher pain score in the postpartum sixth hour and 3rd month. The perineal pain experienced by women with perineal trauma restricted the women from physical activities and even interfered with their ability to care for their babies (Senol and Aslan 2018). 
Dudley et al., (2017) in a descriptive qualitative study done in the United Kingdom (UK) aimed at exploring women’s lived experiences of a dehisced perineal wound following childbirth, found that perineal pain was the primary physical impact that was raised by all women who had broken down perineal wound, which was described as being deep and intense. The wound dehiscence brings about anxieties about how to avoid infection or prevent it from becoming worse. A similar study to explore the incidence, aetiology, and women’s experiences of wound infection/breakdown associated with spontaneous second-degree tears was conducted by Wiseman et al., (2018). This case control study that was undertaken at a single centre in Brazil reported a low incidence of infection/wound breakdown in spontaneous second-degree perineal tears regardless of immediate clinical management. Moreover, women who presented with wound infection attributed the morbidity to the care they received during their labour and when their perineal trauma was being sutured (Wiseman et al., 2018). The women associated the wound infection to disrespectful care with sub-standard clinical practices such as poor suturing skills and lack of perineal hygiene advice. 
Bonet et al., (2017) in data base systematic reviews assessed whether routine use of antibiotics at the time of an episiotomy prevented infection for women with an uncomplicated vaginal birth, compared with either placebo, or no antibiotics. The reviewers searched for evidence from randomised controlled trials in the medical literature. The reviewers reported that general infection control measures, which include; hand hygiene, aseptic surgical techniques, disinfection of the surgical site, and sterilisation of instruments can help minimise the risk of episiotomy infection (Bonet et al., 2017). Women who receive such care may not require the routine use of antibiotics to prevent infection. The reviewers identified a single small trial that was conducted in a public hospital in Brazil from 73 women, which showed no clear difference between the groups with or without antibiotics in relation to women who experienced infection or breakdown of the episiotomy wound. However, this evidence does not show an absolute contraindication for preventative or prophylactic antibiotic use but should put into consideration its role in reducing wound infections after episiotomy; in situations associated with a higher risk of infection in healthcare settings where the baseline risk of childbirth-related infections is high (Bonet et al., 2017). 
Where antibiotics have to be prescribed, health care providers should ensure compliance to avoid inadequate use, which is associated with poorer outcomes while exposing women and their nursing babies to the risk of antibiotic-related side effects. Healthcare costs may be increased with antibiotic use, and widespread use of antibiotics can lead to the emergence of antibiotic resistance (WHO, 2018). While there is a tendency to manage pelvic floor morbidity with the same measures whether it was a spontaneous tear or an episiotomy, the effect of these two types of perineal trauma is not exactly the same. 
Zhao et al., (2018) investigated the effects of different delivery modes and related obstetric factors on the short-term strength of the pelvic floor muscle after delivery in Chinese primiparas. The findings from this study showed that the pelvic floor morbidity strength of primiparas having perineal laceration vaginal delivery is higher than that of primiparas having episiotomy. This evidence has been supported by other researchers who also reported that episiotomy may be associated with a decrease in pelvic floor musculature strength (Nassar et al., 2019) with more perineal pain, and future dyspareunia, when compared with spontaneous lacerations.  Based on established evidence-based medicine, the WHO recommends restrictive practice of episiotomy as opposed to routine or liberal use, but the decision on whether or not to perform an episiotomy is still a matter of debate among many practitioners (Nasser et al., 2019). Health providers were advised to avoid the performance of an episiotomy and  practice more patience and allow the natural forces of labour to gradually stretch the perineum (Edqvist et al., 2017). 
On the contrary, research findings in a study conducted in France to describe the evolution of episiotomy rates between 2007 and 2014 showed that the restrictive practice of episiotomy was associated with a greater risk of severe perineal tears (Goueslard et al., 2018). The recommendation from this study was that the restrictive practice of episiotomy must provide an episiotomy rate optimal for mothers’ health and ensure low rates of severe perineal tears, which are very harmful for women. A study by Brown et al.,(2019) investigated the timing of resumption of sex after a second birth and assessed associations with obstetric factors in a prospective cohort of 1507 nulliparous women recruited before 25 weeks’ gestation in Melbourne, Australia. In this study, several factors were identified to be associated with timing of resumption of sex. Comparisons between women who had a vaginal birth with minimal or no perineal trauma and women who had a vaginal birth and a sutured tear or episiotomy showed that the second group did not resume sex by 8 weeks postpartum (Brown et al., 2019). This implied that women who sustained perineal trauma in vaginal birth resumed sex later than women who had a vaginal birth with an intact perineum. The implication for midwifery practice is that women who sustain perineal trauma and their partners should be informed that it is not unusual for couples to resume sex more than 8 weeks after childbirth. This information may provide reassurance and reduce the pressure on the expectation that everything will be back to normal within 6 weeks of giving birth. Findings from this Brown et al., (2019) study showed that many couples do not resume sex upto at least the third month after childbirth. As part of postnatal care, WHO (2018) recommends that an inquiry must be made about resumption of sexual intercourse and dyspareunia as part of an assessment of overall well-being six weeks after birth.
A study was conducted by McDonald et al., (2017) whose objective was to assess the prevalence and factors associated with early resumption of sexual intercourse among postnatal mothers attending a postnatal clinic at a national referral hospital in Uganda. This cross-sectional study also reported that the mode of delivery might influence timing of resumption of sexual intercourse as women who had vaginal delivery with sutured perineum were far less likely to resume intercourse early compared to women who had an intact perineum or a caesarean section. The contrary findings in this study were that some women resumed sexual intercourse early because they were fulfilling cultural demands. Some cultural beliefs surrounding childbirth are that a woman is expected to resume sexual intercourse within the first week after delivery because this is believed to help in the healing of the wounds and to bring good health to the baby (Iliyasu et al., 2018). Against the postnatal recommendation to resume sexual intercourse after six weeks (WHO, 2018) this study reported that over one in every five mothers resumed sexual intercourse before the recommended six weeks postpartum (Iliyasu et al., 2018). The recommendation from the study by Iliyasu et al., (2018) was that; the midwife attending to women who sustain perineal trauma should use her/his cultural competence to advocate for women to avoid problems such as infection or wound dehiscence that can result from early resumption of sex before healing takes place.   
A cross-sectional study aimed at evaluating women’s sexual function in the postpartum period in Iran was carried out in 10 urban health centres in Ilam province in South Western. Rezaei et al., (2017) reported that sexual functioning did not differ by a mode of delivery or by whether an episiotomy had been performed. Even though the study showed that most participants (76.3%) had sexual dysfunction, the functioning of women who had undergone episiotomy was not different from that of women with intact perineum (Rezaei et al., 2017). In view of the high proportion of women who reported postpartum sexual dysfunction in this study, the researchers recommended that sexual counselling should be provided to pregnant and postpartum women regarding early resumption of sexual intercourse during the postpartum period. Healthcare providers focus more on other components of postpartum care but rarely get information on sexual issues from their clients. The researchers (Rezaei et al., 2017) recommended that; to equip medical students and nurses/midwives in training with relevant skills to attend to such problems, education for health professionals should address sexual health regarding cultural and religious influences on sexual expression.
Shoorab and Mirteimouri (2019) conducted a study to explore women’s experiences of emotional recovery from childbirth-related perineal trauma. The findings of the study showed that emotional recovery was like a journey which began immediately after childbirth and gradually ended during the postpartum period, although the length of this journey is different among women and has a wide spectrum. This spectrum has two extremes. In one extreme, there are  a couple of unpleasant experiences, including worries and bad mood with a feeling of being ill and weak, which continues towards the second extreme, in which the participants have a feeling of an improved mood while regaining the possession of life (Shoorab and Mirteimouri, 2019). However, the duration of recovery and each phase in women with severe trauma was far more than that of women with mild traumatic perineum, which is why the recovery process was clearer in them. When the participants realised that the symptoms of their illness were being gradually improved, they were satisfied with the experience of returning to the positive mood.

2.3	 POSTNATAL CARE FOR WOMEN WITH PERINEAL TRAUMA
The WHO (2018) has provided guidelines on the management of women in the postpartum period. Recommendations are that besides the hospital contact, women should have at least three postnatal contacts on day 3 (48–72 hours), between days 7–14 after birth, and six weeks after birth. Home visits are also advised in the first week after birth for care of the mother and new-born. During each postnatal contact, comprehensive history taking should be taken about general well-being of the mother and baby. The assessments of micturition, urinary incontinence, bowel function, healing of any perineal wound should be made as these may be compromised especially in a woman who has a perineal trauma (WHO, 2018). As part of prophylactic measures, the WHO recommends that antibiotics should be prescribed only among women who sustained a third- or fourth-degree perineal tear to prevent wound complications. It is important for the health provider managing women who have sustained perineal trauma during childbirth not only to focus on physical symptoms but also examine the psychosocial effects this morbidity presents with. 
Vasileva et al., (2019) looked at the postoperative management of postpartum perineal tears. They reported that perineal tear aﬀected the physical, physiological, psychological and social wellbeing of women both in the immediate postnatal period and in the long term. Vasileva et al., (2019) reported that perineal trauma has the potential to interfere with breastfeeding, family life, and sexual intercourse.  Measures therefore should be put in place to reduce the rate and severity of the trauma, to improve the short and long-term maternal morbidity associated with perineal injury and recovery. Affected women should have access to evidence-based interventions to manage the morbidity and new alternatives for better management should be sought because the prognosis depends on its management from occurrence into the postpartum period (Vasileva et al., 2019). Placing the woman in lithotomy position, good lighting and adequate use of anaesthesia are essential to ensure good assessment and suturing of the injury, hence promoting good recovery (Vasileva et al., 2019). Proper restoration of the anatomical structures in layers using resorbable sutures helps to reduce inflammation, bacterial invention, dyspareunia and vaginal discomfort during recovery (Keighley et al., 2016).
 In addition, Neesha (2017) documents an article entitled “the practicing midwives” and discusses findings from different studies on the management of perineal trauma. Findings were that women often reported being anxious about suturing of the perineum following childbirth more especially if the suturing is delayed. In view of the current state of the women, midwives were admonished to communicate with kindness and compassion to women during suturing and the postnatal period to avoid causing unnecessary distress (Neesha, 2017). Furthermore, the provision of analgesia following perineal trauma can enable the women to effectively mobilise and care for their new baby. The postnatal care provided should take into consideration physical symptoms of perineal pain and discomfort experienced by women and the psychosocial impact they may also have. The article further highlighted that often women feel embarrassed to discuss perineal care and wound healing. Neesha (2017) recommends that midwives can ease these fears by discussing these important issues which enables women to understand that; they are not alone in their concerns and that it is acceptable to speak about any issues they may have. Preparation of the women should start in the antenatal period by offering them information on the risks of perineal trauma and how to care for their perineum following birth and reinforce this information in the postnatal period. Midwives can work collaboratively with women and other members of the team to formulate a plan of care that is supportive of the woman’s needs and wishes. Working together and supporting women can decrease anxiety and increase physical and mental wellbeing for the woman and her family (Meaney et al., 2016).
To investigate postnatal care services, Wiseman et al., (2018) conducted a mixed exploratory study to explore the incidence, aetiology, and women’s experiences of wound infection/breakdown associated with spontaneous second-degree tears in an urban tertiary National Health Service hospital in 2014‐2015, in London. The findings of the study were that women had concerns that their perineal healing was not assessed at each clinical contact; which suggests that postnatal care planning is lacking adherence to evidence‐based guidelines by the WHO. Furthermore, not all women in the study were offered adequate information about their perineal trauma or how to manage their recovery (Wiseman et al., 2018). The lack of perineal assessment and inadequate information can delay identification of infection and its onset was most likely to be associated with compromised wound status. The delays in diagnosis and repair of perineal trauma can predispose the women to infection because of not seeking timely help, perceived poor postnatal surveillance of the injury by midwives and physicians, and clinicians’ reliance on external signs when diagnosing wound infection (Zimmo et al., 2017). Therefore, it is recommended that clinicians should ask women about perineal healing at every postnatal encounter. Women, who report feeling unwell, develop pyrexia after birth, report offensive vaginal discharge or worsening pain should be assessed urgently and referred for medical consultation if appropriate. A variety of evaluation tools for perineal healing have been developed to inform clinical practice.  
Meaney et al., (2016) conducted a study in Ireland, which recruited a sample of 14 women, aged 26–38 years, who had experienced a maternal morbidity; eight women with a single morbidity and six women with two or more morbidities.  The study aimed to explore women’s experiences of maternal morbidity. The findings suggested that the experience of a maternal morbidity has a lasting impact on a woman irrespective of the severity of the morbidity (Meaney et al., 2016). Women especially emphasised the difficulties of managing with morbidities while at home during the postnatal periods. These difficulties likely stemmed from their dissatisfaction in the inadequacy on amount of information provided to them on how to manage their conditions upon discharge. Meaney et al., (2016) reported that this perceived lack of preparation left the women feeling frustrated and inferior both as a woman and as a mother. This was motivated by the inherent belief that they should be able to cope similar to other mothers. Women had to reduce or discontinue daily activities resulting in a heavy dependence on family members. This dependence countered the women’s expectations of motherhood as they had not expected the morbidity to have such a lasting effect. Upon hospital discharge, the health providers have a responsibility to monitor the progress that the women with severe perineal trauma are making by conducting home visits as advised in the postnatal care package by the WHO (2018).
Reed et al., (2017) conducted a large mixed methods study on 748 women who completed an online survey and answered the question; ‘describe the birth trauma experience, and what you found traumatising?’ The participants’ descriptions of childbirth trauma were centred on the actions and interactions of care providers. Women described how care providers prioritised their own agendas; disregarded embodied knowledge; used lies and threats to gain compliance; and violated them (Reed et al., 2017). They described how care providers prioritised their own agendas over the needs of the women. This approach to practice is contrary to global standards regarding woman-centred maternity services.
The expertise and competence of the health provider in the management of perineal trauma play a role in determining the overall outcome of this morbidity. In a study conducted in Kenya by Pinder et al., (2017) to assess the potential barriers to accurate identification by Kenyan nurse-midwives of complex perineal lacerations in postpartum women, findings revealed that most midwives had not received training in identification of these injuries. This was compounded with challenges such as heavy workloads, lack of supplies, and poor lighting at night, which further compromised perineal evaluation (Pinder et al., 2017). The lack of training entailed that the midwives serving in first-level health facilities had to refer women with severe birth trauma to higher level facilities for clinicians to repair (Pinder et al., 2017). In this study, the anatomical knowledge of midwives to demonstrate the structures involved in severe birth trauma was limited and this was believed to be worse among non-midwives who sometimes have to attend to women at delivery (Pinder et al., 2017). This implies that there may be incorrect identification of severe perineal trauma as minor lacerations, thereby missing the opportunity for proper repair immediately following delivery. In many LMICs deliveries are conducted by a nurse-midwife who has a critical role of identifying sphincter injuries. These findings are supported by findings from a study that was conducted in Zambia at Lumwezi district hospital. The study concluded that avoiding management of perineal trauma (episiotomies) was related to the training and experience of staff (Linden et al., 2014). At Lumwezi hospital it is not only midwives who attend to births; unqualified staff and nurses, some with limited maternity training and/or experience attend to birthing women, especially at night (Linden et al., 2014). 
A study was conducted at Ndola Teaching Hospital in Zambia to determine mothers’ satisfaction with the immediate postnatal care (Zulu and Chanda, 2018). The results showed that majority of the mothers were less satisfied with the information they received during hospitalisation. Women, moreso those with morbidity such as perineal trauma need evidence-based information tailored to the needs of the individual mothers as opposed to giving general information that does not address specific women’s problems. Researchers reported that women who are satisfied with the postnatal care provided have better outcomes and are likely to access subsequent postnatal care services (Zulu and Chanda, 2018).  Another study conducted at two general hospitals in Zambia reported that the conduct of a physical examination on postnatal mothers is slowly becoming extinct in these facilities (Muleya et al., 2017). This implies that morbidities such as perineal trauma are not assessed adequately. The lack of assessment may compromise the care and information given to the women, hence putting them at risk of developing complications. There is need therefore, for nurse administrators to provide supportive supervision to midwives who attend to postnatal women to improve the quality of postnatal care that takes into consideration women’s perspective of quality to ensure satisfaction. 
2.4 	COPING STRATEGIES
Gün et al., (2016) reported that perineal trauma is associated with multiple short-term effects such as; perineal lacerations, haemorrhage and increased blood loss, wound site oedema, wound site infection, anal sphincter and rectal mucosal damage, urethral injury, bladder injury, haematoma formation, pain and wound dehiscence. Long-term effects may include; chronic infections, anorectal dysfunction, urinary incontinence, pelvic organ prolapse, sexual dysfunction, and prolonged pain (Gün et al., 2016). Similarly, Vasileva, et al., (2019) in a prospective, single-centre, cohort study conducted on 20 women with vaginal births and perineal trauma reported that immediate postpartum period complications include pain, swelling, redness in the area of the surgical wound, dehiscence, hematoma, trauma of the urethra and the anal sphincter. Long-term complications mentioned were observed to persist in the study population even up to 18 months following childbirth (Vasileva, et al., 2019). These complications depend on the severity of the perineal trauma and the availability of subsequent treatment. In view of the multiple effects perineal trauma has on the mother, the WHO (2018) has made a recommendation that during each postnatal contact, women should be asked about their emotional wellbeing, social support, and their coping strategies for dealing with day-to-day matters in the presence of morbidity incurred. 
Meaney et al., (2016) conducted a study aimed at exploring women’s experiences of maternal morbidity, which included perineal trauma. This was a qualitative study, which utilised a semi-structured interview format to collect data. The researchers reported that maternal morbidities had a great impact on the quality of life of women, and the effects were present for a prolonged period. Adequate preparation is essential to enable the women to cope with the morbidity. Lack of preparation has the potential to cause frustrations and feelings of inadequacy in the woman’s new role of motherhood because women believed that they expected to cope like other mothers (Andreucci et al., 2015). Irrespective of the presence of a perineal trauma, women prioritised the safety of their baby during this period while overlooking their own health problem.   Prioritisation of newborn wellbeing resulted in delayed recovery. Women stated that it was not until their family had settled into a new routine that they began to reflect on any complications they experienced themselves (Meaney et al., 2016). 
Unfortunately, perineal trauma can present with very debilitating effects that may require complex coping strategies. This was observed from a study conducted by Keighley et al., (2016) to describe the emotional, social and psychological consequences of anal incontinence after OASIS, and the coping strategies which lead to recovery.  The study included 81 cohort case studies of 50 and 31 women who lived in the UK and Eire, respectively. From the study population the women cited repetitively washing the perineum to feel clean and this became an obsession for some of them (Keighley et al., 2016). Some Caucasian women even adapted the Asian practice of using a hose for washing the perineum as they found this effective in preventing skin excoriation and reducing the time spent on the toilet. To cope with the effects of the anal incontinence, women had to plan the day ahead, ensuring they had foresight on the availability of toilet facilities. While others expressed the desire to share the condition with others, some wished to hide their symptoms. Those who shared their plight found it helpful to talk to family and close friends who were perceived understanding and sympathetic (Neesha, 2017).
Apart from coping with the physical effects of perineal trauma, women have to make emotional adjustments to cope with the morbidity.  Shoorab and Mirteimouri (2019) conducted a qualitative study on postnatal women in Iran to explore women’s experiences of emotional recovery from childbirth-related perineal trauma. The findings of this study revealed negative feelings such as boredom, agony, anger, hate and guilt as the most common problems in the early postpartum period (Shoorab and Mirteimouri, 2019). The women who experienced severe degrees of perineal trauma expressed more negative emotions and they were reported to portray aggressive behaviours towards their relatives or friends. Negative emotions were more prominent when the physical symptoms were present and normalisation of their physical function was associated with emotional recovery helping the participants gain control of their life (Hern and Rodr, 2019). The support from family and the husbands was reported to help the women to overcome their unwanted and annoying emotions during the recovery process. Providing a supportive network helps use of coping strategies and psychological adaptation to the conditions.  The recovery from severe birth trauma was described to generate positive feeling or emotion and satisfaction. This satisfaction depended on environmental conditions, the individual’s genetics and, in particular, the power of coping with the events (Shoorab and  Mirteimouri, 2019). Despite the recommended postnatal care period of 6 weeks, researchers in the study suggested that the recovery time depended on the severity of the perineal trauma and could take longer than anticipated. The findings of this study suggest that when deciding whether or not to continue with postpartum care, health workers should assess from the clients perceptive whether a natural recovery process has been achieved or not (Shoorab and Mirteimouri, 2019). 
2.5 SUMMARY
While perineal trauma has been extensively researched in developed countries, it appears to be an under researched topic in developing countries, including Zambia. This literature review has highlighted the causes of perineal trauma, which can be attributed to maternal, foetal, and provider related factors. Though perineal traumas occur frequently among birthing mothers, its outcome is influenced by severity, client management techniques and availability of continuous patient support. Literature shows that the impact has a multifaceted contextual presentation across individuals, cultures and healthcare systems.  Conducting a descriptive phenomenological study has provided vital information with a focus on client and patient perspective that could be useful in the management of women with birth perineal trauma. 













CHAPTER THREE: METHODOLOGY
3.0	INTRODUCTION
This chapter outlines the methodology that guided the study.  Descriptive phenomenology was utilised to conduct this study at Ndola Teaching Hospital on women who sustained birth perineal trauma. The sampling procedures that were used to select the 15 participants are also described in detail in this chapter. Data collection, study setting, the population, and trustworthiness of the study have been described in order to provide an overview of how the study was conducted.   In conclusion, the chapter outlines the ethical considerations that were adhered to in order to ensure that the study did not violate the participants’ rights are also outlined.
3.1	RESEARCH DESIGN
The study utilised a cross sectional qualitative design with a descriptive phenomenological focus because the aim was to gain insight on and describe the impact of perineal trauma from explanations of women who gave birth at Ndola Teaching Hospital.  Qualitative design allowed comprehension of different manifestations of a phenomenon because it offers flexible and versatile means to understanding people’s experiences (Tuffour, 2017), whereas phenomenology allows participants to express diverse and subjective nature of phenomena (Christensen, et al., 2019); hence, providing an in-depth understanding on the phenomenon. Rich descriptions provided vital information on the impact that the morbidity had on the women’s day to day lives; physically, psychologically, socially, and other aspects as they saw fit. 
3.2	 STUDY SETTINGS
The study setting was Ndola Teaching Hospital, which is the second largest hospital in Zambia, located in Ndola town on the Copperbelt province. It is a third-level tertiary referral hospital for the northern part of the country, with a capacity of 851 beds and 97 baby cots, of which 162 beds are for maternity admissions. The private and public health facilities within Ndola district and other hospitals from other towns within the province that refer maternity complications to Ndola Teaching Hospital for management. Maternity health care services in the hospital are provided by skilled health practitioners such as obstetricians, doctors and midwives who work independently and in collaboration with each other to attend to individual needs of maternity clients or patients. There are three (3) wards at Ndola Teaching Hospital offer admission services for women with postpartum maternal morbidities like perineal trauma during intrapartum and postpartum periods. The three wards are; labour ward, postnatal ward and gynaecological ward. All the participants in this study were identified in any of these three wards by the researcher. 
3.3 STUDY POPULATION
The study population comprised women who had given birth at Ndola Teaching Hospital and sustained a perineal trauma during childbirth.
3.3.1 TARGET POPULATION
The target population comprised women who were at least 24 hours in the postpartum period. The choice for the 24 hours period was guided by the WHO (2013) postnatal guidelines on postnatal discharge of women with uncomplicated deliveries. 
3.4 SAMPLING
3.4.1 SAMPLING METHOD
Purposive sampling was utilised to select participants for the study. This sampling method was chosen because of its provision to select participants who were able to provide information which was relevant to the phenomenon under investigation with much clarity. Participants were identified through interactions in the wards and review of records from the three wards where women who sustain perineal trauma are nursed. The wards were labour ward, postnatal ward, and gynaecology clinic and/or ward.  
3.4.2 SAMPLE SIZE  
The sample size was determined through data saturation.  After interviewing 15 participants, no new data were emerging; hence the sample size for this study was 15 participants.
3.5 ELIGIBILITY CRITERIA
3.5.1 INCLUSION CRITERIA
The inclusion criteria were:
· Mothers who sustained perineal trauma while birthing at Ndola Teaching Hospital.
· Mothers after 24 hours postpartum period. 
· Mothers who had the time to narrate their stories. 
3.5.2 EXCLUSION CRITERIA 
Mothers who were excluded from the study included:
· Those who were ill  
· Those with negative neonatal outcomes such as still birth, perinatal or neonatal death.
3.6 DATA COLLECTION
Data were collected by the researcher from 4th November, 2020 to 17th April 2021. Each participant was asked to choose the place she considered to be safe, comfortable and providing privacy for the interview. All the participants chose their homes, and so that is where all the interviews took place; in each participant’s home.
3.6.1 DATA COLLECTION TOOL
Data were collected using an interview guide (Appendix IV) that comprised of six questions. The questions that were included in the interview guide were designed to address the study objectives. The interview guide questions enabled participants to give their narrations’ concerning the perineal trauma such as; how the trauma was sustained, the impact it had on them, the thoughts that surrounded their experience, how they dealt with the trauma, and a description of the care they received. The questions in the interview guide enabled participants to express themselves more openly. 
3.6.2 DATA COLLECTION TECHNIQUE
On each day of data collection, the researcher started by introducing herself to the participant.  Each interview started with pleasantries, such as how the participant was feeling and how they are adjusting to the role of motherhood. After the researcher noticed that the participant was at ease, the research took the participant through the information sheet and requested the client to sign the consent form before proceeding with the interview. Thereafter the socio-demographic characteristics were obtained to give an overview of the participants’ unique characteristics. The interviews began with the first question; “Please tell me about how you sustained a perineal trauma during your last childbirth?” “Prompts such as “Elaborate what you mean by that?” followed participants’ responses. When all the issues in the guide were covered, the participant was thanked for participating in the study. Since all the interviews took place in each participant’s home, only a soft drink was provided by the researcher. 
Each interview session was recorded using two audio recorders to facilitate data capture and retrieval. The second recorder acted as a backup in case the other one developed a fault during data collection and/or analysis. Before using the recorders, permission was sought from each participant for their use. Notes that included environmental, non-verbal cues and expressions that were impossible to record such as smiles, frowning, and other forms of body expressions were written in the process of each interview to allow for a total recollection of each session. Each participant was only interviewed once. The researcher conducted all the interviews without the assistance of research assistants. Since phenomenology interviews tend to be longer compared to other interviews (Quinney et al., 2016), the longest lasted about 40 minutes, and the shortest was 12 minutes. A psychosocial counsellor was engaged and informed that she would be contacted to offer her services if a participant becomes emotionally traumatised due to the recollection of a traumatic incidence. However, the researcher did not encounter an incident requiring the intervention of a counsellor. 
Each interview was transcribed verbatim immediately after data collection before interviewing the next participant. Interviews that were conducted in local language (Bemba) were translated into English whilst ensuring that retention of intent and meaning was maintained, and that the translation was accurate. This was done by randomly picking two translated interviews and giving them to someone to proof read while listening to the particular interviews without exposing the participants’ details. Access of supervisors and proof readers to the data was explained to the participants.
3.7 DATA MANAGEMENT AND STORAGE 
Transcribed audio recorded data were saved on a computer secured by a password. Participants’ names were not mentioned during the interviews, and if a participant mentioned a name in her narration, the name was omitted during transcribing, analysis and report writing. Individual interviews were coded and names were not used to identify the speakers. Paper transcripts and voice recorders with the interviews were kept locked in a secure cupboard and the key was kept by the research.  All gathered data were kept confidential. Passwords were created to avoid access to the storage devises by any other person other than the researcher.
3.8 TRUSTWORTHINESS
This study utilised the Four Dimensional Criteria (FDC)  for rigour  developed by Lincoln and Guba  (1985), which focuses on credibility, dependability, confirmability and transferability as important factors for maintaining research quality (Forero et al., 2018)
Credibility
Credibility was ensured through upholding reflexivity, which is an attribute that does not influence interpretation of data (Sundler et al., 2019). Data collection was the sole responsibility of the researcher, and each participant was accorded enough time to narrate their story. Member checking by returning to three randomly selected participants after transcribing the interviews was done to make sure that what was transcribed was the correct description of the participants’ narrations. Audio recordings and transcriptions were sent to the supervisors for verification and they have been properly stored for future reference.  
Transferability 
To ensure transferability, participants were selected using purposive sampling; a method that allowed the researcher to select participants who had experienced the phenomenon being studied, and thus, be in a position to suit the phenomenological approach.  The sampling method also allowed the researcher to have diversity in the characteristics of the participants that were selected so that they were as similar to those in the general population as possible. 
Dependability 
The strategy that was used to uphold dependability in this study was the audit trail (Lincoln and Guba, 1985); where information from the design, implementation and decisions taken were systematically documented to allow for verification.  Descriptors such as field notes and verbatim accounts and narratives of behaviours, activities and events have been utilised in the presentation of findings. In addition, the researcher availed drafts of the research report to supervisors for validation. 
Confirmability 
To ensure confirmability, the researcher maintained an audit trail in order to allow readers to follow through the progression of the study and decisions made. 
3.9 ETHICAL CONSIDERATIONS  
Ethics approval was granted by the University of Zambia Biomedical Research Ethical Committee (Appendix IX-Ref. No. 1196-2020).  Once ethics approval was granted permission to conduct the study was provided by the National Health Research Authority (Appendix X-Ref No: NHRA00009/15/10/2020). Thereafter, the researcher also got permission from the Senior Medical Superintendent of Ndola Teaching Hospital (Appendix VIII). The participants were made aware of the study and its purpose after getting permission from the ward in charges.  Women who agreed to participate in the study were given more detailed information through the use of a Participant Information Sheet (Appendix I). This information was provided to the client in details prior to data collection. Those who could read were given the participant information sheet to read on their own, while those who could not, the information was read to them. Enough time was granted to the participants to enable them ask questions and have all their concerns addressed. Before data were collected, participants were asked to sign an informed consent form (Appendix II). Participants were also reassured that they had the freedom to withdraw from the study at any time, and that such a decision would not affect any further care from the institution.  It was explained that participation to the study was voluntary. Anonymity and confidentiality of the participants was maintained by not disclosing names and identity during the data collection, analysis and reporting of the study findings. Participants were identified by numerical codes.  Privacy and confidentiality of the interview environment was managed carefully during interview session. Research documents were locked up securely to ensure that there is no access by anyone other than the researcher. After the completion of the study, collected data will be destroyed in accordance with the UNZA policies. Since this research design involves asking participants to divulge personal and private details about themselves, it can sometimes be distressful; thus, a counsellor will always be on standby. 





CHAPTER FOUR: DATA ANALYSIS AND PRESENTATION OF FINDINGS
4.0 INTRODUCTION
This phenomenological study was focused on understanding and describing the impact of childbirth perineal trauma on women birthing at Ndola Teaching Hospital. This chapter describes how data were obtained in this study through, interviews and field notes which were audio recorded and then transcribed verbatim. The in-depth interviews were preceded by obtaining the socio demographical characteristics of the participants in order identify the contextual differences. This study utilised content analysis to analyse the findings and step-by-step illustrations of how the themes emerged have been documented in this chapter. Four major themes namely: Perineal pain; Fear of future reproductive health outcomes; Substandard perineal wound management, and Diversion from reality, emerged from the data. The major themes were supported by nine subthemes. Various quotes from interviews are presented in this chapter to provide evidence of the participants’ own narrations on the themes presented.
4.1 DATA ANALYSIS  
[bookmark: _Hlk105699736]Although data analysis is presented as a stand-alone step, it was done alongside data collection. Content analysis proposed by Graneheim and Lundman (2004) was used for data analysis. This method of data analysis was utilised because descriptive phenomenology emphasises on the identification of core consistencies and meanings in the data collected. The focus of content analysis is the context and subject, which emphasises the differences and similarities in the participants’ descriptions of the phenomenon under investigation (Graneheim and Lundman, 2004). The first step comprised of the researcher transcribing verbatim each audio recording and reading through the field notes immediately after each interview, while the encounter was still vivid.   Each recording was listened to several times by the researcher to get an understanding of the context and content of the interview, and the transcriptions read through thoroughly, to ensure that everything was captured. Listening to each interview and reading through the transcription over and over at the initial stage brought out preliminary points and ideas that assisted in further analysis.  The second step involved dividing texts into meaning units, which were mainly verbatim quotes from interviews that comprised of sentences or paragraphs related to each other through content or context. The meaning units were utilised to address the aim and objectives of the study. Since some meaning units were lengthy, the third step comprised of condensing meaning units into subthemes that facilitated easy analysis.  Condensing of meaning units involved summarising or shortening of some content of the meaning unit while preserving the core meaning as illustrated in Table 2.
Table 2: Meaning Unit and condensed meaning illustration
	Meaning Unit
	Condensed meanings

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



The fourth and final step involved assigning codes to the condensed meanings. The assigned codes were compared to each other, based on differences and similarities, and then sorted into 
subthemes. Codes that were similar in content and context were grouped into subthemes from which four major themes emerged. In order to arrive at a major theme, the researcher critically analysed the theme that was running through the subthemes. For instance, in the three subthemes; wound complications leading to painful experiences, constipation due to fear of pain on defaecation, and lack of pain relief during suturing; perineal pain was the major theme running through all the three, an illustration is presented in Table 3. 











Table 3: Meaning unit, condensed meaning unit, subtheme and major theme
	Meaning unit
	Condensed meaning unit
	Sub theme
	Major theme

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





Perineal pain 

	‘When I went to postnatal ward, they checked me and found that my wound had reopened, the person who sutured me did not do it properly so I was taken back to labour ward for them to redo the suturing. Yea!! There was a lot going through my mind, I thought of the pain I went through and having to go through it again
	 Subjected to multiple painful suturing procedures due to improper suturing technique

	
	

	“I think the first problem that I encountered which gave me a lot of fear is that I had constipation. I think it’s a psychological problem which I had where if I sneeze, its paining so you hold it because you don’t want to feel the pain. When you want to go to the toilet to ease yourself you think of the pain, there are stitches there, the pain? So, you hold it. I think that’s what made it worse.” Participant 3, pg. 12

	Fear of experiencing pain led to avoidance of opening bowels
	Constipation due to fear of pain on defaecation
	

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

	“When they started stitching inside, I was just feeling little pain but the outside, it was really painful. So, after they finished, I was finding it difficult to walk, to bend, sitting on the toilet, the whole body was painful.  Yes, they just stitched me like that. There was nothing that was injected on the wound, so aaaah---I really felt it, it was painful
	Painful suturing process and persisted to affect mobility, sitting and bending due to lack of analgesia
	Lack of pain relief during suturing 
	

	“I just covered my face because of the pain because I could feel two pains at the same time. So immediately after I was from feeling the pain of giving birth, the tearing and the suturing again. It was too much 
	Enduring two types of unbearable pain one after the other 
	
	


4.2 SOCIO DEMOGRAPHIC CHARACTERISTICS OF PARTICIPANTS
Fifteen women aged between 18 and 37 years participated in the study.  Majority (12) of the participants were married, and all were Christians, although from various denominations. Nine respondents were primiparous while five were para two, and one was para five. Almost all (14), participants had spontaneous onset of labour and 12 had spontaneous vaginal deliveries, while three had vacuum extractions. Among healthcare providers, midwives were in the majority (10) attendants at birth, three participants were assisted by doctors, while two birthed on their own.  The birth weights of the babies ranged between 2.8 and 3.8 kgs. Episiotomy accounted for majority (11) of perineal traumas with four spontaneous tears. The time period for the earliest experience was nine months while the most recent experience was one day old. A summary of the participants’ socio-demographic characteristics is presented in Table 4.
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 TABLE 4: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF PARTICIPANTS

	CODE
	AGE
	MARITAL STATUS
	OCCUPATION
	RELIGIOUS
DENOMINATION
	PARA
	TYPE OF LABOUR
ONSET
	MODE OF DELIVERY
	BIRTH
ATTENDANT
	BIRTH
WGT
(KGS)
	TYPE OF PERINEAL TRAUMA
	POSTNATAL PERIOD

	1. 
	27
	MARRIED
	UNEMPLOYED
	PENTECOSTAL
	2
	SPONTANEOUS
	SVD
	MIDWIFE
	3.2
	EPISIOTOMY
	5 DAYS

	2. 
	26
	MARRIED
	TEACHER
	ROMAN CATHOLIC
	1
	SPONTANEOUS
	SVD
	MIDWIFE
	3
	EPISIOTOMY
	8 DAYS

	3. 
	32
	MARRIED
	TEACHER
	UNITED CHURCH OF ZAMBIA
	2
	SPONTANEOUS
	SVD
	DOCTOR
	4
	EPISIOTOMY
	9 DAYS

	4. 
	26
	MARRIED
	AUTO MECHANICAL
	SEVEN DAY ADVENTIST
	1
	SPONTANEOUS
	VACUUM
	DOCTOR
	3.2
	BROKEN
EPISIOTOMY
	1 MONTH 

2 DAYS

	5. 
	18
	SINGLE
	UNEMPLOYED
	PENTECOSTAL
	1
	SPONTANEOUS
	SVD
	MIDWIFE
	2.8
	EPISIOTOMY
	3 WEEKS

	6. 
	28
	MARRIED
	NURSE
	UNITED CHURCH OF ZAMBIA
	1
	INDUCED
	SVD
	MIDWIFE
	2.9
	BROKEN EPISIOTOMY
	2 MONTHS
 3 WEEKS

	7. 
	26
	MARRIED
	CLINICAL OFFICER
	PRESBYTERIAN
	1
	SPONTANEOUS
	SVD
	UNASSITED
	3.5
	BROKEN 2ND DEGREE TEAR
	2 WEEKS 
3 DAYS

	8. 
	21
	MARRIED
	HAIR DRESSER
	ROMAN CATHOLIC
	1
	SPONTANEOUS
	SVD
WITH FUNDAL PRESSURE
	MIDWIFE
	3
	BROKEN
EPISIOTOMY
	I MONTH 
2 DAYS

	9. 
	19
	ENGAGED
	UNEMPLOYED
	UNITED CHURCH OF ZAMBIA
	2
	SPONTANEOUS
	SVD
	MIDWIFE
	3.1
	EPISIOTOMY
	3 WEEKS

	10. 
	23
	MARRIED
	UNEMPLOYED
	ROMAN CATHOLIC
	1
	SPONTANEOUS
	SVD
	MIDWIFE
	2.9
	EPISIOTOMY
	9 MONTHS

	11. 
	22
	MARRIED
	SHOP KEEPER
	SEVEN DAY ADVENTIST
	2
	SPONTANEOUS
	SVD
	MIDWIFE
	3.8
	2ND DEGREE TEAR
	1 DAY

	12. 
	34
	MARRIED
	PRODUCTION OFFICER
	PENTECOSTAL
	1
	SPONTANEOUS
	VACUUM
	MIDWIFE
	3
	EPISIOTOMY
	3 WEEKS 
4 DAYS

	13. 
	37
	MARRIED
	FARMER
	PENTECOSTAL
	5
	SPONTANEOUS
	SVD
	UNASSISTED
	3.2
	2ND DEGREE TEAR
	9 DAYS

	14. 
	20
	SINGLE
	UNEMPLOYED
	PENTECOSTAL
	1
	SPONTANEOUS
	SVD
	MIDWIFE
	2.9
	EPISIOTOMY
	6 WEEKS

	15. 
	32
	MARRIED
	BUSINESS LADY
	PENTECOSTAL
	2
	SPONTANEOUS
	SVD
	MIDWIFE/
DOCTOR
	3.7
	3RD DEGREE TEAR
	3MONTHS



4.3 PRESENTATION OF FINDINGS
4.3.1 Subthemes and major themes 
	
                    Subthemes                                                                             Major themes
DIVERSION FROM REALITY

                                           
PERINEAL PAIN

· Fear of childbirth
· Fear of sexual dysfunction
FEAR OF FUTURE REPRODUCTIVE HEALTH OUTCOMES

· Lack of perineal examination
· Inadequate knowledge on perineal wound management


· Wound complication leading to painful experiences 
· Constipation fear of pain on defaecation
· Lack of pain relief during suturing
· Wound obsession
· Spiritual comfort

SUBSTANDARD PERINEAL WOUND MANAGEMENT




            Figure 1: Summary of subthemes and major themes
4.3.2 FIRST MAJOR THEME: PERINEAL PAIN
This theme described participants’ narratives of pain due to the presence of the perineal wound. Although one participant compared perineal pain to labour pain, she went further to state that perineal pain was more because she continued experiencing it way after she was done with labour. She said the following: 
“Both of them are painful. They can just be the same…but I think the wound is more painful because with the labour pains, once I delivered the pain stopped. The pain for the wound you continue going with it until the wound heals.” Participant 9, pg. 6
A participant who had a caesarean section during a previous delivery made a comparison between the pain of a caesarean wound and perineal wound. She too described perineal pain as being more. She stated: 
“I never knew an episiotomy was eh!! I just don’t know how to describe it… I think the pain I felt after my caesarean section was not as much as the pain I felt after an episiotomy.” Participant 3, pg. 10
The pain that was experienced was not only described as being physical; at times it was described as being psychological. One participant who experienced a third-degree tear, and interviewed three months after the experience narrated: 
“The pain, that pain never goes. The pain of labour goes but the pain of being stitched, you stay with the wound and the pain never goes. I still have it even now. At some point when I remember what I went through I even develop goose pimples. I really feel chilled! Yes, it comes now and again. It will just click in my mind. You just see a scissors and the needle you even feel weak in the knees.” Participant 15, pg. 107
Participants did not end at just describing the pain from the wound; they also described how the pain impacted their day to day lives, such as, sitting when breastfeeding, one primipara had this to say: 
“In the night she wakes up and starts crying, I have to get up to breast feed her but I can’t do that laying down. The struggle comes when I have to sit, it is a lot of work because it really pains.”  Participant 5, pg. 28
Avoidance of feeling pain when sitting thus, impacted the duration that some mothers breastfed their infants as narrated by this participant:	
“Even just breastfeeding the baby I had to sit at the edge of the chair to avoid pain. I would get tired…, I would remove her from the breast when she really wanted to be breastfeeding.” Participant 8, pg. 51
The subthemes that informed the major theme of perineal pain were: wound complications leading to painful experiences, constipation due to fear of pain on defaecation, and lack of pain relief during suturing.
Wound complications leading to painful experiences
Although pain was reported by almost all the participants at the time that the wound was occurring and during its management, those who experienced wound complications reported to have undergone more intense and prolonged perineal pain. Participants attributed the complications to reopening of wounds due to improper suturing, improper supervision of trainees learning how to repair perineal tears and use of wrong suturing material.  A 26-year-old participant, whose perineal tear re̵̵̵̵̵opened at home attributed her complication to improper suturing. She said:  
‘Mmmmm, it wasn’t all that good. I could feel like the way they are suturing me; it is not right, but just because I was in pain, I couldn’t do anything. The only thing that was going on in my mind is that let her suture me so that I should rest. She sutured me…, I heard her saying to herself ‘what have I done? Anyway, just like this. After three days, I discovered that it had reopened.” Participant 7, pg. 35
Similarly, an 18-year-old primipara lamented on how on arrival to the postnatal ward from labour ward after delivery, the receiving midwife checked her wound and found that it had reopened. She narrated that she was sent back to the labour ward for re-suturing, which was done two hours later. As if this ordeal was not enough, she stated that her wound reopened again at home after one week. Reflecting on the pain she narrated:  
‘When I went to postnatal ward, they checked me and found that my wound had reopened, the person who sutured me did not do it properly so I was taken back to labour ward for them to redo the suturing. Yea!! There was a lot going through my mind, I thought of the pain I went through and having to go through it again. After one week at home the wound opened again! Going to be sutured again! I am really worried because this will be the third time for them to repair my wound.” Participant 5, pg. 28
Some participants attributed improper suturing to be a result of trainees conducting repairs unsupervised.  One participant narrated how she agonised as the trainee who sutured her was told by the midwife upon finishing that the suturing was incorrectly done; hence, the stitches needed to be removed and suturing done afresh. She was discharged and two days later the wound reopened at home. She went to the local clinic where she was told that the wound was bad and was discharging pus; therefore, she had to be referred back to the hospital for re-suturing. 
“I was expecting the people who were knowledgeable, those who had more experience, the people who know what to do to work on me.   He was just told that this is not how it is supposed to be done and the person who was advising left the place. Two days later the wound reopened at home.  At the clinic they checked the wound and said it had reopened and it started discharging some pus. I run out of strength and just became speechless. I thought of the pain I had to go through again! It was just too much.” Participant 8, pg. 48
A participant who attributed the reopening of her perineal wound at home, one week after being discharged to use of wrong suturing material said: 
“They used cotton which wasn’t strong to suture me. That’s how the cotton got cut before the wound would heal. I just saw the cotton started dropping off. It kept on falling but the pain was still there. So, I started thinking how come the cotton is cutting but am still feeling pain? All the cotton fell off but I was still in pain. That’s what caused it to reopen.” Participant 9, pg. 56
Reopening of perineal wounds often led to infections and exposed women to more severe pain, prolonged worry on the possible outcome of the wound, and impact on future health. A primiparous narrated: 
“I cried actually, I felt bad, I really felt bad like….am damaged now, there’s pus coming out. I felt bad. The pain and the kind of suturing! The condition was very bad and then the other senior doctor said okey we need to admit you because the wound is very bad. From there, I have been psychologically disturbed because I always think about it like…am I going to get cured?” Participant 7, pg. 38
The second subtheme under perineal pain was constipation due to fear of pain on opening bowels.
Constipation due to fear of pain on defaecation
Constipation came out prominently from participants’ responses as one of the impacts of perineal trauma. A primiparous participant who was interviewed during the six weeks postnatal review stated that the perineal trauma impacted her ability to open bowels due to the pain.
“I was finding it hard to go to the toilet to relieve myself because it was paining. It was very painful. It was difficult.” Participant 14, pg. 100
The causes of constipation were said to be both physical and psychological. A 26-year-old participant said: 
“I think the first problem that I encountered which gave me a lot of fear is that I had constipation. I think it’s a psychological problem which I had where if I sneeze, its paining so you hold it because you don’t want to feel the pain. When you want to go to the toilet to ease yourself you think of the pain, there are stitches there, the pain? So, you hold it. I think that’s what made it worse.” Participant 3, pg. 12
While some participants complained about constipation causing more perineal pain, fear of perineal pain led some women to avoid opening bowels, leading to constipation. One participant stated: 
“I was failing to go to the toilet to pass stool. I am worried about the pain, yes, the pain is worrisome.”  Participant, 5, pg. 28
A participant who was interviewed a day after perineal repair was performed narrated that she had not been to the toilet to pass stool yet because she was afraid that sitting on the toilet might cause the stitches to break; leading to the pain associated with re-suturing. 
“Yes, it’s painful. I cannot even sit on the toilet pan. So am not even going to the toilet to pass stool. Since yesterday I have not been going to the toilet. The urge is there but mmmm…am afraid of going to the toilet. Eeeeh! Iam afraid that when I go and sit on the toilet the stitches can break then I go back for re-stitching!” Participant, 10, pg. 67
Perineal pain was reported to continue affecting women for some days when opening bowels. One participant said:  
“Umh, then afterwards, that’s when you start feeling the pain now especially the part where you have to use the toilet. It is something else. I don’t know if there is any medicine where you don’t have to feel anything when you go to the toilet. I don’t know.” Participant 3, pg. 5
The third subtheme was lack of pain relief during suturing.
Lack of pain relief during suturing
While intrapartum guidelines provide for the use of local anaesthesia when performing and repairing an episiotomy or perineal tear, most participants narrated that anaesthesia was not used.   Many participants narrated feeling a debilitating pain during the time when the episiotomy or perineal tear was being sutured because they were not given the required pain relief medication. One participant narrated:  
“When they started stitching inside, I was just feeling little pain but the outside, it was really painful. So, after they finished, I was finding it difficult to walk, to bend, sitting on the toilet, the whole body was painful. Yes, they just stitched me like that. There was nothing that was injected on the wound, so aaaah…I really felt it, it was painful!” Participant, 11 pg. 72
Similarly, another participant highlighted how she found repairing of the perineal tear pain unbearable. She said:
“I just covered my face because of the pain; I could feel two pains at the same time. So immediately after I was from feeling the pain of giving birth and the tearing, then suturing again... It was too much.” Participant 7, pg. 41
A para 5 participant narrated that she was irritable during suturing because of the pain and this agitated the midwife. Her graphic narration was as follows: 
“She told me that sleep properly I want to stitch you, you have a tear. I just slept like that just feeling the needle chui! Chui! Mmmmm. It was painful, I became fearful and irritable and when she stitches, I would suddenly move in pain. She told me don’t do that! I said my God please. I held on until she finished and she then said am done.” Participant 13, pg. 89
Suturing of episiotomies and perineal tears without use of local anaesthesia seemed to be common practice among the health personnel who conducted deliveries. Only three participants reported having had local anaesthesia used. One participant who had anaesthesia used during suturing narrated:
“The suturing part was okey… but for me there was an anaesthesia that was given and I didn’t feel that much pain.” Participant 3, pg. 11
While local anaesthesia was scarcely used when managing perineal wounds in the labour ward, all the four participants who were admitted in the gynaecology ward for secondary suturing after reopening of their initial wounds reported that local anaesthesia was used.  Making comparisons between the two suturing episodes, one participant said: 
“The first stitching was really painful but the second stitching was much better. When stitching this time, they injected on the part where they were repairing then they repaired… the pain was not that much. It was bearable.” Participant 9, pg. 62
Nevertheless, local anaesthesia did not seem to work on all participants who were re-sutured after reopening of the initial wounds. One participant who had secondary suturing of the perineum stated: 
[bookmark: _Hlk91740707]“They injected me, am not sure if that was Diclofenac or what. But the injection did not stop the pain as he was suturing. The doctor asked me if I take alcohol. I asked him why he asked me about taking alcohol. He said that those who are alcoholic are the ones who don’t get pain relief after being given the drug.” Participant 4, pg. 24 
4.3.3 SECOND MAJOR THEME: FEAR OF FUTURE REPRODUCTIVE HEALTH OUTCOMES
This major theme describes the fears and uncertainties that sustaining a perineal trauma triggered in the participants, particularly those who still wanted to have children. Most of the fears and uncertainties were centred around their future reproductive health issues, more especially that most of them were married and in the reproductive age group. The major theme was informed by two subthemes; fear of childbirth and fear of sexual dysfunction. One participant narrated that she was not expecting what she went through and that has made her consider delaying when to have her next child. She stated: 
“I wasn’t expecting any of that stuff to happen, it wasn’t just in my mind. I was as good as dead. Me having a baby? No!! It’s not anytime soon, until after some time”. Participant 8, pg. 43
Fear of childbirth
Some participants communicated thoughts of fear of future childbirth as a result of the effects of the perineal injury they had experienced. The fears were around the reopening of the wound scars during childbirth and having another perineal tear or an episiotomy. One primipara who suffered a broken and infected episiotomy said: 
“Umh... I even told myself that this is the last one because that thing when I think about it again, experiencing the same thing, I feel like this pain will be with me forever. The emotional pain, even the physical pain, am just scared of experiencing it, it can be severe the next time.” Participant 7 pg. 41
Experiencing perineal trauma and its effect induced a desire for one multiparous participant to consider having permanent contraception. She stated: 
“I really thought a lot, I said no this injury! All these children I have given birth to both at home and at the hospitals I didn’t experience such. My wish was just to have an operation where they tie my womb so that this one becomes the last baby because I passed through a very hard path.” Participant 13, pg. 94
While most participants were fearful of going through the childbirth process again, some participants expressed concerns about how the trauma will affect their ability to conceive or get married. One single mother of two said: 
“Umh…if I leave it open like that how I can have another child? I can’t conceive nicely. Even if you think about getting married, how can you get married when you have a vagina which is open? You can’t.” Participant 9, pg. 61

A para 2 participant who had sustained a third-degree tear and interviewed three months after the delivery explained that if she had to conceive again; she would opt to go for a caesarean section because she was fearful to go through a vagina delivery again. She gave a detailed narration of the ordeal of the perineal repair, and said:
“It was like I went into a state of confusion. It was like things will never be the same again. Towards the end when they reached the upper part, the medicine got finished and I could feel the stitches being done live. That has still remained in my head. The memories are still fresh!  Next time if God is willing, I will just sign the papers for an operation. I would prefer that because I would just be nursing the wound on the tummy.” Participant 15, pg. 107
The second subtheme that informed the major theme was fear of sexual dysfunction.
Fear of sexual dysfunction
This subtheme revealed participants’ thoughts of future intimacy, more especially that majority of them were married. The participants’ thought intimated that perineal injury had affected the state of their vaginas. One such participant stated:
“I was really torn; they turned my private parts inside out and the midwife described it to be looking like torn fish. The other midwife told me that she was not impressed with how they stitched me and I had to go back. I said no I won’t go back. I go through the same process I went through? For me it’s just like this. So, we just left it the way it was. It looks different” Participant 15, pg. 105
Several other participants expressed fears and uncertainties on their ability to sexually function normally and safely. The main concern was that the injury had altered the size and shape of the introitus. One participant expressed fear of not being able to satisfy her husband sexually. She said:   
“I was really afraid that how can it be like this each side on its own? Maybe you can be damaged that side. Maybe it can fail to heal. Sometimes what scares us is that just like this when you go back to your husband then he finds that the wound has re-opened which means even this side it has become big. Yes, the vagina can become big and it may bring problems at home. He can become upset and ask why it has become too big this side and then you start differing every now and then.” Participant 12, pg. 81
The fear and worry in the alteration of the shape and size of the vagina was more focused on it becoming loose, leading to an inability to sexually satisfy a spouse. One participant narrated: 
“According to my way of thinking about it, if they don’t repair you… it means that’s it for you, you are damaged!! There are situations whereby you want to have sex, then when you are having sex then he is just entering as if his entering into an unknown place! So, like that, men do not really tolerate such. “Participant 11, pg. 75
Another participant who was interviewed nine months after sustaining the perineal trauma narrated that the looseness of the vagina was producing vaginal flatulence; hence, it was causing her embarrassment during sexual intercourse. She said:
“When I stand up, I feel like am passing gasses but just there in the vagina. It makes noise just like passing flatus. It really puzzles me, am like mmmmh, is this normal? Even when we are having sex! I still hear the sounds of the gasses and I feel embarrassed.” Participant 10, pg. 69
In contrast, some participants were fearful that the repair of the perineal injury had made the vagina so tight that intimacy with their partners would be affected. A primiparous woman who was interviewed almost three months after delivery expressed fear of engaging in sexual intercourse as she assumed that her vagina had become very tight. She narrated: 
“It’s not the same… the vagina would have been the same if I never had an episiotomy. It’s different now. I don’t know if it’s tighter now. Yes, it is, am afraid! When I touch it now… it feels different. Even my husband has said the same and he is even giving me more time to heal. I don’t know how long it will take.” Participant 6, pg. 31
4.3.4 THIRD MAJOR THEME: SUBSTANDARD PERINEAL WOUND MANAGEMENT 
This major theme emerged from participants’ descriptions of inadequacies in the care and management of perineal traumas. When describing the type of care expected from healthcare providers, one primiparous participant who termed the vagina as a very sensitive organ stated:
“Good caring actually is very important, looking at my situation it was my first experience so they were supposed to give me attention. I really would love them to put more concern and should give that care.  Looking at the vagina, it’s a very sensitive organ so they should pay more attention and be caring so that nothing wrong happens to women.” Participant 7, pg. 40
Some participants who were admitted to the gynaecological ward for management of perineal trauma complications described facing challenges in accessing timely care.  One participant described that some of the challenges faced in the caring and management of birth perineal trauma had to do with delays in accessing care for reopened wounds.  
“My thought was that immediately I reach the hospital, it would take a short time for me to be seen because they had written on my referral letter that my case was an emergency. I was thinking they would see me if not the very day but at least the following day. But I had to stay there for some days with my baby. I wasn’t even on any medication whatsoever. I would see other patients being reviewed while no one was attending to me.” Participant 8, pg. 49
The theme was informed by subthemes; lack of perineal examination and inadequate knowledge on perineal wound management. 
Lack of perineal examination 
This subtheme expounded the lack of physical examination during postnatal reviews. Many participants narrated that physical examinations, especially around the perineal area was not done during postnatal visits. One participant said: 
“At 6 days I was still in hospital so I went downstairs to attend the postnatal clinic. They didn’t even check me… they just asked me if I was experiencing pain. At six weeks they didn’t check me as well. This one I went to the clinic… They just asked me if it was healed.” Participant 6, pg. 32
Midwives were reportedly depending on women’s reported state of their perineal wounds as opposed to performing physical checks. This was irrespective of the severity of the wound sustained. A participant who had sustained a third-degree tear reported: 
“I went to the clinic at six days where they just asked me… have you healed… Then I said …yes. I wasn’t checked. At six weeks we just went for the baby to get her injections that’s all. At the clinic no one was interested in checking. That’s what I can say because they just asked “have you healed?” Then I said am healed for me to even manage to sit like this.” Participant 15, pg. 105
Participants who had their perineal wound examined reported that they had to request for the examination. Despite making the requests, some participants reported that their requests were met with resistance, while others reported that the examinations were done without the healthcare provider touching them. One participant narrated that the midwife told her that she did not have gloves to use but because she felt that she needed to be examined by a professional, she insisted on being examined; hence, the midwife asked her to open the wound area by herself so that she could see.  She said:
“I requested that the midwife should examine my wound. She answered that she did not have gloves. That’s how I lied to her that the wound was very painful and I wanted her to check even though it was not painful, I just wanted her to check how it was. The midwife told me to open my legs and I opened up the wound by myself because she said she had no gloves. When I opened up the wound area that’s when she said aah!!This wound is very bad.” Participant 4, pg. 21
While some women had the courage to request for perineal examinations, others reportedly went back home with unresolved problems. One participant narrated: 
“They just checked my blood pressure and asked me if I had a normal delivery. I said yes, I had a normal delivery. I didn’t tell them I had an injury… I was expecting them to check on their own. When I came back home, I was feeling as if the whole suture had come out from my wound; my mum checked, truly she found the whole suture had come out and the wound was open again.” Participant 5, pg. 27 - 28
One participant explained that perineal examination was only conducted on her when she was being discharged from the hospital. She wondered if this was due to shortage of midwives.  She said:
“My wound was just checked on discharge. I don’t know whether it’s because they are too few nurses in the hospital or why?” Participant 3, pg. 17
However, there were still other participants who narrated not having their perineal area examined even during discharge from the hospital. One participant who was merely asked about the state of her perineal wound on discharge said: 
“When discharging me, I was just asked about how I was feeling and how the wound was. They never checked me.” Participant 4, pg. 25
In addition to not having perineal wounds examined during discharge and postnatal reviews, many participants explained that they lacked knowledge on how to care and manage perineal wounds. This formed the second subtheme under the theme ‘substandard perineal wound management’. 
Inadequate knowledge on perineal wound management
This subtheme described participants’ uncertainties on how to care for perineal wounds. The uncertainties emanated from not being provided with the information by midwives. The inadequate knowledge and at times lack of information on perineal wound management was expressed to have been more challenging for women who were encountering the morbidity for the first time. When one primiparous woman was asked to describe how she was cleaning her perineal wound three days after discharge from hospital; this is what her response was: 
“Umh.... Mmm I don’t have any knowledge about cleaning it… I don’t even know where to start from if I were to clean it.” Participant 2, Pg. 9
Inadequate knowledge on how to care and manage perineal wounds was not specific to primiparous women only; some women who had given birth before expressed similar concerns. A participant who was para 2, narrated: 
“I was expecting some information because I believe in the hospital there are mothers who are giving birth for the first time and there are those like us who have had caesarean sections and it’s the first time to have a vaginal delivery… I think the information on how to care for your wound is very important because it’s not everybody who has an opportunity of finding out or having people who are health workers.” Participant 3, pg. 17 
Some participants who were provided information on perineal wound care explained that the emphasis was on sitting in water. One participant narrated: 
“Nothing was explained to us, they just told us about sitting in water that’s all. To sit in water, cold water twice a day. Thereafter, I was home for just two days and the wound reopened. It opened… wide open!” Participant 8, pg. 46
The instruction of sitting in water was at times characterised by conflicting statements from one health provider to the other. This was described to bring about disillusionment in the care and management of perineal wounds. One participant said:
“I was only told to be sitting in plain water by the midwife. It was just sitting in water which is room temperature but there was a doctor who said… add a bit of salt. Actually, I was using plain water because adding salt when I think about the pain, so I just settled for cold plain water.” Participant 2, pg. 8
A participant who had a caesarean section in the previous delivery explained her challenges with sitting in cold water:  
“Since I had a caesarean section before, sitting in cold water is something that am suffering from. There is a problem that is coming because caesarean section reacts to cold water but episiotomy needs cold water, so there’s just that conflict. Am feeling some pains, such that sometimes I feel like there’s a separation between the upper abdomen and the lower abdomen, so then I have to take a lot of hot things again trying to warm my abdomen.” Participant 3, pg. 12
Inadequate knowledge on perineal wound care due to lack of information from healthcare providers led some participants to follow what they were advised by people at home. Nevertheless, some participants described their dependence in healthcare providers, and therefore, expressed their desire to have them being explicit in their explanations in order to ensure that women were very sure of what to do, especially when they were at home.  An orphaned primiparous young mother who was dependent on her old grandmother for advice said:  
“So, you really have to emphasise on how we should look after the wounds. What you need to use is this and that. When we come back home this person will tell you this, another one will tell you something else so you get confused.  So, you are the ones to give us all the information on what to use so that the wound heals fast and does not bring problems” Participant 8, pg. 53
Inadequate knowledge and at times lack of information from healthcare professionals on how to care and manage perineal wounds left some women unsure of the safety of physiological functions such as, opening bowels. A para 5 participant described:   
“They really didn’t tell me anything. I just heard from my neighbour the one I found in the hospital who also had a tear… so I would ask her how are things with you? Are you supposed to go to the toilet? Then she said for me… the day they stitched me I had diarrhea… so I was going to the toilet… but I was sitting in cold water and now am feeling better.” Participant 13, pg. 91
Sometimes the participants had doubts about how to care for the wounds and this participant stated that she resolved to be checking on GOOGLE on how to take care of a perineal wound. She said: 
“Yes…what about when I go to the toilet and urinate? Do I have to wait for that other time to sit in water or what am I supposed to do because I know urine is toxic? All these things going through my mind… so if I go to the toilet, urinate and come back… how often should I change my pads? Is it every time I go to the toilet? So, I just started making my own rules and checking on google.”  Participant 3, pg. 13
The fourth theme that emerged from the participants’ narratives was ‘Diversion from reality’.
4.3.5 FOURTH MAJOR THEME: DIVERSION FROM REALITY
This theme arose from the events, behaviours and adjustments that the women had to engage in as they experienced the impact of perineal trauma in their day to day lives. The diversions were described to be either done consciously or they occurred unconsciously. Most of those that took place during labour occurred unconsciously. One participant described how she came up with a timetable on when to perform certain activities so that she had time to attend to her perineal wound. She said: 
“I told myself I really need to be strong… I made a timetable for myself so that I make sure that when she (baby) is sleeping in the morning, I would wake up early enough to warm water for bathing and bath. I would sit in water sometimes for 30 minutes or just go an extra time. I would help out mum with cleaning, cooking and washing. I feel again if I just sleep the whole day, my body will feel pains. When I tried to make a programme… it really helped me… especially when I maintain the three periods of sitting in water… am feeling my body getting back to normal.” Participant 3, pg. 16 
The most motivating factor for most participants to cope with the morbidity was the presence of the baby. The presence of the baby was explained to give most of the participants something to look forward to and, hence, helped them to cope with the morbidity. One participant narrated: 
“I am encouraging myself… but even when I encourage myself the same thought is coming that what if I don’t get healed?  I look at my child and say… she’s just a baby and am still young. I really need to be there for her. So, it’s really helping when I look at her.” Participant 7, pg. 39
One issue that came out prominently, as a way of enduring the impact of perineal trauma was the fact that, most times the tear (spontaneous or intentionally) happened concurrently with expulsive uterine contractions.  This made the participants not to feel the tearing perineum on pushing out the baby. One participant who experienced a spontaneous tear said that she did not realise that she had a tear. She was told after the baby was born that she had a tear. She stated:  
“As for me after I delivered, they told me that I was torn. When I was delivering, I couldn’t even feel that I was tearing. They just informed me that you have a tear and we are going to stitch it because your baby was big.” Participant 11, pg. 71  
This theme emerged from two subthemes; wound obsession and spiritual comfort.  
Wound obsession
This subtheme described participants’ obsession with checking their traumatised perineal areas.  One participant who made a comparison with her previous delivery by caesarean section stated that the caesarean incision was less worrying because she was able to see it easily. The obsession with checking the episiotomy wound from time to time emanated from the fact that it was hard to see. She stated:
“At least with the caesarean wound I could see it...but with episiotomy I am not able to see clearly. I have no idea how it’s supposed to look like when it’s healing well... so every day I was just thinking perhaps I have pus you know... so every time you are just paranoid... you don’t know” Participant 3, pg. 15 
Mirrors were constantly used during bathing and in private rooms to view the wounds. For most women who developed perineal complications, identifications were made during the frequent mirror checks. One participant whose perineal wound reopened, narrated:
“Each time I would take a bath, I would bath with a mirror to check on the wound...So when I was bathing with the mirror, I saw that it had reopened and explained to my grandmother that the wound had reopened.” Participant 8, pg. 47
Another participant narrated that she was able to identify that there was a problem with the wound during one of the mirror checks. Based on what she observed, she asked the midwife to verify her suspicions. She said:
[bookmark: _Hlk91739452]“I just wanted her to check how it was because I used a mirror and checked myself at home..., I saw that the wound had reopened very much.” Participant 4, pg. 21
Though personal mirror checks were helpful in monitoring how wounds were healing, many participants still sought the opinion of significant others who were mostly their mothers to verify their suspicions. A para 2 participant who was engaged to be married was obsessed about the state of her perineum; she asked the mother to check her who advised that they go to the clinic. She stated; 
“All the cotton fell off but I was still in pain. That’s how I called my mother that come and check my wound because the pain is not stopping. When my mother saw the wound, she found that it had reopened. She said we had to go to the clinic because the wound was not okey.” Participant 9, pg. 57
Viewing of perineal injuries was challenging for some mothers; hence, they depended on other people to confirm their observations. A primiparous participant narrated: 
“I told my sister to check because when I was bathing, I saw that two stitches had come out. Then when she checked she said two have come out. I told the midwife who was working in the night to check me. When she checked she said the wound was broken.” Participant 6, pg. 30
The wound obsession was described to be calmed by comfort from most participants’ spirituality. This therefore, formed the second subtheme for the theme ‘diversion from reality’.
Spiritual comfort 
Some participants attributed what they were going through in relation with their perineal wounds to a design of deity for womanhood. This type of personal explanation was described to make them cope with the injury; hence, they endured it because they believed that they could not change it. One participant who felt that she was not taken care of well by midwives during labour and childbirth, narrated how she felt alone and helpless as she delivered her baby and sustained a tear during the process. She attributed the process and the outcome to destiny. She explained:
“Paying attention is really needed because when we rush to the hospital, we come to you so that you help us by checking on us and guiding us to say do this or that. I believe I wasn’t going to have a tear if I was guided well. The problem is they didn’t pay attention to me... they were overtaken by sleep and slept. So, in my own knowledge and power, I just said let me do what I can. I sighed to say if my baby dies or it’s me to die...let it be...because it would have been my destiny... so let it be.” Participant 13, pg. 95
While other participants were able to point out the various areas in which the presence of a perineal trauma impacted them, others viewed the effects as a normal process for a woman to endure.  Responding to how the perineal trauma has impacted her, one participant said: 
“The only thing you can do is just accepting it. For me the way I see it, I don’t know about others but for me, it is the destiny of the woman to go through these things. So, one just has to be strong because there is nothing you can do.... The wound has already happened. It’s just like saying something has happened… there is nothing I can do.” Participant 14, pg. 101
Participants identified multiple ways in which the presence of perineal trauma impacted them and the hardships they had to endure. To manage all the hardships, one participant said that it required a special ability from God. She stated:
“The care of the baby, because in the night she wakes up and starts crying, I have to get up to breast feed her...I can’t lay down. The struggle comes when I have to sit, it is a lot of work because it really pains. Am only managing by the grace of God.” Participant 5, pg. 2










CHAPTER FIVE: DISCUSSION OF FINDINGS
5.0 INTRODUCTION
The discussion is based on the findings from the four major themes derived from the study in conjunction with findings and discussions from other studies. This chapter further discusses the impact of the study on practice, proposes recommendations, and outlines the plan of how the findings of this study will be disseminated. The chapter has been concluded by indicating the limitations of the study.
The demographic characteristics of participants in the study show that birth perineal trauma morbidity affects women across various age groups; implying intrapartum care provided to prevent the morbidity should be all inclusive. Even though all study participants delivered from a tertiary hospital, majority (11) were delivered by midwives; implying that midwives attend to most women birthing at Ndola Teaching Hospital. According to the MoH (2018), midwives are the largest maternity frontline workers.  While the focus of this study was not to establish women who are mainly affected by birth perineal trauma, majority (9) of the participants were first time mothers. A study by Tefera et al., (2019) also identified birth perineal trauma to be more common among primiparous women. The most common (11) cause of childbirth perineal trauma among the participants in this study was episiotomy and all broken wounds were identified in this type of perineal trauma. Similarly, another study done in Nigeria concluded that episiotomies are associated with many wound complications (Damilare and Funmilola 2018). 
5.1 PERINEAL PAIN
The major theme highlighted the physical impact of birth perineal trauma on the participants. The expression of perineal pain characterised many participants’ description of impact of perineal trauma and it has also been described in some other studies (Wiseman et al., 2019; Dudley et al., 2017) as severe pain. The acute and persistent physical perineal pain was described to impact many women during the process of wound management, healing and due to complications. A participant in this study narrated that she still felt the pain each time she recalled the suturing moment. The recollection often brought chills to her body, which gives an indication that psychological factors were also at play when women describe the perineal pain. According to Åhlunda et al., (2019), women do not have prior knowledge of the intensity and duration of perineal pain to expect and experience. 
Most of the women in this study who made comparisons between perineal pain, labour pains and previous caesarean section pain concluded that perineal trauma pain was worse. Furthermore, many participants described experiencing difficulties in breastfeeding due to sitting discomforts emanating from the perineal wounds. A study by Huber et al., (2020) reported that perineal trauma could hinder both breastfeeding and bonding between mother and baby. The participants in the current study attributed the discomforts to have arisen from tension and pressure exerted on wound sites during the sitting position; hence, women had challenges to find comfortable positions to facility good positioning and attachment for effective breastfeeding. While healthcare providers may trivialise this issue and assert that perineal trauma may not have a direct impact on a woman’s ability to breastfeed since breastfeeding can also be done in the sleeping position; women’s stories reveal that they do experience serious challenges in breastfeed after sustaining perineal trauma (He et al., 2020).  
Perineal incision pain can be distressing when a complication such as wound infection sets in (Senol and Aslan, 2018). Participants in the current study who developed wound complications described the pain as throbbing and ongoing. The complications experienced were attributed to poor suturing skills and incorrect suturing techniques by trainees and some qualified providers.  In a similar study, women attributed the cause of complications to sub-optimal clinical practices, such as poor suturing skills (Wiseman et al., 2015). A previous study attributed the poor suturing to limited perineal anatomical knowledge by trainees and midwives leading to inaccurate identification and repair of injuries (Pinder et al., 2017). However, theoretical anatomical knowledge of the perineum and perineal body is a core competence in Zambian Midwifery training. There is need however to devise safer clinical training skills for perineal management that will not subject women to incompetent perineal repairs. One participant advised that knowledgeable midwives should always supervise perineal repairs to avoid predisposing women to multiple painful re-suturing. Re-suturing especially during early postpartum period is very traumatic because women are fragile and the experience of the trauma still fresh. Proper restoration of the perineum can help minimise the distressing effects of the morbidity (Keighley et al., 2016). 
Participants in the current study who were not provided with professional assistance during the birthing process and sustained perineal trauma blamed the trauma on negligent attitudes by health personnel. In agreement, another study found that the feeling of not receiving adequate care during childbirth can contribute to a negative experience (Rodríguez-Almagro et al., 2019). Just as technical skills are an important element in providers’ perspective of quality (WHO, 2018), attributes such as respect, concern and availability characterised the women’s perspective of quality service in this study. The descriptions of impact of perineal trauma by participants are centred on the actions and interactions of care providers (Reed et al., 2017) implying that childbirth perineal trauma is also a social phenomenon. 
Constipation was found to contribute to perineal pain in this study and it came as a result of stool withholding in fear of exerting pressure on the incision site and wound reopening. Participants expressed uncertainty on the safety of opening bowels when a perineum is sutured and feared to open bowels because doing so was painful. Perineal pain can interfere with defaecation and the fear of pain or the wound splitting open can lead women to avoid defecation, worsening existing postpartum constipation (He at el., 2020). These findings raised an important point because while most women reported actual pain and sometimes fear of it when passing stool, the pain may not necessarily have been as a result of the constipation but the trauma due to the proximity of the anus to the perineum.  Lack of provision of pharmacological interventions such as laxatives to prevent and manage constipation was revealed through participants’ enquiries of whether the health care system had or did not have remedies for the problem. Other studies (Roper et al., 2020; Santoso and Pamungkas, 2017) have shown that laxatives are among routine guidelines for women who sustain perineal trauma.
Perineal pain management was observed to be a neglected area during intrapartum and postpartum care.  A study conducted in Zambia on the barriers to respectful maternity care (RMC) showed that health providers regarded pain during childbirth to be a norm, which women have to endure (Smith et al., 2020). In agreement with this finding and against the WHO (2018b) guidelines on the use of local anaesthesia in perineal trauma management, most participants narrated that their perineal injuries were repaired without anaesthesia. This led to some participants’ being irritable and uncooperative during suturing process. This practice exposed women to very painful childbirth experiences especially when compounded with sustaining a perineal trauma. Due to the common occurrence of the practice, midwives are urged to take an advocacy role and ensure that women are not exposed to undue pain by normalisation of their health problems as a consequence of childbirth (He et al., 2019). Likewise, midwives are encouraged to show kindness and compassion to the women during perineal suturing to avoid causing undue distress (Neesha, 2017). Interventions to manage postpartum pain in clinical research are scarce yet the presence of morbidities like perineal trauma has multifaceted impacts on women (Fahey, 2017).
5.2 FEAR OF FUTURE REPRODUCTIVE HEALTH OUTCOMES
This major theme entails that childbirth perineal trauma is not just physical but it is a multifaceted phenomenon. Revelation of this theme could help midwives caring for women with perineal trauma to not only focus on their physical wellbeing, they should provide holistic individualised care that also takes into consideration the psychological aspect maternal wellbeing. Participants in this study described harbouring fears surrounding their future reproductive system functions such as those relating to intimacy with spouses and childbirth especially that many of them were married and still within the childbearing age.  Perineal trauma also induced varying emotional outcomes ranging from feelings of inadequacy, powerlessness, vulnerability, confusion, hurt, and paranoia.  In agreement, Rodríguez-Almagro et al., (2019) highlight that a traumatic childbirth experience can bring about emotional wounds. 
Tocophobia which is fear of childbirth was a common psychological impact with many participants expressing a fear of experiencing another episode of perineal trauma. Participants narrated how the physical and emotional pain they went through as a result of perineal trauma brought concerns on how soon they would want to give birth vaginally. Others said they did not want to go through the process ever again. He et al., (2020) also describes how women with perineal trauma fear having another vaginal birth to avoid causing further damage to their bodies. Fear of childbirth was not related to satisfied parity because primiparous women equally expressed the phenomenon. Women who undergo a traumatic birth experience are fearful of being physically damaged during childbirth or worse still even dying (Slade et al., 2019). While tocophobia as a result of childbirth predisposes to some women preferring a caesarean birth (Eide et al., 2019), women in the current study preferred a vaginal birth.  Similar findings emerged in a study conducted in Malawi (Khwepeya et al., 2018).
Fear of sexual dysfunction as a result of perineal trauma in this study was related to perceived vaginal tightness due to over suturing of the perineal area. Vaginal tightness was explained to lead to dyspareunia which is painful sexual intercourse and discomfort to women. Such discomforts can cause delays in resumption of sexual activity after delivery; hence, the need for midwives to engage couples and provide appropriate counselling on how the impact can be resolved (Brown et al., 2019).  Paradoxically, some studies indicate that early resumption of sexual intercourse after childbirth is a fulfilment of cultural expectation irrespective of the state of the perineum and dyspareunia (Iliyasu et al., 2018).  
In contrast to fear of sexual dysfunction due vaginal tightness, other participants’ fears emanated from improperly repaired perineal traumas leading to enlargement of the vagina. The enlargement of the vagina was more centred on the inability to sexually satisfy one’s spouse in order to maintain marital harmony and stability. Another concern raised surrounding sexual activity was occurrence of vaginal flatulence due to a reduction in the pelvic floor musculature strength. According to Nassar et al., (2019) vaginal flatulence can cause discomfort and embarrassment during sexual intercourse (Nassar et al., 2019).  This is a source of concern especially in some communities where the sexual act is performed in silence with the utmost commitment to satisfying a man. In agreement to the concerns raised by participants, perineal trauma has ability to cause structural and pathological effects to the woman many weeks after its occurrence (Webb et al., 2017).  In this regard, there is a need for midwives to have adequate training and cultural competence on sexual health in order for them to appropriately counsel clients on sexual issues (Rezaei et al., 2017).
5.3 SUBSTANDARD PERINEAL WOUND MANAGEMENT
The narrations of participants on postnatal care provided after perineal trauma were focused on the care they received concerning the birth perineal trauma. Perceiving of perineal trauma as a normal occurrence during childbirth by most midwives may pose a danger of trivialising the morbidity and its related impacts. Participants in this study expressed a desire to have perineal examinations performed during postnatal visits. The findings revealed that healthcare providers were not doing it. In agreement to this finding, Muleya et al., (2017) reported that routine physical examination during postnatal visit was a neglected area in health facilities in Zambia.  In other words, the state of perineal wounds of some women who have birthed in Zambia is unknown because of substandard perineal wound care. Some women who suspected that the wounds could have complications had to make requests to healthcare providers to check their wounds; and some requests were met with resistance. Poor postpartum surveillance of perineal trauma by midwives and reliance on women’s reports can cause delays in identifying problems when they set in (Zimmo et al., 2017). Routine postnatal check-ups play a pivotal role in identification of problems that may require follow up assessment and care; hence, all women with perineal trauma irrespective of severity need access to routine postnatal checks (Lindberg et al., 2020). 
The current study found that advice on management of childbirth perineal injuries provided on discharge was viewed as being inadequate and at times contradictory. The main message was sitting in cold water, which led to some participants questioning if that was all there was on management of perineal trauma at home and perineal care. Participants narrated making consultations with friends, family members and conducting internet searches for additional information on perineal care.  These results also emerged in another study where women felt that health providers did not provide adequate information on perineal trauma; hence, they relied on consultations from other sources (Bidwell et al., 2021).  Zulu and Chanda (2018) stated that postnatal women in Zambia were usually dissatisfied with the amount of information they received during hospitalisation. Perceived lack of preparation can leave women with negative feelings towards perineal care and postpartum care management in general (Meaney et al., 2016). 
5.4 DIVERSION FROM REALITY
Diversion from the realities of the perineal trauma was identified as the main way participants used to handle the perineal trauma. Diversion from reality especially if the situation is traumatic is a common occurrence in many instances. For instance, findings in a study on women in labour revealed that women overlooked their own physical safety and prioritised the safety of their babies in the presence of a traumatic event (Meaney et al., 2019). This was similar among some participants in this study. Furthermore, participants reportedly obsessed themselves with viewing the state of their perineum or getting involved in house chores instead of concentrating on how they were feeling. Constant mirror checks were not only helpful in diverting the women’s attention; they were helpful in identifying setting in of wound complications. 
However, narrations from most participants revealed that they did not have much insight on how a healing perineal wound was expected to look like; hence, they relied on inquiring from family member checks to verify their suspicions on wounds not healing properly. This revelation points to the importance of showing postnatal women with perineal wounds pictures of stages of perineal wound healing before discharge, so that they could be able to relate with their personal observations. Postnatal women who sustain a childbirth perineal trauma can experience emotional recovery when they observe improvements in the state of the perineum (Shoorab et al., 2019); but in the case of this study, this could not be achieved because participants were not sure of what improvement in perineal wound healing looked like. A midwife caring for a woman during childbirth has the responsibility to ensure safety for the mother by being there for the woman physically and mentally (Kwaleyela et al., 2019). Another way in which participants diverted their attention from the trauma of sustaining a perineal injury was by focusing more on responsibilities such as bathing and caring for their babies.  
Participants also reportedly diverted their attention to their spirituality derived from the belief that deity had put them in a path that was part of their destiny.  Spirituality has been shown to consistently play a role in diverting women from the realities of difficult situations experienced during childbirth (Bélanger-Lévesque et al., 2016). While the belief that perineal trauma is a destiny for a woman because of the belief that it is a normal part of womanhood that cannot be changed, and could be helpful in adjusting to the effects of the injury, it could also cause a woman to be reluctant to seek for better services concerning the trauma. This can negatively impact the care seeking behaviours of women with perineal traumas leading to unresolved perineal problems. Midwives should therefore, understand that spirituality is an integral component of maternal care (Aziato et al., 2016).  
5.5 IMPLICATIONS FOR PRACTICE
One of the implications of the findings on practice is that childbirth perineal trauma has multifaceted presentations which are usually overt. This therefore, requires that midwives should comprehensively observe postnatal women in order to ensure that they do not discharge those with unresolved problems. Perineal pain is a devastating problem affecting not only the physiological function of the woman but also the care of the baby and other social functions. To this effect, perineal trauma pain management should be prioritised in order to improve postnatal women’s overall wellbeing. Management of pain may also assist in alleviating fears that women may have concerning their future reproductive health outcomes especially if it is coupled with therapeutic sex counselling. It is therefore good practice to ensure that local anaesthesia is given during perineal repairs. Furthermore, there is need to improve midwifery education on perineal trauma management by using clinical teaching methods such as simulations of suturing on models in skills laboratories in order to gain competence before practicing on labouring women. Students providing perineal trauma management should be closely supervised by competent staff in order to avoid subjecting women to distressing and incorrect perineal suturing procedures.
5.6 CONCLUSION
Perineal trauma still remains a private issue amongst women hence many with long term complications may suffer in isolation without seeking care from health facilities making it impossible to learn from their stories. The multiple ways in which perineal traumas impact the women’s wellbeing entails that the midwives should not trivialise the morbidity but use their professional knowledge to alleviate the sufferings imposed on the women by them.
5.7 RECOMMENDATIONS
It is recommended that the MoH should reinforce the policy on management of women during the postnatal period, and those entrusted with the training of midwives such as midwifery educators, professional associations such as the Midwives Association of Zambia (MAZ) should inculcate the importance of adhering to guidelines such as the use of local anaesthesia during perineal repairs and caring of women during birthing. Physical examination of the perineum should be routinely performed during postnatal reviews, and postnatal care of women who sustain childbirth perineal traumas should include professional counselling to individuals and couples on matters pertaining to perineal care, sex education and future reproductive activities. Additionally, midwifery education should enhance students’ learning on perineal repair and sex education to the women. This should be coupled with effective clinical supervision and mentorship during perineal trauma management in clinical learning settings.   
5.8 PLANS FOR DISSEMINATION OF FINDINGS
Two copies of the study will be submitted to the University of Zambia, School of Nursing Sciences and one to Ndola Teaching Hospital administration. A manuscript will be submitted to a peer reviewed journal for publication. Findings of the study will be disseminated to health professionals who manage women during pregnancy, labour and postnatal periods, especially, midwives and obstetricians. The researcher will also make use of various platforms such as clinical meetings, local and international conferences to share the findings of the study with other professionals such as midwives and obstetricians. In addition, a copy will be submitted to the NHRA.
5.9 STUDY LIMITATIONS
This study was conducted at one health facility in Zambia and utilised descriptive phenomenology which emphasises bracketing, generalisation should be done with caution because of contextual differences. The researcher endeavoured to provide substantial information about the specific characteristics of respondents in order to enable other researchers understand circumstances to which findings of the current study can be applied. 
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APPENDICES
APPENDIX I
PARTICIPANT INFORMATION SHEET
Title of Research 
Impact of birth perineal trauma on women birthing at Ndola teaching hospital in Zambia
Purpose of Study
The purpose of this study was to gain insights on how birth perineal traumas impact women birthing at Ndola Teaching Hospital in order to plan interventions targeting at preventing and managing the morbidity. 
Description of the study and your involvement 
 I am making a request to you to take part in this research which will involve taking part in individual interviews with women selected from various parts of Ndola district who delivered from Ndola Teaching Hospital. The discussions will be for the sole purpose of gathering data on the topic under investigation, and they will take place between the chief investigator and individual women. The women that will participate in this study are those that sustained childbirth perineal trauma. Interviews will be conducted with you as an individual at the place of your choice where privacy and comfort are assured, such as in a room at your home. The individual interviews will be held on days and times of your convenience to enable you discuss with the investigator on the impact that childbirth perineal trauma had/has on you. The investigator will take some notes during the interviews to capture and store the data, and she will also be tape recording to allow for backup of information and retrieval at the stage of data analysis.
Confidentiality 
The actual name of the participant will not be used to maintain anonymity but in its place, pseudonyms will be used. In case a name is accidentally mentioned during the process of data collection, it will not reflect when transcribed as only pseudonym will be utilised. Information collected during the interview both verbal and non-verbal will be kept confidential in a computer and audio recorder with restricted access by using a password known only by the Chief Investigator. The information may only be shared in an event that a need arises to avail it with members within the professional circles for care provision to better your health. 
Voluntary participation and withdrawal 
Participation in this study is not compulsory and therefore it is entirely your decision to make whether to participate. Once a decision has been made to be a participant, you are at liberty at any time and for whatever reason to withdraw from the study. A decision to withdraw from the study will not affect the care and the services that will be provided to you in accordance with your health needs. 
Risks and benefits 
It is possible that reliving some events you encountered as a result of the perineal trauma during childbirth could distress and have a toil on your overall wellbeing. You will not be rushed through the interview process and ample time will be availed for you to take a break from the interview and process your feelings to allow you cope with the process. If the distress is overwhelming, the researcher will refer you to the professional counsellor for support.
This study will entail you allowing the researcher into your home for interviews because the study needs to be conducted in the participant’s natural setting. If you have any reservations on giving the researcher full access to your home, kindly indicate which other place you will deem to be comfortable enough and private for the interviews to be conducted.
Participation in this study is free, and the researcher will not be expected to pay participants for their involvement in the study. It will however be necessary for the researcher to cover transportation costs for participants who may have to access health services for ailments related to childbirth perineal trauma that occur or are discovered during the time of interaction.
Your participation in this study may not have direct personal benefits to you. However, by participating in this study, you may benefit from professional counsel concerning your ailment and you will be given an opportunity to share your experience in a non-judgmental therapeutic communication with the investigator. The information that will be derived from this study may have the potential to shape midwifery and obstetrical advice and improve the care that will be provided to women with a similar morbidity.   
Contacts for questions: 
The Chairperson
 UNZABREC 
Telephone: +260-211-290258/293937 
P. O. Box 32379
 Fax: +260-211-290258/293937 Lusaka, Zambia  
E-mail drgs@unza.zm
The Chief Investigator
 Priscilla Mwanza 
Cell Phone: 0977819572 













APPENDIX II
CONSENT FORM
Telephone: +260-211-290258/293937 
 P. O. Box 32379 Fax: +260-211-290258/293937
 Lusaka, Zambia E-mail drgs@unza.zm  
(Translated into vernacular if necessary)  
Title of Research:  
Impact of birth perineal trauma on women birthing at Ndola teaching hospital in Zambia
 I wish to confirm that I have full understanding as I have read (or I have been informed through explanation) of the information about this research as contained in the Participant Information Sheet. I have had the opportunity to ask questions about it and any questions I have asked have been answered to my satisfaction.  I now consent voluntarily to be a participant in this project and understand that I have the right to end the interview at any time, and to choose not to answer particular questions that are asked in the study.  

Participant’s name (Printed):  ………………………………………..............…………………
Participant’s signature: ………………………………………Date: ................ .......
Participant’s thumbprint:..................................................................... Date: ...................... 
Name of Researcher (Printed):……………………………………
Signature of Researcher: ………………………………..…………......Date:………………… … 




APPENDIX III
IFYO TULEFWAYA UKUNONKELAMO MULI UKU KUFWAILIKISHA KWAFISHINKA
Mukwai uku kufwailikisha  kwafishinka kuletwafilisha ukuti tumfwikisha nokusanga ifishinka palya bamayo abo abapapila pa chipatala chikalamba icha Ndola Teaching Hospital nefyo ukuchenekwa kwa kubwanakashi pakupapa kubakuma nobwafwilisho bapokelela kababonfi ba bumi pali ubu ubusanso. 
UBULONDOLOSHI BWA UKU KUFWAILIKISHA KWAFISHINKA NEMBALI MWALASENDAMO
Ndemilomba ukuti mwingasendamo ibali muli uku kufwailikisha kwafishinka umo tukalakwata ukulashanya umo na umo na banamoya abo abapaapile pa Ndola Teaching Hospital ukufuma munchenda ishalekana muno ndola. Uku kulanshanya kwakutifye ine nkwate ifishinka ukufuma kuli imwe mwabapitile muli ubu busanso tulefwailikisha. Uku kulanshanya kwa umo na umo kukalachitikila kunchenda iyo mwasala mwebene. kuti chawamishapo nga kuti twakumanina munganda yenu emo mwingaba abantungwa muchipanda chimo emo twingalandila mubufisolo ukwabula ukutuchinganya. Inshinta nobushiku ubwa uku kulanshnya kuti mwasala nokupeela bakafwailikisha pukuti tamuchilingenye umulimo uuli onse. Ba kafwailikisha bakalalemba ifyo mulesosha kabili bakalasenda amashiwi peseleti pakweba ati bapitulukamo mulyashi pakulilondolola nokulwumfwikisha bwino bwino.
IFYAKUSUNGA IKAAMA
Ishina lyenu tatwakalibomfya nangula ukulilemba pamabuuku yesu lelo twakulabomfya inambala nangu ichilangililo chimbi. epo imwe nangu bakafwailikasha bapusa nokulumbula ishina lyenu pakulanshanya, talyakalumbulya pakulemba ifishinka tukasangamo. Lyonse ilyashi tukasenda mukulanshanya mumashiwi atemwa mufilangililo fyamubili, tukalisunga mubumfisolo muchitunshitunshi neseleti munchenda iyakomwa nabakafwailikisha epela. Ili lyanshi kuti baebakofye ababonfi ba bumi bambi nga chali ati kuli ubwafya ubo mulefwaikwa ukumyundapa epela.

UKUIPELESHA UKUIBIMBA NANGULA UKUSANGWAMO MULI UKU KUFWAILIKISHA KWAFISHINKA
Ukuimbimba muli ili lyanshi tekwakupatikishiwa iyo kusalafya kwenu mwebene mweka. Nga mwasalapo ukuibimba muli uku kufwailikisha muli abantungwa ishinta iili yonse na mumitontokanishe iili yonse ukufumamo muli uku kufwailikisha. Nga mwasala ukufumamo tapali nangu umo uukachibika kumutima kaili tachakachilinganya ubwafwilisho ubuli bonse ebo mukafwaya ukupekelela ku chipatala iyo.
IFYABUSANSO NE FYAKUNONKELAMO
Chansambu mukulanshanya ifintu ifikali efyo mwapitilemo elyo mwekweta ukuchenekwa kubwanakashi pakupapa kuti chamiletela ubulanda nokuchinchintilwa mumubili. Tatwakabe abakuminpufyanya nangu ukumibutusha mumilandile yenu. Tukamipela inshila yakulondolola mumutekatima nokumipela inshinta yakutushaka nokupepwako umwela lilya mwalashetuluka pafyachitike. Ngatwamo ati ubulanda bwachilamo bwaleta nobubi awe pali aka kashita kuti twalomba ukumitwala kuli bashinga abalolekesha pamatontokanyo pakuti bamyafwilisha pali iyi mwumfwile.
Uku kufwailikisha kwafishika kukafwaika bakafwaikisha ukwisa kunganda yenu pakweba ati mulanshanya munchenda iyo mwabelela. Lelo ngatamuchipokelele ukuti abantu bese munganda yenu nisambu yenu mukwai, kuti mwasala inchende imbi ukwingabela uku kulanshanya uko mwingaba abantungwa nokulanshanya mubufinsolo.
Ukuibimba muli uku kufwailikisha kwafinshika kwakuipeleshafya mukwai tukuli amalipilo. bakafwailikisha tabapelwe ukumilipila iyo. Nakuba nga chakweba ati tamuleufwa bwino mulingile ukuya kuchipata nangu kuli ukwenda itafu iitali nokunina ifimbayabaya, bakafwailikisha bafwile bamipela indalama shakwendela pali ilyashinta mule apana nabo.
Mukuibimba muli uku kufwailikisha kwafishinka tumuli ukunonkelamo palwa imwe ukulemoneka lelo, pakuibimbamo kuti mwasekelamo pakweba ati bakafwailisha nomba chimbusa chaku chipatala. Kuti bamupandako amano palwa kuisunga ili mukweta ukuchenekwa kubwanakashi, mwalakwata nensambu shakulanda pafyo mwapitilemo kumuntu umbi pakuti chafuma kumutima ukwabula ukumipingula.  Ichi chilafwilishako ukupupuluka bwangu. Ilyanshi ilyo tukasangamo muli uku kufwailikisha kuti lyatwafwilishako mumibombele yesu ngefimbusa fwaku chipatala pakuti twaishiba bwino bwino ifya  kundapa bana mayo abo abachenekwa kubwanakushi pakupaapa.
Umukalamba wa mulimo wakufwailisha, 0977819572     
email    priscillamuzyamba@gmail.com.  
Kangalila, 0977504783
email    ckwaleyela@gmail.com 
Kafwa wakwa kangalila 0976726588
email    zulumutinke@gmail.com














APPENDIX IV
IFYO UKUCHENEKWA KWAKUBWANAKASHI KUKUMA BANA MAYO ABAPAPILA PACHIPATALA CHA NDOLA TEACHING HOSPITAL MUNO ZAMBIA.
UKUSUMINISHA UKUIBIMBA MULI UKU KUFWAILIKISHA KWAFISHINKA

UMUTWE WAKUFWAILIKISHA IFISHINKA
Ifyo ukuchenekwa kwakubwanakashi kukuma bana mayo abapapila pachipatala cha Ndola Teaching Hospital muno Zambia.
Mukwai nasumisha ukweba ati nikwata ukumfwikisha panuma yakubelenga (atemwa ukundondolwela) palwa kufwailikisha kwafishinka lwelyashi ukulingana nefyo balondolwele muchipani che lyashi lya bale bulamo ulubali. Balimpeela inshita yakwipusha amepusho yonse eyo nakwete kaili balinjasuka bwino bwino. Nasumisha mukuyipelasha ukuuba muli uyo mulimo wakufwailisha kabili ningufwikisha ukweba ati ninkwata inshabu shakufumamo panshita iili yonse nangu ukusala ukushasuka amepusho yamo yamo eyo nshilefwaya ukwasuka muli uku kufwailikisha kwafishinka.

Ishina lyandi…………………………………………………………………………………….
Ukufwatika/ukusaina……………………………………Ubushika………………………………

Ishina lyaba kafwailisha………………………………………………………………………..
Ukusaina………………………………………………..Ubushiku……………………………




APPENDIX V-DATA COLLECTION TOOLS
A.  PARTICIPANTS’ DEMOGRAPHIC CHARACTERISTICS
1. Code:_________________________
1. Age ________________________

1. Educational level: 
1. Non-literate 
1.  Primary level 
1. Junior secondary level 
1. Senior secondary level
1. Tertiary level
1. Marital status: 
1. Single
1.  Married 
1. Divorced
1. Widowed
1. Occupation specify_________________________________________
1. Religion______________________________________
1.  Parity________________________
1. What is the interval between the current and the previous delivery? ________________________
1. Type of labour;
1. Premature labour
1. Induced/augmented labour
1. Post-mature labour
1. Spontaneous term labour

1. Mode of delivery
1. Spontaneous vaginal delivery
1.  Assisted Vaginal delivery
1. Vacuum delivery
1. Forceps delivery
1. Profession of health personnel who conducted the delivery;
1. Unassisted 
1. Nurse Midwife
1. Doctor/obstetrician
1. Others specify_____________________
1. Birth weight of the baby___________
1. Type of perineal trauma sustained:(verify with antenatal card record)
1. Episiotomy
1. 1ST degree tear
1. 2nd degree tear
1. 3rd or 4th degree tear
1. Have you ever suffered from childbirth perineal trauma prior to this one?
1. No
1. Yes
1. When did you deliver your current baby?









APPENDIX VI
INTERVIEW GUIDE
1. [bookmark: _Hlk103775389]Please tell me about how you sustained a perineal trauma during your last childbirth.
2. In which ways has having a perineal trauma impacted you?
3. What were some of the thoughts you remember having during the experience?
4. How would you describe the care that you received from the health workers to manage the trauma?
5. How did you deal with your suffering or problems of the perineal trauma?
6. Can you suggest what you think would be useful for another woman in your situation?

Bemba language translated interview;
AMEPUSHO YAKUTUNGILILA UKULUNSHANYA
0. Mukwai kuti wanjebako ifyo wansangilwa mu bwafya bwakuchenekwa kwisamba pakupapa umwana walekelesheko?
0. Nimunshila nshi ukuchenekwa kwakwisamba kumikumine?
0. Matontokanyo nshi yalepita mumaano elyo walepita muli ubu ubwafya?
0. Kuti wandondolwelako ubwafwilisho wapokele kababomfi ba bumi palwa kuyichema kuchilonda chakwisamba?
0. Walekumanisha shani ukuchuchutika namaafya yaisile pamulandu wakuchenekwa kwisamba?
0. Finshi ifingafwilisha namayo umbi uwaisana noobu bwafya wapitilemo?
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THE UNIVERSITY OF ZAMBIA
SCHOOL OF NURSING SCIENCES
DEAN’S OFFICE

School of Nursing Sciences Buidling Fax:
University Teaching Hospitals

P.0 Box 50110
Lusaka, Zambia

Tel: +260211 252453

+260 211 252453
Website: www.unza.zm
Ernail: dean-nursingscience@unza.zm

13t Aygust, 2019

The Director
Ndola Teaching Hospital

Postal Agency
NDOLA

Dear Sir/Madam,

REF: REQUESTING FOR PERMISSION FOR DATA COLLECTION — DEVELOPMENT OF

RESEARCH PROPOSAL

Priscilla Mwanza, computer number 2018243276 is a Master’s Student from the University of

Zambia, School of Nursing Science pursuing Masters in Midwifery Women’s and Child Health

intending to carry out a study to meet her programme requirements. The survey is based on the
Impact of Perineal Trauma among Postnatal mothers at Ndola Teaching Hospital, Zambia.

She is therefore requesting for permission to collect data at your institution to enable her develop
the Research proposal.

Ry lGT

Mrs. Maureen M. Makoleka
Lecturer/Research Coordinator:

Sign:

Date:
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