Ellington et al., J Womens Health, Issues Care 2017, 6:2
DOI: 10.4172/2325-9795.1000266

Journal of Women’s
Health, Issues & Care

Review Article

Antenatal Perineal Massage
Improves Women’s Experience
of Childbirth and Postpartum
Recovery: A Review to
Facilitate Provider and Patient
Education on the Technique

a SciTechnol journal
The risk of perineal trauma during childbirth is not unexpected.
During crowning, the perineum distends (stretches) by 170% in the
transverse (side to side) direction and 40-60% in a vertical direction
(front to back) [3,4]. Recent reports indicate that the chances of
coming through vaginal delivery with an intact perineum are
decreased for certain groups of women (in addition to primapara)
including [2,3,5-8]:
•

Older women (each year of age increases tearing risk by 7%);

•

Delivery of larger or mal-positioned babies;

•

Ethnicity (Asian and Hispanic women have higher rates of
more severe trauma);

•

Lack of sexual activity during the third trimester of pregnancy;

Abstract

•

Use of epidural anesthesia; and

Vaginal delivery during childbirth is associated with perineal
trauma and damage in most women. Perineal damage during
delivery can have significant long-term consequences for women,
including decreased quality of birthing experience, persistent
postpartum perineal pain and sexual dysfunction, as well as pelvic
floor pathology. Many women fear such perineal trauma. In fact,
obstetrical perineal damage and its long term consequences are
some of the greatest concerns of patients. Even though evidencebased outcomes show antenatal perineal massage (APM) is an
effective tool to reduce perineal trauma at childbirth, education
of pregnant women about and subsequent application of the
intervention remains low. This review details the potential physical
and psychological benefits of APM for most women, with a focus on
helping the providers educate women and staff on the technique.
Additionally, the impact of partner involvement in APM is discussed.
Potential discussion topics are provided, to help care providers explain
the benefits of APM to their patients. Revised, more flexible patient
instructions for APM are also proposed. A discussion of vaginal
physiology with regard to product choice during APM is reviewed.
In spite of the mention of APM in many modern medical practice
guidelines, detailed information to help providers teach the technique
and to encourage patient adoption is lacking. This review provides
information to make APM a more accessible choice for providers
and women in order to decrease chances of perineal damage
during childbirth, along with related long-term morbidities, which can
deleteriously impact the patients’ quality of life.

•

Use of instruments during delivery.

Ellington JE1*, Rizk B2 and Criso S3

Keywords
Antenatal perineal massage; Perineal trauma; Intact perineum;
Childbirth; Obstetrics; Postpartum pain; Perineal pain; Episiotomy

Background
Vaginal delivery during childbirth is associated with perineal
trauma and damage in most women. In fact, in a recent meta-analysis of
17,674 women, only one out of four women (~27%) came through labor
and delivery with an intact perineum [1]. And the risk of severe obstetric
perineal lacerations increases 5-fold for first-time mothers [2].
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Episiotomy, which is widely practiced to improve outcomes
during childbirth, is not protective for severe perineal laceration
and in some cases, may increase perineal trauma rates and delay
postpartum healing [2,3,9]. Practice guidelines do not recommend
the routine use of episiotomies during normal labor and delivery [10].
Perineal damage during childbirth can have significant long-term
consequences for women, including: decreased quality of birthing
experience and early neonatal bonding; persistent postpartum
perineal pain; increased rates of sexual dysfunction (e.g. poor
desire; decreased arousal and lubrication; lower orgasm rate) and
dyspareunia; pelvic floor weakness; and urinary or fecal incontinence
and/or sphincter weakness [2,5,11-15].
Many women fear such perineal trauma and this fear ranks high
as a reason for maternal request of a Caesarian section (C-section)
delivery [16,17]. However, numerous studies have shown that
persistent pain one year after delivery is actually far greater for women
undergoing C-section versus vaginal delivery (22% vs. 8%; p<0.001)
[18]. Women should be made aware of the risk of persistent pain and
possible decreased quality of life, as well as mothering disruptions
from C-sections versus vaginal delivery, so that informed choices
can be made. A recent lay article highlighting perineal trauma risks
has received widespread media coverage “The Scary Truth about
Childbirth: Having a baby left you with a horrible, debilitating,
embarrassing injury? You’re not alone” [19]. Unfortunately, the
article dramatically downplayed morbidities associated with C-section
delivery for moms and babies. While at the same time, it dramatized
the risk of perineal trauma during vaginal delivery, and offered no
medical options to optimize chances of an intact perineum. One main
contention of the article was that providers don’t talk to women about
potential perineal damage, and that the only outcome the provider
seemed to care about is acute trauma management at birthing (usually
termed “primary outcomes” around perineal trauma), versus the
issues women are most concerned about (often labeled as “secondary
outcomes” such as childbirth experience, persistent perineal pain and
sexual dysfunction) [20].
Discussing perineal anatomy and physiology during pregnancy
and delivery, as well as methods to improve chances for the best
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outcomes, should be a conversation between every healthcare
provider and patient. This can include an explanation of the different
types of perineal trauma. Specifically, women have the right to know
that perineal trauma after childbirth is common and categorized as
either: first degree (involving the fourchette, perineal skin and vaginal
mucous membranes); second degree (involving the fascia and muscles
of the perineal body); third degree (involving the anal sphincter) and
fourth degree (involving the rectal mucosa) [21]. Discussion of the
medical choices available during labor and delivery to help preserve
perineal function can follow, which explain some of the balancing act
required to ensure healthy outcomes for mom and baby while trying
to preserve perineal function.
Women should also be informed as to why delivery with minimal
perineal trauma is an optimal goal. Patients should be educated that
those who give birth with an intact perineum report less postpartum
pain at both one and 90 days postpartum; greater sexual satisfaction
and sensation and a greater likelihood of orgasm at six months
postpartum; and less pelvic floor muscle and anal sphincter damage,
as compared to women who incur significant perineal damage during
childbirth [5,15,22]. Having this conversation beforehand can help
women develop trust that the care provider will perform episiotomies
and other interventions only if medically necessary for the patient
and her baby [23]. The provider can then also use this discussion to
introduce ways to increase the woman’s chances of coming through
childbirth with minimal perineal trauma. Several interventions have
been associated with improved postpartum perineal and sexual
outcomes according to recent meta-analysis reviews. These can
include something as simple as maintaining sexual activity during
pregnancy (there was a 20% increase in severe trauma for women who
did not have sex in their third trimester; P<0.001).(5, 13) It can also
include teaching about the use of digital antenatal perineal massage
(APM) from approximately 35 weeks of gestation, to minimize
perineal trauma and future pain (overall reduction in incidence of
trauma p=0.0007; number needed to benefit=15) [20].
Specifically, a recent Cochrane review reported that APM
reduced the incidence of perineal trauma at childbirth requiring
suturing (mainly because of lower episiotomy rate); and the levels of
postpartum pain at three months (regardless of whether or not an
episiotomy was done) [20]. The report further stated that “Although
there is some transient discomfort in the first few weeks, (APM) is
generally well accepted by women. As such, women should be made
aware of the likely benefit of perineal massage and provided with
information on how to massage.” Benefits of APM appear to include
both: 1) an increase in flexibility and elasticity of perineal tissues
thereby decreasing severe tearing and/or the need for episiotomy; and
2) the method of helping women desensitize and relax through the
unique sensations of perineal burning and pain that will be associated
with labor.
The recent meta-analysis on the benefits of using APM to decrease
perineal damage has been relied on to draft medical guidelines
supporting a beneficial role of APM to lessen postpartum perineal
morbidities [10,24-26]. However, many of these guidelines have
focused mostly on the physiologic aspect of increasing perineal muscle
flexibility to decrease trauma during birthing. Data on the benefits of
APM for the woman’s psychological experience of childbirth, and her
long-term pelvic and sexual health have not been as widely reported.
While damage to the perineum is a critical event to be minimized,
the secondary outcomes (as consequences of the perineal trauma)
are actually the outcomes that women are most concerned about.
Volume 6 • Issue 2 • 1000266

Understanding the link between optimizing chances of an intact or
less severely traumatized perineum and a positive birth experience
or quicker postpartum recovery, can help motivate women to adopt
the somewhat invasive, yet preventative perineal massage techniques.
Reviewing these secondary outcomes, as well as the primary ones,
may give healthcare providers better discussion tools for why and
how APM can be beneficial for their obstetric patients.

APM improves perineal outcomes for both primapara and
multipara
With regard to evidence for decreasing perineal trauma, a benefit
of APM has been reported as a reduction in perineal trauma requiring
suturing following vaginal birth, mostly through a reduction in
the number of women having an episiotomy (p=0.007) [20]. This
reduction was significant for women who had never had a vaginal
delivery before (“primapara”; p=0.00067). For multiparous women,
only limited data from one study (n=245 treatment arm) were
available, with inadequate power to determine if a benefit of APM
existed for these women. This finding has been incorrectly reported
in some medical literature as a finding against the use of APM in
multiparous women; however, this interpretation fails to take into
account the improved secondary, long term benefit of APM in this
sub-group. Specifically, for women who have previously had a vaginal
delivery, APM significantly decreased the likelihood of perineal pain 90
days postpartum, whether they had had an episiotomy during delivery
or not (p=0.02)[20].

More frequent APM leads to less postpartum pain
The 2013 meta-analysis also reported a significant increase in
the incidence of an intact perineum for women who massaged less
than 1/3 of the assigned days (assigned days=4 to 7 days/week)
versus control women (p=0.01), primarily through a decrease in the
episiotomy rate [20]. Oddly, this difference became only a trend for
women who massaged more than 2/3 of the assigned days (p=0.13).
However, in further communications, the review author states,
“the original papers (and this analysis) are underpowered to reach
conclusions that more frequent massage is ineffective… Generally,
higher frequency of massage had similar point estimates (to lower
frequency), but the confidence intervals crossed 1 (RR 0.94; 95% CI
0.86 to 1.02)”. (Personal Communication MM Beckmann 2017)
Unfortunately, the lack of power in this analysis has been reported in
some medical literature as a finding against more frequent massage.
But in actuality, the reported secondary outcome does show a benefit
of more frequent APM for women. In fact, the sub-group of women
who massaged the most frequently (e.g. more than 2/3 of the days),
showed the most benefit in terms of perineal pain reduction at 90 days
(p=0.003). In conclusion, the meta-analysis found that “women who
massage the most frequently may not be able to further reduce their
chance of an episiotomy (versus women who massage less frequently)
but may lessen their likelihood of perineal pain at three months.” The
one study used in the meta-analysis that directly compared outcomes
for women who massaged with more (>2/3 of assigned days) versus
less frequency (<1/3 of days), also reported a dose dependent increase
(p=0.03) in the percentage of women with an intact perineum (28%
for most frequency of APM, 20% for least frequency of APM, 15% for
controls). In follow up communications, the author noted, “In my
opinion, perineal massage is like stretching of any other muscles. If you
do it 3-4 times per week, or even more, you will get better flexibility
than if you do it only once a week.” (Personal Communication, M
Labrecque 2017) Women were in high agreement (88%) that they
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noticed the increased elasticity of the perineum as they performed
regular APM [27].

APM increases sense of control during labor
During delivery, crowning is the critical moment that determines
if tearing will occur or not. The communication between the
healthcare provider and the woman, as well as an understanding
of the physiologic events can help determine the outcome [23]
Medical protocols with strict time limits during delivery, and
women who push on demand of the medical staff versus when they
feel a physiologic urge, may result in more tearing [23,28,29]. In
fact, a recent study found that increasing the allowed labor time in
primapara by 50% (from 2 to 3 hours) decreased C-section rates by
more than half, without increasing adverse outcomes [28]. A slower,
more controlled Stage 2 labor and delivery may allow perineal tissues
to stretch, resulting in less perineal trauma without harming neonatal
or maternal outcomes [3,28]. Interestingly, in the meta-analysis
review of APM, Stage 2 labor times were increased in women who
practiced massage most frequently (>2/3 of assigned days; p=0.02)
[20]. Mean Stage 2 labor times increased for this group from 87 to
103 minutes (still within the definitions of normal labor times). The
author proposed that women who regularly practiced APM may have
become motivated to achieve a vaginal birth with an intact perineum,
and may have been willing to work with their provider to slow down
the labor process and resist an episiotomy unless medically required.
Overall, women who practice APM had a higher sense of control
during childbirth than women who did not massage (e.g. the Labour
Agentry Score; p=0.03) [30,31]. These women also reported they felt
more positive about their “preparation for childbirth” (p<0.001) and
a sense of pride in doing childbirth their “own way” (p=0.014) [32].
Most women agreed that APM helped prepare them for childbirth
psychologically (80%) and physically (86%) [31]. Enthusiasm about
the technique was highly correlated to how frequently they performed
the massage (more massage equaled more enthusiasm), which also
correlated with a lower rate of perineal trauma (p<0.001) [25,27].
Learning pelvic floor control during massage, including volitional
relaxation of the perineum; and becoming desensitized to the burning
sensations during perineal stretching are important benefits of APM
[29]. Between 70% and 90% of women who used APM in preparation for
labor, report that they would do the technique again and 60-87% would
recommend it to another pregnant woman [7,31-33]. Midwives report
that APM helps patients develop collaboration with the attendant for a
slow, controlled delivery [29]. In fact, 57% of women agreed that APM
helped them control delivery of the baby’s head [27].
In some literature, concerns are expressed that because APM
isn’t 100% effective against perineal damage, women will become
distressed if they don’t deliver without tearing. In fact, approximately
three out of four women report they would use APM again in a future
pregnancy, even though at least half of these women would not have
come through delivery with an intact perineum [31]. This suggests
that the benefits of APM are multi-factorial for women. The metaanalysis on APM reached the conclusion that “Most women find
the practice of perineal massage acceptable and believe it helps them
prepare for birth” [20].

APM is not associated with negative outcomes from
“overstretching”
It is important for women to know that APM does not decrease
perineal strength over time or cause an enlarged vaginal opening
[27]. Like most muscle massage, the muscle is not lengthened during
Volume 6 • Issue 2 • 1000266

APM, but the elasticity is improved, as noticed by women practicing
APM [25,27]. Reassuringly, APM did not increase postpartum fecal
or urinary incontinence or decrease sexual satisfaction of the woman
or her male partner after childbirth [12]. In fact, anal sphincter occult
damage tended to be lower after childbirth for women over 30 who
had practiced APM (p=0.07). Times to return to sexual function were
the same for both women who do or do not practice APM [12].

Educating staff and women about APM determines success
Helping women adopt and comply with the APM technique can
be a challenge. Over 50% of women felt that learning the technique
was difficult [34]. And in most studies, only between 33% and 66% of
women complied with the massage protocol as suggested [7,31,34].
Adoption was strongly correlated with instruction type (p<0.001),
with childbirth class being better than no training and one-on-one
midwife training being better than a classroom setting [29,34]. Use
of a phone app to help women comply with APM instructions has
recently been shown to be of interest to women [34].
Women commented that in the first few weeks, massage could be
uncomfortable or unpleasant and even produced a painful or burning
sensation [27]. This pain dissipated by the second or third week
of massage, after which some women found the massage relaxing
and easy. Learning to breathe and relax through the unusual
sensation of perineal stretching is, of course, one of the benefits of
APM. A majority of women (69%) reported that APM was useful
for delivery by improving suppleness of the vaginal opening and
increasing their tolerance for the burning discomfort during
stretching [27].
Women who discontinued APM before childbirth reported
several consistent concerns: resistance to touching themselves; a
lack of knowledge about the technique; stickiness of provided oils;
difficulty finding the right technique with a large abdomen or long
fingernails; and cramping or tiring of the fingers or thumbs [27,34]. It
is likely that discussing APM earlier than 34 weeks, before a large belly
makes it difficult, could help women experiment with the technique.
New instructions are proposed by the authors of this review (See
Appendix), to better explain the goal of APM (pelvic floor relaxation
and desensitization) and to encourage women to find the position
and technique that works best for them, rather than an overly rigid
approach [29,35].
Medical staff may have concerns about discussing APM with
patients. However, more than half of women found the concept of
APM acceptable, with only 25% finding the topic embarrassing [36].
Nevertheless, only one in six midwives regularly advised women
about the benefits of APM [37]. Many providers may wait for the
woman to bring up APM, but general knowledge among the lay
public regarding the technique remains low at about 30% with only
11% knowing the correct time during pregnancy to start APM, and
that it needs to be done regularly for best benefit [12].
Incorporating APM as part of best practice antenatal guidelines
in clinics and institutions can increase awareness of, and enthusiasm
for, APM as part of “evidence-based practice of management of
perineal pain” [38]. Such incorporation of training and education
in clinical settings, led to between 50 and 100% of women being
specifically educated about APM, with a patient adoption rate of
about 50%, and significant decreases in perineal trauma rates and
postpartum perineal pain scores [37].
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Many women value involving their partner in APM
Over half of women performed the APM with their partner
[31]. A similar percentage of women reported that the partners
involvement was important to them during massage (61%), and
that the APM drew the couple closer together (55%) [27]. Women
tended to report the APM was easier and more relaxing to do with
a partner. And a benefit of motivation to comply with the schedule
was found for partnered massage, although, some women did prefer
to do the technique alone. Teaching the couple as a unit about APM
can be beneficial, but is not required, as the technique can be equally
successful when done by women themselves.
Sexual function and desire decrease in some women during the
third trimester of pregnancy as compared to the first and second
trimesters [39]. For some couples, APM may increase intimacy and
can even lead to love-making. For other couples, it may cause tension
around differing sexual desires. But given the association between
women who are more sexually active during the third trimester of
pregnancy and lower rates of severe perineal trauma during childbirth
(p<0.001), couples should not be discouraged from allowing APM
to transition into intimacy [5]. Couples can benefit from knowing
about the association between a lack of sexual activity in the third
trimester and more severe perineal trauma at childbirth, and then
the subsequent link between perineal damage and higher levels of
postpartum sexual dysfunction [5,22,39]. APM should be taught
to couples (where the partner is welcomed by the woman), in
a playful way that encourages experimentation to achieve the
goals of stretching and perineal relaxation. The wife can read
to the husband during the massage, or they can use the time to
make plans (e.g. plan a vacation, review baby names, plan for the
nursery). The couple should understand that the massage can
enhance pair bonding [27].

Summary of potential benefits of APM on women’s health
outcomes
Many studies on APM were not included in the recent metaanalysis because of: lack of randomization (women either wanted to
be in the massage arm when they learned of it, or they stated they
wouldn’t do massage even if assigned to treatment); high episiotomy
rates across treatments obscuring any potential treatment effect; or
lack of blinding for practitioners evaluating perineal trauma [20].
Even for studies included in the meta-analysis, only a subset of
women (33%-66%) performed APM in 2/3 or more of the assigned
days, which may have biased against the treated group [7,31,34,40].
However, a review of the findings from these additional studies and
newer studies (since published), shows further consistency with
the findings of the reports incorporated into the meta-analysis. The
findings from studies used in the meta-analysis are italicized below.
Data from additional supportive studies are not italicized.
Intact perineum rates

Increased intact perineum for multiparous women with previous
episiotomy 35% to 64% (p=0.05) [41].
Decreased Episiotomies and/or Severe Lacerations (2nd degree
or more)
Decreased severe trauma from 62% to 40% (p=0.03) [42]
Decreased episiotomy rate from 37% to 16% (p=0.09) [42]
Decreased severe lacerations from 60% to 29% (p<0.001) [43]
Decreased episiotomies from 43% to 24% (p=0.03) [43]
Decreased Postpartum Perineal Pain
Decreased perineal pain for multiparous women at 3 months
postpartum (p=0.01) [12]
Decreased perineal pain scores at 1 and 15 days postpartum.
(p<0.001) [43]
Improved perineal healing (REEDA Scale) at 1 and 15 days
postpartum (p<0.001) [43]
Decreased perineal pain, day 3 postpartum (p=0.03) [40]
Improved Feelings About Childbirth
Higher confidence and control scores about labor and delivery
(p=0.03) [27]
Frequency of APM related to how well it helped prepare for labor
(p<0.0001) [27]
Higher sense of preparation for childbirth (p=0.001) [34]
Higher sense of self-efficacy (success and control during
childbirth); (p=0.014) [34]

Optimizing APM for patients
Open communication between healthcare providers and patients
in order to teach the benefits of APM is a first step in helping women
succeed at the technique. Older diagrams in APM instructions
were difficult to understand and failed to accommodate a woman’s
changing body or fatigue with the technique. New instructions
adapted from several sources are presented in the Appendix to better
help women understand the goals of APM and to give a variety of
positions for ease of practice [35]. Patients should be encouraged to
start APM at 34 or 35 weeks of pregnancy, although introducing the
concept during early discussions on approach to pregnancy and
birth plan development may be of benefit. Providing educational
material on how to do APM prior to the last month of pregnancy
can allow a woman to discuss the technique with other women and
her partner. It can also encourage a discussion of the benefits of
shorter fingernails for the woman during APM and later in caring
for a newborn [44].

Subgroup benefit for primapara from 15% to 24% (p=0.001)

Most APM studies have recommended that massage be done daily,
or at least 4 times per week [7,31,34]. Women should be educated
on the decreased postpartum pain risk and potential for less perineal
trauma found with increasing massage frequency. A vast majority of
women (90%) agreed that APM did not require “much time” [27].
It is also important for women to know if they miss a day or two of
massage, they should just return to the practice, and to call the clinic
for support if they are having difficulty with the APM technique.

Subgroup benefit for increasing massage from <1/3 to >2/3 of days;
20% to 28% (p=0.003)

Tissue hydration for a gentle, lubricating massage helps create
supple perineal tissues and allows for deeper stretching. Previously

Increased intact perineum from 25% to 31% (p=0.07) [7].
Subgroup benefit for primapara over 30 yrs. decrease in tears of 12%
(p=0.019)
Increased intact perineum from 12% to 19% (p=0.002) [31].
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plant and nut-based oils or water-soluble lubricants have been
recommended for APM [7,31,34,40]. However, it is critical to avoid
inflammation and bacterial dysbiosis in pregnant women, to prevent
bacterial vaginosis (BV) or other risk factors for inferior maternal
and neonatal outcomes. Specifically, cytokine and inflammasome
production in the vagina through vaginal product use has been
associated with increased rates of BV [45,46]. So consideration of the
products to be used during APM is warranted (e.g. not all products
may meet the guideline of “do no harm”).
Over the past five years, significant advances have been made in
understanding normal vaginal physiology and pathology [45-52].
Many of these advances have been through study of the impact of
vaginal products and their ingredients on the vaginal mucosa and
microbiome in sexually transmitted disease research [53-57]. A
growing body of evidence has found that common vaginal products
(e.g. KY Jelly, Astroglide) and/or specific ingredients in these
products (e.g. glycerin, propylene glycol, parabens) can be toxic to
vaginal ecosystem cells, including mucosal cells and beneficial acidproducing bacteria [53-57]. Such products increase interleukin and
inflammasome production, thereby damaging mucosal cells and
lactobacilli. Some of this toxicity appears to be related to hyperosmotic
formulations of many vaginal products, and some a direct effect of
specific ingredients. In order to avoid osmotic damage to the vaginal
ecosystem, the World Health Organization has suggested that vaginal
products be formulated isotonic to vaginal and seminal fluids (260380 mOsmo/kg) [58].
Although oils are commonly used for APM, the use of oils in the
vagina has been associated with an 8-fold risk in vaginal infections
[59]. Use of almond oils during pregnancy has been associated with
an increase in pre-term labor [60]. Also, some women found the use
of oils during APM sticky and uncomfortable [12]. Of concern is
the chemistry of natural oils, which break down to contain varying
levels of peroxidation products and pro-inflammatory chemicals.
These breakdown chemicals can alter cell and bacterial physiology
when applied topically [61,62]. The levels of peroxides and related
cell-toxic chemicals differ in oils based on: oil product manufacturing
process, storage exposure to light and room temperature, purity and
oil type [61-63]. Vitamin E in oils can act as either a pro-oxidant or
an antioxidant [63]. Unfortunately, consumers and providers have no
way of knowing the level of oxidation and pro-inflammatory content
in any given oil-based product.
Recently, virgin coconut oil has become popular for topical
application. However, coconut oil has significant antimicrobial
activity, and its impact on the vaginal microbiome is unknown [61].
Coconut oil also decreases water movement across membranes
[61-64]. Constant mucus production and exfoliation of the vaginal
mucosal barrier is a key factor in healthy vaginal physiology [49-52].
It is unknown how coating of the mucosa with an oil that changes
water permeability of the tissues may impact normal healthy vaginal
function. And natural products, such as Aloe vera gel, can contain

high levels of heavy metals and endotoxins [65], both of which are
very potent inflammation triggers when applied topically [66-68].
An isotonic, hydrogel for perineal massage, that does not contain
glycerol, oils or parabens, has recently been introduced (BabyIt,
Fairhaven Health, Bellingham, WA). In invertebrate toxicity
testing it was found to have mild irritation potential, as compared
to KY Jelly and other lubricants, which caused moderate to
severe irritation potential (Table 1) (Personal Communication, E
Adriaens 2017) [54].
Practitioners can remain aware of new findings in vaginal
physiology and the impact of products or ingredients on inflammation
markers in, and damage to, vaginal mucosal cells through medical
literature searches in sexually transmitted disease research. Many
such publications shed significant light on women’s health, but are
rarely published in traditional gynecology journals.
Health care providers can review products available for APM to
help women choose the best product for their situation. Whichever
hydrating product is chosen for the massage, be sure the patient uses
an adequate amount and reapplies as needed to ensure a comfortable
massage for the 5-minute time period suggested.

Conclusion
The authors of the 2013 meta-analysis on the benefit of APM
concluded that “… women who are instructed in perineal massage
(either because they become more informed about birthing,
episiotomies and the advantages of an intact perineum, or because
of the act of massaging itself) are less likely to have an episiotomy,
require perineal suturing or report ongoing perineal pain postpartum”
[20]. Additional and newer studies as reviewed here further support
the use of APM to optimize women’s experience of childbirth and to
improve restoration of healthy postpartum perineal function.
Carefully explaining APM as a part of evidence-based methods
to decrease perineal trauma and pain will continue to demystify the
technique and may improve its more widespread use. Improved
acceptance of APM can be achieved by helping medical staff and
women understand its potential benefits and by encouraging sharing
of patients’ experience with clinic staff.

Disclosure
JE Ellington discloses that she is a named inventor on a patent
application for BabyIt perineal massage gel, a product mentioned in
this paper, and a consultant for the manufacturer of the product.
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Appendix
Instructions for Perineal Massage During Pregnancy
Perineal massage during pregnancy is the gentle, manual stretching and massage of the back portion of
the birth canal (the perineum), which is located between the vaginal opening and the rectum. There is
good medical evidence that when done regularly, in the last 3 to 4 weeks of pregnancy, perineal massage
can increase your chance of delivering a baby vaginally without tearing or damaging your perineum
(including a decreased risk of episiotomy). Of course, perineal massage can’t totally remove any chance
of perineal trauma, but it has been shown to decrease the chances of lasting damage to the perineum,
which can negatively impact a woman’s quality of life and sexual health after having children.

Regular perineal massage during pregnancy also decreases your risk of developing postpartum pain.
Women who practice this massage also report feeling more confident and in control of their childbirth
experience. Doing perineal massage during pregnancy helps women learn to relax and breathe through
the burning sensation of perineal stretching (which is a natural part of childbirth). Perineal massage can
be practiced by couples together or done on your own. Many women find that doing the massage with a
partner makes it easier to do regularly and enhances bonding of the couple.

How to Perform Perineal Massage On Your Own
The beneﬁts of perineal massage can be achieved with as little as 5 minutes of massage each day, at least 4
times per week. Begin your regular massage routine at 34 to 35 weeks of pregnancy, after discussing it with
your health care provider. Maintaining a regular massage schedule is best to promote greater elasticity of
the tissues in the perineum. Don’t worry if you miss a day or two - just pick up the next day.
1. Before beginning perineal massage, wash your hands and trim your nails.
2. Find a comfortable position that allows you to reach your perineum, by reaching your hands in front of
or behind you. Positions that work well include: a) sitting propped up in bed with your knees bent; b)
raising one leg such as on a shower bench or toilet; or c) squatting against a wall for support with or
without the aid of a stack of books or a stool. Feel free to use diﬀerent positions on diﬀerent days or
even change positions during your massage on any given day, if you become uncomfortable or tired.

3. To begin the massage, pour a teaspoonful of massage gel (e.g. BabyIt Perineal Massage Gel from
Fairhaven Health) onto your ﬁngers and apply to the perineum, taking care to ensure that your thumbs
or ﬁngers are well lubricated. The massage gel makes the massage more comfortable and hydrates the
tissues of the perineum so they become more flexible.
4. Perineal massage may be done with your thumbs, or with your index or middle ﬁngers. To start, insert
your thumbs or ﬁngers about one to two inches inside the vagina, resting your palms against your legs
or bottom (depending on the position you choose).
5. Begin the massage by stretching the tissues at the back portion of the vaginal birth canal towards the
rectum and also apart side-to-side, gliding down and out, and then back again during the massage.
6. You will continue the massage for up to 5 minutes, reapplying massage gel as needed.

7. During the massage, keep pressing gently down with your thumbs or ﬁngers toward your backside,
and then pulling these fingers apart from each other and out to the sides. Several times during your
massage, hold this “down and out” stretched position and consciously breath and relax your muscles
in the perineal region for 30 seconds to one minute. Then start the gliding massage again.
8. Perineal massage should not be painful, but during the first couple of weeks it is normal to feel a
slight uncomfortable burning or stretching sensation. Practicing awareness and breathing when you
feel this discomfort will help you feel more in control when you feel these same sensations during
delivery! Over time, increase the pressure you use during the massage, as you feel the tissue become
less rigid and more elastic and flexible.
How to Perform Perineal Massage with Your Partner
1. Using clean hands with trimmed fingernails, your partner can follow the same directions above, but
they should use their index fingers instead of thumbs. Sit across from your partner, with your legs
draped over the outside of your partner’s legs. Once you are comfortable with the techniques, your
partner may prefer using two ﬁngers from each hand for greater stretching.
2. Your partner won’t know when the massage is not stretching enough or when it is too much burn. It
is important they change pressure slowly and that you communicate during the massage when it feels
correct. This communication about perineal pressure is also good practice for communicating with
your provider during actual childbirth.

3. Find ways to enjoy doing the perineal massage together. Try reading to your partner while they do the
massage, or plan a fun trip, nursery decorations or baby names. Studies suggest that women who do
partnered perineal massage find it easier to build it into their schedule and end up doing it more
frequently. More frequent practice of the massage has been linked with less postpartum pain.
4. Women who have more sexual activity during the third trimester of pregnancy also have less chance of
severe perineal trauma during delivery, and better sexual satisfaction after childbirth. As long as you
are cleared for sexual activity by your healthcare provider (and a vast majority of women are), if
perineal massage becomes erotic and leads to love-making, that is just fine!
Adapted from www.myisolove.com and used with permission from Fairhaven Health, Bellingham, WA

