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The Management of Third- and Fourth-Degree Perineal Tears
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The use of postoperative laxatives is recommended to reduce the risk of wound dehiscence.

Bulking agents should not be given routinely with laxatives. [New 2015]

Local protocols should be implemented regarding the use of antibiotics, laxatives, examination 
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1. Purpose and scope 

The purpose of this guideline is to provide evidence-based guidance on the diagnosis, management 

and treatment of third- and fourth-degree perineal tears (obstetric anal sphincter injuries, referred to  

as OASIS). 

2. Introduction and background epidemiology

The reported rate of OASIS (in singleton, term, cephalic, vaginal first births) in England has tripled 

from 1.8% to 5.9% from 2000 to 2012.1 The overall incidence in the UK is 2.9% (range 0–8%), with an 

incidence of 6.1% in primiparae compared with 1.7% in multiparae.2

With increased awareness and training, there appears to be an increase in the detection of anal sphincter 

injuries.1 A trend towards an increasing incidence of third- or fourth-degree perineal tears does not 

necessarily indicate poor quality care. It may indicate, at least in the short term, an improved quality of 

care through better detection and reporting.3

Obstetricians who are appropriately trained are more likely to provide a consistent, high standard of anal 

sphincter repair and contribute to reducing the extent of morbidity and litigation associated with anal 

sphincter injury.4 

3. Identification and assessment of evidence 

The Cochrane Library was searched for relevant randomised controlled trials, systematic reviews and 

meta-analyses. MEDLINE and EMBASE were also searched from 2006–2014 and the date of the last search 

was November 2014. NICE Evidence Search, Trip and the National Guideline Clearinghouse were also 

searched for relevant guidelines and reviews.

The databases were searched using the relevant Medical Subject Headings (MeSH), including all 

subheadings, and this was combined with a keyword search that included the terms: ‘human’, ‘female’, 

‘childbirth’, ‘obstetric’, ‘perineum’, ‘third degree’, ‘fourth degree’, ‘anal sphincter’, ‘tear’, ‘injury’, 

‘rupture’, ‘damage’, ‘incontinence’, ‘faecal’, ‘anal’, ‘repair’, ‘surgery’ and ‘sutures’. 

The definitions of the types of evidence used in this guideline originate from the Scottish Intercollegiate 

Guidelines Network. Where possible, recommendations are based on and explicitly linked to the evidence 

that supports them. Areas lacking evidence are highlighted and annotated as ‘good practice points’. 

4. Classification and terminology 

4.1 How should obstetric anal sphincter injury be classified? 

It is recommended that the classification outlined in this guideline be used when describing any 

obstetric anal sphincter injury.

If there is any doubt about the degree of third-degree tear, it is advisable to classify it to the higher 

degree rather than the lower degree.

The following classification described by Sultan5 has been adopted by the International 

Consultation on Incontinence6 and the RCOG: 

First-degree tear: Injury to perineal skin and/or vaginal mucosa.

Second-degree tear: Injury to perineum involving perineal muscles but not involving the anal 

sphincter. 
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l Asian ethnicity1 (OR 2.27, 95% CI 2.14–2.41) 

l nulliparity15 (relative risk [RR] 6.97, 95% CI 5.40–8.99) 

l birthweight greater than 4 kg1 (OR 2.27, 95% CI 2.18–2.36)

l shoulder dystocia1 (OR 1.90, 95% CI 1.72–2.08)

l occipito-posterior position15 (RR 2.44, 95% CI 2.07–2.89) 

l prolonged second stage of labour:15 

 m duration of second stage between 2 and 3 hours (RR 1.47, 95% CI 1.20–1.79)

 m duration of second stage between 3 and 4 hours (RR 1.79, 95% CI 1.43–2.22)

 m duration of second stage more than 4 hours (RR 2.02, 95% CI 1.62–2.51)

l instrumental delivery:1

 m ventouse delivery without episiotomy (OR 1.89, 95% CI 1.74–2.05)

 m ventouse delivery with episiotomy (OR 0.57, 95% CI 0.51–0.63)

 m forceps delivery without episiotomy (OR 6.53, 95% CI 5.57–7.64) 

 m forceps delivery with episiotomy (OR 1.34, 95% CI 1.21–1.49).

Risk factors for OASIS were assessed in a retrospective study of 123 women who sustained 

third- or fourth-degree tears and 123 controls without OASIS. The authors concluded that a 

scoring system based on the reported risks from meta-analyses to identify women at risk is 

unlikely to be of practical use.16

There is limited evidence in relation to the risk of sustaining recurrent OASIS. A large 

retrospective cohort study showed an odds ratio of 5.51 (95% CI 5.18–5.86) of sustaining 

recurrent OASIS in the subsequent pregnancy.17 Risk factors for sustaining recurrent OASIS in 

the subsequent pregnancy include Asian ethnicity (OR 1.59, 95% CI 1.48–1.71), forceps delivery 

(OR 4.02, 95% CI 3.51–4.60) and birthweight more than 4 kg (OR 2.29, 95% CI 2.16–2.43). 

5.2  Can obstetric anal sphincter injury be prevented?

Clinicians should explain to women that the evidence for the protective effect of episiotomy  

is conflicting.

Mediolateral episiotomy should be considered in instrumental deliveries.

Where episiotomy is indicated, the mediolateral technique is recommended, with careful attention 

to ensure that the angle is 60 degrees away from the midline when the perineum is distended.

Perineal protection at crowning can be protective.

Warm compression during the second stage of labour reduces the risk of OASIS.

Episiotomy

The evidence that episiotomy prevents OASIS and/or anal incontinence is conflicting. Hospital 

Episode Statistics data have shown that episiotomy is associated with the lowest risk of OASIS.1 

Some studies have shown a protective effect while others have not.18–20

However, there is evidence that a mediolateral episiotomy should be performed with 

instrumental deliveries as it appears to have a protective effect on OASIS.1,10

The angle of the episiotomy away from the midline has been shown to be important in reducing 

the incidence of OASIS,21,22
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7.  Repair of OASIS

7.1  General principles
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9.  Surgical competence 

9.1  Who should repair obstetric anal sphincter injury? 

Obstetric anal sphincter repair should be performed by appropriately trained practitioners.

Formal training in anal sphincter repair techniques should be an essential component of obstetric training.

Inexperienced attempts at anal sphincter repair may contribute to maternal morbidity, 

especially subsequent anal incontinence. Published randomised controlled trials have 

reported residual EAS defects in 19–36% overall following repair.43–45 The clinical relevance 

of asymptomatic defects demonstrated by ultrasound is currently unclear, but it has been 

suggested that this may be due to inadequate primary repair.9,46

In 2002, a survey of UK consultant obstetricians and trainee obstetricians in two regions 

highlighted the deficiency in and their dissatisfaction with their training in the management 

of third-degree tears.38,47

Repair of third- and fourth-degree perineal tears has now been incorporated in the module 

on postpartum problems in the RCOG core training log book.48 Many regions now conduct 

training workshops involving the use of simulation models.2

10.  Postoperative management 

10.1  How should women with obstetric anal sphincter injury be managed postoperatively? 

The use of broad-spectrum antibiotics is recommended following repair of OASIS to reduce the risk 

of postoperative infections and wound dehiscence.

The use of postoperative laxatives is recommended to reduce the risk of wound dehiscence.

Bulking agents should not be given routinely with laxatives.

Local protocols should be implemented regarding the use of antibiotics, laxatives, examination 

and follow-up of women with obstetric anal sphincter repair.

Women should be advised that physiotherapy following repair of OASIS could be beneficial.

Women who have undergone obstetric anal sphincter repair should be reviewed at a convenient 

time (usually 6–12 weeks postpartum). Where possible, review should be by clinicians with a 

special interest in OASIS.

If a woman is experiencing incontinence or pain at follow-up, referral to a specialist gynaecologist 

or colorectal surgeon should be considered.

A Cochrane review addressing antibiotic prophylaxis for third- and fourth-degree perineal 

tears, comparing prophylactic antibiotics against placebo or no antibiotics, included only one 

randomised controlled trial of 147 participants.49 Although the data suggested that prophylactic 

antibiotics help to prevent perineal wound complications following third- or fourth-degree 

perineal tears, loss to follow-up was very high. The authors concluded that results should be 
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One randomised controlled study compared laxatives and bulking agents in the postoperative 

period following primary OASIS repair.50
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14. Recommendations for future research
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Appendix I:  Explanation of guidelines and evidence levels

Clinical guidelines are: ‘systematically developed statements which assist clinicians and patients in 

making decisions about appropriate treatment for specific conditions’. Each guideline is systematically 

developed using a standardised methodology. Exact details of this process can be found in Clinical 

Governance Advice No. 1 Development of RCOG Green-top Guidelines (available on the RCOG website 

at http://www.rcog.org.uk/green-top-development). These recommendations are not intended to dictate 

an exclusive course of management or treatment. They must be evaluated with reference to individual 

patient needs, resources and limitations unique to the institution and variations in local populations. 
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