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The Management of Third- and Fourth-Degree Perineal Tears
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be inserted and the woman should be taken to the theatre as soon as possible. Repair of OASIS 

in the delivery room may be performed in certain circumstances after discussion with a senior 

obstetrician. [New 2015]

Figure of eight sutures should be avoided during the repair of OASIS because they are haemostatic 

in nature and may cause tissue ischaemia. [New 2015]

A rectal examination should be performed after the repair to ensure that sutures have not been 

inadvertently inserted through the anorectal mucosa. If a suture is identified it should be removed. 

[New 2015]

Which techniques should be used to accomplish the repair of the anorectal mucosa? 

The torn anorectal mucosa should be repaired with sutures using either the continuous or 

interrupted technique. [New 2015]

Which techniques should be used to accomplish the repair of the internal anal sphincter? 

Where the torn internal anal sphincter (IAS) can be identified, it is advisable to repair this separately 

with interrupted or mattress sutures without any attempt to overlap the IAS.

Which techniques should be used to repair the external anal sphincter? 

For repair of a full thickness external anal sphincter (EAS) tear, either an overlapping or an end-to-

end (approximation) method can be used with equivalent outcomes.

For partial thickness (all 3a and some 3b) tears, an end-to-end technique should be used. [New 2015]

Choice of suture materials 

Which suture materials should be used to accomplish repair of obstetric anal sphincter injuries? 

3-0 polyglactin should be used to repair the anorectal mucosa as it may cause less irritation and 

discomfort than polydioxanone (PDS) sutures. [New 2015]

When repair of the EAS and/or IAS muscle is being performed, either monofilament sutures such as 

3-0 PDS or modern braided sutures such as 2-0 polyglactin can be used with equivalent outcomes.  

When obstetric anal sphincter repairs are being performed, the burying of surgical knots beneath 

the superficial perineal muscles is recommended to minimise the risk of knot and suture migration 

to the skin.

Surgical competence 

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 
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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 
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Third-degree tear: Injury to perineum involving the anal sphincter complex:

Grade 3a tear: Less than 50% of external anal sphincter (EAS) thickness torn.

Grade 3b tear: More than 50% of EAS thickness torn.

Grade 3c tear: Both EAS and internal anal sphincter (IAS) torn.

Fourth-degree tear: Injury to perineum involving the anal sphincter complex (EAS and IAS) 

and anorectal mucosa.

The lining of the anal canal varies along its length due to its embryological derivation. The 

proximal anal canal is lined with rectal mucosa (columnar epithelium) whereas the distal 1–1.5 

cm of the anal canal is lined with modified squamous epithelium.7 To avoid confusion, the 

term ‘anorectal mucosa’ has been used instead of anal epithelium throughout this guideline.

Obstetric anal sphincter injuries (OASIS) encompass both third- and fourth-degree perineal tears. 

Anal incontinence is defined as the complaint of involuntary loss of flatus and/or faeces affecting 

quality of life.8

The IAS plays a role in the maintenance of continence. In a prospective study involving follow-
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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
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7.  Repair of OASIS

7.1  General principles

Repair of third- and fourth-degree tears should be conducted by an appropriately trained clinician 

or by a trainee under supervision. 

Repair should take place in an operating theatre, under regional or general anaesthesia, with  

good lighting and with appropriate instruments. If there is excessive bleeding, a vaginal pack 

should be inserted and the woman should be taken to the theatre as soon as possible. Repair  

of OASIS in the delivery room may be performed in certain circumstances after discussion with  

a senior obstetrician.

Figure of eight sutures should be avoided during the repair of OASIS because they are haemostatic 

in nature and may cause tissue ischaemia.

A rectal examination should be performed after the repair to ensure that sutures have not been 

inadvertently inserted through the anorectal mucosa. If a suture is identified it should be removed.

Involvement of a colorectal surgeon will be dependent on local protocols, expertise and 

availability as the majority of colorectal surgeons are not familiar with acute OASIS.38 Repair 

in an operating theatre will allow the repair to be performed under optimal conditions with 

appropriate instruments, adequate light and an assistant. Regional or general anaesthesia will 

facilitate identification of the full extent of the injury and enable retrieval of the retracted ends 

of the torn anal sphincter.13

7.2  Which techniques should be used to accomplish the repair of the anorectal mucosa? 

The torn anorectal mucosa should be repaired with sutures using either the continuous or 

interrupted technique.

Traditionally, the technique described to repair the torn anal mucosa was to insert interrupted 

sutures with the knot tied within the anal canal. However, this was recommended when catgut 

was in use to minimise tissue reaction and infection.39 With the availability of polyglactin 

suture material this is no longer necessary as it dissolves by hydrolysis. Whichever technique 

is used, figure of eight sutures should be avoided during repair of the anal mucosa as they can 

cause ischaemia.

7.3  Which techniques should be used to accomplish the repair of the internal anal sphincter? 

Where the torn IAS can be identified, it is advisable to repair th
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One randomised controlled study compared laxatives and bulking agents in the postoperative 

period following primary OASIS repair.50



RCOG Green-top Guideline No. 29



RCOG Green-top Guideline No. 29 © Royal College of Obstetricians and Gynaecologists15 of 19

14. Recommendations for future research
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Appendix I:  Explanation of guidelines and evidence levels
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