
 

W1: Management of Bowel Dysfunction Following Obstetric Anal 
Sphincter Injury (OASIS) 

Workshop Chair: Paula Igualada-Martinez, United Kingdom 
06 October 2015 09:00 - 10:30 

 

Start End Topic Speakers 

09:00 09:05 Introduction to the workshop Paula Igualada-Martinez 

09:05 09:15 OASIS Rufus Cartwright 

09:15 09:25 Anorectal anatomy and physiology Alexis Schizas 

09:25 09:40 Anorectal evaluation following OASIS Alexis Schizas 

09:40 09:55 Bowel dysfunction following OASIS Heidi Brown 
Alexis Schizas 

09:55 10:10 Physiotherapy following OASIS Paula Igualada-Martinez 

10:10 10:20 The dedicated OASIS clinic and management of subsequent 
pregnancies 

Heidi Brown 
Paula Igualada-Martinez 

10:20 10:30 Discussion All 

 
Aims of course/workshop 
Aim: 
The aim of this course is to learn how to evaluate and manage bowel dysfunction following obstetric anal sphincter injury 
(OASIS). 
 
Objectives: 
At the end of the workshop the participants should be able to: 
• Understand the anatomy and physiology of the pelvic floor including the anal sphincter complex. 
• Recognise and classify OASIS following endoanal ultrasound assessment  
• Understand anorectal physiology following OASIS 
• Identify and evaluate bowel dysfunction following OASIS 
• Learn how to set up a dedicated one-stop OASIS clinic and manage subsequent deliveries 
• Learn about the role of Physiotherapy management of bowel dysfunction following OASIS  
• Understand the long-term consequences of OASIS 
 
Learning Objectives 
1.  Understand the pathophysiology and subsequent pelvic floor complications of OASIS   
 
2.  Learn and understand anorectal ultrasound and physiology investigations following OASIS   
 
3.  Learn and understand conservative management of bowel dysfunction following OASIS 
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We	
   hope	
   that	
   you	
   will	
   find	
   this	
   workshop	
  
s4mula4ng	
   and	
   that	
   it	
   will	
   add	
   to	
   your	
   clinical	
  
prac4ce	
   ensuring	
   a	
   safe	
   and	
   effec4ve	
  
assessment	
  and	
  treatment	
  of	
  Bowel	
  	
  Dysfunc4on	
  
following	
  Obstetric	
  Anal	
  Sphincter	
  Injury	
  (OASIS).	
  

!

!

H#1-#!=%1#-#.#I"#53$&J!!

MSc	
  BSc	
  (Hons)	
  Clinical	
  Specialist	
  Physiotherapist,	
  Physiotherapy	
  Department,	
  	
  
Guy’s	
  and	
  St	
  Thomas’	
  NHS	
  FoundaGon	
  Trust,	
  London,	
  UK	
  	
  

E-­‐mail:	
  pigualadamarGnez@gmail.com	
  

Chair	
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Heidi	
  Brown	
  
MD	
  MAS	
  Assistant	
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  School	
  of	
  Medicine	
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  Health,	
  

Division	
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  Gynaecology,	
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  Medicine	
  and	
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  Surgery,	
  
Madison,	
  USA	
  

Email:	
  heidi.brown@gmail.com	
  
	
  

Rufus	
  Cartwright	
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  Department	
  of	
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Department	
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MD	
  FRCS	
  (Gen	
  Surg)	
  Pelvic	
  floor	
  unit	
  and	
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  Department,	
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  and	
  St	
  Thomas’	
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  Trust,	
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  UK	
  	
  

Email:	
  aschizas@hotmail.com	
  
	
  

Obstetric Anal Sphincter Injury:   
An Introduction 

Rufus	
  Cartwright	
  MD	
  (res)	
  MRCOG	
  	
  
Department	
  of	
  Urogynaecology,	
  and	
  Department	
  of	
  Epidemiology	
  &	
  

BiostaGsGcs,	
  	
  
Imperial	
  College,	
  London,	
  UK	
  

	
  

Aims 

-­‐  Review	
  definiGons	
  for	
  perineal	
  trauma	
  
-­‐  Assess	
  trends	
  in	
  incidence	
  of	
  OASIS	
  
-­‐  Consider	
  in	
  detail	
  the	
  risk	
  factors	
  for	
  OASIS	
  
	
  
	
  

Grading of Perineal Trauma 

1	
  -­‐	
  Skin	
  only	
  

2	
  -­‐	
  Perineal	
  muscles	
  

3a	
  -­‐	
  <50%	
  of	
  EAS	
  

3b	
  -­‐	
  >50%	
  of	
  EAS	
  

3c	
  -­‐	
  EAS	
  &	
  IAS	
  

4	
  -­‐	
  Rectal	
  mucosa	
  

Budonhole	
  

Sultan, 1999; ICI, 2004; RCOG, 2004  
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Classification of Episiotomy 

1	
  –	
  Median	
  /	
  midline	
  
2	
  –	
  modified	
  median	
  
3	
  –	
  J	
  shaped	
  
4	
  –	
  mediolateral	
  
5	
  –	
  lateral	
  
6	
  –	
  radical	
  lateral	
  
7	
  –	
  anterior	
  
	
  

Kalis et al, BJOG 2012 

Incidence 

-­‐  “True”	
  incidence	
  of	
  OASIS	
  is	
  
11%-­‐35.4%	
  using	
  endoanal	
  ultrasound	
  

	
  Williams	
  et	
  al,	
  2001;	
  Sultan	
  et	
  al,	
  1993	
  
-­‐  	
  98.8%	
  of	
  injuries	
  can	
  be	
  detected	
  at	
  

the	
  Gme	
  of	
  delivery	
  without	
  
ultrasound	
  	
  	
  	
  

Andrews	
  et	
  al,	
  2006	
  

-­‐  The	
  overall	
  incidence	
  is	
  increasing	
  
	
  	
  	
  

	
  
	
  

Incidence 
	
  

-­‐  Rates	
  of	
  recognised	
  injury	
  vary	
  widely	
  	
  
•  between	
  countries	
  0.4%	
  (Italy)	
  -­‐	
  9.2	
  %	
  (Sweden) 	
  

	
   	
   	
  	
  	
  	
   	
   	
  Prager	
  et	
  al,	
  2008	
  
•  between	
  hospitals	
  1.3%	
  -­‐	
  4.7	
  %	
  	
  (Norway) 	
  	
   	
  

	
   	
   	
   	
   	
  	
  	
  Valbø	
  et	
  al,	
  2008	
  

-­‐  Impossible	
  to	
  directly	
  compare	
  different	
  studies,	
  
because	
  of	
  acquisiGon	
  bias	
  	
  

-­‐  Midwives	
  miss	
  87%	
  of	
  injuries,	
  doctors	
  miss	
  28%	
  
Andrews	
  et	
  al,	
  2006	
  

	
  

Changing incidence or changing recognition? 

0
1
2
3
4
5
6
7
8
9
10

1990 1992 1994 1996 1998 2000 2002 2004 2006 2008

Kudish et al, 2008; Laine et al, 2009; Raisanen et al, 2009  

Changing incidence or changing recognition? 

Gurol-Urganci et al, 2013  

 Episiotomy and OASIS – The RCTs 

Mirza et al, ICS 2013 
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  Unmeasured Confounding 

As	
  OASIS	
  has	
  increased	
  in	
  
Finland,	
  use	
  of	
  episiotomy	
  has	
  
decreased	
  

The	
  measured	
  associaGon	
  has	
  
reversed	
  in	
  direcGon!	
  

CauGon	
  about	
  unmeasured	
  
confounding	
  in	
  observaGonal	
  
studies	
  

	
  

Raisanen et al, BMJ Open 2013 

The “Established” Risk Factors 

Forceps	
  or	
  ventouse,	
  
Nulliparity	
  
Birthweight	
  	
  
IdenGfied	
  as	
  major	
  risk	
  
factors	
  –	
  lidle	
  inconsistency	
  
in	
  literature	
  

Sultan	
  et	
  al,	
  1994;	
  de	
  Leeuw	
  et	
  al,	
  2001;	
  
ChrisGanson	
  et	
  al,	
  2003;	
  Williams	
  et	
  al,
2005;	
  de	
  Leeuw	
  et	
  al	
  2008;	
  Ekeus	
  et	
  al,	
  

2008	
  

Can we predict birthweight – and 
prevent OASIS antenatally? 
ProspecGve	
  mulG-­‐centre	
  cohort	
  
40-­‐42	
  weeks	
  gestaGon	
  
	
  -­‐	
  enriched	
  sample	
  at	
  highest	
  risk	
  of	
  OASIS	
  	
  
	
  -­‐	
  limited	
  interval	
  between	
  esGmaGon	
  of	
  weight	
  and	
  
delivery	
  	
  

Ultrasound	
  EFW	
  using	
  Hadlock’s	
  formula	
  
-­‐	
  abdominal	
  and	
  head	
  circumference,	
  femur	
  length	
  

Maternal	
  height,	
  weight,	
  parity,	
  ethnicity	
  
	
  
Fetomaternal	
  BMI	
  =	
  EFW	
  /	
  maternal	
  height2	
  
N=1,707	
  

Cartwright	
  et	
  al,	
  2008	
  
	
  

EFW vs. actual birthweight 

Bias	
  =	
  23g	
  
Mean	
  error	
  =	
  251g	
  

95%LOA	
  =	
  -­‐601g	
  to	
  +624g 

	
  

	
  

 

	
  

MulGvariate	
  logisGc	
  regression	
  models	
  controlling	
  
for	
  maternal	
  ethnicity,	
  maternal	
  weight	
  and	
  study	
  

centre	
  
	
  

Fetomaternal BMI and OASIS risk 

Risk	
  Factor	
   Adjusted	
  OR	
   p	
  

Parity	
   0.27	
   .002	
  

Actual	
  birth	
  weight	
   2.89	
  /	
  kg	
   .007	
  

EsGmated	
  fetal	
  weight	
   2.28	
  /	
  kg	
   .05	
  

Fetomaternal	
  BMI	
   7.97	
  /	
  kg	
  /	
  m2	
   .027	
  

•  Only	
  a	
  small	
  proporGon	
  of	
  variaGon	
  in	
  OASIS	
  is	
  explained	
  
by	
  maternal	
  height	
  and	
  esGmated	
  fetal	
  weight	
  

•  Not	
  likely	
  ever	
  to	
  be	
  able	
  to	
  predict	
  OASIS	
  
•  Need	
  to	
  focus	
  on	
  prevenGon	
  

Perineal Length and Episiotomy Angle 

Angle	
   of	
  mediolateral	
   episiotomy	
  
is	
   significantly	
   narrower	
   in	
  
women	
  who	
  sustain	
  OASIS	
  

	
  Eogan	
  et	
  al,	
  2006;	
  Andrews	
  et	
  al	
  2006;	
  
Kallis	
  et	
  al,	
  2008	
  

Perineal	
   length	
   is	
   significantly	
  
shorter	
   in	
   women	
   who	
   sustain	
  
t e a r s , 	
   a n d	
   O A S I S	
   ( a w e r	
  
adjustment	
  for	
  birthweight)	
  

	
  Rizk	
  et	
  al,	
  2000;	
  Dua	
  et	
  al	
  2009;	
  
Stendenfeldt,	
  2013	
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Authors	
   Year	
   Country	
   n	
   Adjusted	
  OR	
  

Ekeus	
  et	
  al	
   2008	
   Sweden	
   365,886	
   1.51	
  

Dahlen	
  et	
  al	
   2007	
   Australia	
   6,595	
   1.83	
  

Hopkins	
  et	
  al	
   2005	
   USA	
   17,216	
   1.41	
  

Goldberg	
  et	
  al	
   2003	
   USA	
   34,048	
   2.01	
  

Risk of Asian Ethnicity  
	
  
	
  
	
  
	
  
	
  
	
  

Asian	
  women	
  may	
  be	
  at	
  increased	
  risk	
  of	
  obstetric	
  anal	
  sphincter	
  injury	
  
compared	
  to	
  Caucasian	
  women	
  
Only	
  data	
  from	
  Asia	
  reports	
  absolute	
  risk	
  of	
  just	
  1.7%	
  

	
   	
  Nakai	
  et	
  al,	
  2006	
  
	
  

Familial Risk 

-  Suggests genetic factors 
-  Must be acting both on maternal and fetal causal pathways 
-  But could there be unmeasured confounding? 

     Baghestan et al, BJOG 2013 

Prior caesarean and OASIS 

Raisanen et al, IUJ 2013 

•  VBAC associated with OR 1.42 for OASIS 
•  Even after “maximal” adjustment 
•  What are these unmeasured factors? 

Smoking and OASIS 

Smoking	
  is	
  strongly	
  protecGve	
  
(aOR	
  0.72)	
  
Effect	
  is	
  only	
  apparent	
  for	
  
women	
  with	
  big	
  babies	
  
Other	
  more	
  important	
  reasons	
  
not	
  to	
  smoke	
  during	
  pregnancy!	
  

Socioeconomic Status 

High	
  socioeconomic	
  status	
  women	
  at	
  increased	
  risk	
  of	
  OASIS	
  
May	
  reflect	
  “beder”	
  care	
  

	
   	
   	
  Raisanen	
  et	
  al,	
  PLoSONE	
  2013	
  

Socioeconomic Status 

High	
  socioeconomic	
  status	
  women	
  at	
  increased	
  risk	
  of	
  OASIS	
  
May	
  reflect	
  “beder”	
  care	
  

	
   	
   	
  Raisanen	
  et	
  al,	
  PLoSONE	
  2013	
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Conclusions 
-­‐  OASIS	
  is	
  common	
  –	
  and	
  geyng	
  more	
  common	
  

-­‐  Major	
  risk	
  factors	
  are	
  nulliparity,	
  birthweight	
  and	
  use	
  of	
  forceps	
  

-­‐  Strong	
  observed	
  effects	
  of	
  	
  

•  current	
  smoking 	
  	
  

•  SES	
  

•  Prior	
  CS	
  

•  Asian	
  ethnicity	
  

-­‐  Clearly	
  unexplained	
  causal	
  mechanisms	
  that	
  deserve	
  adenGon	
  

-­‐  Focus	
  should	
  be	
  on	
  populaGon-­‐wide	
  measures	
  to	
  prevent	
  OASIS	
  

•  PredicGon	
  remains	
  impossible	
  

•  Many	
  risk	
  factors	
  are	
  not	
  modifiable	
  

	
  

Anorectal Anatomy and 
Physiology 

Alexis	
  Schizas	
  
MD	
  FRCS	
  (Gen	
  Surg)	
  Pelvic	
  floor	
  unit	
  and	
  Colorectal	
  Department,	
  	
  

Guy’s	
  and	
  St	
  Thomas’	
  NHS	
  FoundaGon	
  Trust,	
  London,	
  UK	
  	
  

	
  
	
  

Levator ani 

•  Anterior	
  
•  Pubis	
  +	
  anterior	
  part	
  of	
  tendinous	
  arch	
  

•  muscle>fascia	
  
•  Superficial	
  
•  Deep	
  -­‐	
  puborectalis	
  

•  Posterior	
  
•  tendinous	
  arch,	
  anococcygeal	
  ligament	
  and	
  coccyx	
  	
  

•  fascia>muscle	
  

Puborectalis 

•  U-­‐shaped,	
   medial	
   most	
  
located	
  levator	
  ani	
  muscle	
  

•  Pu l l s	
   t h e	
   a no r e c t a l	
  
j u n c G o n	
   a n t e r i o r l y ,	
  
forming	
   the	
   anorectal	
  
angle	
  

•  Pelvic	
   floor	
   muscle	
   vs.	
  
sphincter	
  muscle?	
  

Bulbospongiosus 
 
Transverse Perinei 
 
Puboanalis 
 
Perineal Body 
 
Anal Sphincters 

Perineal Muscles  Anal Canal 

•  Approx.	
  2-­‐4cm	
  long	
  
•  Commences	
  at	
  level	
  of	
  puborectalis	
  muscle	
  
•  Upper	
  canal	
  -­‐	
  mucous	
  membrane	
  

•  anal	
  sinuses/valves	
  
•  anal	
  glands	
  at	
  bodom	
  of	
  sinuses	
  (crypts)	
  

•  Dentate	
  Line	
  is	
  juncGon	
  between	
  upper	
  and	
  lower	
  
canal	
  

•  Lower	
  Canal	
  
•  anal	
  skin	
  or	
  pecten	
  
•  ends	
  at	
  juncGon	
  between	
  perianal	
  skin	
  and	
  budock	
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Internal Anal Sphincter 

•  Extension	
   of	
   the	
   circular	
   muscle	
   layer	
   of	
   the	
  
rectum	
  

•  Constant	
  maximal	
  contracGon	
  

•  50-­‐85%	
  of	
  resGng	
  anal	
  tone	
  	
  	
  

•  Autonomic	
  innervaGon	
  
•  ParasympatheGc…..S2-­‐4	
  
•  SympatheGc……..thoracolumbar	
  ganglia	
  (L5)	
  

	
  

External Anal Sphincter 

•  MulGple	
  layers	
  of	
  striated	
  muscle	
  

•  Voluntary	
   contracGons	
   to	
   prevent	
  
fecal	
  leak	
  

•  25-­‐30%	
  of	
  resGng	
  anal	
  tone	
  

•  SomaGc	
   innervaGon	
   from	
   the	
   inferior	
  
rectal	
   branch	
   of	
   the	
   pudendal	
   nerve	
  
(S2-­‐3)	
  and	
  the	
  perineal	
  branch	
  of	
  S4	
  

Nerves involved in continence 

•  External	
  Sphincter	
  
•  Pudendal	
  nerve	
  S2,3,4	
  

•  Internal	
  sphincter	
  	
  
•  sympatheGc	
  contracGon	
  
•  parasympatheGc	
  relaxaGon	
  

•  Puborectalis	
  
•  S3,4,	
  direct	
  	
  	
  
•  Pudendal	
  

•  SensaGon	
  
•  pudendal	
  nerve	
  

Functional Anatomy 

•  Puborectalis	
   and	
   the	
   anorectal	
   angle	
   allow	
   for	
  
gross	
  fecal	
  conGnence	
  

•  Relieves	
  pressure	
  from	
  the	
  sphincter	
  process	
  

•  The	
  sphincter	
  complex	
   is	
   responsible	
   for	
  gas	
  and	
  
liquid	
  conGnence	
  

•  DefecaGon	
  
•  RelaxaGon	
  of	
  the	
  puborectalis	
  
•  ContracGon	
  of	
  the	
  other	
  levator	
  muscles	
  

Gender Differences 

•  The	
  anal	
  canal	
  is	
  longer	
  in	
  men	
  than	
  women	
  	
  

•  This	
  difference	
  is	
  due	
  to	
  men	
  having	
  a	
  longer	
  external	
  anal	
  
sphincter	
  	
  

•  Puborectalis	
   occupies	
   a	
   greater	
   proporGon	
   of	
   the	
   anal	
  
canal	
  length	
  in	
  women	
  	
  

•  The	
  muscular	
   components	
  of	
   the	
  anal	
   canal	
   contribute	
   to	
  
resGng	
   and	
   squeeze	
   pressure	
   to	
   the	
   same	
   extent	
   in	
  men	
  
and	
  women	
  

Normal Anal Canal Anatomy 

•  The	
  basic	
  4	
  layer	
  padern	
  

•  subepithelium	
  

•  internal	
  anal	
  sphincter	
  

•  longitudinal	
  muscle	
  

•  external	
  anal	
  sphincter	
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Normal Anal Canal Anatomy on AES 

External anal 
Sphincter 

Longitudinal 
muscle 

Subepithelium 

Internal anal 
sphincter 

Transverse perineii 

Anal Manometry 

•  ResGng	
  pressure	
  

•  Internal	
  anal	
  sphincter	
  funcGon.	
  

•  Squeeze	
  pressure	
  

•  External	
  anal	
  sphincter	
  funcGon.	
  

•  Puborectalis	
  

Anal Canal Pressure 

•  Maximal	
  squeeze	
  pressure	
  is	
  associated	
  with	
  the	
  overlap	
  of	
  
the	
  puborectalis	
  and	
  external	
  anal	
  sphincter	
  

•  Puborectalis,	
  where	
  present	
  on	
  its	
  own,	
  is	
  associated	
  with	
  
the	
   same	
   squeeze	
   pressure	
   as	
   the	
   pressure	
   where	
   the	
  

external	
  sphincter	
  is	
  present	
  on	
  its	
  own	
  

•  Puborectalis	
  plays	
  an	
  important	
  part	
  in	
  the	
  development	
  of	
  
squeeze	
  pressure	
  in	
  normal	
  individuals	
  

Summary 

•  Faecal	
   conGnence	
   and	
   defaecatory	
  
disorders	
  

•  MulG-­‐factorial	
  aeGology	
  
•  Stool	
  volume	
  and	
  consistency	
  
•  Rectal	
  reservoir	
  
•  Rectal	
  sensaGon	
  
•  Puborectalis	
   and	
   angle	
   between	
   rectum	
   and	
  

anal	
  canal	
  
•  Anal	
  sphincter	
  funcGon	
  
•  Recto-­‐anal	
  inhibitory	
  reflex	
  
•  Anal	
  cushion	
  

Anorectal Evaluation Following 
OASIS 
Alexis	
  Schizas	
  

MD	
  FRCS	
  (Gen	
  Surg)	
  Pelvic	
  floor	
  unit	
  and	
  Colorectal	
  Department,	
  	
  
Guy’s	
  and	
  St	
  Thomas’	
  NHS	
  FoundaGon	
  Trust,	
  London,	
  UK	
  	
  

	
  

OASIS on AES 

•  29%	
   	
   of	
   women	
   had	
   ultrasound	
   evidence	
   of	
  
postpartum	
  trauma	
  awer	
  vaginal	
  delivery	
  
•  11%	
  involving	
  the	
  external	
  sphincter	
  
•  20	
  %	
  involving	
  puboanalis	
  	
  
•  7%	
  involving	
  transverse	
  perineii	
  	
  

•  External	
  sphincter	
  trauma	
  was	
  associated	
  with	
  
•  a	
  significant	
  decrease	
  in	
  squeeze	
  pressure	
  
•  an	
  increase	
  in	
  inconGnence	
  score	
  	
  

•  Tears	
   to	
   the	
   puboanalis	
   or	
   transverse	
   perineii	
  
only	
   did	
   not	
   affect	
   pressure	
   or	
   inconGnence	
  
scores	
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The dedicated OASIS clinic and 
management of subsequent 

pregnancies 

Heidi	
  Brown	
  MD	
  MAS	
  	
  
Paula	
  Igualada-­‐MarGnez	
  MSc	
  BSc	
  (Hons)	
  

	
  
	
  “All	
  women	
  who	
  have	
  had	
  obstetric	
  anal	
  sphincter	
  repair	
  
should	
  be	
  reviewed	
  6–12	
  weeks	
  postpartum	
  by	
  a	
  
consultant	
  obstetrician	
  and	
  gynaecologist.”	
  

	
  
“If	
  faciliMes	
  are	
  available,	
  follow-­‐up	
  of	
  women	
  with	
  OASIS	
  
should	
  be	
   in	
  a	
  dedicated	
  perineal	
  clinic	
  with	
  access	
   to	
  
endoanal	
   ultrasonography	
   and	
   anal	
   manometry,	
   as	
  
this	
  can	
  aid	
  decision	
  on	
  future	
  delivery.”	
  

	
  
(RCOG	
  2007)	
  

The dedicated OASIS clinic  

A	
  dedicated	
  one-­‐stop	
  OASIS	
  clinic	
  enables	
  provision	
  of:	
  
-­‐  	
   EvaluaGon	
   of	
   the	
   clinical	
   diagnosis	
   and	
   ano-­‐rectal	
  
funcGon	
  following	
  OASIS:	
  
-­‐  Physical	
  examinaGon	
  
-­‐  Endoanal	
  ultrasound	
  
-­‐  Anorectal	
  physiology	
  	
  

-­‐  	
   RecogniGon	
   and	
   management	
   of	
   OASIS-­‐related	
  	
  
complicaGons:	
  
-­‐  Assessment	
  of	
  pelvic	
  floor	
  symptoms	
  with	
  a	
  standardized	
  
quesGonnaire	
  	
  

-­‐  If	
   symptomaGc,	
   referral	
   to	
   the	
   most	
   appropriate	
   health	
  
professional	
  

-­‐  Consider	
  psychological	
  trauma	
  	
  

	
  

-­‐  EducaGon	
  of	
  women	
  (conGnue	
  debriefing):	
  
-­‐  Explain	
   injury,	
   cause	
   of	
   injury,	
   clinical	
   significance	
   and	
  
impact	
  on	
  quality	
  of	
  life	
  	
  

-­‐  Appropriate	
   counselling	
   regarding	
  mode	
  of	
   subsequent	
  
delivery	
  

-­‐  Reassurance	
  and	
  support	
  	
  
	
  

RCOG	
  (2007)	
  Green-­‐top	
  Guideline	
  No.	
  29	
  
Sultan	
  et	
  al	
  (2007)	
  Perineal	
  and	
  Anal	
  Sphincter	
  Trauma	
  	
  

	
  

	
  

Multidisciplinary One-stop clinic 

-­‐  	
  The	
  model	
  of	
  care	
  will	
  be	
  dependent	
  on	
  local	
  experGse	
  
and	
  resources	
  however...	
  

-­‐  	
  An	
  ideal	
  mulGdisciplinary	
  one-­‐stop	
  clinic	
  should	
  allow:	
  
-­‐  Assessment	
  and	
  invesGgaGons	
  at	
  once	
  to	
  minimise	
  visits	
  to	
  the	
  
hospital	
  

-­‐  Mum	
  and	
  baby	
  friendly	
  	
  
-­‐  Array	
  of	
  experGse	
  (Colorectal	
  Nurse	
  Specialist,	
  Physiotherapist,	
  
Clinical	
  ScienGst,	
  Colorectal	
  Surgeon,	
  Midwife	
  and	
  Obstetrician/
Urogynaecologist)	
  

-­‐  ConGnuity	
   of	
   care	
   (consistency	
   of	
   informaGon	
   given	
   to	
   the	
  
women	
   by	
   all	
   members	
   of	
   the	
   MDT	
   at	
   all	
   stages	
   –labour,	
  
postnatal	
   ward,	
   dedicated	
   clinic	
   and	
   with	
   subsequent	
  
pregnancies)	
  

-­‐  At	
  12	
  weeks	
  and	
  9-­‐12	
  months	
  postpartum	
  	
  
	
  	
  

Aims 

•  Review	
  exisGng	
  literature	
  
•  Review	
  guidelines	
  
•  Tackle	
  the	
  gray	
  zone	
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Mode of Delivery with prior OASIS 

RetrospecGve	
  cohort	
  of	
  758	
  US	
  women	
  who	
  had	
  an	
  
OASIS	
  with	
  documented	
  subsequent	
  delivery	
  

	
  
	
  
	
  
	
  

Basham, FPMRS 2013 

16%	
  4th	
  vs	
  9%	
  3rd	
  
p	
  =	
  0.029	
  

Reason for Elective Section p/ 
OASIS 

Reason	
  for	
  C-­‐secGon	
  was	
  elecGve	
  in	
  32%	
  (23/73)	
  
	
  
	
  
	
  
	
  

Basham, FPMRS 2013 

Mode of Delivery with prior OASIS 
685	
  (90%)	
  VD	
  

627	
  (85%)	
  1st	
  
or	
  2nd	
  degree	
  

23	
  (3%)	
  OASIS	
  

Basham, FPMRS 2013 

22	
  (96%)	
  3rd	
  degree	
   1	
  (4%)	
  4th	
  degree	
  

Associated	
  Factors	
   RR	
  (95%	
  CI)	
  
Characteristics of Index Delivery / OASIS 
Mediolateral episiotomy 7.3 (1.9 - 28.0) 
Chromic suture for OASIS repair 7.4 (1.5 - 37.8) 
Characteristics of Subsequent Delivery 
Forceps (ref: SVD) 12.0 (3.0 - 48.0) 
Birth weight >4kg 2.9 (1.1 - 7.5) 

Mode of Delivery with prior OASIS 

Priddis, BMC Pregnancy and Childbirth, 
2013 

Mode of Delivery with prior OASIS 
RetrospecGve	
  cohort	
  of	
  1192	
  Australian	
  women	
  with	
  
OASIS	
  &	
  documented	
  subsequent	
  delivery	
  

	
  
	
  
	
  
	
  

Risk of repeat OASIS not 
increased  

Priddis, BMC Pregnancy and Childbirth, 
2013 

Risk	
  of	
  subsequent	
  OASIS:	
  	
  
OR	
  0.9	
  (CI	
  0.67-­‐1.34)	
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Authors Conclusions 

Primiparous	
  women	
  who	
  experience	
  OASIS	
  are:	
  
•  less	
  likely	
  to	
  have	
  a	
  subsequent	
  baby	
  
•  more	
  likely	
  to	
  have	
  a	
  related	
  surgical	
  procedure	
  in	
  

the	
  12	
  months	
  postpartum	
  
•  no	
  more	
  likely	
  to	
  have	
  an	
  OVD	
  or	
  OASIS	
  in	
  a	
  

subsequent	
  birth	
  

Priddis, BMC Pregnancy and Childbirth, 
2013 

Bowel dysfunction 3-8 years after 
OASIS 
	
  
	
  
	
  
	
  
	
  
33%	
  wished	
  to	
  postpone	
  subsequent	
  delivery	
  
18%	
  wished	
  to	
  abandon	
  plans	
  for	
  more	
  children	
  
59%	
  had	
  another	
  baby	
  anyway	
  
	
  

Wegnelius, Acta Obstet Gynecol Scand 2011 

Bowel dysfunction 3-8 years after 
OASIS 
	
  
	
  
	
  
	
  
	
  
	
  
49%	
  had	
  a	
  C-­‐secGon	
  for	
  subsequent	
  delivery	
  
3/38	
  with	
  VD	
  had	
  OASIS	
  in	
  case	
  group,	
  versus	
  5/26	
  in	
  
C-­‐secGon	
  group	
  

Risk	
  of	
  OASIS	
  was	
  highest	
  in	
  C-­‐secGon	
  group	
  
	
  Wegnelius, Acta Obstet Gynecol Scand 2011 

OASIS, bowel sx, QoL after prior 
OASIS 

Scheer, IUJ, 2009 

7% risk of 
OASIS with 
subsequent 
vaginal birth 

Anorectal manometry findings 

Among	
  women	
  with	
  prior	
  OASIS	
  who	
  delivered	
  in	
  
subsequent	
  pregnancy	
  via	
  recommended	
  mode	
  of	
  
delivery,	
  maximum	
  squeeze	
  pressures	
  were	
  lower	
  
awer	
  vaginal	
  birth	
  but	
  did	
  not	
  change	
  awer	
  C-­‐
secGon	
  

Scheer, IUJ, 2009 

Bowel symptoms p/ subsequent 
delivery 

Scheer, IUJ, 2009 

Awer	
  Vaginal	
  Birth	
  as	
  recommended:	
  

Awer	
  C-­‐secGon	
  as	
  recommended:	
  

%	
  

%	
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Authors’ conclusions 

	
  
	
  
	
  
	
  “Women	
  who	
  have	
  no	
  antenatal	
  evidence	
  of	
  
objecGve	
  compromise	
  of	
  anal	
  sphincter	
  funcGon	
  
can	
  be	
  reassured	
  that	
  a	
  vaginal	
  delivery	
  is	
  not	
  
associated	
  with	
  any	
  significant	
  deterioraGon	
  in	
  
funcGon	
  or	
  quality	
  of	
  life.”	
  

Scheer, IUJ, 2009 

Decision Analysis 
TheoreGcal	
  cohort	
  of	
  >75,000	
  women	
  with	
  prior	
  OASIS	
  
created	
  using	
  TreeAge	
  sowware	
  to	
  inform	
  an	
  
analyGc	
  decision	
  model	
  comparing	
  elecGve	
  CS	
  w/	
  
TOL	
  

Worstell, Obstet Gynecol S, 2014 

Decision Analysis - Conclusions 
Varying	
  duraGon	
  of	
  FI	
  favored	
  trial	
  of	
  labor	
  to	
  5.3	
  years	
  
Varying	
  duraGon	
  of	
  FI	
  in	
  women	
  who	
  experienced	
  
repeat	
  OASIS	
  favored	
  trial	
  of	
  labor	
  to	
  4.8	
  years	
  

The	
  authors	
  conclude:	
  	
  
Women	
  with	
  a	
  history	
  of	
  OASIS	
  experience	
  more	
  
postpartum	
  UI	
  and	
  FI.	
  However,	
  the	
  burden	
  of	
  
postpartum	
  inconGnence	
  is	
  high	
  in	
  general	
  and	
  CS	
  is	
  
not	
  enGrely	
  protecGve.	
  

	
  
But	
  most	
  bowel	
  symptoms	
  manifest	
  decades	
  later…	
  

Worstell, Obstet Gynecol S, 2014 

So the evidence is clear as mud… 

What	
  do	
  the	
  experts	
  say?	
  

Guidelines about Subsequent 
Pregnancy Subsequent Pregnancies 

RCT:	
  CS	
  vs	
  VD	
  for	
  conGnent	
  women	
  
with	
  h/o	
  OASI	
  
-­‐	
  Abramowitz,	
  2008	
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US Policy Statements 

American	
  College	
  of	
  Obstetrics	
  &	
  Gynecology:	
  
•  Anorectal	
  dysfuncGon	
  listed	
  among	
  condiGons	
  for	
  which	
  
neither	
  VB	
  nor	
  CS	
  is	
  favored	
  

NaGonal	
  InsGtutes	
  of	
  Health:	
  	
  
•  Case–	
  control	
  studies	
  supply	
  weak-­‐quality	
  evidence	
  for	
  
reduced	
  risk	
  of	
  anal	
  	
  inconGnence	
  w/	
  planned	
  CS	
  vs.	
  
unplanned	
  CS	
  or	
  instrumental	
  VB	
  	
  

•  +	
  associaGon	
  between	
  OASIS	
  &	
  fecal	
  inconGnence	
  
•  LimiGng	
  use	
  of	
  midline	
  episiotomy	
  &	
  forceps	
  can	
  reduce	
  
the	
  frequency	
  of	
  OASIS	
  

Consider prophylactic episiotomy? 

De Vogel, AJOG 2012 

“We	
  advocate	
  the	
  use	
  of	
  a	
  mediolateral	
  
episiotomy	
  in	
  all	
  operaGve	
  vaginal	
  deliveries	
  

to	
  reduce	
  the	
  incidence	
  of	
  OASIS.”	
  

2010 Cochrane Review 

	
  
	
  
	
  
“No	
  benefit	
  could	
  be	
  demonstrated	
  for	
  Cesarean	
  
delivery	
  over	
  vaginal	
  delivery	
  in	
  the	
  prevenGon	
  of	
  
anal	
  inconGnence.”	
  

This	
  review	
  encompasses	
  21	
  published	
  studies,	
  
involving	
  31,698	
  women,	
  delivered	
  by	
  6,028	
  CD	
  
and	
  by	
  25,170	
  VD.	
  No	
  randomised	
  studies	
  
comparing	
  CD	
  to	
  VD	
  in	
  average	
  risk	
  pregnancies	
  
exist.	
  The	
  above	
  conclusion	
  is	
  therefore	
  based	
  
upon	
  less	
  than	
  opGmal	
  evidence.	
  

Communication with patients is 
key 
Things	
  to	
  Consider:	
  	
  
•  PaGent	
  preferences	
  
•  Bowel	
  symptoms	
  awer	
  last	
  OASIS	
  /	
  birth	
  
•  Current	
  bowel	
  symptoms	
  
•  ObjecGve	
  assessment	
  of	
  sphincter	
  anatomy	
  and	
  

funcGon	
  
•  EsGmated	
  fetal	
  weight	
  
•  Future	
  childbearing	
  plans	
  
•  Medical	
  comorbidiGes	
  	
  
•  DocumentaGon,	
  documentaGon,	
  documentaGon	
  

	
  



 

Notes 

 
 


