I CS W1: Management of Bowel Dysfunction Following Obstetric Anal
2015 Sphincter Injury (OASIS)

Workshop Chair: Paula Igualada-Martinez, United Kingdom
M ontrea | 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 Heidi Brown
pregnancies 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

o Identify and evaluate bowel dysfunction following OASIS

o Learn how to set up a dedicated one-stop OASIS clinic and manage subsequent deliveries

o Learn about the role of Physiotherapy management of bowel dysfunction following OASIS

o 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
stimulating and that it will add to your clinical
practice ensuring a safe and effective
assessment and treatment of Bowel Dysfunction
following Obstetric Anal Sphincter Injury (OASIS).

]
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MSc BSc (Hons) Clinical Specialist Physiotherapist, Physiotherapy Department,
Guy’s and St Thomas’ NHS Foundation Trust, London, UK
E-mail: pigualadamartinez@gmail.com
Chair

Heidi Brown
MD MAS Assistant Professor, UW School of Medicine & Public Health,

Division of Gynaecology, Female Pelvic Medicine and Reconstructive Surgery,
Madison, USA

Email: heidi.brown@gmail.com

Rufus Cartwright
MD (res) MRCOG Department of Urogynaecology,
Department of Epidemiology & Biostatistics, Imperial College, London, UK
E-mail: Rufus.Cartwright@gmail.com

Alexis Schizas
MD FRCS (Gen Surg) Pelvic floor unit and Colorectal Department,
Guy’s and St Thomas’ NHS Foundation Trust, London, UK
Email: aschizas@hotmail.com

Obstetric Anal Sphincter Injury:
An Introduction

Rufus Cartwright MD (res) MRCOG

Department of Urogynaecology, and Department of Epidemiology &
Biostatistics,

Imperial College, London, UK

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

1-Skin only

2 - Perineal muscles
3a - <50% of EAS
3b - >50% of EAS.
3c-EAS & IAS
4-Rectal mucosa

Buttonhole

Sultan, 1999; ICI, 2004; RCOG, 2004
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Classification of Episioto CS Incidence

- “True” incidence of OASIS is

1 - Median / midline 11%-35.4% using endoanal ultrasound
| 2 — modified median Williams et al, 2001; Sultan et al, 1993
3 - shaped - 98.8% of injuries can be detected at
. A the time of delivery without
4 — mediolateral ultrasound
5 - lateral Andrews et al, 2006
6 — radical lateral - The overall incidence is increasing

7 — anterior

Kalis et al, BJOG 2012

Incidence G Changing incidence or changing recognition? ®\G:

treal

- Rates of recognised injury vary widely

* between countries 0.4% (lItaly) - 9.2 % (Sweden)
Prager et al, 2008

10 E
* between hospitals 1.3% - 4.7 % (Norway) : =
Valbg et al, 2008 7 [ |
. . . . 6 | 8|
- Impossible to directly compare different studies, 5 T

because of acquisition bias : ——— -I-
- Midwives miss 87% of injuries, doctors miss 28% e —E=

1 —

Andrews et al, 2006 0

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? @Izgss

Montreal
° Author  Year Type AR (95% CI) Weight
352
) )_//4 T
IR TR Harrison 1984 009(0.00,157) 478
E Sleep 1984 Mediolateral B S ————— 5.04(0.24,104.72) 043
% = House 1986 0.11(0.01,206) 340
¢ 10 Y Kiein 1992 Midiine — 103(063,169) 2480
g e e . -+« o Henriksen 1992 Mediolateral —t 062(027,142) 1180
S s 62 (0.27, 1. 4
g Argentine 1993 Mediolateral — 078(040,154) 1631
10
59 Eltorkey 1994 1.00 (0.00,25384) 0.21
517 M -t D: 049(0.10,242) 384
o Juste-Pina2007 1.01(0.00,257.27) 021
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011
Murphy 2008 Mediolateral —— 135(057,321) 691
e Firstdegree - Second degree -#- Third/Fourth degree
Rodriguez 2008 Midiine —— 047(026,084) 2730
Gurol-Urganci et al, 2013
g Overall (I-squared = 14.8%, p = 0.303) o 0.73(0.56,0.96)  100.00
Mirza et al, ICS 2013
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The “Established” Risk Factors

As OASIS has increased in 2 Shgemy ) o

-a-

Finland, use of episiotomy hi
decreased

The measured association has e® o -
reversed in direction! Fg s
H g
Caution about unmeasured LI
confounding in observationa F
studies 2

T T 1
042005 0062007 20082009 20102011
Adusted o ratos (95% G
07308108  125(105148) 1750141208  214(182282)
‘women with frst vaginal birth

Raisanen et al, BMJ Open 2013

Can we predict birthweight —and Ics
prevent OASIS antenatally? Montreal
Prospective multi-centre cohort
40-42 weeks gestation
- enriched sample at highest risk of OASIS

- limited interval between estimation 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

Forceps or ventouse,
Nulliparity
Birthweight

Identified as major risk
factors — little inconsistency
in literature

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

2008

ICS
Fetomaternal BMI and OASIS risk @”‘?

EFW vs. actual birthweight : o

ntreal

100000 Bias = 23g
Mean error = 251g
95%LOA = -601g to +624g

500.00-

~500.00-

Difference between EFW and birthweight

200000 250000 300000 350000 400000 450600 500000
Mean of EFW and birthweight

Multivariate logistic regression models controlling
for maternal ethnicity, maternal weight and study

centre
Parity 0.27 .002
Actual birth weight 2.89/kg .007
Estimated fetal weight 2.28 /kg .05
Fetomaternal BMI 7.97 / kg / m? .027

Only a small proportion of variation in OASIS is explained
by maternal height and estimated fetal weight

* Not likely ever to be able to predict OASIS
* Need to focus on prevention

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
tears, and OASIS (after
adjustment for birthweight)

Rizk et al, 2000; Dua et al 2009;
Stendenfeldt, 2013
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Familial Risk

Risk of Asian Ethnicity

Authors Year Country n Adjusted OR
Table 2. Aggregation of obstetric anal sphincter injuries (OASIS) across generations, Norway, 19672005
Ekeus et al 2008 Sweden 365,886 1.51 Intergenerational OASIS in first Second generation (daughters/partners of sons)
aggregation of OASIS generation
Total no. of No. (%) Crude RR Adjusted RR
Dahlen et al 2007 Australia 6,595 1.83 "'""‘"’: in of OAsis (85% ci) (95% Qp*
secon
generation
Hopkins et al 2005 USA 17,216 141
Mother and daughter No OASIS 392 370 13 158 (3.4) Reference Reference
OASIS 1486 106 (7.1) 2.1(1.7-26) 19(1.6-23)
Goldberg et a| 2003 USA 34,048 2.01 Mother and partner of son No OASIS 263 455 9572 (3.6) Reference Reference
’ OASIS 1220 68 (5.6) 1.5(1.2-2.0) 14(01.1-17)
*Adjusted for period of delivery (before 1996, 1996-2000, 2001-2005), maternal age (<20, 20-29, 30-34, 35-39, 40 years or older),
instrumental delivery (yes or no), and birthweight (<2500, 2500-2999, 3000-3499, 3500-3999, 40004449, 4500 g or greater) in second
Asian women may be at increased risk of obstetric anal sphincter injury generation.
compared to Caucasian women
Only data from Asia reports absolute risk of just 1.7% - Suggests genetic factors
Nakai et a, 2006 - 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 Smoking and OASIS

ntreal

Characteristic First vaginal delivery, n=221,347 (in 2004-2007, 1= p value
49,327-74220) Smoking is strongly protective
With a prior CS Without a prior CS (aOR 0.72)
Mean maternal height, cm (:SD)* 1652 (45.9) 1660 (25.9) <0001 Effect is only apparent for ol
Mean maternal weight, kg (+SD)* 67.1 (+13.6) 64.7 (212.7) <0001 women with big babies
Mean birthweight, g (+SD) 35777 (#515.1) 3448.0 (2502.7) <0.001 z
Mean head circumference, cm (+SD)" 35.1 (+1.6) 34.7 (21.6) <0.001 Other more important reasons f -
not to smoke during pregnancy! }
Raisanen et al, IUJ 2013 . W )
* VBAC associated with OR 1.42 for OASIS b .
» Even after “maximal” adjustment T . . —

« What are these unmeasured factors? <000 0003499 003999 4004499 45004999 =500

Birth weight (g)

Socioeconomic Status %201 Socioeconomic Status 6

Montreal
Model 3, adjusted Model 4, adjusted Model 3, adjusted Model 4, adjusted
Model 2, adjusted by Model 2 and by Model 2 and Model 2, adjusted by Model 2 and by Model 2 and
Model 1, crude by SES and age smoking birthweight Model 1, crude by SES and age smoking birthweight
Diff. with Diff. with Diff. with Diff. with Diff. with Diff, with
OR (95% CI) OR (95% CI) 1(%)* OR (95% CI) 2 (%)* OR (95% C1) 2 (%)* OR (95% CI) OR (95% CI) 1(%)* OR (95% CI) 2 (%) OR (95% C1) 2 (%)*
ES ES
[Upper white-collar 1.57 (1.39-1.78) 138(1.23-1.44) 333 121(1.07-138) 447 124(1.10-1.41) 368 lUpper white-collar 1.57 (1.39-1.78) 138(1.23-1.44) 333 121(1.07-138) 447 124(1.10-1.41) 368
.ower white-collar 1.23 (1.12-1.35) 12 (1 .23) 478 108(098-1.18) 333 1.10(1.00-1.21) 167 ower white-collar 1.23 (1.12-135) 1.12(1.02-1.23) 478 108(098-1.18) 333 110(1.00-1.21) 167
[Blue-collar 1 1 - 1 - 1 - lue-collar 1 1 - 1 - 1
[other * 135 (1.22-148) 132(1.20- 1.46) 86 128(1.16-1.41) 125 131(119-1.44) 31 Other * 135 (1.22-148) 132(1.20- 1.46) 86 128(1.16-1.41) 125 131(1.19-1.44) 31
lissing 1.64 (1.48-182) 158 (1.42-1.75) 94 155(1.39-172) 5.2 159(1.43-1.76) - lissing 1.64 (1.48-182) 158 (1.42-1.75) 94 155(139-172) 52 159 (1.43-1.76)
High socioeconomic status women at increased risk of OASIS High socioeconomic status women at increased risk of OASIS
May reflect “better” care May reflect “better” care
Raisanen et al, PLOSONE 2013 Raisanen et al, PLOSONE 2013
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OASIS is common — and getting 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 attention
Focus should be on population-wide measures to prevent OASIS
* Prediction remains impossible

* Many risk factors are not modifiable
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Anorectal Anatomy and
Physiology

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

\

Guy's and St Thomas’ INHS|

GUY's &
NHS Foundation Trust St THOMAS® CHARITY

Puborectalis

e Anterior
*  Pubis + anterior part of tendinous arch
¢ muscle>fascia
* Superficial
* Deep - puborectalis

* Posterior

« tendinous arch, anococcygeal ligament and coccyx
« fascia>muscle

U-shaped, medial most
located levator ani muscle

Pulls the anorectal
junction anteriorly,
forming the anorectal
angle

Pelvic floor muscle vs.
sphincter muscle?

neal Muscles

Anal Canal

Bulbospongiosus
Transverse Perinei
Puboanalis
Perineal Body

Anal Sphincters

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

* anal sinuses/valves
« anal glands at bottom of sinuses (crypts)

¢ Dentate Line is junction between upper and lower
canal
¢ Lower Canal

* anal skin or pecten
* ends at junction between perianal skin and buttock
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Internal Anal Sphincter 2073
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e Extension of the circular muscle layer of the
rectum

e Constant maximal contraction

* 50-85% of resting anal tone

¢ Autonomic innervation
* Parasympathetic.....52-4
* Sympathetic........ thoracolumbar ganglia (L5)

Nerves involved in continence ©)!53

Montreal

e External Sphincter
¢ Pudendal nerve S2,3,4

e Internal sphincter
* sympathetic contraction
* parasympathetic relaxation

e Puborectalis
* S3,4, direct
* Pudendal

¢ Sensation
* pudendal nerve

ICS

Gender Differences 2013

Montreal

* 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 proportion of the anal
canal length in women

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

External Anal Sphincter

Multiple layers of striated muscle

Voluntary contractions to prevent
fecal leak

25-30% of resting anal tone

Somatic innervation from the inferior
rectal branch of the pudendal nerve
(S2-3) and the perineal branch of S4

01/06/2015
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Functional Anatomy

¢ Puborectalis and the anorectal angle allow for

gross fecal continence

* Relieves pressure from the sphincter process

* The sphincter complex is responsible for gas and

liquid continence

* Defecation
* Relaxation of the puborectalis
* Contraction of the other levator muscles

)ICS
2015

Montreal

Normal Anal Canal Anatomy

¢ The basic 4 layer pattern

e subepithelium
e internal anal sphincter
¢ longitudinal muscle

* external anal sphincter

)ICS
2015

Montreal




External anal
Sphincter

Longitudinal
muscle

Subepithelium

Anal Canal Pressure &3

* 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

Anorectal Evaluation Following
OASIS

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

M\‘. Guy's and st Thomas' [ e
A St THOMAS' CHARITY
&8 NHS Fundation Tt
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ICS

Anal Manometry G\

Montreal

Resting pressure

* Internal anal sphincter function.

Squeeze pressure
 External anal sphincter function.

* Puborectalis

Summary

* Faecal continence and defaecatory
disorders
e Multi-factorial aetiology
* Stool volume and consistency
* Rectal reservoir
* Rectal sensation

* Puborectalis and angle between rectum and
anal canal

* Anal sphincter function
* Recto-anal inhibitory reflex
* Anal cushion

e External sphincter trauma was associated with

e Tears to the puboanalis or transverse perineii

OASIS on AES

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

* asignificant decrease in squeeze pressure
* anincrease in incontinence score

only did not affect pressure or incontinence
scores
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The dedicated OASIS clinic and
management of subsequent
pregnancies

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

The dedicated OASIS clinic ©)!53
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"2015
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“All women who have had obstetric anal sphincter repair
should be reviewed 6—-12 weeks postpartum by a
consultant obstetrician and gynaecologist.”

“If facilities 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)

Montreal

A dedicated one-stop OASIS clinic enables provision of:

- Evaluation of the clinical diagnosis and ano-rectal
function following OASIS:
- Physical examination
- Endoanal ultrasound
- Anorectal physiology

- Recognition and management of OASIS-related
complications:

- Assessment of pelvic floor symptoms with a standardized
questionnaire

- If symptomatic, referral to the most appropriate health
professional

- Consider psychological trauma

Multidisciplinary One-stop clinic 162

- Education of women (continue 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

Montreal

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

- Anideal multidisciplinary one-stop clinic should allow:

- Assessment and investigations at once to minimise visits to the
hospital
Mum and baby friendly
Array of expertise (Colorectal Nurse Specialist, Physiotherapist,
Clinical Scientist, Colorectal Surgeon, Midwife and Obstetrician/
Urogynaecologist)
Continuity of care (consistency of information 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

* Review existing literature
* Review guidelines
* Tackle the gray zone

23
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Reason for Elective Section p/

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

16% 4t vs 9% 31
p=0.029

W SVD (n=665)
® VAVD (n=8)
W FCP (n=12)

C-section (n=73)

Basham, FPMRS 2013

Mode of Delivery with prior OASIS ®53

Montreal
685 (90%) VD

627 (85%) 1% || 23 (3%) OAsls |

or 2nd degree ———

l 22 (96%) 3" degree l l 1 (4%) 4t degree l

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 29(1.1-7.5)

Basham, FPMRS 2013

Mode of Delivery with prio

Retrospective cohort of 1192 Australian women with
OASIS & documented subsequent delivery

m SVD (n=1016)
B OVD (n=45)

I C-section after labor
(n=44)

C-section without labor
(n=73)

OASIS

Reason for C-section was elective in 32% (23/73)

W OASIS & FI

B OASIS & pain

W OASIS & PFD

W OASIS & wound
complication

mOASIS

Macrosomia

M Prior shoulder dystocia

Basham, FPMRS 2013

Mode of Delivery with prior OASIS 653

Montreal

92713 o
subsequent birth
52.8%

ORof being readmitted

63411 vaginal
(21
3278 instrumental
A%
fora coded procedre
within 1 yesr of avaginal
birth f you suffer SPT

i Alud; no labour
comparedto births not 52%
incurring SPTis 7.6 (35%

0 6219.22)
subsequent bi

206891 primips
a0.6%

510006 vag
B
302734 multips
59.4%
181389 x/s

2. w.

7 s nolsbour

Priddis, BMC Pregnancy and Childbirth,

Risk of repeat OASIS not
increased

980 (0.6%) readmitted within

92713 no
subsequent birth
52.8%

3278 instrumental
4%
2635 /s after
labour3.3%

OR of beingreadmitted
fora coded procedre
within 1 yesr of avaginal
birth f you suffer SPT
compared to births not
Incurring SPTis 7.6 (35%

O 6.21-9.22) -
Risk of subsequent OASIS:
OR 0.9 (C10.67-1.34)
Priddis, BMC Pregnancy and Childbirth,

206891 primips
a0.6%

510006
7B
302734 multips
59.4%
181389 x/s

nw.

4164 ¢/ no labour
52%

\ 73¢/s no labour
)

24
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Bowel dysfunction 3-8 years after
(©)

SIS

Primiparous women who experience OASIS are:

e 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,

Bowel dysfunction 3-8 years after 6)\cs

Montreal

Table 4. Frequency of cesarean sections and sphincter ruptures at the second delivery

Case group, Cesarean group, Normal delivery

n=125 n=121 group, n =211 pvalue

Second delivery during the study period n=74(59%) n=7360%) n=129(61%)

n % (95%C) n % (95%C) N % E5%C)
Cesarean section at second delivery 36 486 (37-605) a7 644(522-75) 5 39(14-93)  <0.0001
Vaginal second delivery n=38 n=26 n=124

n % (95%C) n 9% (95%C) n % ES%C)
Rupture of anal sphincter at the second 3 7.9(1.77-214) 5 19266394 1 08044

delivery

Relative risk (RR) Odds ratio (OR) 979 2385 1

1054 2929 1

49% had a C-section for subsequent delivery

3/38 with VD had OASIS in case group, versus 5/26 in
C-section group

Risk of OASIS was highest in C-section group - -

Table 3. The women's thoughts concerning subsequent deliveries.

Case group, Cesarean group, Normal delivery group,  Test of equal
n=125 n=121 n=2m proportions
n % (95%C) n % (95%C) n % (95%C) pvalue
Wished to postpone the subsequent 41 328(248-41.8) 21 174(113-255 34 161(11.6219) 0.0007
deliver
Wished to abandon plans for more 2 1760116257 16 13280209 10 47488 00005
children
Had more than one delvery during 74 S92(500-678) 73 603(500-690) 129  61.1(54.2-67.7) 094

the study period

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

72015
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OASIS, bowel sx, QoL after prior [ Nlfe}

47 12
3 decli
50 L 7% risk of
° OASIS with

5 requested CS

subsequent
vaginal birth

38w 3 opeat

Wegnelius, Acta Obstet Gynecol Scand 2011

Scheer, IUJ, 2009

orectal manometry findings

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

Table 3 Mean maximum resting pressure (MRP) and mean maximum squeeze pressure (MSP) during subsequent pregnancy and after delivery in
women who had their recommended mode of delivery

MRP mmHg (SD) MSP mmHg (SD) AP mmHg (SD)

Antenatal  Postnatal » Antenatal  Postnatal » Antenatal  Postnatal »
value' value* value®

Vaginal delivery 538 (159)  535(163) 093 947(26.5) 890(319) 018  361(267) 246.(172) 006
(n=35)

Caesarean section 3778 (13.8) 4233 (10.7) 0.5 5989 (193) 6667 (124) 017  205(14)  2433(147) 072

(n=9)
"N L
Scheer, 1UJ, 2009 =] 1IN

 Paired 1 test: manometry findings antenatal vs. postnatal

Bowel symptoms p/ subsequent
deliver

After Vaginal Birth as recommended:

S| L
N

71 6
60
% 54
17
e
I

After C-section as recommended:

89 89
78 78
% 24
2
1
0

Fecal urgency Flatal incontinence Liquid incontinence Solid incontinence

Scheer, IUJ, 2009m Before delivery  m 13 weeks postpartum

25
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“Women who have no antenatal evidence of
objective compromise of anal sphincter function
can be reassured that a vaginal delivery is not
associated with any significant deterioration in
function or quality of life.”

Scheer, IUJ, 2009

Decision Analysis - Conclusions G\

Montreal

Varying duration of Fl favored trial of labor to 5.3 years

Varying duration of Fl 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 Ul and Fl. However, the burden of

postpartum incontinence is high in general and CS is
not entirely protective.

But most bowel symptoms manifest decades later...

Worstell, Obstet Gynecol S, 2014

01/06/2015

Decision Analysis

Theoretical cohort of >75,000 women with prior OASIS
created using TreeAge software to inform an
analytic decision model comparing elective CS w/

Table 1. Elective Cesarean Delivery Compared With Trial of Labor After Obstetric Anal Sphincter Injuries

Assumed Rates Elective Cesarean Delivery Trial of Labor
Repeat obstetric anal sphincter injuries na 5.6%
Urinary incontinence 61% 21.4% (obstetric anal sphincter injuries)

Fecal incontinence 7.6% 17% (obstetric anal sphincter injuries)
Dyspareunia 21% 35.7% (obstetric anal sphincter injuries)
Fistula wa 2.98% (obstetric anal sphincter injuries)
Outcomes Elective cesarean delivery Trial of labor

Maternal deaths 26 9

Cesarean deliveries 75,152 24,725

Postpartum urinary incontinence 4,568

Postpartum fecal incontinence 5,710

Postpartum dyspareunia 15,776

Postpartum fistula 0

Cost per pregnancy 514,072

Quality-adjusted life-years 2,026,849
Wa, not applicable

Worstell, Obstet Gynecol S, 2014

Guidelines about Subsequent Ics

Montreal

Green-top Guideline No. 29
March 2007

Royal College of
Obstetricians and
Gynaecologists

12. Future deliveries

hat advice should women be given following an obstetric anal sphincter injury concering future|
What advice should be g llowing an obster [ sph vjury 74
pregnancies and mode of delivery?

All women who sustained an obstetric anal sphincter injury in a previous pregnancy should be
counselled about the risk of ping anal i i or ing symp with
vaginal delivery.

All women who sustained an obstetric anal sphincter injury in a previous pregnancy should be advised

that there is no evidence to support the role of tic in

All women who have sustained an obstetric anal sphincter injury in a previous pregnancy and who are
ic or have ab endoanal hy and/or y should have the option of
elective caesarean birth.

So the evidence is clear as mud...

What do the experts say?

Subsequent Pregnancies

Cochrane Database Syst Rev. 2014 Nov 611:CD010374. doi 10.1002/14651858.CD010374 pub2.

Inter i for women in p! obstetric anal sphincter
injury to reduce the risk of recurrent injury and associated harms.
Farrar D', Tufinell DJ, Ramage C.

® Author information

Abstract

BACKGROUND: Perineal damage occurs frequently during childbirth, vith severe damage involving injury to the anal
sphincter reported in up to 18% of vaginal births. Women who have sustained anal sphincter damage are more likely to
suffer perineal pain, ia (painful sexual i y and urinary and faecal
incontinence compared to those without damage. Interventions in a subsequent pregnancy may be beneficial in reducing
the risk of further severe trauma and may reduce the risk of associated morbidities.

OBJECTIVES: To examine the effects of Interventions for women in subse
sphincter injury for improving health

effects of any intervention in subsequent pregnancies following o
randomised controlled trials and cross-over trials were not eligi
DATA COLLECTION AND ANALYSIS: No trials were included. |
authors will extract data and assess the risk of bias.ofincluded

le completed trials were identified. One ongoi

AUTHORS' CONCLUSIONS: No relevant tral ctiveness of interventions for women in
subsequent pregnancies following obstetric anal sphincter injury for improving health is therefore unknown. Randomised
trials to assess the relative effects of interventions are required before clear practice recommendations can be made.
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EurJ Obstet Gynecal Reprod Biol. 2014 Mar;174:51-3. doi: 10,1015/ ejogrb. 2013.12.004, Epub 2013 Dec 12,

Delivery outcomes and events in pr ies after previ anal i injury.
AliA", Glennon K2, Kirkham C2, Yousif $2, Engan M2

@ Author information

Abstract

OBJECTIVE: To assess the mode of delivery following previous anal sphincter injury (AS), and to evaluate the perineal outcome
following a vaginal birth.

STUDY DESIGN: Retrospective data search of the hospital Patient Access System on patients who delivered following previous
ASl from 2010 to 2012. When a second ASI was sustained, additional information was gathered from the patients' medical notes
Continuous variables were described by counts and percentages and analysed using SPSS version 20.

RESULTS: Between January 2010 and July 2012, 138 women with previous AS| delivered at the Rotunda Hospital, of whom 69
(50%) had & spontaneous vaginal delivery (SVD), 13 (9.4%) had an instrumental delivery (11 vacuum, 2 forceps), and 56 (40.6%)
had a caesarean section. Of these caesarean sections, 43 (76.8%) were elective, and 13 (23.2%) were emergency. Of the 82
vaginaly delivered patients, the majority had a second degree perineal tear or minor lacerations (54/82 and 14/82 respectively) but
11 had athird degree perineal tear following an SVD - a recurrence risk of 13.4%. There was no significant difference inthe
average birthweight between patients who sustained a second AS| (3644g) compared to those who did not (3680g). None of the
patients who had a second ASI developed faecal incontinence symptoms postnataly: two patients developed flatal incontinence
which resolved with physiotherapy.

CONCLUSION: This study highlights the importance of individualised antenatal assessment in patients with a previous ASI. They
may have a personal preference when considering their mode of delivery. A specialist clinic affords them the opportunity for a
detailed discussion. In this study, 86 5% of women who delivered their subsequent baby vaginally did not sustain an ASI, while
13.4% had a repeat AS following vaginal birth. It is therefore important to counsel regarding the incidence of repeat AS, but also to
emphasise that it s generally impossible to confidently predict recurrence antenatally.

Copyright © 2014 Elsevier reland Ltd. Al rights reserved.

US Policy Statements Mon

American College of Obstetrics & Gynecology:

* Anorectal dysfunction listed among conditions for which

neither VB nor CS is favored
National Institutes of Health:

* Case— control studies supply weak-quality evidence for
reduced risk of anal incontinence w/ planned CS vs.
unplanned CS or instrumental VB

* +association between OASIS & fecal incontinence

* Limiting use of midline episiotomy & forceps can reduce
the frequency of OASIS

01/06/2015
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Obstetricians and Gynecologists
WOMEN'S HEALTH CARE PHYSICANS

COMMITTEE OPINION

Number 559  April 2013

Committee on Obstetric Practice

This
not be

Cesarean Delivery on Maternal Request

ABSTRACT: Cesarean delivery on materal request is defined as a primary prelabor cesarean delivery on
materal request in the absence of any maternal or fetal indications. Potential risks of cesarean delivery on
maternal request include a longer maternal hospital stay, an increased risk of respiratory problems for the infant,
and greater complications in subsequent pregnancies, including uterine rupture, placental implantation problems,
and the need for hysterectomy. Potential short-term benefits of planned cesarean delivery compared with a
planned vaginal delivery (including women who give birth vaginally and those who require cesarean delivery in
Iabor) include a decreased risk of hemorrhage and transfusion, fewer surgical complications, and a decrease in
urinary incontinence during the first year after delivery. Given the balance of risks and benefits, the Committee
on Obstetric Practice believes that in the absence of maternal or fetal indications for cesarean delivery, a plan
for vaginal delivery is safe and appropriate and should be recommended to patients. In cases in which cesarean
delivery on maternal request is planned, delivery should not be performed before a gestational age of 39 weeks.
Cesarean delivery on materal request should not be motivated by the unavailability of effective pain management
Cesarean delivery on maternal request particularly is not recommended for women desiring several children, given
that the risks of placenta previa, placenta accreta, and gravid hysterectomy increase with each cesarean delivery.

2010 Cochrane Review

N L
S

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

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 optimal evidence.

: ) 1 ICS
Consider prophylactic episiotomy? @goq
The effect of a mediolateral episiotomy during operative
vaginal delivery on the risk of developing
obstetrical anal sphincter injuries

Joey de Vogel, MD; Anng

Jan Willem de Leeuw, M| “We advocate the use of a mediolateral @@
episiotomy in all operative vaginal deliveries
OBJECTIVE: The objective of

abstetrical anal sphincter to reduce the incidence of OASIS.”

tive vaginal deliveries (OVD) and to assess whether a mediolateral epi-
siotomy is protective for developing OASIS in these deliveries.

fase of an OVD (ad-
12-0.24),

CONCLUSION: We found a 6-fold decreased odds for developing OASIS
STUDY DESIGN: Matermaland  when a mediolateral episiotomy was performed in OVD. Therefore, we
obstetrical characteristics of the 2861 women who delivered livebom in-  advocate the use of a mediolateral episiotomy in all operative vaginal
fants byan OVD at term in the years 2001-2009 were extracted fromaclin-  deliveries to reduce the incidence of OASIS.

in model.

RESULTS: The frequency of OASIS was 5.7%. Women with a mediolat- ~ Key words: mediolateral episiotomy, obstetrical anal sphincter
i ignificantly lower riskfor O injuries, operative vaginal defivery

Cite this article as: de Vogel J, van der Leeuw-van Beek A, Gietelink D, et al. The effect of a mediolateral episiotomy during operative vaginal delivery on the risk
of developing obstetrical anal sphincter injuries. Am J Obstet Gynecol 2012;206:404.¢1-5.

De Vogel, AJOG 2012

Communication with patients is ICS

ke oneen
Things to Consider:

* Patient preferences

* Bowel symptoms after last OASIS / birth

¢ Current bowel symptoms

* Objective assessment of sphincter anatomy and
function

¢ Estimated fetal weight

¢ Future childbearing plans

* Medical comorbidities

¢ Documentation, documentation, documentation
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