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ABSTRACT

الأهداف:  تقييم معدل وعوامل ذات صلة بتمزق منطقة العجان من الدرجة الثالثة 
والرابعة خلال الولادة الطبيعية في مستشفى مرجعي بمنطقة عسير 

المنهجية: أجريت هذه الدراسة المرجعية لتمزق منطقة العجان من الدرجة الثالثة 
للولادة  ابها  مستشفى  في  طبيعية  ولادتهم  كانت  اللواتي  النساء  على  والرابعة 
والأطفال خلال فترة ستة سنوات )يناير 2014م - ديسمبر2019م(. كان عدد 
الولادات  ومجموع  ولادة،   5000 تقريبا  سنة  بالمشفى خلال  الطبيعية  الولادات 

خلال ست سنوات تقريبا 31،788 منها 19،374 ولادة طبيعية.

النتائج: كان هناك 85 من النساء )%0.43( لديها تمزق بمنطقة العجان،81 من 
4 من هن أصبن بتمزق من الدرجة  الثالثة بينما  النساء أصبن بتمزق من الدرجة 
الرابعة، كان متوسط اعمارهن 31 سنة والمعدل العمري )46-16( عام. 52 من 
كان خلال حملهم  طبيعية(  ولادتهم  كانت  اللواتي  النساء  من   61%( النساء 
الأول، من مختلف العوامل الخاصة بالولادة مثل: قص منطقة العجان ،وضعية رأس 
الجنين )قذاليه خلفية(،حامل للمرة الأولى، من لديها ولادات متكررة أو لديها 
العوامل ذو  العجان خلال ولادة سابقة ،وجد أن جميع هذه  تاريخ بقص منطقة 

دلالة إحصائية لحدوث تمزق بمنطقة العجان .

الطبيعية  الولادة  خلال  العجان  منطقة  بتمزق  الإصابة  معدل  انخفاض  الخلاصة: 
ذلك نتيجة دعم منطقة العجان جيدا وقص المنطقة عند وجود الضرورة وبحضور 

طبيب أخصائي أثناء الولادة الصعبة.

Objectives: To evaluate the rates of third- and fourth-
degree tears and related predisposing factors for the tears 
in singleton vaginal deliveries. 

Methods: This was a retrospective study of third- and 
fourth-degree perineal tears in all women who underwent 
vaginal delivery in a tertiary hospital in Assir region 
between January 2014 and December 2019. There are 
approximately 5000 deliveries per year at the Abha 
Maternity and Children Hospital. The total number of 
deliveries during the study period was 31,788, of which 
19,374 were delivered vaginally. 

Results: A total of 85 women (0.43% of all vaginal 
deliveries) had third-degree (n=81) or fourth-degree 
(n=4) perineal tears. The mean age of the women was 31 
years (range: 16-46 years). Fifty-two of the 85 women 
(61%) were primiparous. Of the various obstetric 
parameters, episiotomy, occipitoposterior presentation, 
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primigravida, multipara, and a previous episiotomy were 
found to be significant predisposing factors to third- and 
fourth-degree tears in our patients.

Conclusion: The low incidence of obstetric anal sphincter 
injuries in this study is likely the result of proactive 
manual protection of the perineum, valid indications for 
episiotomy, and attendance of senior staff members at all 
difficult deliveries.

Keywords: perineal, third-degree tear, fourth-degree tear, 
OASIS
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Obstetric anal sphincter injuries (OASIS) occur 
spontaneously with vaginal delivery or as an 

extension to episiotomy. The injuries range from first 
to fourth degree depending on the anatomical structure 
involved. The most recognized classification of OASIS 
is the one adopted by the Royal College of Obstetricians 
and Gynecologists (RCOG).1-3 The risk for OASIS is 
approxiamtely 1% of all vaginal deliveries.3 Obstetric 
anal sphincter injuries can have a significant impact on 
women by impairing their quality of life in the short  
and the long terms. Pain, which may lead to urinary 
retention and sexual dysfunction, is the most common 
short-term complication, while dyspareunia may result 
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from long-term perineal pain.4 Anal incontinence 
secondary to OASIS may be the most distressing and 
disabling complication.4,5  Well-established risk factors 
for OASIS that have been recognized by the RCOG 
are being primiparous, induced labor, prolonged 
second stage of labor, shoulder dystocia, ethnicity, 
medial episiotomy, occipitoposterior position, vacuum 
extraction, and birth weight >4 kg. The incidence of 
these factors varies markedly among studies.6-9 

This study aim to evaluate OASIS and related 
predisposing factors in singleton vaginal deliveries over 
6 years at the Maternity and Children Hospital in Abha 
in the Assir Region of the Kingdom of Saudi Arabia.

Methods. In this retrospective study of OASIS 
and related predisposing factors, we used the hospital 
database and labor ward registry book and reviewed the 
patient record notes of 31,788 deliveries at our hospital 
over the period from January 2014 through December 
2019. Approval for this study was obtained from the 
Local Ethics Committee in King Khalid University 
Research Center (HA-06-B-001).

Only women who had delivered vaginally were 
included in the study. Women who had i) an elective 
or emergency cesarean section, ii) a baby whose birth 
weight was <500 g, and iii) a preterm delivery were 
excluded.

Basic data obtained included age, type of delivery, 
duration of the second stage of labor, position of the 
fetal head, whether delivery was an instrumental 
delivery, whether labor was induced, type of episiotomy 
done, whether labor was precipitous, post maturity, 
weight of the delivered baby, position of the woman 
during delivery, and presence of shoulder dystocia.   

Results. The total number of deliveries during the 
6-year period was 31,788 (mean of 5000 deliveries 
per year), with 19,374 delivered vaginally and 12,201 
(38%) delivered via cesarean section. Of the remaining 
19,587 records, 213 were excluded and 19,374 were 
included in the study according to the inclusion and 
exclusion criteria. The mean age of the women was 31 
years (range: 16-46 years). A total of 85 women (0.4%) 
who had a vaginal delivery had third-degree (n=81) or 
fourth degree (n=4) perineal tears. All delivered in the 

lithotomy position. Figure 1 shows the rate and type 
of third- and fourth-degree OASIS according to the 
accepted classification.

All episiotomies were mediolateral and more than 
60% of them were performed on primiparas. The 
commonly observed predisposing factors for perineal 
tears were undergoing an episiotomy, persistent 
occipitoposterior position of the head, and being 
primiparous. Figure 2 shows the common predisposing 
factors found in this study with respect to the number 
of women who developed OASIS (p<0.02). Other risk 
factors for perineal tears, such as induction of labor 
(n=8; 9%), weight of the baby (n=3; 4%), post maturity 
(n=5; 6%), head circumference (n=2; 2%), and shoulder 
dystocia (n=5; 6%), are well-known predisposing factors 
for OASIS (with p>0.25). 

Discussion. The overall incidence of OASIS ranges 
widely from 0.73% to 8% of all vaginal deliveries.10-13  
Factors consistently associated with OASIS are 
instrumental delivery, prolonged second stage of labor, 
being primiparous, a fetus large for gestational age, and 
occipitoposterior position.14-18  The lower incidence of 
OASIS in our study (0.43%) is likely a result of proactive 
labor management, timely episiotomy, avoidance of 
median episiotomy, and close observation by senior staff 
members in difficult cases. Manual assistance during the 
final part of the second stage of labor can significantly 
decrease in obstetric anal sphincter injuries.19  

In our study, 78% of women who had undergone an 
episiotomy had OASIS, with the majority of the women 
primiparous. In our center, episiotomies are usually 
mediolateral. Reports conflict regarding episiotomy 
as a risk factor for OASIS.11,14,15 However, randomized 
controlled trials have failed to demonstrate a significant 
reduction of OASIS in women who underwent an 
episiotomy compared with OASIS in women who did 
not.16 A case-controlled study showed scared episiotomy 
with depth more than 16mm, length more than 17mm, 
incision more than 9mm lateral of mid-point and angle 
range 30-600 are significantly associated with less risk 
of OASIS.20 

In our study, 56 women (66%) had a fetus in the 
occipitoposterior position, a well-known risk factor for 
OASIS in several studies.14,21,22 In addition, 52 women 
(61%) who were primigravida, considered a potential 
risk factor for OASIS, developed OASIS. A similar rate 
was observed in many retrospective and prospective 
studies.23   

Multiple deliveries (38%), a previous episiotomy 
(35%), and instrumental delivery (24%) are well-
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established factors for OASIS. Similar results have been 
reported.17,21-23 Another well-established risk factor 
for OASIS is prolonged second stage of labor, which 
occurred in 12% of the women in this study. This was a 
lower rate compared to that of other studies.17,21,22 

Induction of labor, weight at birth, post maturity, 
head circumference, and shoulder dystocia have been 
reported as risk factors for OASIS,20,21 but this study 
failed to confirm their significance.

Study limitations. This is a retrospective and single 
center, and this study may arise perineal tears in the 
southwest region of KSA, that can be a basis for future 
studies in the region.

In conclusion, the low incidence of OASIS in our 
hospital is the result of proactive manual protection 
of the perineum and valid indications for performing 
an episiotomy. Serious injuries to the birth canal are 
difficult to predict. An adequate examination of the 

Figure 1 - Types and rates of perineal tears.

Figure 2 - Types and rates of predisposing factors.

http://www.smj.org.sa/index.php/smj/index
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birth canal is necessary to detect early the potential 
for third- and fourth-degree perineal injuries. The 
consequences of perineal injuries on the well-being of 
young mothers can be serious and can affect the social 
and sexual aspects of their life. Surgical treatment 
and postoperative care ensure optimal results and 
prevent long-term complications such as fistula or 
fecal incontinence. Clinicians must be aware of the 
devastating consequences of untreated injuries.
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