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ABSTRACT
Background: Obstetric anal sphincter injury is a cause of apparent morbidity in obstetric practice in Nigeria. This
poses physical, social, mental and psychological challenge to the patients thereby jeopardising their quality of life.
Objectives: The objectives of this study were to determine the pattern of presentation, prevalence and outcome
after repair of obstetric anal sphincter injury at the National Obstetric Fistula Centre, Babbar–Ruga, Katsina
(NOFICK). Materials and methods: This was a two-year retrospective review of all cases that underwent repair
for obstetric anal sphincter injury at the National Obstetric Fistula Centre, Babbar Ruga, Katsina, Katsina State,
North Western Nigeria from 1 Jan 2015 to 31 December 2016. NOFIC is the second national fistula centre in
Nigeria. The tertiary health centre provides services to the obstetric fistula population in North West Nigeria and
neighbouring countries such as the Niger Republic. SPSS 22 was used for data entry and analysis. Results: During
the study period a total of 728 procedures were performed in the centre, out of which 61 (8.3%) were surgical
repair for obstetric anal sphincter injury. Only 54 patients’ case notes were available for analysis giving a retrieval
rate of 88.5%, and further analysis was limited to these cases. The mean age of the women was 24.22±7.0 with
minimum age of 16 years and maximum age of 48 years. The mean parity of the women was 2.28±1.5. Majority
(57.4%) of the women had quranic education with only 11.1% having tertiary level of education. The prevalence of
obstetric anal sphincter injury was found to be 8.3%. Thirteen percent of the women presented with history of
flatus incontinence while the remaining presented with the history of both flatus and faecal incontinence. A
diagnosis of 3rd and 4th degree perineal tear was made in 24.1% and 75.9% of the women respectively. Seventy
point four percent (38) of the women were delivered at home. Ten (62.5%) of the 16 patients that delivered in the
hospital had instrumental vaginal delivery while the remaining had spontaneous vaginal delivery. History of
episiotomy was obtained in 13 (24.1%) of the women that were delivered in the hospital. 79.2% of the babies
delivered were male while 20.8 were delivered as females. Majority (83%) of the babies were delivered alive.
History of delivery of a macrosomic (fetal weight of ≥4kg) baby was obtained in only 8 of the patients, 5 claimed
that the fetal weight was <4kg and 41 could not remember/do not know the fetal weight at delivery. Previous
history of perineal laceration was obtained in 79.6% of them. At discharge 87% were found to have healed
successfully. Conclusion: The prevalence of 8.3% was high. Majority of the patients were young and having their
first delivery. The contributing factors identified were younger age, primiparity, home delivery, use of episiotomy
and instrumental vaginal delivery.
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INTRODUCTION
Perinaeal injury can occur either with spontaneous
vaginal delivery or secondarily as a complication of
manipulative or operative obstetric procedures. Severe
perineal injury can involve damage to the anal sphincters
and anal mucosa. Traditionally, the severity of perineal
tears was limited to 4 grades: grade 1 (superficial vaginal
and /or perineal skin), grade 2 (vaginal muscles), grade 3
(in or through external anal sphincter muscle), and grade
4 (external and internal anal sphincters and anorectal
lumen).[1] As there was a lack of consistency in the
classification of a partial anal sphincter, with up to 33%
of consultant obstetricians classifying a complete or
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partial tear of the EAS as a second degree tear, [2] Sultan[3]
devised a more specific classification, later adopted by
the WHO[4] and the International Consultation on
Incontinence.[5] In this classification, grade 3 is further
refined as involving the anal sphincter complex and is
divided into 3a, 3b, 3c. The type of third degree tear
seems to have an impact on symptoms, with OASIS
grade 3a and 3b having a better prognosis than 3c. In
fact, those with a 3c OASIS had symptoms similar in
severity to those with a fourth degree laceration. [6]
Obstetric anal sphincter injuries include third and fourth
degree perineal lacerations.
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Table 1: Classification of perineal trauma. [3,4]
Type of tear
Definition
First – degree
Injury to perineal skin
Injury to the perineum involving the perineal muscles, but not
Second – degree
involving the anal sphincter
Third – degree
Injury to the perineum involving the anal sphincter complex
(3A)
<50% of the EAS thickness torn
(3B)
>50% of the EAS torn
(3C)
Both the EAS and the IAS torn
Injury to the perineum involving the anal sphincter complex
Fourth – degree
and the anal epithelium
OASIS is often misdiagnosed at the time of delivery by
obstetrical care providers as a result of this careful
examination of the perineum, including a rectal
examination for those with a tear that is more than
superficial in depth, should be performed in all women
prior to suturing. A clinical diagnosis of obstetric anal
sphincter injury occurs in about 3% of women after first
delivery, and 0.8% of women who have previously had
at least one baby.[7] Results from a systematic review
indicate that the incidence may be as high as 11%. [8]
Studies looking at the incidence of OASIS based on the
WHO’s international classification of diseases.[9]
reported an incidence of 4.0 – 6.6% of all vaginal
birth,[10,11,12] with higher rates in assisted deliveries (6%)
than in spontaneous vaginal deliveries (5.7%). [13] In
Nigeria the incidence of anal sphincter injury has been
reported to be 1.4%.[14] The incidence of perineal trauma
varies markedly between studies with higher incidence in
hospital based study settings compared with community
based study settings.[15]
Factors that have been shown to be associated with
perineal tears involving the anal sphincter are
instrumental delivery,[16,17,18] with forceps associated with
a higher risk than ventouse,[16,19,20] longer duration of
second stage of labour,[18,20,21] nulliparity,[19,20,21] large for
gestational
age
or
birthweight[18,19,21,22]
and
occipitoposterior (OP) position.[20] Episiotomy as a risk
or protective factor for OASIS is controversial with some
studies reporting a reduced risk with a mediolateral
episiotomy,[16] and others are either inconclusive,[23] or
reporting increased risk.[22] However, randomized
controlled trials (RCTs) have failed to demonstrate a
significant reduction in OASIS in women who received
an episiotomy compared with women who did not.[24]
Women with previous history of anal sphincter injury
have seven to ten fold risk of having recurrent obstetric
anal sphincter injury than women without a history of
previous sphincter trauma.[25]
OASIS can have a significant impact on women by
impairing their quality of life in both the short and long
term. Some of the immediate complications of OASIS
are perineal pain with associated oedema, bleeding,
urinary retention, and defecation problems. Additional
complications include abscess formation, wound
breakdown, and rectovaginal fistula. In the long term,
injury to the anal sphincter is assumed to be the most
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important risk factor for female anal incontinence, [26]
Anal incontinence incorporates a range of symptoms
including flatus incontinence, passive soiling, or
incontinence of liquid or solid stool.[27] Any of these
symptoms can potentially be a hygienic, social and
psychological problem for women. Many do not seek
medical attention because of embarrassment and the
taboo nature of the problem. Some feel that the
symptoms are a normal result of vaginal delivery.[26]
The aim of this study was to determine the pattern of
presentation, prevalence and outcome of obstetric anal
sphincter injury repair at the National Obstetric Fistula
Centre, Katsina.
METHODOLOGY
This was a two-year retrospective review of all cases that
underwent repair for obstetric anal sphincter injury at the
National Obstetric Fistula Centre Babbar Ruga, Katsina
from 1st Jan, 2015 to 31st Dec, 2016. Data was obtained
from the patient admission form that is filled for all
patients on admission, intra-operatively, post operatively
and at discharge. Only 3rd and 4th degree perineal
lacerations were included in the study as they affect the
sphincter function and based on the definition of
obstetric anal sphincter injury. The patient’s history,
surgeon’s keen eye inspection, digital rectal examination
and examination under anaesthesia before surgery were
the primary tools used for diagnosis. All the case notes of
the patients that had repair during the stated period were
retrieved, data was entered and analysed using SPSS
version 22 for frequencies and means.
RESULTS
During the study period a total of 728 procedures were
performed in the centre, out of which 61 (8.3%) were
surgical repair for obstetric anal sphincter injury. Only
54 patients’ case notes were eligible and available for
analysis giving a retrieval rate of 88.5%, and further
analysis was limited to this cases. The mean age of the
women was 24.22±7.0 with minimum age of 16 years
and maximum age of 48 years. The mean parity of the
women was 2.28±1.5. Majority (57.4%) of the women
had Quranic education, with only 11.1% having tertiary
level of education.
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Table 2: Sociodemographic characteristics.
Age
Frequency Percentage
15-24
30
55.6
25-34
19
35.2
35-44
4
7.4
45-54
1
1.9
Parity
0
1
1.9
1
21
38.9
2
13
24.1
3
8
14.8
4
6
11.1
≥5
5
9.6
Educational status
Quranic
31
57.4
Primary
9
16.7
Secondary
8
14.8
Tertiary
6
11.1
Occupation
Employed
5
9.3
Unemployed
49
90.7
Ethnicity
Hausa/Fulani
53
98.1
Yoruba
1
1.9
The prevalence of obstetric anal sphincter injury was
found to be 8.3%. Thirteen percent of the patients
presented with history of flatus incontinence while the
remaining presented with the history of both flatus and
faecal incontinence. A diagnosis of 3rd and 4th degree
perineal tear was made in 24.1% and 75.9% of the
women respectively.

Seventy point four percent (38) of the patients were
delivered at home, while 29.6%(16) were delivered in
the hospital. One of the patients that were delivered at
home developed a fourth degree laceration as a result of
gishiri cut for the relief of prolonged labour by a
traditional birth attendant. History of instrumental
vaginal delivery was obtained in ten (18.5%) of the
patients, this constituted 62.5% of the 16 women that
were delivered in the hospital. History of episiotomy was
also obtained in 13 (24.1%) of the patients, constituting
81.3% of those that were delivered in the hospital.
Majority (83%) of the babies were delivered alive.
History of delivery of a macrosomic (fetal weight of
≥4kg) baby was obtained in only 8 of the patients, 5
claimed that the fetal weight was <4kg and 41 could not
remember/do not know the fetal weight at delivery.
Previous history of perineal laceration was obtained in
79.6% of them. At discharge 87% were found to have
healed successfully, 5.6% healed with residual flatus
incontinence while 7.4% had broken down repair.
Table 3: Contributory factors.
Place of delivery
Frequency
Home
38
Hospital
16
Mode of delivery
Spontaneous vaginal
44
delivery
Instrumental vaginal
10
delivery (forceps)
Episiotomy
No
41
Yes
13
Fetal macrosomia
Yes
8
No
5
Could not remember/does
not know fetal weight at
41
delivery
Previous perineal
laceration
Yes
15
No
39

Percentage
70.4
29.6
81.5
18.5
75.9
24.1
14.8
9.3
75.9

27.8
72.2

Fig 1: Mode of presentation.

Fig 2: Diagnosis.
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Fig 3: Repair outcome.
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DISCUSSION
Repair for obstetric anal sphincter injury constituted
8.3% of all the surgeries in the centre during the study
period. The prevalence of 8.3% obtained is higher than
6% reported in Sweden,[28] 0.9% in Calabar,[29] and 1.4%
reported for Nigeria by Hirayana et al. [14] The high
prevalence obtained could possibly be, because the study
is a hospital based study and the also the centre being a
referral centre for other fistula repair centres. Obstetric
anal sphincter injury was found to be related to age and
parity as it was seen in the study that majority of the
patient were within the age group of 15-24 years and
least among those that are 35 years and above. The high
rate in this age group could be because they are at the
peak of their reproductive life. Similarly, highest rate
was seen in those having their first delivery. This may be
as a result of un- supervised home delivery, rigid
perineum that has not been tested, and restrictive use of
episiotomy. Some of the clinical symptoms and signs of
obstetric anal sphincter injury include stool and or flatus
incontinence, absence of cutaneous anal reflex, and
patulous anus. Majority of the patients presented with the
complaint of both flatus and stool incontinence at the
time of presentation and absence of cutaneous anal
reflex. Instrumental vaginal delivery[13,14,15] and use of
episiotomy[20] were some of the factors associated with
the risk of anal sphincter injury, in this study 81.3% and
62.5% of those that were delivered in the hospital gave
history of an episiotomy at the time of delivery and
instrumental vaginal delivery respectively. The repair of
anal sphincter injury requires the theoretical and practical
knowledge of stool and flatus continence and the support
mechanism in the female, coupled with the knowledge of
the mechanism (cut-through trauma) of injury in
obstetric anal sphincter injury.[30] The repair should be
done by a doctor who is trained or done under
supervision of a trained surgeon in the operating theatre
with good lighting, appropriate instruments, under
aseptic condition. General or regional anaesthesia is
important for good muscle relaxation. Depending upon
the experience of the surgeon overlap or end-to-end
repair technique can be used for the repair. All the
patients were operated in the theatre, using spinal
anaesthesia and the end-to-end technique was used for
the repair.
CONCLUSION
The prevalence of 8.3% was high. Majority of the
patients were young and having their first delivery. The
contributing factors identified were younger age,
primiparity, home delivery, use of episiotomy and
instrumental vaginal delivery.
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