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Abstract
This study aimed to investigate the reproductive impact of a third- or fourth-degree tear in
primigravid women. A retrospective population-based cohort study was conducted using
data from Scottish Morbidity Records (SMR02). Primigravid women with a vaginal birth in
Scotland from 1997 until 2010 were included. Exposure was third- or fourth-degree tear in
the first pregnancy. The second pregnancy rate, interpregnancy interval and third- or fourthdegree tear in a second pregnancy were the primary outcomes. A nested case-control study
was used to determine factors associated with repeat third- or fourth-degree tears in a second vaginal birth. Cox regression analysis and logistic regression were used to look for
associations. Initial third- or fourth-degree tear occurred in 2.8% women (5174/182445).
The percentage of third- or fourth-degree tears in first vaginal births increased from 1% in
1997 to 4.9% in 2010. There was no difference in having a second pregnancy (adjusted
Odds Ratio (aOR) 0.98 (99%CI 0.89–1.09)) or the median interpregnancy interval to second
pregnancy (adjusted Hazard Ratio (aHR) 1.01 (99%CI 0.95–1.08)) after an initial third- or
fourth-degree tear. Women were over four times more likely to have a repeat injury in a subsequent vaginal birth (n = 149/333, aOR 4.68 (99% 3.52–6.23)) and were significantly more
likely to have an elective caesarean section in their second pregnancy (n = 887/3333,
26.6%; 12.75 (11.29–14.40)). Increased maternal age and birthweight �4500g were risk
factors for repeat injury. Third- and fourth-degree tears are increasing in Scotland. Women
do not delay or avoid childbirth after initial third- or fourth-degree tear. However, women are
more likely to have a repeat third- or fourth-degree tear or an elective caesarean section in
the second pregnancy. Strategies to prevent third- or fourth-degree tears are needed.

Introduction
Third- and fourth-degree tears are injuries which can occur to the perineum during vaginal
birth. A third degree tear extends through the anal sphincter muscle complex.[1–3] A fourth
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degree tear extends into the rectal mucosa.[1–3] Together they are often known as OASIS
(Obstetric Anal Sphincter InjurieS).[1–3] Incidence of such tears appears to be rising with
5.9% of first pregnancies affected in England and Wales in 2012.[4] Both third and fourth
degree tears can cause distressing symptoms such as faecal incontinence[3,5–8] and sexual
dysfunction.[6,9] Childbirth following such a tear risks worsening symptoms[5,7,8] and repeat
OASIS injury in a subsequent pregnancy.[4,10–18] However, evidence of the effect an initial
third or fourth degree tear has on subsequent pregnancy and birth, including the risk of repeat
injury, is limited. Consequently, it is difficult to advise women on future birth options.
Women are offered either vaginal birth or elective caesarean section after such tears with little
evidence to support either decision.[3] Women may delay or avoid future childbirth due to
fears over repeat injury,[6] but evidence on time to next pregnancy is sparse. More information is needed so that women can make informed decisions about their second birth following
an initial third- or fourth-degree tear.
This observational study is the first to generate precise risk information on pregnancy following third- or fourth-degree tears in Scottish women, using national data. First, we aimed to
investigate the odds of having a second birth and the interpregnancy interval to second birth
for women with and without an initial third- or fourth-degree tear. Second, we aimed to determine the odds of a repeat third- or fourth-degree tear in a second pregnancy. Finally, we
aimed to determine any risk factors associated with repeat third- or fourth-degree tear in a second pregnancy.

Methods
Study design and conduct
This was a retrospective cohort study with a nested case-control study. This study is reported
in accordance with the STROBE statement for observational studies.[19] Data was obtained
from Information Services Division Scotland (ISD; http://www.isdscotland.org) for all women
with a first vaginal singleton birth in Scotland between 1997 and 2010. This included all
women who gave birth vaginally in a National Health Service (NHS) Scottish hospital and
whose medical records were routinely collected as part of the Scottish Morbidity Records
(SMR02). The SMR02 dataset holds maternity data for women in Scotland from 1980. Eligible
women were identified by the electronic Data Research and Innovation Service (eDRIS, a part
of ISD Scotland). Women were included if they had a live born baby in their first pregnancy.
Vaginal birth included spontaneous and operative vaginal birth. Women were included if they
had information recorded within SMR02 data of their perineal or vaginal trauma at time of
birth. Women who had twins or higher multiples delivered vaginally in the first pregnancy
were excluded. Women were followed up from 1998 to 2015 to identify any second
pregnancies.

Retrospective cohort study
Exposure was defined as a third- or fourth-degree tear in the first pregnancy. Women without
a third- or fourth-degree tear in their first pregnancy were the unexposed group. The unexposed group included women with no perineal tear, first or second-degree perineal tears, other
vaginal lacerations or unspecified tears. A second birth, the interpregnancy interval and a
third- and fourth-degree tear in the second pregnancy were the primary outcomes. Secondary
outcomes included mode of delivery, gestation at birth and episiotomy use in the second
pregnancy.
Potential confounders adjusted for in the multivariate analysis to investigate second pregnancy rate and interpregnancy interval were age (in years); body mass index (BMI);
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socioeconomic deprivation (Carstairs 2011 deciles[20,21]: 1–5 most deprived, 6–10 least
deprived); and smoking status (non-smoker, smoker, ex-smoker). These covariates were all
recorded in the first pregnancy.
Subsequently the odds of having a third- or fourth-degree tear at the time of the second
pregnancy if a woman had an initial third- or fourth-degree tear was investigated. The odds of
a third of fourth degree tear in a second pregnancy was calculated and adjusted for potential
confounding factors at the second pregnancy level. Potential confounders included in the multivariate analyses were: age (in years); body mass index (BMI); socioeconomic deprivation
(Carstairs 2011 deciles[20,21]: 1–5 most deprived, 6–10 least deprived); smoking status (nonsmoker, smoker, ex-smoker); diabetes (yes/no, including pre-existing and gestational); mode
of delivery (spontaneous vaginal delivery (SVD), non-rotational forceps, ventouse (any), rotational forceps, breech vaginal, elective caesarean section and emergency caesarean section;
birthweight of baby (<4500g, �4500g); gestation at birth (weeks); episiotomy (yes/no); induction of labour (none, ARM only, ARM and pharmacological methods); and position at delivery
(OA, OP, OT, Other). Using confounders at the second pregnancy level was felt to be clinically
relevant, as women would want to know their chance of having another third- or fourthdegree tear with their current risk factors in a second pregnancy according to their exposure of
a previous third- or fourth-degree tear.
A sample size of 3602 women with the exposure of an initial third- or fourth-degree tear
was estimated and an unexposed cohort of 183, 492 women. Repeat third or fourth degree
tears have a published frequency of 4.0–5.6 per 100 women.[10,11] A third or fourth degree
tear in a second pregnancy with no history of such tear has a published frequency of 0.6–0.8
per 100 women.[10,11] Based on these figures and using a 2-sided continuity corrected chisquared test and a significance level of 0.01, our study was estimated to have 99% power to
detect a 5% increase in odds of a third or fourth degree tear in a second pregnancy between the
exposed and unexposed groups.

Nested case-control study
A nested case-control was carried out to look for risk factors associated with repeat third- or
fourth-degree tears in a second pregnancy. All women who had a third- or fourth-degree tear
in the first pregnancy and who had a second vaginal birth were included. Cases were women
with a repeat third- or fourth-degree tear in their second pregnancies. Controls were women
who did not have a repeat third- or fourth-degree tear in their second pregnancy. Where tear
in 2nd pregnancy was “unspecified” these women were included as controls. Potential confounders included in multivariate analyses were: age (in years); body mass index (BMI); socioeconomic deprivation (Carstairs 2011 deciles[20,21]: 1–5 most deprived, 6–10 least deprived);
smoking status (non-smoker, smoker, ex-smoker); diabetes (yes/no, including pre-existing
and gestational); mode of delivery (spontaneous vaginal delivery (SVD), non-rotational forceps, ventouse (any), rotational forceps, breech vaginal, elective caesarean section and emergency caesarean section); birthweight of baby (<4500g, �4500g); gestation at birth (weeks);
episiotomy (yes/no); induction of labour (none, ARM only, ARM and pharmacological methods); and position at delivery (OA, OP, OT, Other). The covariates were included at the second
pregnancy level.

Fourth degree tears
A subgroup analysis included women who had a fourth-degree tear in the first pregnancy as
the exposed group. Women with initial fourth degree tears were compared to all other women
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(unexposed group). The odds of having a second pregnancy after an initial fourth degree tear
were calculated and adjusted for age at first birth, BMI, smoking and deprivation category.

Data confidentiality
Approval (Ref: 1516–0566) to conduct this study was obtained from the Public Benefit and Privacy Panel (PBPP) which is part of NHS Services Scotland. PBPP are responsible for approving
access to Scottish national data. Following PBPP approval further ethical approval was not
required. An anonymised dataset was provided to researchers which was only available within
the national electronic Data Research and Innovation Service (eDRIS) Safe Haven, part of
Information Services Scotland (http://www.isdscotland.org/Products-and-Services/eDRIS/).
All data was anonymised before being made available to researchers within the Safe Haven. All
researchers with access to the national Safe Haven underwent formal training in research data
confidentiality. Data was not stored or linked in any way.

Statistical analysis
All data were stored and analysed using SPSS software (IBM Corp. Released 2016. IBM SPSS
Statistics for Windows, Version 22.0. Armonk, NY: IBM Corp.). Univariate and multivariate
analyses were performed. A statistical significance level of 0.01 was used in all analyses given
the large dataset used.
Binary logistic regression was used to determine the odds of having a second pregnancy in
the exposed group compared to unexposed. Both crude and adjusted Odds Ratios (aORs) with
99% confidence intervals (CI) were calculated. Kaplan-Meier curves of time to second pregnancy (interpregnancy interval) were constructed and compared using the log rank test for
women with and without an initial third- or fourth-degree tear. Women were censored at the
point of last data collection (31st December 2015). Cox’s regression analysis was used to calculate crude and adjusted hazard ratios (aHR) with 99% CI for second pregnancies. Binary logistic regression was used to determine the odds of having a third- or fourth-degree tear among
women with a second pregnancy between those with an initial third- or fourth-degree tear and
those without such a previous tear.
In the nested case-control study, binary logistic regression was used to look for associations
in women with initial third- or fourth-degree tear who also sustained a repeat third- or fourthdegree tear compared to women with a first but not a second (repeat) third or fourth degree.
Both crude and adjusted Odds Ratios (aORs) with 99% confidence intervals (CI) were
calculated.

Missing data
Complete case analysis was carried out and presented. Where more than 5% of covariate data
was missing a sensitivity analysis was carried out. We planned to include ethnicity as a potential confounder, however as ethnicity was missing in >60% and as it could be assumed that
the Scottish population would be predominantly a Caucasian population, ethnicity was not
included as a covariate.

Results
The study included 182,445 women with first vaginal births in Scotland between 1997 and
2010. The population sample is illustrated in Fig 1. 5174 (2.8%) of women had a third- or
fourth-degree tear in their first pregnancy. 131015 (71.8%) women had a spontaneous vaginal
birth whereas 3541 (19.4%) had a forceps delivery and 15347 (8.4%) had a ventouse delivery
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Fig 1. Flowchart of women included with their first birth in Scotland between 1997 and 2010.
https://doi.org/10.1371/journal.pone.0215180.g001

for their first vaginal birth. Second pregnancies were recorded between 1998 and 2015 in
122,014 women. Fig 2 shows the percentage of third- and fourth-degree tears over time for all
women with first and second vaginal births in Scotland from 1997–2015. Over time the percentage of first vaginal births which resulted in a third- or fourth-degree tear has increased
from 1% in 1997 to 4.9% in 2010. Similarly, the rate of third- or fourth-degree tears in second
vaginal births is increasing, with 0.2% in 1999 to 1.5% in 2015, though the trajectory is less
marked. Table 1 shows the baseline characteristics of the women in their first pregnancy
according to exposure status. Women with an initial third- or fourth-degree tear were more
likely to be older. However, there was no difference in BMI or socioeconomic deprivation
between the exposed and unexposed groups. Notably, women without an initial third- or
fourth-degree tear were more likely to be smokers. Table 1 also demonstrates the proportion
of women who had a second birth and the odds of having a second birth according to tear status in the first vaginal birth. Women with an initial third- or fourth-degree tear were less likely
to have a second pregnancy recorded with a difference of 2.5% (crude OR 0.89 (99% CI 0.83–
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Fig 2. Third- or fourth-degree tears in first and second vaginal births over time in Scotland 1997–2015.
https://doi.org/10.1371/journal.pone.0215180.g002

0.96). However, this was not statistically significant when adjusted for potential confounders
(aOR 0.98 (99%CI 0.89–1.09)).
There was no difference in interpregnancy interval for women with an initial third- or
fourth-degree tear (median time to second pregnancy was 181 weeks) compared to women
without an initial such tear (median time to second pregnancy = 202 weeks; log rank test
p = 0.542). Using Cox regression analysis, the unadjusted HR 1.01 (99%CI 0.97–1.06) and
adjusted HR 1.01 (99%CI 0.95–1.07) also show no statistically significant difference for rates of
second pregnancy between the exposed and unexposed groups. Age (in years); body mass
index (BMI); socioeconomic deprivation (Carstairs 2011 deciles[20,21,21]: 1–5 most deprived,
6–10 least deprived); and smoking status (non-smoker, smoker, ex-smoker) all from the first
pregnancy were included as covariates in this adjusted analysis.
Table 2 shows the demographic and pregnancy outcomes for women who had second pregnancies according to their initial tear status. 1374 (1.1%) women had third- or fourth-degree
tears in their second pregnancy (of all women who had second pregnancies, N = 122,014). Of
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Table 1. First pregnancy characteristics for women according to their exposure status.
Initial 3rd or 4th degree tear
n (%)
(N = 5174)

No 3rd or 4th degree tear
n (%)
(N = 177271)

Unadjusted OR (99%CI)

Adjusted ORa
(99%CI)

Yes

3333 (64.4)

118681 (66.9)

0.89 (0.83–0.96)

0.98 (0.89–1.09)

No

1841 (35.6)

58590 (33.1)

27.6 (5.6)

25.9 (6.0)

1.05 (1.04–1.06)

1.04 (1.03–1.05)

25.0 (4.8)

25.0 (5.0)

1.00 (0.99–1.01)

1.00 (0.99–1.01)

Most deprived

2765 (53.6)

102433 (58.0)

0.84 (0.78–0.90)

0.97 (0.88–1.07)

Least deprived

2395 (46.4)

74323 (42.0)

1

1

Non smoker

3506 (73.5)

105038 (63.7)

1

1

Smoker

671 (14.1)

40695 (24.7)

1.79 (1.47–2.18)

0.65 (0.56–0.75)

Ex-smoker

590 (12.4)

19182 (11.6)

1.54 (1.20–1.97)

0.96 (0.84–1.11)

First pregnancy characteristic

Second pregnancy

Age at delivery
Missing = 2
Mean (SD)
Body mass index
Missing = 106231
Mean (SD)
Deprivation
Missing = 529

Smoking status
Missing = 12763

a

Multivariate analyses adjusted for age at delivery, BMI, deprivation, smoking (all in the first pregnancy)

Missing data not included in the proportions presented
https://doi.org/10.1371/journal.pone.0215180.t001

the women who had an initial third- or fourth-degree tear and who had a second pregnancy
(N = 3333), 149 (4.5%) had a repeat third- or fourth-degree tear. After exclusion of women
who delivered their second baby by caesarean section (either elective or emergency) the percentage of repeat third or fourth degree tears in the second pregnancy for women with an initial third or fourth degree tear was 6.6% (149/2254, Fig 1), with risk of such a tear in a second
pregnancy being significantly increased compared to the control group {crude OR 6.18 (99%
CI 4.91–7.78); aOR 4.68 (99%CI 3.52–6.23)}. 1225 (1.0%) women had their first 3rd or 4th
degree tear in the second pregnancy. Only 64.1% women with an initial third- or fourth-degree
tear had a spontaneous vaginal delivery (SVD) in the second pregnancy (compared to 86.8% of
controls). Table 3 shows the comparison of second pregnancy outcomes for women with and
without an initial third- or fourth-degree tear. Women with a third- or fourth-degree tear in
the first pregnancy were over twelve times more likely to have an elective caesarean section
{(n = 887/3333, 36.6%; aOR 12.75 (99%CI 11.29–14.40)} and twice as likely to have an emergency caesarean section {n = 190, 5.7%; aOR 2.42 (99%CI 2.01–2.93)}. Episiotomy use for the
second birth was over three times more likely in women with a previous third- or fourthdegree tear (aOR 3.74 (99%CI 3.25–4.32). Women with an initial third- or fourth-degree tear
were less likely to be induced in their second pregnancy. There was no significant difference in
weight of second baby or position of baby at birth. A statistically but not clinically significant
difference was noted between groups for gestation at second birth. Specifically, the difference
in gestation was 0.1 weeks which is not a clinically significant period of time. Women with an
initial third- or fourth-degree tear were older at delivery in the second pregnancy compared to
women without an initial injury. This could be explained by there being no statistically significant difference in interpregnancy interval for women with and without an initial third- or
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Table 2. Univariate comparison of demographic and pregnancy characteristics for women who had second pregnancies.
Initial 3rd or 4th degree tear n (%)
(N = 3333)

Second pregnancy characteristic
Third/fourth degree tear Yes

No prior 3rd or 4th degree tear n (%)
(N = 118681)

P-value

149 (4.5)

1225 (1.0)

3184 (95.5)

117456 (99.0)

<0.01�

30.5 (5.2)

29.0 (5.5)

<0.01�

Non smoker

2480 (78.1)

76880 (68.5)

Smoker

380 (12.0)

24113 (21.5)

<0.01�

Ex-smoker

317 (10.0)

11260 (10.0)

0.014

Most deprived (1–5)

1648 (49.6)

64917 (54.8)

<0.01�

Least deprived (6–10)

1675 (50.4)

53472 (45.2)

No
Age
Missing = 1
Mean (SD)
Smoking
Missing = 6584 (5.4%)

Deprivation
Missing = 302 (0.2)

Diabetes
Missing = 19873 (16.3%)
Yes

36 (1.2)

1261 (1.3)

No

2994 (98.8)

97850 (98.7)

25.9 (5.2)

26.0 (5.4)

2134 (64.1)

103019 (86.8)

0.684

BMI
Missing = 44646 (36.6%)
Mean (SD)

0.039

Mode of delivery
Missing = 24 (0.0%)
SVD
Forceps (non rot)

61 (1.8)

2453 (2.1)

Ventouse (all)

33 (1.0)

1660 (1.4)

0.956

Forceps (rotational)

15 (0.4)

559 (0.5)

0.195

Breech vaginal

0.165

11 (0.3)

398 (0.3)

0.927

Elective CS

887 (26.6)

4416 (3.7)

<0.01�

Emergency CS

190 (5.7)

6154 (5.2)

<0.01�

<4500g

3233 (97.1)

115520 (97.4)

�4500g

98 (2.9)

3076 (2.6)

39.4 (2.8)

39.5 (2.5)

0.07

Yes

486 (15.0)

8344 (7.4)

<0.01�

No

2758 (85.0)

104001 (92.6)

None

2821 (84.8)

90722 (76.7)

101 (3.0)

5524 (4.7)

Weight of baby (grams)
Missing = 87 (0.1%)
0.213

Gestation at birth (weeks)
Missing = 119 (0.1)
Mean (SD)
Episiotomy
Missing = 1812 (1.5%)

Induction of labour
Missing = 447 (0.4)
ARM only

<0.01�
(Continued )

PLOS ONE | https://doi.org/10.1371/journal.pone.0215180 April 11, 2019

8 / 18

Impact of third- and fourth-degree tears on second pregnancies in Scotland

Table 2. (Continued)
Initial 3rd or 4th degree tear n (%)
(N = 3333)

No prior 3rd or 4th degree tear n (%)
(N = 118681)

P-value

406 (12.2)

21993 (18.6)

<0.01�

OA

2690 (88.4)

101144 (90.5)

OP

102 (3.4)

3472 (3.1)

0.331

OT

118 (3.9)

3069 (2.7)

<0.01�

Other

134 (4.4)

4057 (3.6)

0.016

Second pregnancy characteristic
ARM + pharmacological
Position at delivery
Missing = 7228 (5.9)

Missing data not included in the proportions presented.
�

denotes statistical significance.

https://doi.org/10.1371/journal.pone.0215180.t002

fourth-degree tear, as women with a third- or fourth-degree tear in the first pregnancy were
notably significantly older at first vaginal birth than those without.

Risk factors for repeat third- or fourth-degree tear
The results of the nested case-control study for all women with a previous third- or fourthdegree tear (n = 2254) who had a second vaginal birth are shown in Table 4. Women with
repeat third- or fourth-degree tears in the second pregnancy appeared to be older, however
there was no association seen with smoking, deprivation, diabetes, BMI, mode of delivery, gestation at birth, episiotomy use, induction of labour or position of baby’s head at birth. However, birthweight �4500g was significantly associated with a repeat third- or fourth-degree
tear (aOR 3.27 (99%CI 1.11–9.60)).

Fourth degree tears
Of all third- and fourth-degree tears in first vaginal births, 260 (5.0%) were fourth degree tears.
This equates to 0.1% (260/182445) of all primigravid women with first vaginal births. There
was no difference in the odds of having a second birth for women with an initial fourth degree
tear compared to women with any other type of tear or no tear in the first pregnancy (aOR
1.01 (99%CI 0.64–1.58)). When women with initial fourth degree tears were compared to all
other women, there was no significant difference in the interpregnancy interval in crude or
adjusted analyses ((crude HR 0.91 (99%CI 0.75–1.12); aHR 0.98 (99%CI 0.76–1.28)). Of the
women who had a repeat third- or fourth-degree tear, 6.7% (10/149) had a 4th degree tear in
the second pregnancy.

Discussion
Main findings
Third- and fourth-degree tears are becoming more prevalent in first and second vaginal births
in Scotland. Women do not appear to delay future childbirth following an initial third- or
fourth-degree tear. There was however a 2.5% reduction in second pregnancies for women
with an initial third- or fourth-degree tear over this time period but this was not statistically
significant after adjustment for confounding factors. Having an initial fourth degree tear does
not influence time to a second pregnancy. Women with an initial third or fourth degree were
twelve times more likely to have an elective caesarean section in a second pregnancy. Women
with an initial third- or fourth-degree tear who opted for a vaginal birth in the second
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Table 3. Crude and adjusted Odds Ratios (99% CI) for second pregnancy outcomes for women with and without an initial third- or fourth-degree tear.
Unadjusted OR (99%CI)

Adjusted OR (99%CI)a

Yes

4.49 (3.57–5.64)

4.84 (3.64–6.46)

No

1

1

1.05 (1.04–1.06)

1.02 (1.00–1.03)

Second pregnancy characteristic
Third/fourth degree tear

Age
(Missing = 1)
Mean (SD)
Smoking
Missing = 6584 (5.4%)
Non smoker

1

1

Smoker

0.49 (0.42–0.56)

0.67 (0.58–0.77)

Ex-smoker

0.87 (0.75–1.02)

0.83 (0.72–0.96)

Most deprived (1–5)

0.81 (0.74–0.89)

0.90 (0.82–0.98)

Least deprived (6–10)

1

1

Yes

0.93 (0.60–1.45)

0.79 (0.53–1.17)

No

1

1

1.00 (0.99–1.01)

0.99 (0.98–1.00)

Deprivation
Missing = 302 (0.2)

Diabetes
Missing = 19873 (16.3%)

BMI
Missing = 44646 (36.6%)
Mean (SD)
Mode of delivery
Missing = 24 (0.0%)
1

1

Forceps (non rot)

SVD

1.20 (0.86–1.68)

0.36 (0.25–0.51)

Ventouse (all)

1.01 (0.68–1.51)

0.65 (0.44–0.96)

Forceps (rotational)

1.41 (0.71–2.77)

0.45 (0.25–0.82)

Breech vaginal

1.10 (0.08–14.85)

0.63 (0.08–4.65)

Elective CS

9.70 (8.68–10.83)

12.75 (11.29–14.40)

Emergency CS

1.49 (1.22–1.82)

2.42 (2.01–2.93)

Weight of baby (grams)
Missing = 87 (0.1%)
<4500g

1

1

�4500g

1.14 (0.87–1.49)

0.84 (0.59–1.18)

Mean (SD)

0.99 (0.97–1.01)

1.01 (1.00–1.03)

Yes

2.20 (1.93–2.50)

3.74 (3.25–4.32)

No

1

1

Gestation at birth (weeks)
Missing = 119 (0.1)
Episiotomy
Missing = 1812 (1.5%)

Induction of labour
Missing = 447 (0.4)
1

1

ARM only

None

0.59 (0.45–0.77)

0.73 (0.56–0.93)

ARM + pharmacological methods

0.59 (0.52–0.68)

0.78 (0.68–0.89)
(Continued )
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Table 3. (Continued)
Second pregnancy characteristic

Unadjusted OR (99%CI)

Adjusted OR (99%CI)a

Position at delivery
Missing = 7228 (5.9)
OA

1

1

OP

1.11 (0.85–1.44)

0.88 (0.64–1.23)

OT

1.24 (0.99–1.57)

0.97 (0.72–1.31)

Other

0.30 (0.22–0.41)

a

Covariates included in the multivariate model were third- or fourth-degree tear in 2nd pregnancy, age, smoking, deprivation, diabetes, BMI, mode of delivery, weight of

baby, gestation, episiotomy, induction of labour and position at delivery (all in second pregnancy)
Missing data not included in the proportions presented.
https://doi.org/10.1371/journal.pone.0215180.t003

pregnancy were significantly more likely to have a repeat third- or fourth-degree tear. Of all
repeat third- or fourth-degree tears, 6.7% were fourth degree tears. Episiotomy use appears to
increase in the second vaginal birth for women with prior third- or fourth-degree tear. Increasing maternal age and a baby’s birthweight of �4500g were associated with repeat third- or
fourth-degree tears.

Strengths and limitations
This is the first study to determine precise risk estimates for Scottish women with third- or
fourth-degree tears in their first pregnancy. This was a large sample of routinely collected registry-based hospital data thereby eliminating the risk of recall bias. The SMR02 data is a highquality dataset with information coded from each maternity unit in Scotland providing a large
population sample. However, our sample size could be affected due to the time period included
as women whose first birth was at the latter end of our inclusion period may not yet have delivered their second babies. This could have been improved by including a larger cohort over a
longer time period. However, using a historical cohort is likely to be unhelpful when studying
third- and fourth-degree tears as tear classifications have changed over time. Furthermore,
given the small numbers of women who had a second vaginal birth after an initial third or
fourth degree tear it is possible this study is underpowered to detect significant differences in
the risk factors studied in the nested case-control study.
We were able to include multiple confounding factors in the multivariate analyses in the
retrospective cohort study at the first or second pregnancy level where appropriate due to the
level of data collected within the SMR02 dataset. This increases the reliability of the associations found and the strength of our results. We used a stringent 0.01 level of significance to
reduce the risk of spurious positive associations due to the multiple analyses performed within
such a large dataset. Given the association with Asian ethnicity and third or fourth degree tears
[4] it would have been preferable to include ethnicity as a covariate in the multivariate analyses. In this study we were unable to differentiate between grades of third-degree tear (3A, B, C)
or types of fourth degree tear (buttonhole versus rectal mucosal injuries secondary to full
thickness injury to the external anal sphincter and internal anal sphincter). Given that tears
involving the internal anal sphincter or rectal mucosa are thought to carry a worse prognosis,
[22] this is a limitation to our results. Furthermore, women with a more severe third-degree
tear or a fourth-degree tear may be more likely to have subsequent Caesarean section for their
second birth.
Women with an initial third- or fourth-degree tear were more likely to have an elective caesarean section in their second pregnancy. However, we did not have access to the indication
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Table 4. Demographic and pregnancy characteristics for all women with an initial third- or fourth-degree tear who had a second vaginal birth (nested case-control
study).
Second pregnancy characteristic

Repeat 3rd / 4th degree tear
n (%)
(N = 149)

No repeat 3rd / 4th degree tear
n (%)
(N = 2105)

Unadjusted OR (99%CI)

Adjusted OR (99%CI)a

0.002�

1.05 (1.01–1.10)

1.06 (1.00–1.12)

P-value

Age
Missing = 0
Mean (SD)

31.5 (4.6)

30.1 (5.3)

Non smoker

Smoking
Missing = 104 (4.6)
124 (86.7)

1535 (76.5)

Smoker

7 (4.9)

260 (12.4)

0.005�

0.33 (0.12–0.92)

1
0.61 (0.21–1.80)

1

Ex-smoker

12 (8.4)

212 (10.1)

0.253

0.70 (0.31–1.56)

0.54 (0.19–1.54)

0.661

1.08 (0.70–1.67)

Deprivation
Missing = 8 (0.4)
Most deprived (1–5)

80 (53.7)

1010 (48.2)

Least deprived (6–10)

69 (46.3)

1087 (51.6)

1.20 (0.69–2.09)

Yes

2 9(1.4)

1872 (99.0)

No

138 (98.6)

19 (1.0)

Median (IQR)

24.9 (6.4)

24.7 (6.4)

0.789

SVD

145 (97.3)

1989 (94.5)

0.602

4 (2.7)

72 (3.4)

0.998

0.76 (0.20–2.92)

0.55 (0.07–4.15)

Ventouse

0

33 (1.6)

0.999

—

—

Vaginal breech

0

11 (0.5)

—

—

139 (93.3)

2045 (97.2)

10 (6.7)

58 (2.8)

40 (1.0)

40 (2.0)

1

1

Diabetes
Missing = 223 (9.9)
0.634

1.43 (0.21–9.82)

1.05 (0.69–15.96)
1

1

BMI
Missing = 577 (25.6)
1.00 (0.95–1.05)

0.99 (0.93–1.05)

Mode of delivery
Missing = 0
Forceps

1

1

Weight of baby (grams)
Missing = 2 (0.1)
<4500g
�4500g

0.008�

1

1

2.54 (1.02–6.30)

3.27 (1.11–9.60)

0.335

1.02 (0.97–1.07)

1.01 (0.95–1.08)

0.254

0.78 (0.44–1.37)

Gestation at birth
(weeks)
Missing = 0
Median (IQR)
Episiotomy
Missing = 59 (2.6)
Yes

27 (18.2)

456 (22.3)

No

121 (81.8)

1591 (77.7)

1

0.88 (0.43–1.84)
1

119 (79.9)

1664 (79.2)

1

1

Induction of labour
Missing = 5 (0.2)
None
ARM only
ARM +PG

10 (6.7)

82 (3.9)

0.125

1.71 (0.70–4.18)

1.81 (0.60–5.44)

20 (13.4)

354 (16.9)

0.343

0.79 (0.42–1.50)

0.68 (0.29–1.58)
(Continued )
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Table 4. (Continued)
Second pregnancy characteristic

Repeat 3rd / 4th degree tear
n (%)
(N = 149)

No repeat 3rd / 4th degree tear
n (%)
(N = 2105)

P-value

Adjusted OR (99%CI)a

Unadjusted OR (99%CI)

Position at delivery
Missing = 139 (6.2)
OA

125 (90.6)

1831 (87.0)

OP

7 (5.1)

67 (3.2)

0.297

1.53 (0.54–4.38)

1
2.06 (0.62–6.82)

1

OT

5 (3.6)

49 (2.3)

0.401

1.50 (0.44–5.13)

0.84 (0.06–12.22)

Other

1 (0.7)

30 (1.4)

0.482

0.49 (0.04–6.77)

—

a

Covariates included in the multivariate model were age, smoking, deprivation, diabetes, BMI, mode of delivery, weight of baby, gestation, episiotomy, induction of

labour and position at delivery (all in second pregnancy)
Missing data not included in the proportions presented.
denotes statistical significance.

�

https://doi.org/10.1371/journal.pone.0215180.t004

for the caesarean section so it is possible that this was not related to their initial third- or
fourth-degree tear. Given the stark difference between the two groups it seems reasonable to
assume that the history of initial third or fourth degree is likely to be a contributory factor to
the decision for subsequent mode of delivery at least for a proportion of these women. However, there is no certainty, therefore this is a limitation of our results.

Interpretation
There is an increasing prevalence of third and fourth degree tears in our sample which mimics
that presented in other similar populations.[4,23,24] This may be secondary to improving classification and recognition of such tears,[4,23,24] however the gradual trend seen in our sample
would suggest this increase is not secondary to a significant change in education. Instead this
could be due to an increasing prevalence of predisposing risk factors such as bigger babies or
the trend for women to be older at first pregnancy. In this Scottish sample, we found a slightly
lower prevalence of third and fourth degree tears in the first pregnancy (ranging from 1% in
1997 to 4.9% in 2010%) than that reported for England and Wales of 5.9% in 2012.[4] This
may be due to differences in the population, maternal risk factors, obstetric practice or training. The overall rate of repeat tears in women with second vaginal births was again slightly
lower (6.6%) than reported from national English hospital data where the rate of repeat third
or fourth degree tears was 7.2%[25].
Our results disagree with previous research which suggests women with severe perineal
tears were less likely to have another baby.[12,26] Though an observational study in Finland
also found there was no difference in subsequent delivery rate after an initial third or fourth
degree tear.[10] This could be due to greater acceptance of the option of planned caesarean
section following initial third or fourth degree tear in Scotland.
Several studies suggest there is a significant risk of repeat third or fourth degree tear for
women with an initial injury.[10–16,18,25] However, it is impossible to provide women with a
realistic estimate from our population of the risk of repeat injury, nor similar populations
where caesarean section is offered for second births, as many women appear to have subsequent planned caesarean sections. We estimate that women are four times more likely to have
a repeat injury but it is possible this is much higher in reality. Other observational studies have
suggested an increased risk of repeat third or fourth degree tears in subsequent pregnancies of
over two-fold to six-fold.[10–15,18,25] Contrastingly, others have reported that having an
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initial third or fourth degree tear was not associated with repeat third or fourth degree tear in
the subsequent pregnancy[17,26] or a subsequent caesarean section.[18,26] An observational
study found that women with a prior third or fourth degree tear whose second birth was an
operative vaginal birth had a significantly higher risk of repeat third or fourth degree tear.[18]
Consequently it remains difficult to counsel women on future mode of delivery as our findings
would suggest that the vast majority of women over the last two decades in Scotland have
opted for planned caesarean section following initial OASIS injury. A randomised controlled
trial would be the ideal methodology to determine the risk of repeat third- or fourth-degree
tear in asymptomatic women after an initial third- or fourth-degree tear, but the ethical implications of such a study are controversial.
A systematic review and meta-analysis of observational studies[27] found that there was no
difference in de novo or worsening faecal incontinence in women with an initial third or
fourth degree tear who had second vaginal births versus planned caesarean sections. Another
study found no decrease in quality of life reported after repeat vaginal birth in women with
prior third or fourth degree tear who had no evidence of anal sphincter incompetence.[28]
This would suggest that vaginal birth is a viable option after an initial third or fourth degree
tear in women with no lasting sphincter damage. Contrastingly, other studies report women
with an initial third or fourth degree tear and a subsequent vaginal birth risk worsening anal
[29] or faecal incontinence.[5] The Royal College of Obstetricians and Gynaecologists
(RCOG) guideline[3] suggests women who are symptomatic should be counselled regarding
the option of planned caesarean section. Our findings suggest that many women may be opting for caesarean section and the reasons for this need to be explored. It could be assumed that
those with a more severe injury would opt for a caesarean section and those with 3A or 3B
tears would be more likely to opt for vaginal birth. Furthermore, women who are symptomatic
after an initial tear may be more likely to have a subsequent caesarean section, though evidence
for this is limited[27] and needs to be explored further.
In this population, women with an initial third- or fourth-degree tear were twelve times
more likely to have an elective caesarean section in the second pregnancy. Edozien et al[25]
report an 18-fold increase in odds of planned caesarean section for women with an initial third
or fourth degree in England from 2004 until 2012. This trend is likely to have significant financial implications given the increase to the caesarean section rate, however there are no published economic evaluations to determine the cost-effectiveness of planned caesarean section
versus planned vaginal birth for women with third- or fourth-degree tears. It is possible that
the cost of repeat third- or fourth-degree tears with or without chronic sequelae would be
more expensive to health services. Minalgia et al[30] suggest the number needed to treat
(NNT) was 5 caesarean sections to prevent 1 OASIS. McKenna et al[31] suggests that 2.3 caesarean sections would be needed to prevent one case of anal incontinence in women with previous third or fourth degree tear. Contrastingly, Elfaghi et al[12] suggest that the NNT was 23
caesarean sections.
Fourth degree tears have been associated with a higher risk of anal incontinence.[32] Second vaginal delivery was associated with increased anal incontinence if women had an initial
fourth degree tear but not a third degree tear.[32] Elfaghi et al[12] report that the risk of repeat
injury was increased six-fold for women with an initial fourth degree tear. More research is
needed to differentiate the reproductive implications according to the severity of third- or
fourth-degree tear.
Our findings suggest babies weighing �4500g and older mothers had an increased risk of
repeat third- or fourth-degree tear. However due a small sample size it is possible this study is
underpowered to detect a difference for the other risk factors studied. From the literature, forceps deliveries[10,11,15]; increased maternal age[12]; babies weighing �3500g[10]; babies
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weighing >5000g[11,12]; midline episiotomy[15]; large maternity hospitals[10]; were associated with repeat third or fourth degree tears. Epidural anaesthetic was found to be protective.
[11] One study investigated third and fourth degree tears in an Italian population and found
moderate / severe obesity was associated with such injuries.[33] However, we found no association with increasing BMI and the risk of repeat third or fourth degree tear. Interestingly, we
found that more women with an initial third- or fourth-degree tear but no repeat third- or
fourth-degree tear in the second vaginal birth had a forceps delivery in the second birth compared to cases (3.4% versus 2.7% respectively). However, this difference was not statistically
significant. If sample size for the nested case-control study had been sufficiently large, it would
have allowed for study of the association between instrumental delivery in both first and second births and the risk of repeat third and fourth degrees tears. A larger sample size would
also have enabled evaluation of the concomitance of episiotomy with instrumental births.
Episiotomy use[34] and specifically restrictive episiotomy use[35], as well as episiotomy use
at vacuum deliveries[36,37] have been associated with a reduction in risk of third and fourth
degree tears in observational studies. However, evidence is conflicting with others reporting
episiotomy has no effect on risk of third or fourth degree tear[33,38] or that episiotomy
increases the risk of risk of third or fourth degree tear.[39] Episiotomy increased the risk of
third or fourth degree tear when performed at instrumental deliveries in an observational
study but was protective at spontaneous vaginal births,[40] which suggests that the increased
risk could be secondary to instrumental vaginal birth as opposed to episiotomy. An observational study[41] suggests that with declining episiotomy use came a higher rate of anal sphincter injuries in a Finnish population, though the findings suggest that episiotomy did not
protect women who were already at high risk. Prophylactic episiotomy use is not currently recommended by the RCOG.[3] The RCOG recommends use of episiotomy only when clinically
indicated.[3] However, our results suggest that women with a previous history of third or
fourth degree tear are significantly more likely to have an episiotomy in a second vaginal birth.
This may reflect patient request. Alternatively, this may represent a belief by midwifery and
medical staff that there is a beneficial effect. Robust research such as a randomised controlled
trial to determine whether or not a prophylactic episiotomy is effective at preventing third- or
fourth-degree tears in a second vaginal birth for women with an initial injury is needed. Furthermore, angled and specially designed episiotomy scissors[42] need to be assessed in a randomised controlled trial to determine their effectiveness at reducing the risk of both initial and
repeat third and fourth degree tears. There was no association found with episiotomy use in
second births which resulted in repeat third- or fourth-degree tears in this study, however
these results need to be interpreted with caution as there is a risk of a type two error.
Third- and fourth-degree tears are a significant obstetric problem. Techniques need to be
developed to prevent de novo anal sphincter injury. A Cochrane review found that warm compresses applied to the perineum during labour significantly reduced severe perineal trauma,
[43] however there are no other preventative measures known. Endo-anal ultrasound studies
[44] have shown that not all injuries to the anal sphincter are identified by clinicians. Therefore, focus should be on methods, whether using ultrasound or adequate training, to ensure
appropriate identification of third- and fourth-degree tears. Predicting women at higher risk
of third or fourth degree tears has been studied in the past.[33,45] An effective prediction
model to identify women at higher risk of first third or fourth degree tear and to predict those
with an initial injury who are at increased risk for a repeat injury would be ideal to help aid
decision-making for women. Furthermore, qualitative research is needed to explore women’s
views after enduring a third- or fourth-degree tear and to determine their priorities for subsequent births.
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Conclusions
Third- and fourth-degree tears are an increasing obstetric issue and can affect subsequent
mode of delivery. Improving the prevention of these injuries needs to be prioritised.

Acknowledgments
We would like to acknowledge the support of eDRIS part, of Information Services Division
(ISD) Scotland and specifically Mark Macartney.

Author Contributions
Conceptualization: Andrea Mary Woolner, Mairead Black, Sohinee Bhattacharya.
Data curation: Andrea Mary Woolner, Dolapo Ayansina.
Formal analysis: Andrea Mary Woolner, Dolapo Ayansina, Mairead Black.
Funding acquisition: Andrea Mary Woolner, Mairead Black, Sohinee Bhattacharya.
Investigation: Andrea Mary Woolner, Dolapo Ayansina, Mairead Black, Sohinee
Bhattacharya.
Methodology: Andrea Mary Woolner, Mairead Black, Sohinee Bhattacharya.
Project administration: Andrea Mary Woolner.
Resources: Andrea Mary Woolner.
Supervision: Dolapo Ayansina, Mairead Black, Sohinee Bhattacharya.
Writing – original draft: Andrea Mary Woolner.
Writing – review & editing: Andrea Mary Woolner, Dolapo Ayansina, Mairead Black, Sohinee Bhattacharya.

References
1.

Sultan A. Editorial: Obstetric perineal injury and anal incontinence. Clinical risk 1999; 5:193–196.

2.

National Institute for Clinical Excellence (NICE). Intrapartum care for healthy women and babies. NICE
Clinical Guidelines 2014; CG190:75–76.

3.

Royal College of Obstetricians and Gynaecologists (RCOG). The management of third and fourth
degree perineal tears. 2007 March;Green top guideline (Number 29):1–11.

4.

Gurol-Urganci D, Cromwell D, Edozien L, Mahmood T, Adams E, Richmond D, et al. Third- and fourthdegree perineal tears among primiparous women in England between 2000 and 2012: time trends and
risk factors. BJOG 2013; 120:1516–1525. https://doi.org/10.1111/1471-0528.12363 PMID: 23834484

5.

Faltin D, Sangalli MR, Roche B, Floris L, Boulvain M, Weil A. Does a second delivery increase the risk
of anal incontinence? BJOG 2001; 108:684–688. PMID: 11467691

6.

Priddis H, Dahlen H, Schmied V. Women’s experiences following severe perineal trauma: a meta-ethnographic synthesis. JAN 2013; 69(4):748–759. https://doi.org/10.1111/jan.12005 PMID: 23057716

7.

Johannessen HH, Wibe A, Stordahl A, Sandvik L, Backe B, Morkved S. Prevalence and predictors of
anal incontinence during pregnancy and 1 year after delivery: a prospective cohort study. BJOG 2014;
121:269–280. https://doi.org/10.1111/1471-0528.12438 PMID: 24021090

8.

Bols EMJ, Hendriks EJM, Berghmans BCM, Baeten CGMI, Nijhuis JG, De Bie RA. A systematic review
of etiological factors for postpartum fecal incontinence. Acta Obstet Gynecol Scand 2010; 89(302):314.

9.

Signorello L, Harlow B, Chekos A, Repke J. Postpartum sexual functioning and its relationship to perineal trauma: a retrospective cohort study of primiparous women. Am J Obstet Gynecol 2001; 184:881–
890. https://doi.org/10.1067/mob.2001.113855 PMID: 11303195

10.

Baghestan E, Irgen L, Bordahl P, Rasmussen S. Risk of recurrence and subsequent delivery after
obstetric sphincter injuries. BJOG 2012; 119:62–69. https://doi.org/10.1111/j.1471-0528.2011.03150.x

PLOS ONE | https://doi.org/10.1371/journal.pone.0215180 April 11, 2019

16 / 18

Impact of third- and fourth-degree tears on second pregnancies in Scotland

11.

Spydslaug A, Trogstad LIS, Skrondal A, Eskild A. Recurrent risk of anal sphincter laceration among
women with vaginal deliveries. Obstet Gynecol 2005; 105(2):307–313. PMID: 15684157

12.

Elfaghi I, Johanssen-Ernste B, Rydhstroem H. Rupture of the sphincter ani: the recurrence rate in second delivery. BJOG 2004; 111:1361–1364. PMID: 15663119

13.

Payne TN, Carey JC, Rayburn WF. Prior third- or fourth-degree perineal tears and recurrence risks. Int
J Gynecol Obstet 1999; 64:55–57.

14.

Harkin R, Fitzpatrick M, O’Connell P, O’Herlihy C. Anal sphincter disruption at vaginal delivery: is recurrence predictable? Eur J Obstet Gynecol Reprod Biol 2003; 109:149–152. PMID: 12860332

15.

Lowder JL, Burrows LJ, Krohn MA, Weber AM. Risk factors for primary and subsequent anal sphincter
lacerations: a comparison of cohorts by parity and prior mode of delivery. Am J Obstet Gynecol 2007;
196(344.e1–344.e5).

16.

Yogev Y, Hiersch L, Maresky L, Wasserberg N, Wiznitzer A, Melamed N. Third and fourth degree perineal tears—the risk of recurrence in subsequent pregnancy. J Matern Fetal Neonatal Med 2014; 27
(2):177–181. https://doi.org/10.3109/14767058.2013.806902

17.

Dandolu V, Gaughan J, Chatwani A, Harmanli O, Mabine B, Hernandez E. Risk of recurrence of anal
sphincter lacerations. Obstet Gynecol 2005; 105(4):831–835. PMID: 15802413

18.

Peleg D, Kennedy C, Merrill D, Zlatnik F. Risk of repetition of a severe perineal laceration. Obstet Gynecol 1999; 93(6):1021–1024. PMID: 10362174

19.

von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Vandenbroucke JP, STROBE Initiative.
The Strengthening the Reporting of Observational Studies in Epidemiology (STROBE)statement:
guidelines for reporting observational studies. J Clin Epidemiol 2008 April; 61(4):344–349. https://doi.
org/10.1016/j.jclinepi.2007.11.008 PMID: 18313558

20.

Carstairs V, Morris R.—Deprivation and health in Scotland. Health Bull (Edinb) 1990; 48(4):162–175.

21.

ISD Scotland. The Carstairs and Morris Index. 2010; http://www.isdscotland.org/Products-andServices/GPD-Support/Deprivation/Carstairs/. Accessed 10/30, 2018.

22.

Roos A, Thakar R, Sultan A. Outcome of primary repair of obstetric anal sphincter injuries (OASIS):
does the grade of tear matter? Ultrasound Obstet Gynecol 2010; 36:368–374. https://doi.org/10.1002/
uog.7512 PMID: 20069661

23.

Raisanen S, Vehvilainen-Julkunen K, Gissler M, Heinonen S. The increased incidence of obstetric anal
sphincter rupture—an emerging trend in Finland. Preventive Medicine 2009; 49:535–540. https://doi.
org/10.1016/j.ypmed.2009.10.005 PMID: 19850070

24.

Ampt AJ, Ford JB, Roberts CL, Morris JM. Trends in obstetric anal sphincter injuries and associated
risk factors for vaginal singleton term births in New South Wales 2001–2009. ANZJOG 2013; 53:9–16.
https://doi.org/10.1111/ajo.12038

25.

Edozien L, Gurol-Urganci I, Cromwell D, Adams E, Richmond D, Mahmood T, et al. Impact of third- and
fourth-degree perineal tears at first birth on subsequent pregnancy outcomes: a cohort study. BJOG
2014; 121:1695–1704. https://doi.org/10.1111/1471-0528.12886 PMID: 25040835

26.

Priddis H, Dahlen H, Schmied V, Sneddon A, Kettle C, Brown C, et al. Risk of recurrence, subsequent
mode of birth and morbidity for women who experienced severe perineal trauma in a first birth in New
South Wales between 2000–2008: a population-based data linkage study. BMC Pregnancy and Childbirth 2013; 13(89) https://doi.org/10.1186/1471-2393-13-89

27.

Webb S, Yates D, Manresa M, Parsons M, MacArthur C, Ismail K. Impact of subsequent birth and delivery mode for women with previous OASIS: systematic review and meta-analysis. Urogynecol J 2017;
28:507–514.

28.

Scheer I, Thakar R, Sultan AH. Mode of delivery after previous obstetric anal sphincter injuries (OASIS)
—a reappraisal? Int Urogynecol J 2009; 20:1095–1101.

29.

Jango H, Langhoff-Roos J, Rosthoj S, Sakse A. Mode of delivery after obstetric anal sphincter injury
and the risk of long-term anal incontinence. Am J Obstet Gynecol 2016; 214(733):e1–e13.

30.

Minaglia SM, Kimata C, Soules KA, Pappas T, Oyama IA. Defining an at-risk population for obstetric
anal sphincter laceration. Am J Obstet Gynecol 2009; 201(526):e1–e6.

31.

McKenna DS, Ester JB, Fischer JR. Elective cesarean delivery for women with a previous anal sphincter rupture. Am J Obstet Gynecol 2003; 189(5):1251–1256. PMID: 14634549

32.

Sangalli M, Floris L, Faltin D, Weil A. Anal incontinence in women with third or fourth degree perineal
tears and subsequent vaginal deliveries. Aust NZ J Obstet Gynaecol 2000; 40(3):244–248.

33.

Frigerio M, Manodoro S, Bernasconi D, Verri D, Milani R, Vergani P. Incidence and risk factors of thirdand fourth-degree perineal tears in a single Italian scenario. Eur J Obstet Gynecol Reprod Biol 2018;
221:139–143. https://doi.org/10.1016/j.ejogrb.2017.12.042 PMID: 29304391

PLOS ONE | https://doi.org/10.1371/journal.pone.0215180 April 11, 2019

17 / 18

Impact of third- and fourth-degree tears on second pregnancies in Scotland

34.

Poen A, Felt-Bersma R, Dekker G, Deville W, Cuesta M, Meuqissen S. Third degree obstetric perineal
tears: risk factors and the preventative role of mediolateral episiotomy. BJOG 1997; 104:563–566.

35.

Clemons J, Towers G, McClure G, O’Boyle A. Decreased anal sphincter lacerations associated with
restrictive episiotomy use. Am J Obstet Gynecol 2005; 192:1620–1625. https://doi.org/10.1016/j.ajog.
2004.11.017 PMID: 15902167

36.

Lund N, Persson L, Jango H, Gommesen D, Westergaard H. Episiotomy in vacuum-assisted delivery
affects the risk of obstetric anal sphincter injury: a systematic review and meta-analysis. Eur J Obstet
Gynecol Reprod Biol 2016; 207:193–199. https://doi.org/10.1016/j.ejogrb.2016.10.013 PMID:
27865945

37.

Jango H, Langhoff-Roos J, Rosthoj S, Sakse A. Modifiable risk factors of obstetric anal sphincter injury
in primiparous women: a population-based cohort study. Am J Obstet Gynecol 2014; 210(59):e1–e6.

38.

Macleod M, Strachan B, Bahl R, Howarth L, Goyder K, Van de Venne M, et al. A prospective cohort
study of maternal and neonatal morbidity in relation to use of episiotomy at operative vaginal delivery.
BJOG 2008; 115:1688–1694. https://doi.org/10.1111/j.1471-0528.2008.01961.x PMID: 19035943

39.

Andrews V, Sultan A, Thakar R, Jones P. Risk factors for obstetric anal sphincter injury: a prospective
study. Birth 2006 June; 33(2):117–122. https://doi.org/10.1111/j.0730-7659.2006.00088.x PMID:
16732776

40.

Dandolu V, Chatwani A, Harmanli O, Floro C, Gaughan J, Hernandez E. Risk factors for obstetrical anal
sphincter injuries. Int Urogynecol J 2005; 16:304–307.

41.

Raisanen S, Cartwright R, Gissler M, Kramer M, Laine K, Jouhki M, et al. Changing associations of episiotomy and anal sphincter injury across risk strata: results of a population-based register study in Finland 2004–2011. BMJ Open 2014; 3:e003216.

42.

van Roon Y, Kirwin C, Rahman N, Vinayakarao L, Melson L, Kester N, et al. Comparison of obstetric
anal sphincter injuries in nulliparous women before and after the introduction of the EPISCISSORS-60
at two hospitals in the United Kingdom. Int J Womens Health 2015; 7:949–955. https://doi.org/10.2147/
IJWH.S94680

43.

Aasheim V, Nilsen A, Lukasse M, Reinar L. Perineal techniques during the second stage of labour for
reducing perineal trauma (Review). Cochrane Database of Systematic reviews 2011; 12:Art. No.:
CD006672.

44.

Andrews V, Sultan A, Thakar R, Jones P. Occult anal sphincter injuries—myth or reality? BJOG 2006;
113(195):200.

45.

Williams A, Tincello D, White S, Adams E, Alfirevic Z, Richmond D. Risk scoring system for prediction of
obstetric anal sphincter injury. BJOG 2005; 112:1066–1069. https://doi.org/10.1111/j.1471-0528.2005.
00652.x PMID: 16045519

PLOS ONE | https://doi.org/10.1371/journal.pone.0215180 April 11, 2019

18 / 18

