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Abstract
Obstetric anal sphincter injuries may cause disastrous complications including perineal cellulitis, recto-vaginal fistulae and fecal
incontinence. Colostomies have been utilized to minimize morbidity, but there is still significant controversy surrounding this
practice and little evidence upon which to base management decisions. We present a case where we believe a colostomy was
necessary to protect a repaired fourth degree laceration and discuss the management decisions.

CASE REPORT
A 22 year old primigravida was admitted in labor at 38+1
weeks gestation by dates after an uncomplicated antenatal
period. A medio-lateral episiotomy was performed during
delivery to shorten the second stage of labor. A healthy male
infant was delivered with a birth weight of 3.28Kg and head
circumference of 341mm.
Examination of the perineum post delivery revealed the
presence of a laceration that extended through the entire
thickness of the vagina and freely communicated with the
rectum.
The patient consented to examination and repair under
anesthesia. The rectal mucosa was repaired first with 3/0
polyglactin (Vicryl Rapide®) sutures (Fig. 1).
Figure 1: A fourth degree perineal laceration is seen
extending several centimeters into the rectum. The rectal
mucosa has already been repaired with a sub-mucosal suture
commencing at the apex of the laceration and extending
continuously onto perineal skin.
The sphincter edges were overlapped and approximated with
1/0 polypropylene (Prolene®) sutures. The perineal muscles
were individually repaired with 2/0 Vicryl® (Fig. 2),
followed by the vaginal epithelium with continuous 3/0
Vicryl Rapide®. The repair was protected by fecal diversion
through a sigmoid loop colostomy.
Figure 2: The transverse perineal and bulbocavernosus
muscles have been individually repaired with 2/0 polyglactin

(Vicryl®) sutures.
Post-operatively, the area was cleaned daily with sitz baths.
No therapeutic antibiotics were administered. The area
healed uneventfully and the colostomy was closed ten days
later. The recovery period was uneventful. Six months post
repair, she has perfect continence with a Cleveland Clinic
Incontinence Score of 1.

DISCUSSION
Severe perineal lacerations are reported to occur in up to 6%
of women during vaginal delivery (1). Fourth degree tears are
the most severe type, with completely transected anal
sphincters and overlying anal mucosa (1,2,3,4). These injuries
are accompanied by serious morbidity in over 50% of cases,
even after early detection and repair (1,2,3,4).
This case illustrates the pertinent surgical principles that
should be observed when repairing these injuries. It is
important for experienced staff to perform anatomically
correct repair (2,3,4). The mucosa should be approximated
with absorbable sub-mucosal sutures (5, 6). And slowly
absorbable or non-absorbable sutures should be used to
repair the anal sphincter (2,3,4), preferably by the overlap
technique (7, 8).
The need for simultaneous diversion of feces is an area that
is under researched. Colostomies have been traditionally
used to reduce infectious morbidity by diverting stools away
from the perineal repair. Loop sigmoid colostomies allow
full diversion of feces away from the distal bowel limb (9, 10),
are rapidly constructed and easily closed without
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laparotomy. They are readily accepted for secondary repairs
(2, 11, 12) and when patients develop frank recto-vaginal
fistulae (13), but the decision becomes less clear for primary
repair of acute perineal lacerations.

is difficult because there is little evidence upon which to
base management decisions. This is an area that is still
under-researched. Further study is deserved and therapeutic
decisions should be individualized at this time.

The medical literature contains only a few case reports and
small series with reports of colostomies during repair of
acute injuries, but the indications are elusive and its
performance is not standard (1, 14,15,16). There is also a
marked difference in expert opinion, with 30% of
coloproctologists but no obstetricians recommending
diversion for third or fourth degree tears in a recent practice
survey (2).
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metabolism and altering mucosal defense in the defunctionalized rectum (17). They may also increase infectious
morbidity by attenuating mucosal integrity and promoting
microbe translocation (18). And although our patient did not
develop complications, 20-25% of patients experience
additional morbidity at colostomy closure (19, 20).
Several authorities repair fourth degree lacerations without
diversion because several factors promote uneventful
healing. These are low energy injuries with minimal tissue
loss and excellent blood supply. Furthermore, the trans-anal
approach affords excellent exposure of obstetric lacerations,
abolishing the problem of difficult exposure in the pelvis at
laparotomy.
Many patients managed in this fashion may not experience
morbidity, but some fourth degree lacerations are more
prone to dehiscence. Surely the laceration allowing extensive
free recto-vaginal communication encountered in this case is
more likely to result in dehiscence than a laceration that
transects only the anal mucosa over the sphincters, although
both are classified as fourth degree by the current staging
systems. This is an obvious limitation of current staging
systems that makes standardized treatment difficult.
We firmly believe that the severe anatomic disruption seen
in this patient warranted diversion to protect the repair. And
with the proven safety of same admission colostomy closure
(20), patients can have reversal before leaving hospital.
However, the case illustrates the limitations in current
classification systems and the difficulty in making a decision
for colostomy creation.

CONCLUSION
Deciding on colostomy creation for fourth degree lacerations
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