
434 Olinical and other Notes 

LACERATIONS OF THE PELVIC FLOOR DURING LABOUR. 

By CAPTAIN J. TOBIN. 
Royal Army Medical Corps. 

My excuse for writing on this subject is that a medical officer may, at 
any time, be called upon to attend a case of labour in which there is a 
threatened or an actual perineal rupture. Lacerations of the perineum 
during labour are common, and even at the Rotunda Hospital, Dublin, in 
spite of the adoption of methods of saving it, 50 per cent. of primiparre 
have the perineum torn to a greater or less extent, requiring stitching. It 
is scarcely an exaggeration to state that one-half of the gynrecological cases 
owe. their condition directly or indirectly to rupture of the pelvic floor 
during labour. The results of neglect in repair of ruptured perineum are 
many, and may be the cause of life-long invalidism. It may be the 
starting point in the puerperium of puerperal ulcer and sepsis; later, from 
want of proper support of the pelvic floor, relaxed vaginal outlet, cystocele, 
rectocele, prolapse, or retroversion may result. 

At the Military Families' Hospitl\,l, Devonport, we have our share of 
perineal lacerations, and so has every other maternity hospital. 

Prevention of Ruptured Perineum.-The most important part of the 
management of the second stage of labour is the prevention of perineal 
tears; deep tears are avoidable in normal cases. It is usual to speak of 
supporting the perineum when during labour there is a threatened lacera
tion. This expression is unfortunate, as no amount of support applied to 
the perineum will prevent laceration unless the movements of the head 
are directed. The object in view is to get the occiput to clear the pubic 
arch and to prevent extension of the head taking place until the bi-parietal 
diameter is free from the vulva. This implies that the natural tendency 
to extension of the head must be resisted up to a certain point by making 
pressure on the head with the fingers of the left hand, whilst pressure is 
applied with right hand between the anus and the tip of the coccyx (note 
that the pressure is not applied over the stretched perineum), and at the 
same time allowing the occiput to protrude beneath the symphysis, the 
head being kept flexed until the wide posterior part (i.e., bi-parietal 
diameter) has escaped. It will thus be seen that the important point is 
not the support given to the perineum, but the attitude of the head when 
escaping from the vulva. 

If a laceration of the perineum appears to be inevitable, two lateral 
incisions may be made in the anterior edge of the perineum on each side 
(episiotomy). I can vouch for the practical utility of this little operation. 
In spite of all precautions a certain amount of laceration almost alw!tys 
occurs :in a primipara, and even when the perineal body seems intact 
externally there may be considerable laceration of the lower part of the 
posterior vaginal wall. . 

Examination of the Perineum after the Child is Born.-It is always 
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advis.able to examine immediately after the child is born, for the parts are 
least sensitive then; after taking the necessary antiseptic precautions, 
separate the parts, holding them well open, sponge them, and take par
ticu!ar care to examine the extent and depth of the tear along the posterior 
vaginal wall. There are three degrees of perineal lacerations described :-

First Degree.-Is a superficial perineo-vaginal tear. It is a tear of 
skin and mucous membrane, and may be regarded as an extension of the 
tear of the fourchette which so often occurs in first labours. 

Second Degree.-Is a vagino-perineal laceration which is deeper than 
the first degree, but does not involve the sphincter ani; very commonly the 
vaginal portion of this tear extends along the posterior vaginal wall on one 
or both sides, and this internal tear may not be suspected unless·the vagina 
is carefully examined after labour. 

Third Degree.-Is a vagino-perineal rectal tear in which the sphincter 
ani is involved. Tears of this degree involving the sphincter ani and 
rectum extend upwards for a variable distance, and like lacerations of the 
second degree are prone to occur on one or both sides of the posterior 
vaginal wall. 

General Principles of Treatment.-The aim must be to secure the 
exact approximation of denuded surfaces in their normal relative positions; 
all necrosed tags and bruised bits of tissue should be snipped away; it is 
sometimes surprising the ragged and bruised appearance that a ruptured 
perineum may present. The suturing of the posterior vaginal wall should 
be carried out so that no pockets for the retention of stagnant secretion 
remaIn. 

S1lt1lre Material.-Silk or catgut is the best for buried sutures and 
silkworm-gut for external sutures, this is especially serviceable when deep 
sutures embracing a large amount of tissue have to be passed. I have 
found that catgut is absorbed too soon. 

Operation in the Third Degree.-The ill-effects following neglect of 
repair in this degree are so deplorable that an immediate operation is of 

. special importance. The edges of the rectal mucous membrane are care
fully united by a series of interrupted catgut stitches which must be tied 
on the rectal side. Then the torn edges of the posterior vaginal wall are 
united in the same manner; and lastly, deep sutures of silkworm-gut are 
passed through the perineal surface, the lowest of which should include 
the divided and retracted ends of the sphincter ani muscle. Stitches 
should not be pulled too tight, 'as they cause unnecessary pain later, and 
are a cause of urinary retention. 
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