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A note on sharing this resource: 

This manual is part of the OASI Care Bundle Toolkit, which was developed by the OASI2 Project Team 
specifically to support care bundle implementation in the 29 units taking part in the OASI2 study. You can 
confirm if your maternity unit is taking part in the OASI2 study here.  Access to this toolkit is now being 
granted in response to wide-ranging requests. Please be advised that the care bundle components are to be 
applied as described in the toolkit materials. Any changes, including partial application of the components, 
does not constitute the OASI Care Bundle as designed and evaluated in the peer-reviewed literature.

Please do not share this manual or any other resources from the toolkit outside of your 
Trust/Health Board. Instead, please direct any interested individuals to complete our 
request form. 

Disclaimer
Care has been taken to provide accurate and up-to-date information. However, this is not guaranteed. No 
responsibility will be accepted for any loss, damage or expense resulting from the use of this information. 

These materials, unlike protocols or guidelines issued by employers, are not intended to be prescriptive 
directions. Departure from the local prescriptive protocols or guidelines should be fully documented in the 
patient’s case notes at the time the relevant decision is taken.

https://www.rcog.org.uk/en/guidelines-research-services/audit-quality-improvement/oasi2/
https://r1.dotdigital-pages.com/p/15N0-TO4/toolkit-request
https://www.rcog.org.uk/en/guidelines-research-services/audit-quality-improvement/oasi2/timelines-sites/
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How to use this manual 
This manual was developed to enable all midwives and obstetricians (referred to as ‘clinicians’) to incorporate the 
OASI Care Bundle into routine maternity practice. The OASI Care Bundle includes four components that, when 
implemented together, improve the reliability and quality of care that are needed to reduce the occurrence and 
long term impact of obstetric anal sphincter injury (OASI). This manual is compatible with clinician discretion and 
does not replace reasonable clinical judgement.  

It is essential that the OASI Care Bundle is used in conjunction with local and national maternity guidelines, 
protocols, and best practice. For instance, those relating to obtaining women’s informed consent, supporting 
women’s birth choices, assisted vaginal births, episiotomy, conducting a perineal assessment, and management of 
OASI1–3. The relevant guidelines are referenced and linked throughout this manual.  

This guide contains: 

 Detailed descriptions of the four care bundle components including suggested wording to support

documentation of each element

 Recommendations for how to communicate effectively with women about all aspects of the care bundle

 Additional resources for training in perineal support techniques 

 Guidance on how to monitor use of the OASI Care Bundle in your unit

The OASI Care Bundle is not to be used to the exclusion of other recommended interventions and practices. For 
example, warm compresses have been shown to significantly reduce OASI3 and may be used if feasible at the local 
unit, and/or is part of a clinician’s routine practice. As with all aspects of maternal care, appropriate consent should 
be obtained prior to the use of any interventions.  

If viewing this manual electronically as an interactive pdf file, you may click on the videos 
throughout to view a demonstration of a specific skill related to the care bundle.   

Please also refer to the full OASI Care Bundle e-Learning Programme, which includes commentary on the 
video demonstrations referenced throughout this manual.  

The e-Learning programme is comprised of four modules: 

Please note that the videos in the elearning programme were developed for the maternity units participating in 
the OASI2 study.  
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Background 
Burden of OASI 

In England, the reported rate of detected obstetric 

anal sphincter injury (OASI) among primiparous 

women tripled over a ten-year period from 1.8% in 

2000 to 5.9% in 20114. According to the 2019 clinical 

report from the National Maternity Perinatal Audit 

(NMPA), the overall incidence of detected OASI in 

Great Britain between 2016 and 2017 was 3.5% 

(range 1.6-7.5%)5. Although this increase is primarily 

associated with improved detection at the time of 

delivery4, some tears continue to be undiagnosed, 

leading to a greater likelihood of developing anal and 

urinary incontinence symptoms6, which can have a 

devastating impact on quality of life.  

Long-term complications of OASI include anal incontinence (faeces and 
flatus), chronic pain, dyspareunia and urinary incontinence 7. One of the 
main risk factors for anal incontinence amongst childbearing women is 
OASI8. The social, psychological, emotional consequences of associated anal 
incontinence is a hidden taboo which carries considerable morbidity10. In 
some circumstances, the trauma of sustaining an OASI and its 
complications affects subsequent births and may make women more likely 
to request an elective caesarean birth11.  

Medico-legally, the total value of OASI-related negligence claims against 

the NHS was estimated to be £31.2 million between 2000 and 201012. The 

specific negligent acts related to failure to offer a caesarean birth, failure 

to perform or extend an episiotomy, failure to identify and therefore 

diagnose the true extent and grade of the injury, inadequacy of repair and 

failure to perform a repair due to a failure to detect the injury12. 

Furthermore, the direct and indirect healthcare costs associated with 

OASI treatment and management of anal incontinence can be 

significant, with further treatment including ongoing imaging, 

outpatient, community and surgical follow-up. There are often 

additional OASI-related consultation and treatment costs at the 

menopause. Some women experience loss of earnings, as well as a need for medications and continence supplies, 

physiotherapy and counselling for psychosexual and emotional consequences8. 

In 2014, the Royal College of Obstetricians and Gynaecologists (RCOG) and the Royal College of Midwives (RCM) 

joined forces to address the increasingly high burden of OASI. This resulted in the development of the OASI Care 

Bundle, which places safety, informed choice and a positive birth experience at the forefront.   

Risk factors for OASI* 

 Nulliparity

 South Asian ethnicity

 Baby’s birthweight greater than 4 kg

 Shoulder dystocia

 Occipito-posterior position

 Prolonged second stage of labour

 Previous OASI

 Assisted vaginal birth (particularly forceps)

* Even without these known risk factors, a woman
may sustain an OASI. 

Hear three women’s 
personal stories with OASI: 

https://vimeo.com/294529908/bbcde5af60
https://vimeo.com/294530104/243c60ea51
https://vimeo.com/294530426/d004dd236c
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About care bundles 

The US Institute for Healthcare Improvement ( I H I )  defines a ‘care bundle’ as a small set of evidence-based 

interventions for a defined patient segment or population and care setting that, when implemented together, 

will result in significantly better outcomes than when implemented individually13. 

Care bundles should be concise and straightforward, comprising a set of three to five practices or precautionary 

steps13. Each of these components is an intervention or practice in its own right, ideally with a sound evidence 

base. The focus should be on how to deliver the best care. A care bundle should not introduce any practice 

or technique that are not standard practice in at least some settings. 

It is crucial that all care bundle components can be applied to an individual in one clinical episode, and therefore 

each application of the bundle is self-contained. In this way, compliance with the care bundle is easily monitored. 

For a clinical episode to be care bundle compliant, all elements must be applied.  

OASI Care Bundle development 

In 2014, the RCOG and the RCM convened a working group of expert obstetricians, midwives and methodologists 

to discuss how to address the impact of OASI. The group decided that a care bundle of interventions is the most 

appropriate. The working group then reviewed the evidence from national guidelines, randomised controlled trials 

(RCTs) and key observational studies of intrapartum care interventions to reduce OASI rates. An overview of this 

evidence was presented to the OASI Care Bundle Group of clinical experts to be considered when selecting 

interventions to be included in the care bundle. The RCM then facilitated a discussion about the proposed 

components of the care bundle with midwifery labour specialists. In addition to the quality of evidence, other 

factors such as feasibility and patient acceptability were taken into account in the final selection process.  

Timeline of OASI Care Bundle development: 

The final interventions selected for inclusion within the OASI Care Bundle were based on the expert consensus of 

obstetricians and midwives in the OASI Care Bundle Group.  

Care bundles combine elements of good, standard practice so that when 
implemented, they improve the reliability and quality of care as well as 

patient outcomes11. 
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The four components of the OASI Care Bundle are: 

In accordance with guidance from the US IHI, compliance with the OASI Care Bundle is achieved when all four of 

the components are used. Full compliance for each birth should be recorded and monitored to help assess its 

impact in the maternity unit (how this will be done is explained in the final section of this manual). 

Implementation and evaluation of the OASI Care Bundle (2016-2018) 

Following promising results from pilot implementation of the care bundle in two maternity units, the OASI Care 

Bundle Project Team launched a quality improvement (QI) project involving 16 additional maternity units across 

England, Scotland and Wales. In this project, referred to as ‘OASI1’, the Project Team worked closely with local 

clinical champions (comprised of midwives and obstetricians) to implement the care bundle in participating units. 

Support included multidisciplinary training and an awareness campaign to encourage uptake of the care bundle. 

Watch the OASI1 team and clinicians from participating maternity units discuss lessons learned: 

The OASI Care Bundle was evaluated for clinical effectiveness as well as barriers and enablers to uptake. The clinical 

results, published in BJOG, compared almost 28,000 singleton vaginal births that took place before implementation 

of the care bundle with 27,000 singleton vaginal births that took place after.  It was found that the care bundle 

reduced OASI rates from 3.3% to 3.0%, without affecting rates of caesarean birth or episiotomy. Despite this small 

percentage reduction of detected OASI, the care bundle was associated with a 20% reduction in OASI risk when 

individual characteristics, such as age, ethnicity, body mass index, parity, birthweight and mode of birth, were 

taken into account14.  

Following OASI1’s demonstration of the care bundle’s clinical effectiveness in reducing rates of OASI, the Project 

Team began plans to understand how to feasibly and sustainably implement the OASI Care Bundle at scale. This 

forms the basis of the OASI2 Project.  

https://obgyn.onlinelibrary.wiley.com/doi/10.1111/1471-0528.16396
https://obgyn.onlinelibrary.wiley.com/doi/10.1111/1471-0528.16396
https://youtu.be/o1xjbfQQPf4
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The OASI2 Project 

Because the OASI Care Bundle was successful in reducing OASI rates, the Project Team was awarded additional 
funding from the Health Foundation in 2019 to scale up the initiative to more maternity units. This new project is 
referred to as “OASI2”. OASI2 will be implemented in 10 of the original sites that participated in the first phase of 
the project (OASI1), in addition to 20 maternity units that did not take part in OASI1.  

The overarching aim of OASI2 is to sustainably reduce rates of severe pe rineal trauma following childbirth in Great 
Britain through (a) supporting long-term sustainability of the OASI Care Bundle in units that participated in the 
original OASI1 study, and (b) supporting the bundle’s scale-up in new units as part of the peer support and lean 
implementation methods. This will be done across three study arms: the sustainability group, the peer support 
arm, and the lean implementation arm, summarised below. 

20 maternity units randomised into two scale-up methods: 

Sustainability group Peer support Lean implementation 

10 OASI1 maternity units 10 maternity units 10 maternity units 

Implementation of the OASI Care Bundle in OASI1 units relied on continuous support from the Project Team 
which, although effective, it is not a sustainable model for wide scale implementation. OASI2 will assess how 
differing levels of scalable external support (peer support vs. lean implementation) affect both implementation 
success and the care bundle’s clinical effectiveness in reducing OASI rates. Both clinical and implementation 
outcomes will be evaluated: 

 The primary clinical outcome is rate of OASI after the implementation of the OASI Care Bundle

 The primary implementation outcome is clinicians’ level of adoption of the OASI Care Bundle into
routine practice (measured using survey data from the validated Normalization Measurement
Development Tool15)

Maternity units, led by OASI Quality Improvement (QI) Leads, are encouraged to use the Implementation 

Toolkit provided by the OASI2 Project Team (which includes this manual and the e-Learning programme, among 
other materials) to develop local programmes and plans to support implementation. The OASI QI Leads are 
responsible for ensuring that clinicians attending births within their units are sufficiently prepared to use the care 
bundle safely and effectively. To ensure standardisation of the care bundle components, a brief period of in-
person instruction will be necessary to ensure widespread knowledge of each element.  

The OASI2 Project Team will conduct the evaluation of outcomes at participating units. 

For more information on the OASI1 and OASI2 studies, please visit the OASI Care Bundle webpage
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Eligibility to receive the OASI Care Bundle 

To achieve the intended results of the care bundle, all of its components should be applied in a single clinical 
episode. All vaginal births (excluding water births) are eligible for all four components of the care bundle, if women 
provide their informed consent. Components 2-4 of the care bundle can only be applied to vaginal births, including 
trial of vaginal birth. Women who have a caesarean birth are not eligible.  

Component-specific eligibility should be understood to ensure that ‘partially eligible’ women are receiving 
appropriate are: 

Antenatal discussion about OASI applies to all women from 32 weeks (see page 10). 

MPP is recommended for term vaginal births. It requires complete visualisation of the perineum; the 
clinician may need to adjust their own position to be able to support the perineum—see pages 11 and 12 
for instruction on how this may be done. If visualisation of the perineum is not possible, the birth is not 
eligible for MPP.  
The role of MPP is not certain with breech, preterm or stillbirths due to a lack of evidence.  Local guidelines 
and protocols should be followed when supporting these types of births ( see page 12).   

An episiotomy should only be done if clinically indicated—see list of common indications on page 16. An 
episiotomy requires complete visualisation of the perineum; it is not possible to cut an episiotomy if the 
woman is giving birth in position that obstructs complete visualisation.  

A systematic examination of the vagina and ano-rectum should be offered following all vaginal births.  

Applying the four elements of the OASI Care Bundle 

The efficacy of the OASI Care Bundle is dependent upon the conscientious application of all components. This 

section provides information on how to perform all components of the care bundle, including how to obtain 

and document women’s informed consent16 and respecting women’s choices about how they wish to give birth.  

Good communication with the woman underpins the successful application of all four elements of the care bundle. 

This is addressed specific to each element in the following subsections.    
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1. Antenatal discussion about perineal tears and the OASI Care Bundle

Women should be given the ‘Tears during Childbirth: Discussion guide for antenatal counselling’ leaflet at their 

antenatal appointment between 32-36 weeks (see Appendix 1). This discussion should be documented in the 

woman’s notes so that when intrapartum care begins, the attending clinician can confirm whether the 

woman has been made aware of the care bundle (see next page on intrapartum communication).  

Every case will be different, but you may refer to  

the mock antenatal discussion linked here for one

example.  

Specific discussion points should include: 

 What is an OASI?

 The potential long term effects of an

OASI, particularly anal incontinence,

difficulty controlling wind and urinary

leakage so that women are made

aware that these symptoms should be

reported

 The woman’s individual risk for OASI

 If appropriate, instruction on how to

safely massage the perineum prior to

birth (refer to leaflet in Appendix 2)

Components 2-4 of the care bundle should be 

discussed in detail, as well as any other perineal 

protection practices that the maternity unit 

offers, such as the use of warm compresses.  

Women have the right to decline any element 

of the care bundle at any time. 

The discussion guide should be readily available 

in appropriate places within the maternity unit 

where women will attend for antenatal care, for 

instance: 

 assessment units

 ultrasound departments

 consultant clinics

 community midwifery clinics

It may also be helpful to provide the RCOG patient information leaflets: Perineal tears during childbirth: what 

you need to know during pregnancy (Appendix 2) and Understanding how risk is discussed in healthcare. 

Women can also be directed to the RCOG Tears Hub for more information.  

Key principles of valid consent16 

 Woman must have the capacity to make an

informed decision
 must be considered competent to give 

consent 

 must be able to understand the 
information provided 

 must be able to communicate her decision 

 Consent must be provided voluntarily

 The decision to provide or withhold 

consent should be made by the woman 

 The woman should not be coerced or 

influenced by carers, family or friends 

 Woman should be fully informed of the

following and be given enough time to reflect
and ask questions:

 Benefits and risks of the intervention 

 Alternative management strategies 

 Implications of not undergoing the 

proposed intervention 

https://drive.google.com/file/d/1fGfO0YFKRRAREsbevh5eQzDr6TrcEay7/view?usp=sharing
https://www.rcog.org.uk/globalassets/documents/patients/patient-information-leaflets/pregnancy/pi-perineal-tears-poster-colour.pdf
https://www.rcog.org.uk/globalassets/documents/patients/patient-information-leaflets/pregnancy/pi-perineal-tears-poster-colour.pdf
https://www.rcog.org.uk/globalassets/documents/patients/patient-information-leaflets/pi-understanding-risk.pdf
https://www.rcog.org.uk/tears
https://drive.google.com/file/d/1fGfO0YFKRRAREsbevh5eQzDr6TrcEay7/view?usp=sharing
https://vimeo.com/546227994/ea2b59140d
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Intrapartum communication about the care bundle 

Once intrapartum care begins, clinicians should ask the woman if: 

 she has received information about the OASI Care Bundle in the antenatal period

 she has had the opportunity to discuss perineal tears and the care bundle with her midwife or doctor 

 she has used any antenatal perineal massage techniques in pregnancy (document if so).

If the woman does not recall discussing or receiving any information about tears or the OASI Care Bundle 

in the antenatal period, the clinician should explain the care bundle to her at this time and address any 

questions or concerns she may have. This can be done even if the woman presents in the advanced stages of 

labour (see below). However, waiting so late to discuss OASI and the care bundle for the first time should be 

avoided where possible.  

Pathway for communication with women about OASI  

Documenting the outcomes of antenatal discussion 

We suggest that the following wording should be included in the woman’s maternity notes with regard 
to the discussion of the care bundle: 

“[Woman’s name] is aware of the OASI Care Bundle and currently has no concerns about its 

application.” 
-OR- 

“[Woman’s name] is aware of the OASI Care Bundle and has concerns regarding [care bundle 

component(s)] because [reason for concern, if provided].” 

Antenatal

•Provide the
antenatal
discussion guide to
every woman from
32 weeks

•Discuss OASI and
its long term
effects, risk for
OASI and ways to
reduce risk
including the
components of the
OASI Care Bundle

Beginning of 
intrapartum care

•Remind
woman about
the OASI Care
Bundle and
confirm she
understands
what it is

•If necessary,
explain what is
OASI and the
care bundle at
this time

During birth 

•Obtain and
document verbal
consent to use MPP

•If episiotomy is
indicated, explain
indication and
obtain consent
before proceding

•Consent provision 
or withholding
should be
documented in
notes

Postnatal

•Discuss purpose
of a vaginal and
ano-rectal
examination and
ask for woman's
consent

•Explain findings
from the
examination and
discuss
treatments
options as
necessary
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2. Manual Perineal Protection (MPP) to slow the birth

The primary aim of MPP is to slow the birth of the baby’s head. MPP is a bimanual technique that supports both 

the woman’s perineum and the baby’s head to gauge the speed at which the head is progressing in order to 

encourage a controlled crowning.  It also provides control during birth of the shoulders.  

 MPP is recommended for spontaneous and assisted vaginal births.  

 The role of MPP is not certain with breech, preterm and stillbirths due to a lack of evidence. Clinicians’ 

judgment is recommended in these instances. 

o Breech births should be supported in line with Green-top Guideline No. 20b 17.

o Stillbirth should be supported in line with Green-top Guideline No. 5518.

o Preterm births should be supported in line with NICE guideline for Preterm labour and birth19 and

Green-top Guideline No. 7320

 MPP cannot be applied during water births. Water births should be supported in line with RCM Midwifery 

Blue Top Guidance No. 121) 

With the woman’s consent, use MPP accordingly (unless contraindicated, see above):  

 For spontaneous vaginal  births, MPP should be used unless the woman’s chosen position for birth

does not allow for MPP to be used, or she objects to MPP.

 For assisted vaginal births (i.e., forceps, ventouse), MPP should always be used unless the woman

declines. This may require the assistance of a second clinician (i.e., midwife or obstetrician).

Intrapartum communication with MPP 

It is recommended that women are encouraged to slow their breathing and control their pushes on crowning in 

anticipation of the birth of the fetal head. This allows the perineum to stretch gradually, thereby reducing the risk 

of tearing through uncontrolled expulsion. The aim is to prevent the fetal head from uncontrollably ‘popping 

out’; instead it should be guided in a controlled manner at crowning, with a combination of controlled , slowed or 

shallow maternal breathing, reduced maternal pushing and MPP.  

Where MPP is not possible due to lack of visualisation, or the woman does not provide consent, clear and calm 

communication with the woman should continue in order to support the woman in reducing the expulsive nature 

of her pushing, using panting or slow breathing.  If MPP is not employed, clinicians can determine if other 

methods to slow the birth of the head may be employed.   

https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg20b/
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg55/
https://www.nice.org.uk/guidance/ng25/resources/preterm-labour-and-birth-pdf-1837333576645
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg73/
https://www.rcm.org.uk/media/2539/professionals-blue-top-guidance.pdf
https://www.rcm.org.uk/media/2539/professionals-blue-top-guidance.pdf
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MPP and birth position 

Women should be enabled to give birth in a 

position of their choice.  MPP can be performed 

in most birthing positions in which the woman 

feels comfortable. If a woman is at high risk for 

OASI, birth position should be discussed with 

her during the antenatal period and/or in the 

early stages of labour.  

There is limited evidence that any particular 

position has a significantly protective effect on 

the perineum. However, one study found that, 

irrespective of parity, births in the lithotomy 

position had higher rates of OASI, while the 

lowest rates were found among women giving 

birth in the standing position22. Evidence also 

indicates that women who give birth in upright 

positions experience a shorter second stage of 

labour and less pain than women who give 

birth in the lithotomy position23. The lithotomy 

position should therefore generally be 

avoided unless it is required for an assisted 

birth. 

Clinicians may be concerned that there are 

positions that will not allow them to use MPP. 

Although clear visualisation of the perineum 

at crowning is necessary for MPP to be 

performed, it should never be a reason to 

restrict a woman’s movement throughout the 

second stage. The clinician may have to adjust 

their own position in order to optimise their 

visualisation of the perineum, as shown 

below.  

The guiding principle for birth position in the 

second stage of labour is maternal comfort 

and supporting mobility as well as the 

widening of the pelvic outlet to assist birth24. 

If MPP is not possible, it is beneficial to aid the 

slowing down of the birth of the baby’s head 

through verbal coaching. This coaching should 

also be documented. 
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Left Lateral 

‘All fours’ (hands and knees) 
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http://www.researchgate.net/profile/Katariina_Laine
https://vimeo.com/534176131/7d419e0cdc
https://vimeo.com/546227911/42ff1792ba
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Spontaneous births

The following steps are general guidance for how to use MPP for a spontaneous birth . The opposite hand may be 

used per clinician’s’ preference.  

1. The dominant hand supports the perineum using the

thumb and forefinger on the lower part of the labia, firm

pressure is used while flexing (curling in) the remaining 3

fingers and pushing them against the perineum. As

crowning approaches, the woman should be guided to

cease pushing and “breathe the baby out.” Small pushes

may alternate with periods of pushing.

2. The non-dominant hand is used to “cup” the fetal head and 

assess the speed and progress of the presenting part.

3. As the face becomes visible use the middle finger of the perineal support hand (the dominant hand) to

assist with the birth of the chin over the introitus.

4. When the head is born, encourage the woman to refrain from pushing and wait for restitution to occur.

Still supporting the perineum encourage the woman to push gently to birth the shoulders. Depending 

on the woman’s chosen position, the posterior shoulder may be born first.

5. Continue MPP throughout the birth of the shoulders by moving 

your non-dominant hand to support the baby’s body. The

baby’s shoulders may be born spontaneously, or gentle axial

traction may be used to assist the birth of both shoulders. 

6. If help is available, consider the second person supporting the perineum whilst you support the birth of

the shoulders.

https://vimeo.com/534176187/876d8d4706
https://vimeo.com/534176253/9190f7d5d6
https://vimeo.com/534176214/e7ba97779f
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Assisted vaginal births 

MPP should always be used during assisted births with both forceps or vacuum-extraction. In these instances, 

MPP should be implemented by the accoucheur (using the non-dominant hand) when the head starts to distend 

the perineum. This is at the point when the handles of the forceps or vacuum are raised in a gentle curve to 

deliver the head by extension:  

1. As the head distends the perineum – keep the dominant hand on the vacuum suction cup or on the

handles of the forceps (Pajot’s manoeuvre)

2. Move the non-dominant hand to support the perineum and use the MPP technique during delivery of

the head

3. Start to raise the instrument through a gentle curve upwards, away from the perineum towards the

symphysis pubis– deliver as slowly as possible

4. If indicated, pause to make an episiotomy (remember: at 60 degrees away from the midline when the

perineum is stretched)

5. Complete delivery of the head by gentle traction, in a curved movement upwards – protect the

perineum throughout, using the MPP technique

If two clinicians are available during an assisted birth, the assistant may support the perineum during birth of 

the head (and potentially during birth of the shoulders as well). 

MPP while using forceps 
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MPP while using ventouse: 

 1. Traction with ventouse when MPP is applied 2. Elevation with ventouse when MPP is applied 

Im
a

ge
 c

o
ur

te
sy

 M
r 

K
im

 H
in

sh
aw

, S
u

nd
er

la
nd

, U
K 

Im
a

ge
 c

o
ur

te
sy

 M
r 

K
im

 H
in

sh
aw

, S
u

nd
er

la
nd

, U
K

 

https://vimeo.com/534176027/a26cec641c


This material was developed for use in the 29 sites participating in the OASI2 study from September 2021-December 2022. It is now being 
made more widely available in response to wide ranging requests.

18 

MPP and birth of baby’s shoulders 

Unless the baby’s condition is critical, once the head is 

born, the clinician should wait for restitution of the head 

(external rotation) and internal rotation of the shoulders. 

This should occur with the next contraction.  

Great care should be taken during the birth of the 

shoulders and MPP should be continued as the shoulders 

are born. The posterior shoulder should ideally be 

delivered first.  

The baby’s body should be born following the direction 

of the curve of Carus using maternal effort and gentle 

axial traction, if needed, avoiding undue downward 

traction. View the video for a more detailed description 

of the mechanism of labour in the second stage.  

Key principles for effective MPP: 

Documenting MPP 

We suggest that the following wording should be included in the woman’s notes with regard to the use of 
MPP: 

“I [clinician name] used MPP during the birth of the baby. [Woman’s name] consented to this 
and was in the [list that woman’s position for birth] position.” 

Any difficulties with applying MPP should also be documented. 

 Coach the woman to avoid sudden expulsive pushing

 Maintain gradual progress during the birth of the head
 Avoid downward traction during birth of the baby’s shoulders

 Support the perineum throughout the whole birth

https://vimeo.com/546227970/e93582fe67
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3. Mediolateral episiotomy, if clinically indicated

Indications for episiotomy 

The indication for an episiotomy should be recorded in the woman’s notes. In the context of this care bundle, 

episiotomy is indicated in cases of: 

• Suspected fetal compromise

• Delayed second stage of labour

• If a severe perineal tear is judged to be imminent, feel digitally for remaining space/stretch and

observe whether blood flow to the perineum appears significantly reduced (i.e., pallor of the

stretched skin).

• Assisted vaginal birth with forceps. 

There is little evidence to support the routine use of episiotomy for an unassisted spontaneous vaginal birth; 

however, there is some evidence that episiotomy reduces the risk of OASI during assisted vaginal birth. The 

2020  Green-top guideline No. 26 on Assisted Vaginal Birth states, “The evidence to support use of mediolateral 

episiotomy at assisted vaginal birth in terms of preventing OASI is stronger for nulliparous women and for birth 

via forceps”2. Episiotomy should be considered for ventouse-assisted births in primiparous women. 

Mediolateral technique  

If an episiotomy is indicated, it should be performed at a 60-degree angle, beginning at the mid-point of the 

fourchette and extending on the maternal right, as the baby’s head is crowning.  

 All midwives and obstetricians should be

competent in performing this intervention. See

appendix 3 for training resources.

 Studies have demonstrated that a significant

proportion of mediolateral episiotomies are

performed at an inappropriately acute angle,

perhaps due to the distorted anatomy at the time

of crowning25. 

 NICE guidance states more evidence is needed

before epi-scissors can be recommended in

routine practice26.

Episiotomy should never be a ‘routine’ intervention to reduce the risk of 
OASI and should only be carried out after clinical assessment of fetal 

and maternal risks.

60° 
Think 
8 o’clock 

https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg26/:~:text=Assisted%20Vaginal%20Birth%20(Green-top%20Guideline%20No.%2026)%20This,deliveries.%20Access%20the%20PDF%20version%20of%20this%20guideline
https://www.nice.org.uk/guidance/MTG47/chapter/1-Recommendations
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Intrapartum communication about episiotomy 

It is important that the clinician communicates the indication(s) for why an episiotomy is being considered with 

the woman. As with any intervention, the woman must give her consent before an episiotomy is performed. 

Documenting episiotomy 

When an episiotomy is used, clinicians should ensure that they document the indications for episiotomy, the 

angle at which the episiotomy was performed, and the woman’s consent.  

We suggest that the following wording should be used: 

“Due to [indication], I [clinician’s name] recommended an episiotomy for [Woman’s name], who 

consented to the procedure. I made the cut at a [angle]-degree angle.” 

4. Systematic examination of the vagina and ano-rectum

A thorough examination of the vagina and ano-rectum should be offered to all women who have had a vaginal 

birth, even if the perineum appears intact.  With the woman’s consent, it is recommended that a clinician who 

is competent to perform the assessment, assess the perineum, labia and vagina. Competency to perform the 

assessment can be gained by viewing video 3D of the OASI2 eLearning programme and participating in skills 

training sessions facilitated by local OASI Care Bundle leads in unit.  

This assessment should include an examination of the ano-rectum and vagina using the pill-rolling technique.

The pill-rolling technique is to feel for the 'tone and bulk' of the sphincters. Note that the woman’s ability to 

squeeze is affected by whether she has an epidural, but the bulk can just feel thinner anteriorly in an OASI 

('thinner at 12 o clock' than at '9' and '3'). This should prompt a second look by a senior midwife or 

obstetrician. 

Any tears should be classified according to Green-Top Guideline No. 29: The Management of Third- and Fourth-

Degree Perineal Tears3 and documented in the case notes.  

Failure to detect an injury will deny the woman the opportunity of immediate repair by experienced staff with a 

60-80% chance of avoiding all bowel symptoms in the short to medium term3,27–29 and in the case of fourth 

degree tear, a recto-vaginal fistula usually requiring a stoma and in many cases, repeated surgical treatments. 

Classification of perineal tears 

The following classification described by Sultan has been adopted by the International Consultation on 

Incontinence and the RCOG3: 

1. First-degree tear: Injury to perineal skin and/or vaginal mucosa.

2. Second-degree tear: Injury to perineum involving perineal muscles but not involving the

anal sphincter.

3. Third-degree tear: Injury to perineum involving the anal sphincter complex:

a. Grade 3a tear: Less than 50% of external anal sphincter (EAS) thickness torn.

b. Grade 3b tear: More than 50% of EAS thickness torn.

https://www.rcog.org.uk/globalassets/documents/guidelines/gtg-29.pdf#:~:text=The%20Management%20of%20Third-%20and%20Fourth-Degree%20Perineal%20Tears
https://www.rcog.org.uk/globalassets/documents/guidelines/gtg-29.pdf#:~:text=The%20Management%20of%20Third-%20and%20Fourth-Degree%20Perineal%20Tears
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c. Grade 3c tear: Both EAS and internal anal sphincter (IAS) torn.

4. Fourth-degree tear: Injury to perineum involving the anal sphincter complex (EAS and

IAS) and anorectal mucosa.

Discussing the vaginal and ano-rectal examination with women 

The clinician should seek verbal consent from 

the woman prior to undertaking the 

examination. The clinician should explain that 

the examination will enable them to identify 

any damage to the perineal area that has 

resulted from childbirth and then provide the 

most appropriate treatment for any damage. 

The clinician should ensure that the woman is 

comfortable (with adequate analgesia) and in 

a position that allows optimal visualisation of 

the perineum for assessment. Skin to skin 

contact between mother and baby should be 

supported after the birth, so women should be allowed to hold their babies during the examination. Good 

lighting is also necessary. The woman’s dignity must be maintained throughout and the clinician must stop the 

examination if asked to do so by the woman.  

Documenting the vaginal and ano-rectal examination 

The woman’s consent, the examination, and the post-partum discussions must all be clearly documented in 

the notes, together with examination findings and any follow-up plans.   

We suggest that the following wording should be included in the woman’s notes with regard to the postnatal 

vaginal and ano-rectal examination: 

“[Woman’s name] has consented to a postnatal vaginal and ano-rectal examination. I 

[clinician name] have performed this and found [list tears and degree]. I communicated this 

with [woman’s name].” 

It is also important to document if a woman declines the examination. In this case, we  suggest the following 

wording: 

I [clinician name] offered to perform a postnatal vaginal and ano-rectal examination on 

[woman’s name] in order to detect any tearing. [Woman’s name] declined the examination, and 

it was not performed.  

In the event of an OASI being detected, repair procedures should follow national guidelines3. Appropriate and 

specific discussion with the woman is required in addition to routine postnatal debriefing. The RCOG has 

developed a postnatal information sheet for women with 3rd and 4th degree tears that may be useful in the 

postnatal debriefing.   

https://www.rcog.org.uk/globalassets/documents/patients/patient-information-leaflets/pregnancy/pi-care-of-third-and-fourth-degree-tears-oasi.pdf
https://vimeo.com/534175783/9a51a1a8fb
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Monitoring adoption of the OASI Care Bundle  

It is recommended that you use your unit’s Maternity Information System (MIS) to monitor your unit’s OASI rate. 

Refer to section V of the implementation guidebook for how to do this.   

It is also recommended that you monitor whether or not the OASI Care Bundle was used for every vaginal birth. 

Your maternity information system may already have the capacity to do this—contact your system provider as you 

may need to enable the fields in the system settings. Otherwise, you may consider adding a field to your electronic 

MIS, or, in paper-based units, using stickers to record use of the bundle. The below is suggested wording to support 

recording this information.  

After every vaginal birth, record the following, at a minimum: 

For all vaginal births: Were all four components of the OASI Care Bundle* applied to this birth? 

 Yes

 No

 Birth not eligible**

* If an episiotomy was not indicated and not done, tick yes if the other three components were applied
**Birth is not eligible if consent not given, if it is a water birth, if the birth position did not allow for MPP  

The next page provides guidance for clinicians on how to answer this question. 
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Guidance on answering: Were all four components of the care bundle applied to this birth? 

When to tick ‘yes’? 

 Tick ‘yes’ if all four components of the care

bundle were successfully applied

 Note that  component 3, mediolateral

episiotomy 60° from the midline, should

only be done if clinically indicated (see page

18 for list of common indications for

episiotomy). Therefore, if an episiotomy

was not indicated and not done, you may

still tick ‘yes’ if the other three components

were applied.

 Component 1, antenatal discussion about

OASI, should ideally occur at 32 weeks. The

attending clinician must confirm that the

woman is aware of what OASI and the OASI

Care Bundle are when intrapartum care

begins (see page 10).

o If the woman confirms awareness

and understanding of the care

bundle components, then

component 1 has been successfully

applied.

o If the woman does not recall what

OASI or the OASI Care Bundle are,

then the attending clinician should

explain this while the woman is in

early labour, if possible.

Component 1 can still be

considered successful if it can be

reasonably assumed that the

woman has understood the

information just presented to her

and if she has had the opportunity

to ask questions. 

When to tick ‘no’? 

 If a single component of the care bundle was
not applied for any reason, then tick ‘no’.

 If the woman does not provide her consent to
a specific component, then do not apply the
component, and tick ‘no’.

 If MPP could not be applied because the
clinician was unable visualise the perineum in
the woman’s chosen birth position, tick ‘no’.

 If components 1-3 of the care bundle were
successfully applied but component 4
(examination of the vagina and ano-rectum)
was not done (even if the perineum appears
intact), tick ‘no’.

 If components 1-3 of the care bundle were
successfully applied and component 4
(examination of the vagina and ano-rectum)
was offered to the woman and she declined,
tick ‘no’.

 If there was a clinical indication for episiotomy
and the episiotomy was not done (i.e., due to
a fast birth), tick ‘no’.

60° 
OASI 

discussion 
MPP 

Examination of  
vagina & ano-rectum 

Mediolateral 
episiotomy if 
indicated 
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Additional resources for clinical skills training 

Clinical training on the elements of the care bundle is vital to its success. OASI QI Leads will facilitate practical 

training in-unit for clinicians. Please also refer to the videos referred to throughout this care bundle guide, 

which are also included with commentary in the e-Learning package that is complementary to this manual. 

Many other virtual resources can supplement your training. We recommend the following: 

 MaternityPEARLS Perineal assessment and repair tutorial from the Royal

College of Obstetricians and Gynaecologists (RCOG) 

 MaternityPEARLS (perineal repair and suturing) i-learn course from the

Royal College of Midwives (RCM) 

 Third and fourth degree perineal rears and episiotomy: hands-on

workshop from the Croydon Urogynaecology & Pelvic Reconstruction Unit

 The Management of Third and Fourth-Degree Perineal Tears (Green-top 

guideline No.29, June 2015)

The RCM and RCOG continues to value and welcome any feedback about the OASI Care Bundle. 

Please share your thoughts on this manual and/or the other components of the Implementation Toolkit here: 
https://r1.dotdigital-pages.com/p/15N0-NFV/confirmation 

For more information, please refer to the OASI Care Bundle website and the FAQ page.  
If you would like to speak to someone from the Project Team directly, please write to us at: 
OASICareBundle@RCOG.ORG.UK 

Thank you for your efforts to improve childbirth outcomes for women. 
We wish you all the best in your quality improvement journey! 

https://elearning.rcog.org.uk/perineal-assessment-and-repair-maternitypearls/introduction
https://www.ilearn.rcm.org.uk/enrol/index.php?id=203
https://perineum.net/course/third-and-fourth-degree-perineal-tears-and-episiotomy/2
https://perineum.net/course/third-and-fourth-degree-perineal-tears-and-episiotomy/2
https://www.rcog.org.uk/globalassets/documents/guidelines/gtg-29.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/gtg-29.pdf
https://r1.dotdigital-pages.com/p/15N0-NFV/confirmation
https://www.rcog.org.uk/OASICareBundle
https://www.rcog.org.uk/en/guidelines-research-services/audit-quality-improvement/oasi-care-bundle/oasi-faqs/
mailto:OASICareBundle@RCOG.ORG.UK
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Appendix 2 Perineal tears during childbirth: what you need to know during pregnancy

https://www.rcog.org.uk/globalassets/documents/patients/patient-information-leaflets/pregnancy/pi-perineal-tears-poster-colour.pdf


 

 

Appendix 3. 60-degree episiotomy simulation tools 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

60° 
60° 

60° 

Think: 8 o’clock: Think: “equilateral triangle” 



 

 

Use disposable glove boxes (full or empty) or paper cut-outs during skills training 
sessions to simulate having to quickly measure and cut at 60 degrees; then verify the 
angle using a protractor. Use scissors typically used in the unit for episiotomy.  
 

 

“vaginal 
opening” 

“perineum” 

“anus” 

Cut out a circle and mark 
an x for the anus 

Mark an x for the anus on the boxes 




