Discussing assisted delivery with doctor and consent

What assisted delivery means

Assisted delivery, also called operative vaginal birth or assisted vaginal

birth, uses an instrument to help the baby through the vagina during the second
stage of labor. The two principal methods are forceps, which are curved
instruments placed around the baby’s head, and vacuum assistance, which uses a
cup attached to the fetal scalp. The choice depends on the clinical

circumstances, the baby’s position and station, the clinician’s expertise, and

local practice.

Assistance may be considered when the baby needs to be born promptly because of
a concerning fetal heart rate pattern, when pushing has continued without

sufficient descent, or when the birthing person is too exhausted to continue

effective pushing. It may also be recommended when medical conditions make
prolonged pushing undesirable. The aim may be to shorten the time to birth,

avoid a more difficult second-stage cesarean birth, or support a vaginal birth

that is close to completion.

The recommendation should be individualized. An assisted delivery is not
automatically safer than continuing labor or proceeding to cesarean birth; the
appropriate option depends on factors such as cervical dilation, fetal head



position, station, pelvic anatomy, maternal condition, fetal status,
anesthesia, and the skill and setting available. Your clinician should explain
how these factors apply to you rather than presenting the intervention as a
routine or guaranteed solution.

When a clinician may recommend assistance

Before attempting an operative vaginal birth, the clinician should confirm that
the procedure is technically appropriate. This generally includes full cervical
dilation, ruptured membranes, an adequately engaged fetal head, a known fetal
head position, and a clinical assessment that the pelvis is likely to permit
vaginal birth. The bladder is usually emptied, appropriate analgesia or
anesthesia is considered, and the team ensures that a cesarean birth can be
performed if the attempt is unsuccessful or complications arise.

The reason for intervention should be stated in plain language. For example,

the doctor may explain that the fetal heart rate suggests the baby should be
born sooner, that the head has descended but is not advancing, or that maternal
exhaustion is limiting effective pushing. Maternal exhaustion is real and
clinically relevant; it should be discussed without blame or the implication

that the birthing person has failed.

Doctors should also explain whether the proposed method is expected to be
straightforward, whether a senior clinician will be present, and what

conditions would lead them to stop. A failed attempt may be followed by another
instrument in selected circumstances, or by cesarean birth, but these options

are not interchangeable and depend on safety assessments. Ask your clinician to
describe the likely sequence in your particular situation.

What informed consent should include

Informed consent means that you understand the material information relevant to
the decision and agree freely. During labor, consent may need to be obtained
under pressure, but urgency does not remove the obligation to communicate
respectfully. The National Clinical Practice Guideline Assisted Vaginal Birth
emphasizes documenting the discussion in the clinical record. Its guidance
distinguishes situations in which verbal consent is appropriate from
circumstances in which written consent is preferred, particularly when there is



enough time for a fuller discussion.
A consent conversation should address:

The proposed procedure, including whether forceps or vacuum assistance is
recommended and how it will be performed.

The clinical reason for recommending it and the intended benefit, such as
shortening the time to birth.

Reasonable alternatives, which may include continuing to push for a defined
period, changing position or allowing further descent when clinically safe, or
cesarean birth.

Relevant maternal and neonatal risks, including pain, vaginal or perineal
trauma, postpartum bleeding, urinary difficulties, and the possibility of
obstetric anal sphincter injuries. Instrument-specific neonatal effects can
include temporary marks or swelling, and clinicians should explain less common
but significant complications in context.

The possibility that the procedure may fail, that another method may be
considered, or that cesarean birth may become necessary.

Available pain relief, who will perform the procedure, and how the baby will be
assessed after birth.

Consent should be voluntary. You may ask for clarification, say that you need a
moment if the clinical situation permits, or express a preference about who is
present. A clinician should not use frightening, coercive, or judgmental
language. If immediate birth is necessary to address a serious emergency, the
team may have very little time; they should still provide the clearest
explanation possible and record the circumstances and consent discussion.

Questions to ask your doctor or midwife

When there is time before labor, ask your maternity team how assisted delivery
is handled in the facility. You can discuss the clinicians’ usual approach to
forceps delivery and vacuum assistance, the availability of anesthesia, and how
the team manages an unsuccessful attempt. Antenatal education can help you
understand terminology before an urgent decision is needed, although no
prenatal conversation can determine in advance whether assistance will be
appropriate.



Useful questions include:

Why are you recommending assistance now, and how urgent is the situation?
Where is the baby’s head, and how certain are you about its position?

Which method do you recommend, and why is it preferable to the alternative?
What are the likely benefits for me and the baby?

What are the important risks in my circumstances, including the chance of
significant perineal injury?

What happens if the attempt does not work?

What pain relief or anesthesia will be available, and who will perform the
procedure?

Will a pediatric or newborn clinician be present, and how will the baby be
examined afterward?

How will the discussion and my decision be documented?

During labor, a support person can listen, repeat the explanation, and help you
remember questions. They cannot provide consent for you when you have
decision-making capacity, but they can support communication. If information is
difficult to hear, ask the clinician to pause, use shorter explanations, or

tell you the essential points first.

Balancing benefits, risks, and alternatives

Shared decision-making does not mean that every option has equal safety or that
you must make a complex decision without professional guidance. It means the
clinical recommendation is combined with your values and informed preferences.
The doctor should explain the expected benefits of the proposed intervention

and compare them with the likely consequences of alternatives.

Continuing labor may allow spontaneous birth, but it may not be advisable if
the fetal heart rate is concerning, if the baby is not descending, or if

maternal or fetal condition is deteriorating. Cesarean birth can avoid an
unsuccessful instrument attempt but is major abdominal surgery and may have
implications for recovery and future pregnancies. Assisted delivery may avoid
surgery or shorten the second stage, but it carries risks of maternal

soft-tissue trauma, pelvic-floor symptoms, postpartum pain, and neonatal
injury. The balance is individual rather than determined by the label "natural”
or "medical."



Ask for absolute or approximate probabilities when they are available, but
recognize that estimates vary according to the instrument, fetal position,
clinician experience, and patient factors. No method guarantees an
uncomplicated outcome. Your care team should tell you what they know, what
remains uncertain, and how they will monitor and respond to changes.

After consent and after the birth

Once you agree, the team should continue to communicate what is happening. The
procedure may involve positioning, antiseptic preparation, local anesthetic, an
epidural top-up, or another form of analgesia. You may be coached to push while
the instrument is applied and removed according to the clinician’s assessment.

The exact steps differ between forceps and vacuum assistance and depend on the
baby’s position.

After birth, the baby is assessed for breathing, movement, and any
instrument-related marks or swelling. The birthing person is examined for
vaginal, cervical, and perineal trauma, and the placenta and bleeding are
managed in the usual way. Ask the team to explain what they found, whether
repair was needed, and what follow-up is recommended. If an obstetric anal
sphincter injury or another significant complication occurs, written

information and appropriate follow-up are important.

Emotional recovery matters as much as physical recovery. Some people feel
relief, while others feel frightened, disappointed, or distressed by how

quickly the decision occurred. Request a birth debrief if you want the clinical
reasons, options, and outcomes reviewed. A debrief is an opportunity to
understand what happened; it does not necessarily mean that the outcome was
preventable or that anyone is at fault. Persistent anxiety, intrusive memories,
low mood, or difficulty bonding deserve compassionate discussion with a
healthcare professional.

Preparing for a respectful consent conversation
Before labor, consider recording your preferences in a birth plan, while

recognizing that clinical circumstances may require changes. You might state
that you want explanations before procedures whenever safely possible, that you



would like your support person included in discussions, and that you want the
likely alternatives explained. These preferences guide communication but do not
replace real-time consent.

Ask your maternity provider whether the hospital has a policy on operative
vaginal birth and whether you can discuss the procedure with an obstetrician
during a routine appointment. If you have had previous pelvic-floor injury,
surgery, traumatic birth, or a difficult experience with medical
decision-making, mention this early. The team may be able to plan additional
explanations, continuity, or psychological support.

During an urgent conversation, focus on the essentials: what is happening, why
the recommendation is being made, what the alternatives are, and what the
clinician recommends if the first plan fails. It is reasonable to say, "Please
explain the main benefit and the most serious risks," or "Can you tell me what
happens next if | do not consent?" Clear communication can preserve dignity
even when decisions must be made quickly.



