
Physical effects of assisted delivery on the body

How an assisted vaginal birth affects the body

During an assisted vaginal birth, an obstetric clinician applies forceps around
the fetal head or places a vacuum cup on the scalp. Traction is coordinated
with uterine contractions and maternal pushing to guide descent and birth. The
instrument does not act in isolation: fetal position, the depth of the head in
the pelvis, duration of labor, tissue stretching, and the urgency of birth all
influence physical effects.

Forceps occupy additional space within the vagina and provide controlled
traction and, in selected circumstances, rotation. This can increase pressure
on the vaginal walls, perineum, and pelvic floor. A vacuum cup does not occupy
the vagina in the same way, so maternal soft-tissue trauma is generally less
frequent than with forceps. However, vacuum extraction places direct traction
on the fetal scalp.

Risk is also affected by a first vaginal birth, fetal size, fetal head
position, prolonged second stage, instrument rotation, multiple traction
attempts, and episiotomy. These factors do not mean that injury will occur.
Preparation for assisted delivery normally includes assessment of fetal head
position and station, adequate pain relief, an empty bladder, informed consent



when circumstances permit, and a plan to stop if safe progress is not achieved.

Perineal, vaginal, and pelvic soft-tissue effects

Soreness, swelling, bruising, and a feeling of heaviness are common in the
first days after birth. The pattern of perineal trauma after assisted birth
ranges from superficial injury to deeper disruption of muscle and supporting
tissue. First-degree tears involve skin or vaginal mucosa, while second-degree
tears extend into perineal muscle. An episiotomy is a surgical incision through
the vaginal opening and perineum that may be used in selected circumstances; it
is not physically equivalent to an intact perineum.

Third-degree tears involve part or all of the external or internal anal
sphincter. Fourth-degree tears extend through the sphincter complex into the
anorectal mucosa. Together, third- and fourth-degree tears are called obstetric
anal sphincter injuries. Research consistently identifies these as important
maternal complications of operative vaginal birth, with forceps generally
carrying a higher risk than vacuum extraction.

Tears and episiotomies are repaired with sutures after birth. Stitches after
assisted delivery can produce pulling, stinging, or pressure, particularly
while sitting, walking, passing urine, or opening the bowels. Pain should
gradually improve rather than intensify. Marked one-sided swelling, escalating
pain, difficulty sitting despite pain relief, or pressure in the rectum may
indicate a concealed hematoma and warrants prompt examination. Wound
separation, discharge, fever, or increasing redness also needs clinical review.

Pelvic floor, bladder, bowel, and sexual function

The pelvic floor muscles and connective tissues support the bladder, uterus,
vagina, and rectum. Pregnancy and vaginal birth stretch these structures, while
prolonged pushing, fetal descent, perineal tearing, and instrument use can add
strain. Early symptoms may include pelvic heaviness, reduced pelvic floor
sensation, urinary leakage, difficulty delaying wind, or discomfort when
standing and walking. Swelling and pain can also make effective muscle
contraction temporarily difficult.

Bladder sensation may be reduced after regional anesthesia, a long labor,



perineal trauma, or catheterization. Some people experience urinary retention
and cannot empty the bladder adequately, while others have stress urinary
incontinence with coughing or movement. Direct bladder or urethral injury is
uncommon but is a recognized complication of difficult operative vaginal birth.
Inability to pass urine, severe suprapubic pain, blood in the urine, or
persistent poor bladder emptying requires assessment.

After an anal sphincter injury, possible effects include urgency, leakage of
gas or stool, pain, and fear around bowel movements. These symptoms are
medically important and should be discussed with an obstetric, colorectal, or
pelvic health professional. Dyspareunia, meaning pain during sexual
penetration, may result from scar sensitivity, pelvic floor overactivity,
vaginal dryness, or unresolved tissue injury. There is no required timetable
for resuming sex, and persistent pain should not simply be endured. Pelvic
health physiotherapy and specialist follow-up may be appropriate after
individualized examination.

Bleeding, hematoma, infection, and nerve symptoms

Genital tract tears can contribute to postpartum hemorrhage, particularly when
injury involves deeper vaginal or cervical tissue. Heavy bleeding may also
result from uterine atony, retained placental tissue, or a combination of
causes unrelated to the instrument itself. Clinicians therefore assess both the
uterus and birth canal when bleeding is greater than expected.

A hematoma is a collection of blood within tissue. Small bruises generally
resolve, but a vaginal or vulval hematoma can enlarge without obvious external
bleeding. Disproportionate pain, pelvic pressure, dizziness, faintness, or a
racing heartbeat requires urgent evaluation. Treatment depends on the location,
size, progression, and the person’s circulation.

Perineal wounds can become infected or break down, although this does not
happen to most people. Increasing pain, offensive discharge, fever, or feeling
systemically unwell should prompt contact with maternity services. Temporary
numbness, tingling, or leg weakness can follow compression or stretching of
pelvic nerves during labor. Persistent weakness, altered bladder or bowel
control, saddle-area numbness, or inability to walk normally needs urgent
medical assessment rather than watchful waiting.



Physical effects on the newborn

Most babies born by assisted delivery have no lasting instrument-related
injury. Temporary effects are nevertheless common. Forceps may leave facial or
scalp impressions, redness, or bruising that usually fades. Vacuum extraction
commonly produces a raised area under the cup called a chignon; this is scalp
swelling that generally settles relatively quickly.

A cephalohematoma is bleeding beneath the periosteum, the membrane covering a
skull bone. It is confined by skull sutures and may take weeks to resolve.
Cephalohaematoma after assisted birth can contribute to jaundice as the
collected blood breaks down. Neonatal jaundice after vacuum delivery should be
assessed according to the baby’s age, bilirubin level, feeding, gestation, and
other clinical factors rather than judged by appearance alone.

Less common forceps-associated effects include facial nerve weakness, eye
injury, skull fracture, or intracranial bleeding. Vacuum extraction is
associated with rare but potentially serious subgaleal hemorrhage, in which
blood accumulates beneath the scalp aponeurosis and can spread over a large
area. These outcomes are uncommon, but they require rapid recognition. Risk may
be influenced by difficult or repeated attempts, instrument choice, fetal
position, gestational age, and sequential use of vacuum and forceps.

A baby should receive urgent assessment for increasing diffuse scalp swelling,
unusual pallor, breathing difficulty, poor feeding, marked sleepiness, abnormal
movements, seizures, persistent vomiting, or rapidly worsening jaundice.
Clinicians interpret these signs in the context of the entire labor and newborn
examination because not every bruise or feeding difficulty is caused by the
instrument.

Recovery, follow-up, and longer-term outlook

Recovery depends more on the degree of tissue injury and the overall birth than
on the label of assisted delivery alone. Minor swelling and bruising often
improve over days, whereas deeper tears, hematomas, nerve injury, or pelvic
floor dysfunction may require weeks or months of recovery. Fatigue, anemia
after blood loss, cesarean conversion, and the demands of newborn care can also



affect physical healing.

Early care may include clinician-approved pain relief, gentle hygiene, measures
to keep stools comfortable, and gradual movement. Individual advice is
especially important for people with severe tears, substantial blood loss,
wound problems, or medical conditions that affect healing. A professional
should review pain that is worsening, function that is declining, or symptoms
that interfere with feeding, sleep, mobility, bladder emptying, or bowel
control.

Follow-up after an obstetric anal sphincter injury commonly includes assessment
of wound healing and continence. Depending on local services and symptoms,
evaluation may involve pelvic floor examination, specialist physiotherapy, anal
manometry to measure sphincter pressure, or endoanal ultrasound to examine the
sphincter structure. These tests are not needed for everyone. Future birth
planning should be individualized according to recovery, current symptoms,
examination findings, personal preferences, and obstetric circumstances.

Physical and emotional recovery often overlap. Pain, urgency, incontinence,
altered sexual function, or an unexpectedly urgent birth can affect confidence
and wellbeing. Asking for a postnatal review or birth debrief is reasonable,
even if the delivery was medically successful. Persistent symptoms are not a
personal failure, and support remains appropriate months after birth. Timely
assessment can identify treatable problems and help create a recovery plan
suited to the person’s body and priorities.


