Risks of vaginal delivery and who it is best for

What vaginal delivery involves

Vaginal delivery means the baby is born through the birth canal after cervical
dilation and descent through the pelvis. It may be spontaneous, assisted with
vacuum or forceps, or followed by intervention if labor stops progressing or
fetal status becomes concerning. The process is usually described in stages:
cervical dilation, the second stage of labor with pushing, and delivery of the
placenta.

For many people, vaginal birth is associated with shorter hospital stay,
earlier mobility, lower surgical wound risk, and less postoperative pain than
cesarean delivery. Labor also helps clear fluid from the newborn’s lungs and
supports physiologic transition after birth. These benefits are real, but they
do not mean vaginal birth is always the safest choice for every pregnancy.

Good care during vaginal birth includes assessment of maternal vital signs,
contractions, cervical change, fetal heart rate, bleeding, pain control needs,
and the baby’s position. It also includes readiness to treat complications. A
supportive team can preserve dignity and autonomy while still responding
promptly when medical conditions change.



Maternal risks during and after vaginal birth

The most familiar risks are perineal and vaginal tears. Minor tears often heal
well, but third- and fourth-degree tears involve the anal sphincter or rectal
mucosa and can affect continence, pain, sexual function, and pelvic floor
recovery. Risk may rise with operative vaginal birth, larger babies,
malposition, prolonged second stage, or shoulder dystocia.

Postpartum hemorrhage is another major concern. It can occur when the uterus
does not contract effectively, the placenta is retained, the genital tract is

injured, or clotting is impaired. Uterine atony after birth is a common

mechanism. Hemorrhage can develop quickly, so birth settings need protocols for
uterotonic medications, uterine massage, evaluation for retained placental

tissue, repair of lacerations, blood products when needed, and escalation of

care.

Infection is also possible. Intrapartum fever, prolonged rupture of membranes,
repeated examinations, chorioamnionitis, and retained tissue can increase the
risk of postpartum endometritis. Symptoms after birth such as fever, worsening
pelvic pain, foul-smelling discharge, or feeling severely unwell should be
assessed urgently.

Other maternal risks include urinary retention, pelvic floor dysfunction,
worsening hemorrhoids, deep vein thrombosis, and postpartum hypertensive
complications such as postpartum preeclampsia. Rare but severe events include
amniotic fluid embolism, uterine rupture, and severe sepsis. These are
uncommon, but they illustrate why even physiologic birth requires access to
skilled monitoring and emergency response.

Risks for the baby

Most newborns do well after vaginal birth, but complications can occur. Fetal
heart rate abnormality may signal reduced oxygenation, cord compression,
infection, placental abruption, uterine tachysystole, or other stressors.
Depending on the pattern and the broader clinical context, the team may use
position changes, fluids, medication adjustments, further assessment, operative
vaginal birth, or cesarean delivery.



Shoulder dystocia is an obstetric emergency in which the baby’s shoulders do
not deliver easily after the head. It is more likely with fetal macrosomia,
diabetes, prior shoulder dystocia, and prolonged labor, but it can also happen
without obvious warning. Potential neonatal consequences include brachial
plexus injuries, clavicle or humerus fracture, low oxygen levels, and, rarely,
severe neurologic injury. Prompt, practiced maneuvers reduce risk but cannot
eliminate it.

Neonatal infection is another consideration, especially with maternal fever,
prolonged rupture of membranes, group B streptococcus risk, or intra-amniotic
infection. Newborn teams may monitor temperature, breathing, feeding, and
laboratory markers depending on risk level.

Assisted delivery can shorten birth when immediate delivery is needed or
pushing is not effective, but vacuum and forceps have specific neonatal risks.
These may include scalp injury, cephalohematoma, facial marks or nerve injury,
and rarely intracranial bleeding. Decisions about operative vaginal birth

depend on fetal station, position, clinician expertise, estimated fetal size,
maternal pelvis, consent, and whether cesarean delivery would be safer.

Who vaginal delivery is often best for

Vaginal delivery is often best suited to a pregnancy in which the birthing
person and baby are clinically stable, the baby is head-down, there is no
placenta previa or other obstruction, and there is no strong contraindication
to labor. It is commonly appropriate for many first births and for many people
who have previously delivered vaginally.

It may be especially attractive when avoiding abdominal surgery is a priority
and when recovery needs favor early mobility, such as caring for other children
at home. Vaginal birth may also reduce some risks associated with cesarean
surgery, including surgical site infection, adhesions, longer postoperative

pain, and complications in future pregnancies related to uterine scarring.

Some people with a previous low-transverse cesarean may be candidates for trial
of labor after cesarean, but this is a separate, individualized decision. It

depends on the type of uterine incision, number of prior cesareans, prior

vaginal birth, reason for the earlier cesarean, facility resources, and



emergency surgical availability.

The best candidate is not simply someone who wants a vaginal birth. It is
someone whose clinical situation makes labor a reasonable option and whose
birth setting can respond if labor becomes unsafe. A well-made plan leaves room
for both preference and medical judgment.

Who may need closer assessment or another plan

Some situations do not automatically rule out vaginal delivery but deserve
closer assessment. These include suspected large-for-gestational-age fetus,
maternal diabetes, hypertensive disorders, elevated maternal weight, anemia,
prolonged labor history, fetal growth restriction, abnormal fetal presentation,
twin pregnancy, and prior severe perineal trauma. In these contexts, risk
discussion should be specific rather than fear-based.

Other conditions may make planned cesarean delivery more likely or clearly
recommended. Examples can include placenta previa, certain malpresentations,
some prior uterine incisions, active genital herpes lesions at labor, severe

fetal compromise before labor, or situations where vaginal birth is obstructed

or unsafe. The exact recommendation depends on gestational age, maternal
status, fetal status, imaging, and local clinical guidelines.

During labor, a plan for vaginal birth may change because of failure to
progress, persistent fetal heart rate abnormality, placental abruption,
infection, heavy bleeding, or concern for uterine rupture. Prolonged second
stage is particularly important because it can increase maternal exhaustion,
infection risk, operative delivery, severe perineal tears, and postpartum
hemorrhage after prolonged labor.

Anemia deserves special mention because it can make blood loss less well
tolerated. If someone enters labor with low hemoglobin, even moderate bleeding
may have greater physiologic impact. This is one reason prenatal identification
and management of anemia can be an important part of birth safety planning.

Assisted vaginal delivery: when help is needed

Operative vaginal birth refers to delivery assisted by vacuum or forceps. It



may be considered when the cervix is fully dilated, the head is low enough,
position is known, membranes are ruptured, and there is a reason to expedite
birth, such as fetal distress or inability to continue pushing safely. It

should generally occur where cesarean delivery is available if the attempt
fails.

The benefits can be substantial: avoiding emergency abdominal surgery,
shortening a dangerous second stage, or helping a fatigued patient complete a
vaginal birth. However, the risks must be discussed whenever time allows.
Maternal risks include vaginal or cervical lacerations, severe perineal trauma,
pain, urinary problems, and postpartum hemorrhage. Neonatal risks vary by
instrument and circumstance.

Studies of assisted vaginal delivery identify postpartum hemorrhage as an
important complication, with risk factors including prolonged second stage,
fetal distress, large-for-gestational-age neonates, elevated maternal weight,
and maternal anemia. These factors do not mean assistance is always wrong;
rather, they highlight why skill, selection, consent, and backup planning
matter.

A respectful approach includes explaining why assistance is being recommended,
what alternatives exist, what the likely next step will be if the attempt is
unsuccessful, and how pain relief and neonatal support will be handled.

Balancing safety, preferences, and recovery

Choosing a route of birth is rarely about one risk in isolation. A person may
value avoiding surgery, minimizing pelvic floor trauma, reducing future
pregnancy risks, preserving mobility, or planning around a known medical
condition. These values are legitimate and should be discussed openly with the
care team.

Preparation can reduce uncertainty. Helpful questions include: Is my baby
head-down? Are there concerns about growth or placental location? What fetal
monitoring is recommended? What would make you advise cesarean during labor?
What is the plan for postpartum hemorrhage risk? How are severe tears prevented
and repaired? What support is available for pelvic floor symptoms after birth?



Risk also depends on setting. A home, birth center, or hospital plan may be
reasonable for different people, but the plan should match the pregnancy’s risk
level and include clear transfer criteria. For higher-risk pregnancies,

iImmediate access to anesthesia, blood bank services, neonatal resuscitation,
and surgical delivery may be important.

The most supportive birth plan is flexible. It can state a strong preference

for vaginal delivery while acknowledging that safety may require induction,
augmentation, assisted birth, or cesarean delivery. Needing intervention is not
a failure; it is sometimes the safest way to protect the birthing person and
baby.



