Vacuum and forceps use and how procedures are performed

What assisted vaginal delivery means

Assisted vaginal delivery refers to birth through the vagina with the help of

an instrument, most commonly a vacuum device or obstetric forceps. It is not

the same as induction, augmentation, or cesarean birth. The assistance happens
late in labor, during the second stage, when the cervix is fully dilated and

the baby is descending through the pelvis.

The goal is to guide the baby out while the birthing parent pushes and the
uterus contracts. The instrument does not replace labor; it adds controlled
traction in the direction of birth. In many cases, an assisted vaginal delivery
is considered when delivery is expected to be achievable quickly and safely,
and when continuing to push without help may increase risk.

Clinicians may recommend vacuum or forceps for several reasons. Common
indications include a prolonged second stage of labor, maternal exhaustion,
certain medical conditions where prolonged pushing may be undesirable, or a
concerning fetal heart rate pattern suggesting that the baby may benefit from
being born sooner. The recommendation is individualized and depends on the
fetal station, head position, estimated fetal size, pelvic assessment, and the
clinician’s skill with each instrument.



Conditions required before vacuum or forceps are attempted

Because an assisted vaginal birth involves traction on the fetal head and may
increase the chance of maternal tissue injury, specific clinical conditions
should be met before an attempt. These safeguards help determine whether
assisted birth is a reasonable option or whether cesarean birth would be safer.

The cervix should be fully dilated, meaning the second stage of labor has begun.
The membranes are usually ruptured, either spontaneously or by clinical
intervention.

The baby’s head should be engaged and low enough in the pelvis for operative
vaginal birth.

The clinician should know the position of the fetal head, such as occiput
anterior, posterior, or transverse.

There should be no suspicion that the baby cannot fit through the pelvis, a
situation sometimes called cephalopelvic disproportion.

Adequate pain relief, bladder emptying, and appropriate maternal positioning
should be addressed.

The birthing parent should receive an explanation and give consent whenever the
situation allows.

A plan should be in place to abandon the attempt and proceed to cesarean birth
if safe progress is not made.

These points are not a checklist for families to self-assess; they are clinical
criteria used by trained maternity professionals. However, understanding them
can help you ask informed questions, especially if the recommendation arises
quickly.

How vacuum-assisted delivery is performed

Vacuum-assisted birth uses a cup attached to a suction device. The cup may be
soft or rigid depending on the setting and the clinician’s preference. It is

placed on the baby’s scalp at a specific point intended to promote flexion of

the head and alignment with the birth canal. Correct placement matters because
it affects both effectiveness and the chance of scalp injury.

Before application, the clinician usually confirms full dilation, fetal



position, and station. The birthing parent is often positioned with legs
supported, and the bladder may be emptied with a catheter if needed. Pain
relief may include an epidural already in place, local anesthetic, or other
measures depending on urgency and the birth setting.

Once the cup is placed, suction is gradually created. During a contraction, the
clinician applies gentle, steady traction while the birthing parent pushes.
Between contractions, traction is relaxed. The direction of traction changes as
the baby descends, following the curve of the pelvis rather than pulling
straight outward. Fetal heart rate monitoring continues during the process.

A vacuum attempt is usually limited by time, number of pulls, and whether the

cup detaches, often called a pop-off. Repeated detachments or lack of descent
suggests the attempt may not be working safely. If birth does not progress as
expected, the clinician may stop and recommend another approach, often cesarean
birth. In some settings, switching instruments may be considered only under

strict circumstances and by clinicians with appropriate expertise, because
seqguential use can increase neonatal risk.

How forceps-assisted delivery is performed

Forceps are curved metal instruments shaped somewhat like large spoons or
tongs. Each blade is inserted separately and positioned to cradle the baby’s
head. Unlike vacuum, forceps do not rely on suction; they provide a controlled
grip around the fetal head and can help with traction and, in selected cases,
rotation.

The clinician first confirms the same essential conditions: full dilation,

ruptured membranes, engaged head, known head position, adequate anesthesia, and
a reasonable likelihood of vaginal birth. Forceps placement requires detailed
knowledge of fetal head orientation. The blades must be applied symmetrically

and locked correctly when the specific forceps design requires it.

During contractions and maternal pushing, the clinician applies traction in
coordination with the natural forces of labor. The movement is controlled and
follows the pelvic curve. Depending on the clinical situation, forceps may be
used to assist descent, guide the head as it crowns, or rotate the fetal head
before delivery. Rotational forceps require particular expertise and are not



used in every setting.

Forceps can be especially useful when the clinician needs strong, precise
control of the fetal head, when vacuum is not suitable, or when the baby’s
position makes forceps the better option. However, forceps are associated with
a higher risk of maternal vaginal and perineal trauma than vacuum in many
comparisons. This is one reason the choice of instrument depends not only on
the situation, but also on clinician experience and the balance of risks.

Choosing between vacuum, forceps, and cesarean birth

The choice is rarely about one instrument being universally better. Vacuum and
forceps have different advantages and limitations. Vacuum may be easier to
apply in some situations and is often associated with less maternal soft tissue
trauma than forceps, but it is more likely to fail or detach. It can also cause
temporary scalp swelling and, rarely, more serious bleeding beneath the scalp.

Forceps may provide more control and can be effective when delivery must happen
quickly or when rotation is needed, but they generally require more anesthesia

and may increase the risk of severe perineal tears, vaginal lacerations, and
postpartum pelvic floor symptoms. Some clinicians are more experienced with one
instrument than the other, and expertise is a major safety factor.

Cesarean birth may be recommended instead if the baby’s head is too high, the
position is uncertain, there is suspected disproportion, or an assisted vaginal
attempt is unlikely to succeed. In urgent situations, the team weighs which
route can achieve the safest and fastest birth. Sometimes, if the head is very
low and birth is imminent, assisted vaginal delivery may avoid the additional
time and surgical risks of a second-stage cesarean. In other circumstances,
cesarean is the safer option.

For families, it is reasonable to ask: why is assistance being recommended now,
which instrument is being considered, what are the main risks, what

alternatives exist, and what happens if the attempt does not work? In
emergencies, explanations may be brief, but your team should still communicate
as clearly as possible.

What the birthing parent may experience during the procedure



An assisted birth can feel physically intense and emotionally sudden. The room
may become busier, with additional staff present to support the birthing

parent, monitor the baby, prepare newborn care, or arrange transfer to an
operating room if needed. This does not always mean something is going wrong;
it often reflects preparation and safety planning.

The clinician may perform a vaginal examination, confirm fetal position, and
discuss the plan. The bladder may be emptied because a full bladder can
obstruct descent and increase injury risk. If there is no epidural, local

anesthetic or a pudendal block may be used when time allows. An episiotomy, a
surgical cut at the vaginal opening, may be recommended in some forceps or
vacuum births, particularly if more space is needed or urgent delivery is
required. Practice varies, and routine episiotomy is not the same as selective
use.

During the birth, you may be asked to push only with contractions while the
clinician applies traction. The team may give clear, repetitive instructions
because timing matters. After the baby’s head is born, the instrument is
removed, and the rest of the body usually follows with standard support. The
placenta is then delivered, and the clinician checks for tears, bleeding,
uterine tone, and the need for stitches.

Afterward, many people want a debrief. This is appropriate. A birth debrief
after assisted delivery can help explain why assistance was needed, how the
baby tolerated it, whether there were tears or complications, and what recovery
signs to monitor.

Possible risks and newborn findings

Most babies born with vacuum or forceps do well, but temporary marks are
common. After vacuum birth, a baby may have a circular swelling or bruise on

the scalp where the cup was applied. This often improves over days. A larger
swelling crossing suture lines may represent caput succedaneum, while a more
localized collection beneath the periosteum may be a cephalohematoma,;

clinicians distinguish these by examination and follow-up. Rarely, more serious
bleeding such as subgaleal hemorrhage can occur and requires urgent recognition.



After forceps birth, babies may have facial marks, bruising, or temporary

facial nerve weakness. These usually resolve, but the newborn team will assess
feeding, tone, breathing, jaundice risk, and neurologic status. Any unusual
swelling, pallor, lethargy, poor feeding, seizures, or increasing jaundice

should be assessed promptly by a healthcare professional.

For the birthing parent, risks include vaginal or cervical lacerations,

perineal tears including third- or fourth-degree tears involving the anal
sphincter or rectal mucosa, postpartum hemorrhage, pain, urinary retention,
infection, and later pelvic floor symptoms. These risks vary by instrument,
fetal size, position, duration of labor, episiotomy, and individual anatomy.

Recovery after assisted vaginal delivery may involve perineal pain, swelling,
stitches, difficulty sitting, constipation concerns, and emotional processing.
Follow-up care matters. People with severe tears need specific repair, bowel
regimen guidance from their clinician, pelvic floor assessment, and clear
instructions about warning signs. Emotional distress after an urgent or
unexpected assisted birth is also real and deserves support.



