When assisted delivery is used and associated risks

What assisted delivery means

Assisted vaginal delivery refers to the use of an obstetric instrument to help
guide the baby through the final part of the birth canal. The two main methods
are vacuum extraction and forceps delivery. In vacuum extraction, a cup is
placed on the baby’s scalp and traction is applied during contractions while
the birthing person pushes. In forceps delivery, curved metal instruments are
placed around the baby’s head and used to guide descent and rotation.

This is not the same as forcing birth to happen before the body is ready.
Assisted delivery is generally considered only in the second stage of labor,
after full cervical dilation, when the baby’s head is engaged and the clinical
team can determine the baby’s position. It is a targeted intervention meant to
complete a vaginal birth when spontaneous delivery is unlikely to occur soon
enough or when shortening birth may reduce risk.

Operative vaginal birth exists on a spectrum of options. In some situations, it
may avoid an intrapartum cesarean birth, which carries its own risks,
especially when performed late in labor. In other situations, cesarean birth is
safer. The decision depends on fetal station in labor, head position, maternal
pelvis assessment, fetal status, clinician experience, available anesthesia,



and the ability to proceed quickly to cesarean delivery if the attempt is
unsuccessful.

When assisted delivery may be recommended

The most common indication is a prolonged second stage, meaning that pushing
has gone on longer than expected without adequate descent or rotation.
Definitions vary depending on whether this is a first birth, whether epidural
analgesia is used, and whether there is ongoing progress. Prolonged pushing
alone does not automatically require intervention, but it may prompt discussion

if progress slows, exhaustion increases, or fetal concerns develop.

Assisted delivery may also be recommended when there is a nonreassuring fetal
heart rate pattern and birth appears achievable quickly by the vaginal route.
Examples include persistent bradycardia, recurrent decelerations, or other

fetal heart rate abnormality suggesting that the baby may not tolerate

continued pushing. In this context, the aim is to shorten the interval to birth

while avoiding the time and risks of cesarean delivery if the baby is already

low enough for safe instrumental assistance.

Another indication is the need to shorten the second stage for maternal
reasons. This may include severe exhaustion, inability to push effectively, or
certain maternal medical conditions where prolonged Valsalva pushing may be
undesirable, such as selected cardiac, neurologic, or pulmonary conditions.
These decisions should be individualized and planned when possible, ideally
with input from obstetrics, anesthesia, and relevant specialists.

Assisted delivery may be considered when the baby’s head needs modest guidance
for rotation or descent and all safety criteria are met. However, it is not a

shortcut for uncertain anatomy or inadequate assessment. If the baby is high,
position is unclear, or there is suspected disproportion between the baby and

pelvis, cesarean birth may be the more appropriate route.

Criteria that should be met before using vacuum or forceps
Before an assisted vaginal delivery, clinicians confirm several prerequisites.

The cervix should be fully dilated, membranes usually ruptured, and the fetal
head engaged. The clinician should know the fetal head position and station,



and the estimated fetal size and pelvic assessment should suggest that vaginal
birth is feasible. Adequate pain relief or anesthesia is important, especially

for forceps, and the bladder is commonly emptied to reduce obstruction and
injury risk.

Consent is also central. In urgent settings, the conversation may be brief, but
families should still be told why assistance is being recommended, which
instrument is planned, what alternatives exist, and what would happen if the
attempt fails. A clinician skilled in the chosen method should perform the
procedure, and the team should be ready for neonatal assessment after birth.

There are situations where assisted delivery is generally avoided or
contraindicated. Vacuum extraction is typically avoided before certain
gestational ages because the preterm infant’s scalp and intracranial structures
are more vulnerable. It is also avoided when the fetus has a known or suspected
bleeding disorder or bone mineralization disorder. Instrumental delivery is not
appropriate if the fetal head is not engaged, the position is unknown, or the
cervix is not fully dilated.

Good practice also includes clear limits. With vacuum extraction, clinicians
monitor the number of pulls, cup detachments, descent with traction, and total
application time. If there is no progressive descent, repeated pop-offs occur,
or the attempt exceeds safety limits, continuing may increase risk without
benefit. A timely move to cesarean birth may then be safer than repeated
attempts.

Vacuum and forceps: how the risks differ

Vacuum and forceps are both effective in selected cases, but they have
different risk profiles. Vacuum extraction is often associated with less

maternal soft-tissue trauma than forceps, though this depends on circumstances
and technique. It may be more likely to fail than forceps in some settings and

IS more associated with scalp-related neonatal injuries such as bruising,
laceration, cephalohematoma, and subgaleal hemorrhage.

Forceps can provide more controlled guidance of the fetal head and may be
useful when rotation or precise traction is needed. However, forceps are
generally associated with higher rates of maternal vaginal, cervical, and



perineal trauma, including severe perineal tears involving the anal sphincter.
Forceps may also cause facial marks, bruising, or rarely facial nerve injury in
the baby.

The choice of instrument depends on the clinical indication, fetal position,
urgency, gestational age, provider skill, and local resources. A vacuum may be
preferred for some low or outlet deliveries when the baby’s position is
favorable. Forceps may be chosen when rapid birth is needed and the operator
believes they offer the highest chance of success. In many hospitals, the
safest instrument is often the one the qualified clinician can use competently

in that specific situation.

Sequential use of both instruments, such as a failed vacuum followed by
forceps, is approached with great caution because neonatal trauma risk may
increase. If one method fails, the team must reassess whether another
instrumental attempt is truly safer than cesarean delivery.

Maternal risks and recovery considerations

Maternal risks include vaginal wall tears, cervical lacerations, episiotomy
extension, hematoma, pain, and postpartum bleeding. The risk of third- or
fourth-degree perineal laceration is higher with operative vaginal birth than
with spontaneous vaginal birth, and is generally higher with forceps than
vacuum. These tears involve the anal sphincter complex and, in fourth-degree
tears, the rectal mucosa. Prompt recognition and repair by an experienced
clinician are important for healing and long-term function.

Short-term recovery may include more perineal swelling, bruising, difficulty
sitting, pain with urination or bowel movements, and greater need for

analgesia. Some people experience urinary retention soon after birth,
especially after epidural anesthesia, prolonged pushing, or significant

perineal trauma. Follow-up matters because pelvic floor symptoms may emerge
after discharge, not only in the first few hours.

Longer-term concerns can include urinary incontinence, fecal urgency or
incontinence, painful intercourse, pelvic organ prolapse symptoms, and
persistent perineal pain. These outcomes are not inevitable, and many people
recover well, especially with appropriate repair, pelvic floor rehabilitation,



bowel care, and follow-up. Still, symptoms should not be dismissed as simply
normal after birth.

Assisted birth can also affect emotional recovery. Some parents feel relief
that the baby was born safely; others feel frightened, disappointed, or unsure
what happened. A postpartum debrief with the obstetric team can help clarify
the indication, instrument used, degree of tearing, neonatal findings, and
implications for future births.

Neonatal risks and monitoring after birth

Most babies born by assisted vaginal delivery do well, but specific neonatal

risks require careful observation. With vacuum extraction, common findings
include scalp swelling, bruising, and a temporary chignon where the cup was
applied. Cephalohematoma, a collection of blood beneath the periosteum of a
skull bone, can occur and may increase the risk of jaundice. Retinal

hemorrhages may be seen after vaginal birth and are more common after vacuum,
though they often resolve without treatment.

More serious but uncommon complications include subgaleal hemorrhage,
intracranial hemorrhage, skull fracture, and seizures. Subgaleal hemorrhage is
particularly important because bleeding can spread beneath the scalp and lead
to significant blood loss. Newborn teams monitor for increasing scalp swelling,
pallor, tachycardia, poor perfusion, lethargy, abnormal neurologic signs, and
worsening jaundice.

Forceps-related neonatal findings may include facial bruising, superficial

marks, corneal injury if placement is abnormal, and rarely facial nerve injury.
Many forceps marks fade quickly, but persistent asymmetry of facial movement,
feeding difficulty, abnormal tone, or unusual sleepiness should be assessed

promptly.

After any operative vaginal birth, clinicians typically document the

indication, fetal position and station, instrument type, number of pulls,

duration of application, cup detachments if vacuum was used, and neonatal
condition. This documentation supports newborn monitoring and helps families
understand what occurred. Parents should receive clear instructions on when to
seek urgent care after discharge, especially for poor feeding, excessive



sleepiness, breathing difficulty, seizures, worsening jaundice, or expanding
scalp swelling.

Shared decision-making in urgent moments

Assisted delivery often comes up when everyone is tired and events are moving
quickly. Even then, respectful communication matters. A concise explanation
might include: the baby is low, the cervix is fully dilated, there is concern

about continued pushing, and the clinician believes vacuum or forceps offers a
reasonable chance of safe vaginal birth. Families can ask whether birth is
expected within a few contractions, what the backup plan is, and whether
cesarean birth is the alternative.

Useful questions include: Which instrument are you recommending and why? What
Is the baby’s station and position? What are the main risks for me and the

baby? How many attempts will be made before stopping? Is the operating room
available if needed? These questions are not challenges to the team; they are

part of informed consent and can be answered quickly in most situations.

It is also reasonable to ask about postpartum follow-up. If there is

significant tearing, ask what type of tear occurred, who repaired it, what pain
and bowel regimen is advised, and whether pelvic floor physical therapy may be
appropriate later. If vacuum was used, ask what scalp findings are expected and
what warning signs should prompt evaluation.

An assisted birth can be both medically appropriate and emotionally intense.
You deserve clear information, skilled care, and compassionate support before,
during, and after the delivery.



