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KEY  POINTS

� Indications for operative vaginal delivery

�Choice of instruments 

�Aspects of safe clinical practice

�Risk of physical and psychological complications



Operative vaginal delivery 

rates have remained 

stable at between 10% 

and 13% in the UK, 

yielding safe and 

satisfactory outcomes for 

the majority of mothers 

and babies.

RCOG 2011 Operative vaginal 
delivery

EPIDEMIOLOGY

Normal Birth Mechanism

Operative delivery



No indication is absolute and each 

case should be considered 

individually

Indications for OVD





Instrumental delivery

Operative vaginal delivery through use of :

Forceps Vacuum extraction

How Should Operative Vaginal Delivery Be 

Defined?

A standard classification of operative vaginal delivery should be 
used (Evidence level D)

� The ACOG criteria for Classification of Operative Vaginal Delivery 
by the station and position. (Evidence level IV)





Mid Pelvis

Pelvic Floor

Outlet



Can operative vaginal delivery be avoided?

All women should be encouraged to have 
continuous support during labor (Evidence 
level A)

� use of upright or lateral positions, 

� avoiding epidural analgesia 

� Delayed pushing in primiparous women with an epidural.

Will decrease the need for operative vaginal delivery
(Evidence level Ib)



�Operators should be aware that no indication is absolute and 

should be able to distinguish ‘standard’ from ‘special’

indications. (Evidence level D)

�A vacuum extractor should not be used at gestations of less 

than 34+0 weeks days. The safety of vacuum extraction at 

between 34 weeks +0 days and 36 weeks +0 days of gestation is 

uncertain and should therefore be used with caution.

(Evidence level D)

When should operative vaginal delivery be 

offered?





Where should operative vaginal delivery take 

place?

�Operative vaginal births that have a higher risk of failure should be 

considered a trial and conducted in a place where immediate 

recourse to caesarean section can be undertaken (Evidence 

level C)

Higher rates of failure are associated with:

• maternal BMI > 30

• EFW > 4000 gr

• occipito-posterior position

• mid cavity delivery



What instruments should be used for 

operative vaginal delivery?



� RCOG audit standard says 

that “vacuum is the first 

choice of instrument for 

instrumental vaginal 

delivery”.



Advantages Of

Vacuum over forceps

� Can be used with local anesthesia or with no anesthesia.

� Can be used for rotation and extraction by single application.

� Less traumatic to mother.

� Less traumatic to fetal head.



When should opertaive vaginal delivery be 

abandoned?

�Operative vaginal delivery should be abandoned where there is no

evidence of progressive descent with moderate traction during each 

contraction or where delivery is not imminent following 3 

contraction of a correctly applied instruments by an experienced

operator (Evidence level B)
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What is the role of episiotomy for operative vaginal 

delivery?

�In the absence of robust evidence to support routine use of episiotomy in 

operative vaginal delivery, restrictive use of episiotomy, using the operator’s 

individual judgement, is supported (Evidence level B)
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Should prophylactic antibiotics be given?

�There are insufficient data to justify the use of prophylactic antibiotics in 

operative vaginal delivery (Evidence level A)



Totale dei parti OORR Foggia 2011:      

2688

��1625 P.S. (60.4%)1625 P.S. (60.4%)

��71 P.O. (V.E.) (2.6 %)71 P.O. (V.E.) (2.6 %)

��992 T.C.  (36.9%)992 T.C.  (36.9%)



% P.O. senza partoanalgesia

�Totale parti vaginali senza partoanalgesia: 1264

� Parti operativi senza partoanalgesia: 46

3.63%



Totale dei parti con partoanalgesia: 

482 (17.93% dei parti totali)

��25 P.O. (V.E.) 25 P.O. (V.E.) 

�� 50 T.C. (10.38 %)50 T.C. (10.38 %)

�� 407 P.S. (84.43 %)407 P.S. (84.43 %)

5.19 %



Totale dei parti con partoanalgesia: 

482 (17.93% dei parti totali)


