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Introduction:
Assisted vaginal delivery (AVD) off ers the op-
tion of an operative procedure to safely and 
quickly remove the infant, mother and obste-
trician from a diffi  cult or even hazardous situ-

ation.1 Th e incidence of AVD ranges between 
10% and 20% of all deliveries.2 Fetal indications 
commonly encountered are malpositions of the 
fetal head, with relative dystocia.3 Fetal distress 
is a commonly cited indication. ‘Presumed foe-
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tal jeopardy’ may be a preferable term.4 Medi-
cally signifi cant maternal indications include 
cardiopulmonary or vascular conditions. Mater-
nal complications are usually those of soft  tissue 
trauma and tend to be reported more frequently 
with use of forceps than with ventouse. Foetal 
complications with forceps are extremely rare.5 
Foetal injury from ventouse includes minor and 
occasionally severe scalp injury, including scalp 
bruising, cephal haematoma, subgaleal haema-
toma and intra cranial haemorrhage.6 

In the vast majority of AVDs, the normal out-
come gives no reason for complaint; however 
a bad outcome increases the risk of litigation 
againest the operator or hospital, regardless of 
the cause.7 

Th is study was designed to compare the out-
come and morbidity of mother and foetus using 
forceps and vacuum extraction.

Methodology: 
Th e study was conducted at Fatima Hospital, 
Baqai Medical University, from July 2010 to 
June 2012. Women with singleton pregnancy, a 
cephalic presentation, gestation of 36 completed 
weeks and beyond ,were the study population.

Information pertaining to gestational age, parity 
booking status and any antenatal complication 
was noted.

Aft er admission, general and systemic examina-
tion was carried out. Blood Pressure recorded. 
Abdominal and vaginal examination was done. 
Cervical dilatation state, position of head plus 
pelvic assessment was done (before the ran-
domization method was known) and recorded. 
All patients were given routine pre – load for la-
bour such as 5% dextrose water and plain clean 
enema.

Foetal heart rate recorded ½ hourly; progress of 
labour was observed by keeping partogram. Ad-
equate analgesia was given.

Th e decision for forceps or vacuum delivery 
was based on obstetrical indication. Important 
maternal indications were found to be cardiac 

disease, Maternal Exhaustion, Eclampsia, pro-
longed second stage of labour retinal detach-
ment and intra partum infection. Th e foetal in-
dications found to be were non-reassuring foetal 
heart rate patt ern, malpositions and asynclitism. 

Following exclusion criteria was considered, 
patients with antepartum haemorrhage, ce-
phalopelvic disproportion, transverse lie, com-
pound presentation and previous caesarian sec-
tion. 

Maternal outcome variables of perineal tears, 
haematoma and cervical tear were considered. 
Apgar score within one and fi ve minutes, cepha-
lohaematoma and jaundice were the foetal out-
come measures. 

Data was analyzed on SPSS version 10.For com-
parison of two groups,test of signifi cance was 
used. Chi – square test was used for qualitative 
output response.

Results:
Th e study was of 100 patients who were divided 
into two groups, Group I (primigravida) and 
Group II (multigravida). 50 patients were in 
each group. Th ey were analyzed for compari-
son of maternal and neonatal morbidity assisted 
vaginal deliveries.

Average age in group I was observed 24.17 + 3.86 
(ranging from 18 to 40). Average age in group II 
was 29.04 + 5.62 (from 18 -45).

PIH fi gured most common disease in both 
groups such that7 cases of Group I and 3 cases of 
Group II had pregnancy induced hypertension.

History of Hypertension and cardiac disease 
was found in 4 patients of group II only.

History of Diabetes was observed in only 1 pa-
tient of group II only.

Considering Maternal Complications the rate of 
fi rst degree tear in vacuum delivered women was 
7% and 8% in forceps delivered women that was 
statistically insignifi cant at p < 0.05
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Second degree tears in vacuum delivered women 
were 3% and 12% in forceps delivered women, 
which was statistically insignifi cant at p < 0.05.

Th ird degree perineal tear was observed in 2 
cases of forceps delivered women. 

Th e rate of cervical tear in vacuum delivered 
women was 5% and 6% in forceps delivered 
women. 

Th e rate of complications in vacuum delivered 
women was 10% and 28% in forceps delivered 
patients. It was statically signifi cant at a p-value 
of < 0.05.

Cephal haematoma was found in 6% of vacuum 
delivered babies and 5% of forceps extraction 
group. Th e rate of jaundice in vacuum and for-
ceps groups was 8% and 3% respectively.

Neonatal morbidity was 13% in vacuum group 
and 9% in forceps group. (P < 0.05) Apgar score 
at 1 minute was signifi cantly diff erent between 
both groups.

However diff erence of Apgar score at 5 minutes 
was not found signifi cantly diff erent.

Discussion:
Th e role of assisted vaginal delivery has been 
controversial since its inception and the use of 
forceps, in particular has been declining steadily 
in recent years.8

Th e operator can expect optimal results only 
when careful att ention is given to the indica-
tions, prerequisites and performance of proce-
dure9. Our study showed signifi cantly less ma-
ternal morbidity in the ventouse group which is 
also consistent with the study of Murphy DJ et 
al.10

Th us maternal trauma is major relevant out-
come in choosing an instrument for vaginal as-
sistance as stated by Damron11 and collegues in 
their study.

Chang X12 also showed fewer vaginal and 
perineal injury in vacuum delivery group as 
found in our study too. Th e forceps are associat-
ed with perineal injuries of severe degree, as the 
study showed, with 18% more maternal compli-
cation rate in the forceps group. It is supported 
also by the study of Patel RR13 in 2004. Almost 
all of the serious injuries and many of the minor 
ones which are infl icted by obstetric forceps re-
sult from errors in judgment rather than lack of 
technical skills.

Considering foetal morbidity in vacuum group 
the soft  cups are signifi cantly less likely to cause 
scalp injury.13 It’s important that they should 
be the fi rst choice cup whenever possible. In a 
systemic review of trials Johnson and Menon14 
reported that the use of Vacuum extractor was 
associated with an increase in neonatal cephal 
haematoma and retinal haemorrhages.

In our study also the neonatal complication 
rate was 13% for the vacuum extraction group 

Table 1: Patient’s History

Count

Gravida
Primi
n = 50

Multi
n = 50

Patient’s  history None
Hypertension          
PIH
Cardiac disease
Diabetic mellitus

43
00
07
00
00

42
03
03
01
01

Table 2: Comparison of maternal morbidity associated with instrumental delivery procedures

Maternal complications Vacuum 
  n = 50

Forceps
  n = 50

Z- value Signi-
fi cance

None 90% 72% 3.24 P<0.001*

First degree perineal tear 7% 8% -0.24 P < 0.75*

Second degree perineal tear 3% 12% -2.42 P < 0.02*

Th ird degree perineal tear 0% 5% -2.26 P < 0.03*

Fourth degree perineal tear 0% 3% -1.74 P < 0.08

Cervical Tear 5% 6% -0.31 P < 0.75
*Shows statistical signifi cance at p < 0.05.

Table 3: Neonatal complications

Neonatal complications

Groups
Vacuum
n = 50

Forceps
n = 50

None 87% 91%

Cephalohaematoma 6% 5%

Jaundice 8% 3%
X2= 2.46, d.f =2, p <0.25, (statistically signifi cant at p <0.05)
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and 9% for the forceps group. But historical 
signifi cance was not observed at p < 0.05. De-
spite this fi nding which also co-relates with the 
literature15,16,17 as well, vacuum extractor has be-
come the instrument of choice in the interest of 
minimizing maternal morbidity.

Conclusion:
Th e choice and conduct of operative vaginal 
delivery in second stage of Labour may have far 
reaching consequences. Th e operator should 
choose the instrument most appropriate to the 
clinical circumstances and their level of skill.
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