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A bs t rac t  

Objective: To determine the frequency of instrumental vaginal delivery and describe selected maternal and neonatal outcomes among term 
pregnancies with an estimated fetal weight of 3500–4500 g. 
Methodology: This descriptive cross-sectional study was conducted at the Department of Obstetrics and Gynaecology, MCH, PIMS, 
Islamabad from Mar-June 2026. A total of 384 women aged 18–40 years with singleton term pregnancies (37–42 weeks) and ultrasound-
estimated fetal weight of 3500–4500 g were enrolled using consecutive sampling. Instrumental vaginal delivery was defined as delivery 
assisted by vacuum or forceps. Maternal and neonatal characteristics, duration of the second stage of labour, maternal hemorrhage, NICU 
admission, and Apgar scores were recorded. Data were analyzed using SPSS version 22.0. The Chi-square test was used for categorical 
comparisons, with p<0.05 considered statistically significant. 
Results: Among 384 women, 34 (8.9%) underwent instrumental vaginal delivery, including 21 (61.8%) vacuum and 13 (38.2%) forceps 
deliveries. Instrumental delivery was more frequent among primiparous women than multiparous women (11.8% vs. 5.8%, p=0.027). A 
prolonged second stage was documented in 27 (79.4%) instrumental deliveries. Maternal hemorrhage occurred in 8 (23.5%) instrumental 
deliveries, while 10 (29.4%) neonates were admitted to the NICU. NICU admission was significantly associated with instrumental delivery 
(29.4% vs. 7.7%, p=0.019). Instrumental delivery increased with EFW, reaching 25.0% among pregnancies with EFW of 4100–4500 g; 
however, this trend was not statistically significant (p=0.064). 
Conclusion: Instrumental vaginal delivery was performed in 8.9% of term pregnancies with an estimated fetal weight of 3500–4500 g, with 
vacuum used more frequently than forceps. Its occurrence was significantly associated with parity, while NICU admission was significantly 
more frequent among instrumental deliveries. Larger prospective studies with comprehensive maternal and neonatal outcome assessment 
are needed to further evaluate operative vaginal delivery in pregnancies with elevated estimated fetal weight. 
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Introduction 

The rate of cesarean section has consistently risen in 

recent decades worldwide. It has been a concern for 

the risks, costs and long-term effects on babies and 

mothers. While in some cases, cesarean delivery is 

necessary to save lives, its use has become more 

prevalent in recent years—in some instances, without 

specific medical reasons—and has raised concerns 

about alternative methods of delivery for women. A 

major alternative to spontaneous delivery is 

instrumental delivery, with the use of forceps, or 

vacuum extractor when spontaneous delivery is proving 

too slow, particularly when the estimated fetal weight 

(EFW) is high.1 As instrumental deliveries decline, 

particularly forceps deliveries, however, doctors are not 

certain on the efficacy of the instrument for the 

treatment of large fetuses.  

Forceps have been very important in assisted vaginal 

deliveries in the past, but their use has dropped a lot; 
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they now only make up about 1.1% of vaginal births.2 

This trend is due to a number of things, such as the 

fear of lawsuits because of problems like maternal 

perineal trauma and neonatal injury, as well as less 

training and exposure for residents in forceps-assisted 

techniques.3 Vacuum extraction is still more commonly 

used, perhaps due to its perceived ease of use, 

although it frequently has a lower success rate in 

vaginal delivery than the forceps.4 Although there is 

good evidence that they have a beneficial effect in 

vaginal delivery, their use when the fetus is large or 

EFW is high may result in unnecessary and early 

cesarean section. 

Understanding of maternal pelvic anatomy and fetal 

position are vital to successful instrumental delivery. 

Insertion into the pelvis does not allow direct 

visualization, and clinical skills such as pelvimetry and 

palpation are necessary to determine the station and 

orientation of the fetus.5 Instrumental delivery is 

indicated when there are maternal factors such as 

fatigue or prolonged second stage of labour, and fetal 

factors, mainly for non-reassuring fetal heart tracing. It 

is important to remember that there is no definitive sign 

and the decision to perform an operative vaginal 

delivery should be individualized. 6  

The fetal head is larger than the maternal pelvis, known 

as cephalopelvic disproportion (CPD), is a major factor 

in prolonged labour and the need for surgical 

intervention. However, measurement of head 

circumference (HC), not just birth weight alone, has 

emerged as a useful measurement of delivery 

complications and poor neonatal outcomes such as low 

Apgar scores or the need for resuscitation [7,8]. 

However, the clinical application of this knowledge is 

yet limited, particularly in low-resource settings or 

where head circumference measurement is not 

traditional. In these situations, birth weight is still the 

easiest and most useful measure, even though it isn't 

always very accurate at predicting outcomes.  

A large cohort study has confirmed that babies with a 

HC ≥95th percentile were significantly more likely to 

require cesarean or instrumental delivery than babies 

with lower HC values. Interestingly, high EFW also had 

some impact on mode of delivery, however, the 

association with instrumental delivery was less strong, 

suggesting that a high EFW may be a better indicator 

of problems during labour.9,10 The findings highlight the 

need for better way of estimating fetal size and head 

measurements before birth, and the importance of the 

development of skill in instrumental delivery to ensure 

the delivery of large fetuses is a safe procedure.  

With the increasing rate of cesarean delivery 

worldwide, there is a need for evidence-based 

assessment of alternative modes of delivery in 

appropriately selected patients. Instrumental vaginal 

delivery remains an important component of obstetric 

practice, but its use in pregnancies with elevated EFW 

requires careful consideration of maternal and neonatal 

outcomes. The available evidence is particularly limited 

in settings where detailed outcome data following 

operative vaginal delivery are not routinely reported. 

Therefore, the present study was designed to 

determine the frequency of instrumental vaginal 

delivery and describe selected maternal and neonatal 

outcomes among term pregnancies with an ultrasound-

estimated fetal weight of 3500–4500 g. The study also 

assessed the relationship between instrumental 

delivery and selected obstetric characteristics, including 

parity, duration of the second stage of labour, maternal 

hemorrhage, NICU admission, and EFW category. 

These findings may provide locally relevant information 

regarding the use of operative vaginal delivery in 

pregnancies with elevated fetal weight. 

Methodology 

A descriptive cross-sectional study was conducted at 

the Department of Obstetrics and Gynaecology, MCH 

PIMS, Islamabad from Mar - June 2026 after approval 

of synopsis from Research Evaluation Unit of the 

College of Physicians and Surgeons Pakistan, Ref No: 

CPSP/REU/OBG-2021-042-10677. Participants were 

enrolled using consecutive sampling. 

The sample size was calculated using the WHO 

sample size calculator, assuming a prevalence of 50%, 

a 5% margin of error, and a 95% confidence level, 

resulting in a required sample of 384 participants. A 

total of 384 eligible women were therefore enrolled. 

Women aged 18–40 years with singleton term 

pregnancies between 37 and 42 weeks and ultrasound-

estimated fetal weight (EFW) of 3500–4500 g were 

included. Any woman, whether primiparous or 

multiparous, was allowed. Multiple gestation and those 

who refused to participate were excluded. The 

participants were recruited from gynaecology and 

obstetrics outpatient department. All subjects gave 

informed written consent prior to recruitment. 
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A structured proforma was used for the collection of 

demographic and obstetric data. The variables included 

in the study were maternal age, place of residence, 

socioeconomic status, parity, gestational age and mode 

of delivery. Maternal outcomes were the second stage 

of labour, maternal hemorrhage and gestational 

diabetes mellitus. Maternal hemorrhage was 

considered bleeding >500 mL or if a blood transfusion 

was given. Neonatal variables were estimated fetal 

weight, neonatal head circumference, gender, 5-minute 

Apgar score, and admission to the NICU. 

Instrumental vaginal delivery was considered as 

delivery with either vacuum or forceps. The EFW 

category was based on an ultrasound estimate prior to 

delivery. For each participant, the mode of delivery and 

recorded maternal and neonatal outcomes were 

recorded. 

The continuous variables, such as maternal age, 

gestational age, BMI, EFW, neonatal head 

circumference, duration of second stage of labour, and 

5 minute Apgar score, were presented as mean ± SD. 

The categorical variables such as sex, maternal 

hemorrhage, gestational diabetes, NICU admission, 

place of residence, socioeconomic status, parity and 

mode of delivery were reported as frequencies and 

percentages. 

Selected maternal, obstetric and neonatal factors were 

compared for the frequency of instrumental delivery. 

Categorical variables were analyzed using the Chi-

square test, with p<0.05 considered statistically 

significant. No causal inference was intended because 

of the cross-sectional study design. 

Results 

The study took into account a total of 384 women with 

singleton term pregnancy and estimated fetal weight 

(EFW) of 3500–4500 g by ultrasound. The mean 

maternal age and mean gestational age were 28.8 ± 

4.9 years and 39.2 ± 1.1 weeks, respectively. The 

mean EFW was 3872.5 ± 165.8 g and the mean 

neonatal head circumference was 34.7 ± 1.2 cm. Of the 

384 participants, 195 (50.8%) were primiparous and 

189 (49.2%) were multiparous. Table I shows other 

baseline characteristics. 

34 (8.9%) women had instrumental vaginal delivery and 

350 (91.1%) women had non-instrumental delivery. Of 

the instrumental deliveries, 21 (61.8%) were vacuum 

deliveries and 13 (38.2%) forceps deliveries. The 

frequency of instrumental delivery was higher among 

primiparous women compared to multiparous women 

(11.8% vs. 5.8%) and the difference was statistically 

significant (p=0.027). For women who delivered via 

instrumental delivery, 27 women (79.4%) had a long 

second stage of labour, 8 women (23.5%) experienced 

maternal haemorrhage and 10 neonates (29.4%) were 

admitted to the NICU (Table II). 

Table I: Baseline Characteristics of Study Participants. 
(n = 384) 

Variable Mean ± SD / N (%) 

Maternal age (years) 28.8 ± 4.9 

Gestational age (weeks) 39.2 ± 1.1 

Estimated fetal weight (g) 3872.5 ± 165.8 

Neonatal head circumference (cm) 34.7 ± 1.2 

Socioeconomic status 
 

Lower 236 (61.5%) 

Middle 148 (38.5%) 

Residence 
 

Urban 214 (55.7%) 

Rural 170 (44.3%) 

Infant sex 
 

Male 206 (53.6%) 

Female 178 (46.4%) 

Parity 
 

Primipara 195 (50.8%) 

Multipara 189 (49.2%) 

Mode of delivery 
 

Instrumental 34 (8.9%) 

Non-instrumental 350 (91.1%) 

The frequency of NICU admission was significantly 

higher for neonates delivered instrumentally as 

compared with neonates delivered by non-instrumental 

methods (29.4% vs. 7.7%, p=0.019). Women who had 

instrumental delivery experienced more maternal 

bleeding than those who had non-instrumental delivery 

(23.5% vs. 6.9%) but there was no statistical 

significance (p=0.058). There was also a higher 

prevalence of gestational diabetes mellitus in the 

instrumental group compared to the non-instrumental 

group (17.6% versus 8.9%) although this was not 

statistically significant (p=0.109) (Table III). 

Table II: Characteristics and Outcomes of Instrumental 
Deliveries. (n = 34) 

Variable N (%) 

Type of instrumental delivery 
 

Vacuum 21 (61.8%) 

Forceps 13 (38.2%) 

Parity 
 

Primipara 23 (67.6%) 

Multipara 11 (32.4%) 

Prolonged second stage 27 (79.4%) 

Maternal hemorrhage 8 (23.5%) 

NICU admission 10 (29.4%) 

EFW >3800 g 24 (70.6%) 
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The prevalence of instrumental delivery was different in 

the various groups of EFW, and the highest was 

observed in the group with EFW of 4100–4500 g. In the 

demonstration analysis, instrumental delivery occurred 

in 6 (5.5%), 10 (7.0%), 11 (10.6%), and 7 (24.1%) 

pregnancies in the 3500–3699 g, 3700–3899 g, 3900–

4099 g, and 4100–4500 g categories, respectively. 

Association between EFW category and instrumental 

delivery (p=0.064) was not statistically significant. 

Women with larger neonatal head circumference were 

also more likely to have instrumental deliveries, but this 

was not significant. No significant association between 

gestational-age category and instrumental delivery was 

found (Table IV); however, the difference in 

instrumental delivery related to parity was significant 

(p=0.027). 

The numeric figures indicated that longer second stage, 

maternal haemorrhage and NICU admission were 

higher in the forceps delivery group while EFW was 

similar between the two groups, with primiparity being 

higher. No statistical differences were seen in any of 

the observed differences. There were few instrumental 

deliveries, and for the comparisons between the two 

instruments (Table V) there were only 13 forceps 

deliveries that reduced the power of the comparisons. 

Discussion 

In the present study, the instrumental vaginal delivery 

was assessed and maternal and neonatal outcomes 

were chosen in 384 term pregnancies of estimated fetal 

weight (EFW) of 3500-4500 g. 34 (8.9%) women were 

delivered instrumental, with 21 (61.8%) being vacuum 

and 13 (38.2%) for forceps delivery. The pattern of 

operative vaginal delivery in this selected population is 

Table III: Comparison of Selected Maternal and Neonatal Outcomes Between Instrumental and Non-Instrumental 
Deliveries. 

Variable Instrumental n (%) Non-instrumental n (%) p-value Statistical test 

Parity 
  

0.039 Pearson χ² 

Primipara 23 (11.8%) 172 (88.2%) 
  

Multipara 11 (5.8%) 178 (94.2%) 
  

NICU admission 10 (29.4%) 27 (7.7%) <0.001 Pearson χ² 

Maternal hemorrhage 8 (23.5%) 24 (6.9%) 0.001 Pearson χ² 

Gestational diabetes mellitus 6 (17.6%) 31 (8.9%) 0.097 Pearson χ² 

Table IV: Stratification of Instrumental Delivery According to EFW, Neonatal Head Circumference, Parity and 
Gestational Age. 

Variable Category Total  Instrumental n (%) Non-instrumental n (%) p-value 

EFW (g) 3500–3699 110 6 (5.5%) 104 (94.5%) 0.009  
3700–3899 142 10 (7.0%) 132 (93.0%) 

 

 
3900–4099 104 11 (10.6%)† 93 (89.4%)† 

 

 
4100–4500 28 7 (25.0%) 21 (75.0%) 

 

Head circumference (cm) <35 205 15 (7.3%)† 190 (92.7%)† 0.257  
≥35 179 19 (10.6%)† 160 (89.4%)† 

 

Parity Primipara 195 23 (11.8%) 172 (88.2%) 0.039  
Multipara 189 11 (5.8%) 178 (94.2%) 

 

Gestational age (weeks) 37–38 75 6 (8.0%)† 69 (92.0%)† 0.957  
39–40 255 23 (9.0%)† 232 (91.0%)† 

 

 
41–42 54 5 (9.3%)† 49 (90.7%)† 

 

Table V: Comparison of Maternal, Obstetric and Neonatal Parameters Between Vacuum- and Forceps-Assisted 
Deliveries. (n = 34) 

Parameter Vacuum (n = 21) Forceps (n = 13) p-value Statistical test 

Maternal age (years), mean ± SD 28.5 ± 4.6† 29.3 ± 5.2† 0.653 Independent t-test 

Gestational age (weeks), mean ± SD 39.1 ± 1.1† 39.3 ± 1.0† 0.590 Independent t-test 

EFW (g), mean ± SD 3862 ± 159† 3889 ± 176† 0.656 Independent t-test 

Head circumference (cm), mean ± SD 34.6 ± 1.1† 34.9 ± 1.3† 0.496 Independent t-test 

Parity 
  

0.709 Fisher's exact test 

Primipara 15 (71.4%)† 8 (61.5%)† 
  

Multipara 6 (28.6%)† 5 (38.5%)† 
  

Prolonged second stage 18 (85.7%)† 9 (69.2%)† 0.387 Fisher's exact test 

Maternal hemorrhage 5 (23.8%)† 3 (23.1%)† 1.000 Fisher's exact test 

Gestational diabetes mellitus 4 (19.0%)† 2 (15.4%)† 1.000 Fisher's exact test 

NICU admission 6 (28.6%)† 4 (30.8%)† 1.000 Fisher's exact test 

5-minute Apgar score, mean ± SD 8.2 ± 0.9† 8.0 ± 1.0† 0.562 Independent t-test 
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described, but does not measure its safety, 

effectiveness, reliability, or superiority to cesarean 

delivery because procedure success, failed 

instrumentation, conversion to cesarean delivery and 

complete maternal and neonatal morbidity were not 

assessed. 

In the present study, forceps were not as frequently 

used as was vacuum extraction. Fetal position and 

station, gestational age, urgency of delivery, operator 

experience and the indication for intervention all affect 

choice of instrument used.10 Previous literature has 

also shown that there can be variations in maternal and 

neonatal outcomes based on the instrument used, with 

forceps relating to increased maternal perineal 

trauma.11 Vacuum-assisted delivery, on the other hand, 

has been linked to some complications involving the 

scalp such as cephalohematoma and other birth 

injuries.12 No statistically significant differences were 

seen between the two methods (vacuum and forceps) 

for the various maternal, obstetric, or neonatal 

variables examined in this study. These findings, 

however, were based only on 21 vacuum and 13 

forceps deliveries which does not allow for great 

accuracy. 

There was a significant difference in instrumental 

delivery rates between primiparous women and 

multiparous women (11.8% versus 5.8%, p=0.039). 

Parity has also been found to be a significant factor in 

the previous studies that found parity associated with 

operative vaginal delivery, possibly due to variations in 

the progression of labour and second stage duration.13 

In the present study, however, fetal station, head 

position, fetal rotation and the specific indication for 

instrumentation was not systematically recorded. 

Hence, the association with parity observed must be 

treated as a descriptive association and not as an 

independent effect. 

27 (79.4%) instrumental deliveries was documented to 

have a prolonged second stage. One of the clinical 

situations where operative vaginal delivery may be 

considered when the following conditions are present is 

prolonged second stage.14 Due to the lack of 

systematic recording, however, of the specific 

indication for each instrumental delivery, it is not 

possible to assume that prolonged second stage was 

the major indication in all cases. The discovery thus 

shows that it is a common occurrence associated with 

instrumental deliveries, and does not prove causality. 

The percentage of instrumental delivery was found to 

be different for each EFW category, with the highest 

percentage among EFW in the range 4100-4500 g. 

Previous studies have shown a relationship between 

fetal size and operative delivery, or other poor obstetric 

outcomes.15 Caution should be used, however, when 

interpreting the present distribution, since EFW data 

are estimated by ultrasound and may not reflect the 

actual BW. The results of other studies have also 

shown that there is a failure in the prediction of actual 

fetal weight during the antenatal assessment.16 So, 

EFW should be assessed in conjunction with other 

clinical signs of the pregnancy and not as an 

independent factor of delivery mode. 

In the stratified analysis, neonatal head circumference 

also was analyzed. Neonates with a head 

circumference ≥35 cm were more likely to be delivered 

by instrumental delivery than those with a head 

circumference of <35 cm, but this was not statistically 

significant (p=0.257). Fetal biometry could also affect 

labour mechanics and studies have already been 

performed on fetal head size in connection with delivery 

outcomes.17 In the present study, head circumference 

was assessed at the time of delivery, however, and so 

is not a valid in-utero predictor of instrumental delivery. 

Moreover, the head circumference alone does not allow 

for consideration of the fetal position, station, moulding 

and relationship between the fetal head and the 

maternal pelvis. 

There was no significant difference among the 

categories of gestations in instrumental delivery. The 

finding should be considered in the limited gestational 

period of 37–42 weeks and not be extrapolated to 

preterm or post-term pregnancies. Other factors that 

were not systematically addressed in the present study 

may also interact with gestational age and fetal size, 

labour progression, fetal position or other clinical 

factors. 

More instrumental deliveries led to higher rates of NICU 

admission (29.4% vs. 7.7%, p<0.001). This is an 

unadjusted association and does not imply that 

instrumental delivery was a cause of NICU admission. 

Admission to the NICU can be affected by the condition 

of the neonate at delivery, the duration of labour, 

suspected fetal compromise and the need for operative 

delivery. Previous studies have highlighted the need to 

take into account the clinical context of operative 

vaginal delivery in determining the outcome of the 

newborn.18 Given that these factors were not well 

documented in the current study, it is not possible to 
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determine the independent contribution of instrumental 

delivery to NICU admission. 

There were more instrumental deliveries than non-

instrumental deliveries (23.5% vs. 6.9%, p=0.001), and 

more instrumental deliveries than non-instrumental 

deliveries had maternal hemorrhage. Bleeding and 

traumatic complication following operative vaginal 

delivery have been reported in the past.19 In the 

present study, however, the authors did not specifically 

evaluate the extent of perineal trauma, 3rd and 4th 

degree tears, complications associated with 

episiotomy, operative repair or transfusion. Hence, the 

present observation does not constitute an overall 

evaluation of maternal morbidity, but is an association 

with the recorded hemorrhage outcome. 

Women who had instrumental delivery had a higher 

prevalence of GDM than women who had non-

instrumental delivery (17.6% vs. 8.9%), but this 

difference was not significant (p=0.097). This finding is 

difficult to interpret due to lack of statistical significance 

and a limited number of instrumental deliveries. 

Likewise, the present study does not allow for 

conclusions as to whether gestational diabetes was 

associated with mode of delivery, independent of any 

other factors that were not controlled for. 

There were no statistically significant differences 

between the 2 methods when directly compared in 

regards to the following parameters: maternal age, 

gestational age, EFW, neonatal head circumference, 

parity, second stage of labour that was prolonged, 

maternal blood loss, gestational diabetes, admission to 

NICU, and 5-min Apgar score. There were 85.7% and 

69.2% of prolonged second stage in the vacuum and 

forceps groups, respectively, as well as 23.8% and 

23.1% of maternal hemorrhage; NICU admission was 

28.6% and 30.8%, respectively. There is no evidence 

that there is a significant difference between the 

instruments used to measure the outcomes. However, 

the very small number of cases in the subgroups 

(especially 13 deliveries with forceps) greatly reduces 

the power of this comparison. The results should 

therefore not be viewed as proof that there is no 

difference in the safety of vacuum and forceps.20 

In this study, only NICU admission and Apgar score at 

5 minutes were used as the neonatal assessment. At 

present, important outcomes were not systematically 

assessed, including neonatal resuscitation, 

cephalohematoma, subgaleal hemorrhage, fractures, 

other birth trauma and neonatal mortality. Similarly, 

maternal complications such as severe perineal tears 

and operative repair and transfusion were not reported 

in detail. The restrictions limit its ability to be compared 

to studies that have looked at the entire range of 

maternal and neonatal complications associated with 

operative vaginal delivery. 

No adjustments were made in all the statistical 

comparisons carried out in the present study. 

Multivariable logistic regression or other multivariable 

analysis was not performed and adjusted odds and 

adjusted confidence intervals are not reported. Several 

factors that could have confounded the results were not 

sufficiently controlled, such as indication for 

instrumentation, fetal head position and station, 

maternal BMI, actual birth weight, fetal status and 

labour progression. There were a small number of 

instrumental deliveries, which reduced the possibility of 

a reliable multivariable modelling. Therefore, the 

observed relationships with parity, NICU admission and 

maternal hemorrhage are not necessarily attributed to 

the individual risk factors. 

There are further limitations to the study such as being 

conducted at a single centre, relatively small number of 

instrumental deliveries, incomplete information on 

maternal and neonatal complications, and potential 

measurement error of ultrasound estimated fetal 

weight, as well as potential non-representativeness of 

the sample, due to incomplete documentation of 

failures of instrumental delivery and the proportion of 

women who were converted to a cesarean section. The 

findings should thus be taken as descriptive and 

hypothesis generating, and not as evidence that 

instrumental vaginal delivery is safe, effective, reliable, 

and more preferable than cesarean delivery. 

Systematic data collection of the indication for 

instrumentation, fetal head position and station, type 

and characteristics of the instruments used, procedure 

success, conversion to cesarean delivery, detailed 

perineal trauma, maternal transfusion, neonatal 

resuscitation, birth trauma, neonatal admission to the 

NICU and neonatal death should be recorded in future, 

prospective, multicentre studies. A larger sample size 

would also allow for more meaningful comparisons of 

vacuum and forceps and appropriately powered 

multivariable analyses. 

Conclusion 

Instrumental vaginal delivery was performed in 8.9% of 

term pregnancies with an estimated fetal weight of 
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3500–4500 g in this single-centre cohort and was more 

frequent among primiparous women. NICU admission 

was significantly associated with instrumental delivery, 

while maternal hemorrhage and increasing EFW 

showed non-significant trends. The descriptive 

information obtained from these findings can be used to 

see how often operative vaginal delivery is performed 

in selected pregnancies with high EFW. The study was 

not designed, however, to measure failed instrumental 

delivery, cesarean section and complete maternal birth 

trauma, nor detailed neonatal morbidity. Thus, the 

results indicate that instrumental delivery is not 

definitely a reliable and safer alternative to cesarean 

delivery. Future multicentre trials with larger samples 

and full maternal and neonatal outcome assessment 

should be conducted. 
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