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Overview:  Shoulder dystocia is defined as failure of the fetal shoulders to spontaneously 

traverse the maternal pelvis after delivery of the fetal head and is recognised by either 

difficult delivery of face and chin, the head retracting into or tightly applied to the vulva, 

failure of head restitution or failure of the shoulders to descend after standard downward 

traction has been applied. 

 

Shoulder dystocia occurs most commonly when the anterior fetal shoulder impacts on the 

maternal symphysis pubis, but can involve the posterior shoulder impacting upon the 

maternal sacral promontory. Incidence in the UK is 0.6%. 

When managed appropriately there is still significant perinatal mortality and morbidity 

associated with shoulder dystocia (cerebral hypoxia, cerebral palsy, fracture 

clavicle/humerus, brachial plexus injury), plus increased maternal morbidity including 

postpartum haemorrhage (11%) and forth degree perineal tears (3.8%). 

 

Fetal brachial plexus injuries (Erb’s palsy, Klumpke’s paralysis) complicate 4-16% of 

deliveries complicated by shoulder dystocia with less than 10% resulting in permanent 

disability. This is the most common cause for litigation in relation to shoulder dystocia and 

the incidence of brachial plexus injury in the UK is 1 in 2300 live births. Both excess 

downwards traction and maternal expulsive efforts contribute to causing these injuries. 

 

Factors associated with shoulder dystocia can be split into antenatal and intrapartum 

Antenatal:  

 Previous shoulder dystocia (reoccurrence 1-16%) 

 Suspected macrosomia (although 48% of shoulder dystocia occurs in babies less 

than 4000g.  Fetal weight estimation has about 10% error margin) 

 Diabetes 

 Maternal BMI>30kg/m²  

 Induction of labour 

Intrapartum:  

 Prolonged first stage 

 Secondary arrest and prolonged second stage 

 Instrumental delivery 

 Syntocinon augmentation 
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Management of shoulder dystocia (HELPPERRR) 

H  Call for help. Push emergency button, ask for experienced obstetrician, paediatrician, 

plus additional midwifery support staff. Each member of staff should be allocated a role. 

Remember to ask someone to time events and someone to scribe. 

E  Evaluate for episiotomy. Will episiotomy allow greater access for manoeuvres required?  

If yes, an episiotomy may be performed.  The mother should be laid flat with bottom at 

edge of the bed. Expulsive efforts should be stopped. 

L  Legs: McRobert’s manoeuvre. If mother was in lithotomy at time of delivery of the fetal 

head then her legs should be brought down together then sharply flexed, abducted (knees 

to chest) and rotated outwards. Legs supported by one person each side. Moderate 

traction should be applied to fetal head. 

P  Suprapubic pressure should be applied in order to adduct and internally rotate the 

anterior shoulder. Pressure should be applied from the side of the fetal back, and using a 

cardiac massage grip, pressure is applied to the posterior aspect of the shoulder with the 

heel of the hand. Traction is again applied to the fetal head.  

P  If constant pressure is unsuccessful then a rocking movement can be tried. (Rubin 1 

manoeuvre) 

E  Enter vagina. The hand of the operator should be passed to the fetal axilla and posterior 

shoulder hooked down. This should bring the posterior arm within reach and should be 

delivered by sweeping it across the fetal chest and face. 

R  Rotatory manoeuvres.  Rubin 2 operator inserts fingers of one hand into maternal 

vagina and positions fingertips behind anterior fetal shoulder; this is then pushed towards 

the fetal chest. If successful this adducts the shoulder and rotates the bisacromial diameter 

into the oblique. If unsuccessful Rubin 2 should be combined with Woods’ screw 

manoeuvre, where the fingers of the opposite hand are inserted vaginally and positions 

fingertips in front of the posterior fetal shoulder. The aim is to rotate the shoulder towards 

the symphysis pubis. Combining the two manoeuvres should rotate the shoulders 180 

degrees. DO NOT TWIST THE FETAL HEAD OR NECK. 

R  Roll mother onto all fours position (Gaskin’ manoeuvre) and repeat manoeuvres. 

R  Record details into maternal and neonatal records  

 Detail delivery in the neonatal record and any signs of limb weakness so that this 

can be checked at the first neonatal examination 

 Fill out shoulder dystocia report form found on Datix under stationery.  
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 Complete a clinical incident form and enter its number onto the shoulder dystocia 

report form.  

 The report form & incident form allows shoulder dystocia deliveries to be easily 

identified and follow up of both mother and baby.   

 Information on the shoulder dystocia report form includes all the maternal details, 

together with times of and manoeuvres used, apgars, birth weight, cord gases and 

evidence of fractures or limb weakness.  

 The report form should be signed and dated by person completing it. 

 The original report form should be placed in the intrapartum section of the maternal 

health record. A copy to be left in top drawer of ward clerks’ desk.   

 The report form will be used to continuously audit these deliveries, and to report 

quarterly to the audit forum/clinical governance committee.  This will also provide 

the paediatric team to follow an accessible form of data, when following up babies 

with suspected or actual limb/brachial plexus injury.  

 All cases of suspected brachial plexus injury or fracture will be discussed at 

maternity clinical risk committee and reported to the Head of Legal Services. 

           

Maintaining Standards of Practice 

All staff in attendance to births must have yearly training in obstetric emergencies including 

shoulder dystocia. This can be in the form of unit run skills drills and obstetric emergency 

study day and/or ALSO/MOET course. Evidence of attendance will be required as detailed 

in the Maternity Training Needs Analysis.  

 

Review of neonate 

In cases where there has been shoulder dystocia, if there is suspected or actual brachial 
plexus injury to the neonate, the neonate should be referred by the paediatrician to the 
Orthopaedic Department & Orthopaedic Physiotherapist. 
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Auditable standards: 

1. Risks factors for shoulder dystocia, if present, will be identified and documented in 

the shoulder dystocia report form for all cases of shoulder dystocia.(it should be: in 

the antenatal /  intrapartum risk assessment) 

2. Shoulder dystocias will be managed systematically as stated in guideline. 

3. The shoulder dystocia report form will be fully completed and filed in the intrapartum 

section of the maternal healthcare record. 

4. In all cases of shoulder dystocia where there is actual or suspected brachial plexus 

injury or any other injury associated with the complications of the delivery, the 

neonate will be referred to the Orthopaedic department & orthopaedic 

physiotherapist or any other paediatric specialist. 

 

http://www.cemach.org.uk/
http://www.cemach.org.uk/
http://www.kingsfund.org.uk/
http://www.rcog.org.uk/
http://www.rcog.org.uk/
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Appendix 1 – Shoulder dystocia report form 
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Appendix 2 – RCOG GTG 42 flowchart 


