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1. Introduction 

Shoulder Dystocia is a birth complication where additional manoeuvres are 
required to release the shoulders from a bony obstruction. It occurs in less 
than 1% of vaginal births and even the dystocia has been managed well it 
accounts for significant risk of morbidity and mortality to the infant with 
brachial plexus injuries complicating up to 16% of all shoulder dystocia births. 
Further it accounts for increased maternal morbidity particularly post-partum 
haemorrhage and fourth degree tears. 

 

2. Purpose 

The purpose of this document is to detail the systematic process for 
management of shoulder dystocia including clinician responsibilities and the 
importance of regular training updates. This guideline applies to staff in 
Maternity Services at NDHNT. 

 

3. Definition 

Shoulder dystocia is the bony impaction of the fetal shoulder on the maternal 
pelvis. Timely management requires both prompt recognition and a measured 
response that recognises the need to release the bony impaction. All 
attendants at births must be aware of how to recognise, summon help and 
manage shoulder dystocia in all birth settings. 
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4. Background 

Factors associated with shoulder dystocia: 
 

Pre labour Intrapartu
m 

Previous shoulder dystocia Prolonged first stage of labour 

Macrosomia 48% of shoulder 
dystocia occurs in infants 
>4kg 

Secondary arrest 

Diabetes mellitus Prolonged second stage of labour 

Maternal Body Mass Index (BMI) 

>30kg/m2 

Oxytocin augmentation 

Induction of labour Assisted vaginal delivery 

 

5. Managing the shoulder 

dystocia  

Anticipation 

Anticipating the shoulder dystocia will include recognition of the risk factors 
associated with shoulder dystocia as well as preparing the woman and her 
birth attendants for a potential emergency. The use of prophylactic Mc 
Robert’s manoeuvre prior to diagnosis cannot be recommended to prevent 
shoulder dystocia. 

 

Recognition 

At the time of delivery the clinician should routinely observe for: 

 Difficulty of delivery of the face or chin 
 The fetal head remaining tightly applied to the vulva or retracting (Turtle 

necking) 

 Failure of restitution of the fetal head 

 Failure of the shoulders to descend 

Response 
 

Clinicians may each have a differing approach to the management of shoulder 
dystocia. The advantage of using a structured logical approach is that the 
clinician starts first with the simplest manoeuvre most likely to resolve the 
bony impaction and then moves through a logical sequence of events. 
McRoberts manoeuvre has a reported success rate of around 90% and when 
coupled with suprapubic pressure the overwhelming majority of shoulder 
dystocias will be resolved. 

Locally in order to promote a systematic approach from diagnosis to delivery, 
the sequence recommended by PROMPT multi-disciplinary training is 
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adopted. 
 

 The buttocks should be brought to the edge of the bed 

 Each manoeuvre should be attempted for 30-60 seconds and an attempt 
to deliver by routine axial traction should be tried. 

 

 Maternal pushing should be discouraged 

 Excessive lateral downward traction should be avoided 

 The cord should not be cut if it is around the fetal neck 

 Be prepared for neonatal resuscitation and postpartum haemorrhage 

 

 
PROMPT SEQUENCE TO RESOLVE SHOULDER DYSTOCIA 

 

Call for Help Emergency call bell - Senior 
Midwife Maternity Care 
Assistant 

Fast Bleep 2222 - Senior 
Obstetrician Senor Paediatrician 
Anaesthetists/ODP 

999 paramedic ambulance call (At home) 

Legs (Mc Roberts) Mc Roberts manoeuvre is flexion and abduction of the 
maternal hips. It is the single most effective manoeuvre, if 
the legs are in 
lithotomy, take them out to achieve Mc Roberts. 

Pressure 

(suprapubic) 

Employed with Mc Roberts reduces the bisacromial 
diameter and rotates the anterior shoulder into the oblique. 

 

Work from the side of the fetal back 
 
Place hand over hand in CPR position sustained and 
rocking movement. 

Evaluate for 
Epsiotomy 

Not a soft tissue obstruction but may help with additional 
manoeuvres 

Remove the 
Posterior Arm 

Follow posterior arm to elbow (2 fingers to splint 
humerus) Flex arm at elbow 
Grasp forearm and sweep across chest 

Enter (the vagina) Maintain Mc Roberts and 

Pressure Locate anterior shoulder 

from behind Apply pressure to the 

scapula 

Attempt to rotate 
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 In addition to the above locate posterior shoulder from the 
front and attempt to rotate 

 

Stop Pressure and maintain Mc Roberts for REVERSE 
woodscrew manoeuvre 

Locate posterior fetal shoulder from 

behind Rotate in opposite direction 

Roll over to all fours At a home birth may well be first choice. 
 

Repeat the sequence from the beginning. 

 
 

Persistent failure of first and second line manoeuvres: 

It is difficult to recommend a time limit for the management of shoulder 
dystocia; this should be a Consultant decision only. A high proportion of 
babies will have irreversible hypoxia-acidosis by this stage and the family 
should be informed of a high likelihood of poor outcome. Staff involved in 
the emergency response should also prepare for this likelihood. It is very 
rare that routine manoeuvres are unsuccessful however last resort 
methods can be 

 

Several last resort methods have been described including; 
 

 cleidotomy (fracturing of the clavicle with either a finger or with scissors), 

 symphysiotomy (partial dividing of the symphyseal ligament) is not 
performed in th UK and there is a high incidence of serious 
maternal morbidity and poor neonatal outcome with this approach, 

 Zavanelli manoeuvre (cephalic replacement of the head by external 
manual flexion and rotation). Maternal safety of this procedure is 
unknown. A muscle relaxant of Terbutaline 0.25mg may be required  
(care should be taken not to perform cephalic replacement during 
contraction). 
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6. Responsibilities 

Documentation 

Accurate documentation of a difficult and potentially traumatic birth is 
essential. This should be recorded in detail in the yellow Birth notes by each 
person responding to the emergency. A reporting form which contains the 
RCOG minimum data set must be completed (see Appendix 3) by the 
delivering midwife or obstetrician as soon as possible. The form should be 
filed in the patient’s hospital notes. The completion of an Incident Reporting 
Form is necessary, and this will be reviewed by the Risk Co-ordinator. It is 
particularly important to document the position of the fetal head at delivery as 
this permits identification of the anterior and posterior shoulders during the 
delivery, which has medical legal significance if fetal neurological damage is 
sustained. In the neonatal record movement of the hands and fingers should 
be documented. 

 

Support for Families 

A birth with any complications can be traumatic for women and their families. 
The attending midwife/obstetrician must ensure that they see the woman and 
her family after the event to explain the events that occurred. Information 
about shoulder dystocia can be reinforced by talking through the leaflet about 
shoulder dystocia (Appendix 2). The baby must be examined by an 
experienced paediatrician and in the event of a birth related injury, follow up 
must be ensured and an outpatient appointment should be arranged prior to 
discharge. All of the above must be documented in the maternal and neonatal 
notes. In the event of fetal or neonatal death, the appropriate guideline should 
be followed. 

 

Support for Staff 

Any emergency or poor outcome can be traumatic for staff involved, 
regardless of their years of experience or level of expertise. The attending 
clinicians should take time to discuss the incident as soon as possible after 
the event in a group debrief. Staff should also be directed to support from their 
line manager, professional leads including Supervisor of Midwives and the 
staff counselling service. Information about the event should only be 
discussed by those involved in a safe environment in keeping with information 
governance, bearing in mind reflective discussion that involves generalised 
comment or opinion is neither beneficial nor constructive. In the event of fetal 
or neonatal death, the appropriate guideline should be followed. 
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Education and training 

NDHNT Maternity services use the multi-professional training package 
‘PROMPT’ which promotes effective team working with appropriate 
knowledge and skills to achieve the best outcome for mothers and babies. 
Clinicians are provided with the opportunity to update their knowledge and 
skills at a formal study day annually and on an ad-hoc basis in skills/drills 
training in the clinical area. It is the responsibility of each clinician employed at 
NDHNT to ensure their knowledge and skills are up to date in addition to 
practising within the sphere of their professional boundaries. 

 

7. Monitoring Compliance with and the Effectiveness of 
the Guideline 

Process for Implementation, Monitoring Compliance and Effectiveness 

An up to date copy of this guideline is available to all staff on the Trust 
intranet. The Quick Reference Guide in Appendix 1 should be laminated and 
posted in plain view in all clinical areas. 

 

As a matter of routine, this guideline will be reviewed triennially by the 
Maternity Specialist Governance Forum meeting. 

 

Reporting for non-compliance and review of effectiveness of the guideline will 
be identified through the risk process within maternity and led by appointed 
maternity Risk leads. 

 
The maternity services audit process will include review of this guideline. 

 
All versions of these guidelines will be archived in electronic format by the 
author within the Maternity Team policy archive. Any revisions to the final 
document will be recorded on the Document Control Report. To obtain a copy 
of the archived guidelines, contact should be made with the Maternity team. 
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• Call for help 2222 

• Midwives, Obstetrician, Paediatrician, SCBU team, Anaesthetist, MCA. 

• Evaluate for episiotomy 

• Call Consultants; Obstetric, Paediatric and Anaesthetic. 

• Roll onto all fours and strictly routine axial traction to baby's head. 

• Start again; repeat all manoeuvres in sequence. 

• Anticipate extensive neonatal resuscitation, also maternal haemorrhage. 

• Senior decision only; cleidotomy, Zavanelli manoeuvre, symphysiotomy. To note that 
symphysiotomy is not done in the UK and leads to a high incidence of maternal morbidity.  

 

 

 

•  

Appendix 1: Quick Reference Guide 
 

SHOULDER DYSTOCIA 
 
 

 
 

• Legs into McRoberts position. Strictly routine axial traction to baby's head. 
 

 

 

• Pressure on the suprapubic area; same direction that baby is facing. 

• Consistent pressure then rocking pressure. 

• Strictly routine axial traction to baby's head. 
 

 

• Removing the posterior arm - Enter vagina posteriorly, feel for posterior arm then 
wrist and hand. If hand not reached apply gentle pressure to elbow to bring hand 
across fetal abdomen. 

• Take hand gently and release from vagina. 

 
 

• 'Enter 'manoeuvres; Enter using the 'PROMPT' hand. 

• Internal rotation - apply clockwise pressure on the posterior shoulder to 

achieve rotation, if no effect try anti-clockwise. 

• If no effect try pressure to back of anterior shoulder. 

 

 

 

• DOCUMENT all actions in notes, proforma and Datix. DEBRIEF client and her family, 
and all staff involved. 
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Appendix 2: What is Shoulder Dystocia? – Royal College of 
Obstetricians and Gynaecologists 

 
What is shoulder dystocia? 

 
Shoulder dystocia occurs unexpectedly during childbirth. It is when the baby’s head has been born but one of the 
shoulders becomes stuck behind the mother’s pelvic bone, preventing the birth of the baby’s body (see diagram 
below). 

 

 

 

Shoulder dystocia:the baby’s shoulder becomes wedged behind the mother’s pelvic bone 

Shoulder dystocia can occur during a normal (spontaneous) birth or an instrumental (ventouse or forceps) birth 
(for further information see An assisted birth (operative vaginal delivery: information for you). Very rarely, there 
can be difficulty delivering the baby’s shoulders at caesarean section. 

In a normal birth there is a small delay between the delivery of the head and the body but in shoulder dystocia the 
delay is longer than normal. The head has been born but the baby cannot start breathing because its chest 
remains compressed in the mother’s pelvis. At this time, the baby’s body also squashes the oxygen-carrying 
umbilical cord. 

In this situation the baby’s shoulders need to be quickly released so that the baby’s body can be born and the 
baby can start breathing air into its lungs (see What happens if a baby has shoulder dystocia?). 

 
How common is shoulder dystocia? 

 
Shoulder dystocia occurs in about one in 200 (0.5%) of births. 

 
Can shoulder dystocia be anticipated? 

 
At every birth there is a small risk of shoulder dystocia. In most instances, it is not possible to identify who it will 
happen to or why it occurs. 

Some factors may indicate when a difficult birth might occur i.e. large babies over 4.5 kg: 

 
 large babies (over 4.5 kg) 

 
Shoulder dystocia has been linked to the birth of large babies. However, most large babies (over 4.5 kg) do not 
have a difficult birth. In addition: 

 
 ultrasound scanning is not an accurate predictor of birth weight towards the end of pregnancy, 

particularly in large babies 
 at least half of all the babies who have shoulder dystocia weigh less than 4 kg. 

 
Your obstetrician and midwife will be aware that in every birth there is a small possibility of shoulder dystocia. 

return to top 

http://www.rcog.org.uk/womens-health/clinical-guidance/assisted-birth-operative-vaginal-delivery
http://www.rcog.org.uk/womens-health/clinical-guidance/difficult-birth-what-shoulder-dystocia#topofpage%23topofpage
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Can shoulder dystocia be prevented? 

 
In most instances, shoulder dystocia cannot be prevented because it cannot be predicted. 

 
 If the baby is suspected to be very large during pregnancy most mothers will be advised to have a 

normal birth. Caesarean section and early induction of labour are not routinely recommended. 
 If a mother has previously had a birth complicated by shoulder dystocia, the obstetrician or midwife may 

discuss having a caesarean section birth. 

 
What happens if a baby has shoulder dystocia? 

 
When shoulder dystocia is suspected during the birth, it can be very frightening for the mother and birthing 
partner. It is an emergency and therefore minutes matter. 

Your midwife will push the emergency bell and three or four members of staff, including obstetricians, midwives 
and a doctor for the baby (paediatrician), will come into the delivery room and assess the situation. 

The obstetrician or midwife will: 

 
 ask the mother to stop pushing 
 reposition the mother to allow the baby maximum room inside the birth canal to be born. The woman 

may be asked to lie on her back and her legs will be pushed towards the abdomen (known as 
McRoberts’ manoeuvre) 

 press on the mother’s abdomen just above the pelvic bone to try to release the baby’s shoulder 

 consider making a cut (episiotomy) to enlarge the vaginal opening 

 try to move the baby within the birth canal to free the shoulders so that the baby’s body can be born. 

 
These are specific manouveures to help to release the baby’s shoulder and allow a safe birth. All obstetricians 
and midwives who attend the birth are familiar with these manoeuvres. In most maternity units the manoeuvres 
are practised regularly. 

After the birth, the mother and baby will be carefully monitored (see What could shoulder dystocia mean for a 
mother and baby?). 

 
What could shoulder dystocia mean for a mother and baby? 

 
For the baby 

 
 Nerve damage (brachial plexus injury) 

The nerves in the neck (brachial plexus) provide movement and feeling to the arm. When the baby’s 
shoulder becomes stuck in the pelvis at the time the head is born, the nerves in the baby’s neck may 
become damaged. 
Up to one in ten babies (10%) who have shoulder dystocia have brachial plexus injury. The injury may 
cause loss of movement (paralysis) to the baby’s arm but, in most cases, this is temporary and 
movement will return within hours or days. A small number of babies (one in 100 who have shoulder 
dystocia) will experience permanent damage. The two main types of brachial plexus injury are Erb’s 
palsy and Klumpke’s paralysis (see Useful organisation). 

 Other injuries 
Shoulder dystocia can cause other injuries including fractures of the baby’s arm or shoulder. In the vast 
majority of cases, these heal without any problems. Sadly, in some situations, even with receiving the 
best care, a baby can suffer brain damage, if he or she is not getting enough oxygen (birth asphyxia) 
and can even die. 

 
For the mother 

 
 Vaginal tears 

The vagina can tear during the birth of the baby. This tear may extend to the back passage (third-degree 
tear) or to the vaginal wall (vaginal laceration). A doctor or specialist midwife will carefully repair these. 

 Heavy bleeding (postpartum haemorrhage) 
About one in ten (10%) of women are affected by heavy bleeding after a birth complicated by shoulder 
dystocia. Some women may require treatment and/or a blood transfusion. 
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 Emotional impact 
After experiencing shoulder dystocia during childbirth, some mothers feel guilty about and responsible 
for any harm incurred to the baby. There is no published evidence to suggest that this complication 
occurred as a result of anything the mother did, or did not do, during labour. A difficult birth may have an 
effect on the whole family. Shoulder dystocia should not affect your chances of conceiving but it may 
take a while before you feel ready to try again. If you continue to feel upset, speak with your obstetrician, 
midwife, health visitor and/or GP. 

 
return to top 

 

Useful organisation 

 
Erb’s Palsy Group 

60 Anchorway Road 
Coventry 
Warwickshire CV3 6JJ 
Tel: 024 7641 3293 
Web: www.erbspalsygroup.co.uk 

 

Sources and acknowledgements 

 
This information is based on the Royal College of Obstetricians and Gynaecologists (RCOG) guideline Shoulder 
Dystocia (published by the RCOG in July 2006). This information will also be reviewed and updated, if necessary, 
once the guideline has been reviewed. The guideline contains a full list of the sources of evidence we have used. 

Clinical guidelines are intended to improve care for patients. They are drawn up by teams of medical 
professionals and consumer representatives who look at the best research evidence available and make 
recommendations based on this evidence. 

This information has been developed by the Patient Information Subgroup of the RCOG Guidelines and Audit 
Committee, with input from the Consumers’ Forum and the authors of the clinical guideline. It has been reviewed 
before publication by women attending clinics in Cambridge, Poole and London. The final version is the 
responsibility of the Guidelines and Audit Committee of the RCOG. 

 
A final note 

 
The Royal College of Obstetricians and Gynaecologists produces patient information for the public. This is based 
on guidelines which present recognised methods and techniques of clinical practice, based on published 
evidence. The ultimate judgement regarding a particular clinical procedure or treatment plan must be made by 
the doctor or other attendant in the light of the clinical data presented and the diagnostic and treatment options 
available. 

http://www.rcog.org.uk/womens-health/clinical-guidance/difficult-birth-what-shoulder-dystocia#topofpage%23topofpage
http://www.erbspalsygroup.co.uk/
http://www.rcog.org.uk/womens-health/clinical-guidance/shoulder-dystocia-green-top-42
http://www.rcog.org.uk/womens-health/clinical-guidance/shoulder-dystocia-green-top-42
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Appendix 3: Shoulder Dystocia Documentation 
 
 

Shoulder Dystocia 
Documentation 

 
 
 

Date …………………….    Mother’s Name    

Time …………………….    
Date of Birth    

Person completing form ……… Designation ……. Hospital Number    

Signature ………………………………….. Consultant    
 

Called for help at: Emergency call via switchboard at: 

Staff present at delivery of head: Additional staff attending for delivery of shoulders 

Name Role Name Role Time arrived 

     

     

     

     

     

 
Procedures used to 
assist delivery 

By whom Time Order Details 
Reason if not 

performed 

McRoberts’ position 
     

Suprapubic pressure 
   From maternal left / right 

(circle as appropriate) 

Episiotomy 
   Enough access / tear present /already performed 

(circle as appropriate) 

Delivery of posterior arm 
   Right / left arm 

(circle as appropriate) 
 

Internal rotational 
manoeuvre 

     

Description of rotation 
 

 

Description of traction 
Routine axial *(as 
in normal vaginal 
delivery) 

 

Other - 
  

Reason if not routine axial: 

Other manoeuvres used 
 

 

 

Mode of delivery of head Spontaneous Instrumental – vacuum / forceps 

Time of delivery of head 
 

Time of delivery of baby 
 Head-to-body 

delivery interval 

 

Fetal position during 
dystocia 

Head facing maternal left 
Left fetal shoulder anterior 

Head facing maternal right 
Right fetal shoulder anterior 

Birth weight kg Apgar 1 min: 5 mins: 10 mins: 

Cord gases Art pH: Art BE: Venous pH: Venous BE: 

Explanantion to parents Yes By Leaflet given: Yes 
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Paediatrician called? Yes Paediatrician arrived: …………….. Name: ………………………………. 
If Paediatrician not called or didn’t arrive, give reason: ……………………………………………………… 

Baby assessment after birth (maybe done by M/W):   If yes to any of these questions for 
review and follow up by Consultant 

Paediatrician 
Any sign of arm weakness? Yes No 

Any sign of potential bony fracture? Yes No 

Was movement of hands and fingers noted? Yes No 

Baby admitted to Special Care Baby Unit? Yes No 

Assessment by …………………………………………………  

 


