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SHOULDER DYSTOCIA
■ This happens when the anterior fetal shoulder  

becomes wedged behind the symphysis pubis 
and fail to deliver using normally exerted 
downward traction and maternal pushing. 

■ Because the umbilical cord is compressed 
within the birth canal, this dystocia is an 
emergency. 

■ Several maneuvers may be performed to free 
the shoulder à requires a team approach, in 
which effective communication and 
leadership are critical. 
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SHOULDER DYSTOCIA
■ Consensus regarding a specific definition of 

shoulder dystocia is lacking. 

■ These investigators proposed that a head-to-
body delivery time >60 seconds be used to 
define shoulder dystocia. 

■ Currently, the diagnosis continues to rely on 
the clinical perception that the normal 
downward traction needed for fetal shoulder 
delivery is ineffective. 
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Maternal and Neonatal Consequences 

■ shoulder dystocia poses greater risk to the fetus than to the mother. 

■ The main maternal risks are serious perineal tears and postpartum hemorrhage, 
usually from uterine atony but also from lacerations 

■ Neonatal injuries include:
– brachial plexus injury 
– clavicular or humeral fracture 
– Asphyxia/acidosis 
– hypoxic ischemic encephalopathy (HIE)
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Management

■ Because of ongoing cord compression with this dystocia, one goal is to reduce the head-
to-body delivery time. 

■ the second goal is avoiding fetal and maternal injury from aggressive manipulations. 

■ An initial gentle attempt at traction, assisted by maternal expulsive efforts, is 
recommended. Adequate analgesia is certainly ideal. 

■ Some clinicians advocate performing a large episiotomy to provide room for 
manipulations. Episiotomy itself does not lower brachial plexus injury rates but raises 
third- and fourth-degree laceration rates 

– Episiotomy may be needed to complete needed maneuvers. 
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MANEUVERS FOR 
SHOULDER DYSTOCIA



Suprapubic pressure/
Mazzanti maneuver

■ moderate suprapubic pressure can be 
applied by an assistant, while downward 
traction is applied to the fetal head. 

■ Pressure is applied with the heel of the 
hand to the anterior shoulder wedged 
above and behind the symphysis. 

■ The anterior shoulder is either depressed 
or rotated, or both, so the shoulders 
occupy the oblique plane of the pelvis. 
Here, the anterior shoulder can be freed. 

FIGURE 27-5 The McRoberts maneuver. The maneuver consists of removing the
legs from the stirrups and sharply flexing the thighs up toward the abdomen. The
assistant is also providing suprapubic pressure simultaneously (arrow).

With delivery of the posterior shoulder, the accoucheur carefully sweeps the
posterior arm of the fetus across its chest, followed by delivery of the arm (Fig. 27-
6). If possible, the operator’s fingers are aligned parallel to the long axis of the
fetal humerus to lower bone fracture risks. The shoulder girdle is then rotated into
one of the oblique diameters of the pelvis with subsequent delivery of the anterior
shoulder.
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McRoberts Maneuver
■ The maneuver consists of removing the legs from 

the stirrups and sharply hyperflexing them up 
toward the abdomen. 

■ Suprapubic pressure is often concurrently applied 

■ the procedure caused straightening of the sacrum 
relative to the lumbar vertebrae, rotation of the 
symphysis pubis toward the maternal head, and a 
decrease in the angle of pelvic inclination. 

■ Although this does not increase pelvic dimensions, 
pelvic rotation cephalad tends to free the 
impacted anterior shoulder. 

FIGURE 27-5 The McRoberts maneuver. The maneuver consists of removing the
legs from the stirrups and sharply flexing the thighs up toward the abdomen. The
assistant is also providing suprapubic pressure simultaneously (arrow).

With delivery of the posterior shoulder, the accoucheur carefully sweeps the
posterior arm of the fetus across its chest, followed by delivery of the arm (Fig. 27-
6). If possible, the operator’s fingers are aligned parallel to the long axis of the
fetal humerus to lower bone fracture risks. The shoulder girdle is then rotated into
one of the oblique diameters of the pelvis with subsequent delivery of the anterior
shoulder.
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Delivery of the posterior 
shoulder
■ With delivery of the posterior shoulder, the operator 

carefully sweeps the posterior arm of the fetus across 
its chest, followed by delivery of the arm 

■ If possible, the operator’s fingers are aligned parallel 
to the long axis of the fetal humerus to lower bone 
fracture risks. 

■ The shoulder girdle is then rotated into one of the 
oblique diameters of the pelvis with subsequent 
delivery of the anterior shoulder. 
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Rotational maneuver: Woods corkscrew 
maneuver
■ By progressively rotating the 

posterior shoulder 180 degrees in a 
corkscrew fashion, the impacted 
anterior shoulder could be released. 

FIGURE 27-6 Delivery of the posterior shoulder for relief of shoulder dystocia. A.
The operator’s hand is introduced into the vagina along the fetal posterior humerus.
B. The arm is splinted and swept across the chest, keeping the arm flexed at the
elbow. C. The fetal hand is grasped and the arm extended along the side of the
face. The posterior arm is delivered from the vagina.

Of rotational maneuvers, Woods (1943) reported that by progressively rotating
the posterior shoulder 180 degrees in a corkscrew fashion, the impacted anterior
shoulder could be released. This is frequently referred to as the Woods corkscrew
maneuver (Fig. 27-7). Rubin (1964) recommended two maneuvers. First, the fetal
shoulders are rocked from side to side by applying force to the maternal abdomen.
If this is not successful, the pelvic hand reaches the most easily accessible fetal
shoulder, which is then pushed toward the anterior surface of the chest. This
maneuver most often abducts both shoulders, which in turn produces a smaller
bisacromial diameter. This permits displacement of the anterior shoulder from
behind the symphysis (Fig. 27-8).

FIGURE 27-7 Woods maneuver. The hand is placed behind the posterior shoulder
of the fetus. The shoulder is then rotated in a corkscrew manner so that the
impacted anterior shoulder is released.
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Rotational maneuver: Rubin maneuvers
■ Rubin (1964) recommended two maneuvers:

– First, the fetal shoulders are rocked from 
side to side by applying force to the maternal 
abdomen. 

– If the first maneuver is not successful, the 
pelvic hand reaches the most easily 
accessible fetal shoulder, which is then 
pushed toward the anterior surface of the 
chest à This maneuver most often abducts 
both shoulders, which in turn produces a 
smaller bisacromial diameter à This permits 
displacement of the anterior shoulder from 
behind the symphysis 

FIGURE 27-8 The second Rubin maneuver. A. The bisacromial diameter is
aligned vertically. B. The more easily accessible fetal shoulder (the anterior is
shown here) is pushed toward the anterior chest wall of the fetus (arrow). Most
often, this results in abduction of both shoulders, which reduces the bisacromial
diameter and frees the impacted anterior shoulder.

If the above are initially unsuccessful, they may be repeated, and finally other
methods may be elected. With an all-fours maneuver, also called the Gaskin
maneuver, the parturient rolls onto her knees and hands. Here, downward traction
against the head and neck attempts to free the posterior shoulder (Bruner, 1998).
Challenges with this include immobility from regional analgesia and time lost in
patient repositioning.

In some, the posterior arm is inaccessible for delivery. Cluver and Hofmeyr
(2009) described posterior axilla sling traction to deliver the posterior arm. With
this alternative method, a suction catheter is threaded under the axilla and both
ends are brought together above the shoulder. Upward and outward traction on the
catheter loop delivers the shoulder. In a small series of 19 cases, this maneuver was
successful in 18 cases. However, neonatal injury included three cases of humeral
fracture and one permanent and four transient cases of Erb palsy (Cluver, 2015).

Deliberate fracture of the anterior clavicle using the thumb to press it toward
and against the pubic ramus can be attempted to free the shoulder impaction. In
practice, however, deliberate fracture of a large neonate’s clavicle is difficult. If
successful, the fracture will heal rapidly and is usually trivial compared with
brachial nerve injury, asphyxia, or death.

The Zavanelli maneuver involves replacement of the fetal head into the pelvis
followed by cesarean delivery (Sandberg, 1985). Terbutaline, 0.25 mg, is given
subcutaneously to produce uterine relaxation. The first part of the maneuver
consists of returning the head to an OA or OP position. The operator flexes the
head and slowly pushes it back into the vagina. Cesarean delivery is then
performed. Sandberg (1999) reviewed 103 reported cases. It was successful in 91
percent of cephalic cases and in all cases of breech head entrapments. Despite
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Gaskin Maneuver/”all-fours” maneuver

■ the parturient rolls onto her knees and 
hands. 

■ downward traction against the baby’s 
head and neck attempts to free the 
posterior shoulder 

■ Challenges with this include immobility 
from regional analgesia and time lost 
in patient repositioning. 
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posterior axilla sling traction to deliver the 
posterior arm

■ With this alternative method, a suction catheter is threaded under the axilla and 
both ends are brought together above the shoulder. 

■ Upward and outward traction on the catheter loop delivers the shoulder. 

■ Neonatal injury may include humeral fracture and Erb palsy
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Last resort maneuvers: fracture of the 
anterior clavicle 

■ Deliberate fracture of the anterior clavicle using the thumb to press it toward and 
against the pubic ramus can be attempted to free the shoulder impaction. 

■ In practice, however, deliberate fracture of a large neonate’s clavicle is difficult. 

■ If successful, the fracture will heal rapidly and is usually trivial compared with 
brachial nerve injury, asphyxia, or death. 

■ Avoid puncturing the lungs of the baby!
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Last resort maneuvers: Zavanelli
maneuver
■ involves replacement of the fetal head into the pelvis 

followed by cesarean delivery 

■ Terbutaline, 0.25 mg, is given subcutaneously to produce 
uterine relaxation. 

■ The first part of the maneuver consists of returning the 
head to an OA or OP position.

■ The operator flexes the head and slowly pushes it back 
into the vagina. Cesarean delivery is then performed. 
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Last resort maneuvers: Symphysiotomy

■ the intervening symphyseal cartilage and 
much of its ligamentous support is cut to 
widen the symphysis pubis. 

■ Maternal morbidity can be significant due 
to urinary tract injury. 
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Shoulder Dystocia Drill 
1. Call for help—mobilize assistants and anesthesia and pediatric personnel. Initially, a gentle 

attempt at traction is made. Drain the bladder if it is distended. 

2. A generous episiotomy may be desired at this time to afford room posteriorly. 
3. Suprapubic pressure is used initially by most practitioners because it has the advantage of 

simplicity. Only one assistant is needed to provide suprapubic pressure, while normal downward 
traction is applied to the fetal head. 

4. The McRoberts maneuver requires two assistants. Each assistant grasps a leg and sharply flexes 
the maternal thigh toward the abdomen. 

These maneuvers will resolve most cases of shoulder dystocia.  If the above listed steps fail, the 
following steps may be attempted, and any of the maneuvers may be repeated: 
5. Delivery of the posterior arm is attempted. With a fully extended arm, however, this is usually 

difficult to accomplish. 
6. Woods screw maneuver is applied. 

7. Rubin maneuver is attempted. 

TIME LIMIT: 
4 minutes
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MNEMONICS FOR 
MANAGEMENT OF  SHOULDER 

DYSTOCIA



HELPERR mnemonics
■Help: call for Help

■Evaluate for Episiotomy

■ Legs: McRoberts position

■Pressure: Suprapubic pressure

■Enter Maneuvers: perform internal  rotation

■Remove the posterior arm

■Roll patient onto all fours
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BE CALM mnemonics

■ Breathe, do not push

■ Elevate the legs ito McRoberts position

■ Call for help

■ Apply suprapubic pressure

■ EnLarge the vaginal opening: perform episiotomy if more room is needed for 
maneuvers

■ Maneuvers deliver the posterior arm or perform rotational maneuvers
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ALARMER mnemonics
■ Apply suprapubic pressure and ask for help

■ Legs – hyperflex legs (McRoberts maneuver)

■ Anterior shoulder dysimpaction (suprapubic pressure)

■ Release posterior shoulder

■ Maneuver of Woods (Woods corkscrew maneuver)

■ Episiotomy

■ Roll onto all 4s
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