














Internal rotational manoeuvres were originally described by Woods64 and Rubin.63 Rotation can be

most easily achieved by pressing on the anterior or posterior aspect of the posterior shoulder.

Pressure on the posterior aspect of the posterior shoulder has the additional benefit of reducing

the shoulder diameter by adducting the shoulders.63 The shoulders should be rotated into the wider

oblique diameter, resolving the shoulder dystocia. If pressure on the posterior shoulder is

unsuccessful, an attempt should be made to apply pressure on the posterior aspect of the anterior

shoulder to adduct and rotate the shoulders into the oblique diameter.

Delivering the posterior arm reduces the diameter of the fetal shoulders by the width of the arm.

The fetal wrist should be grasped and the posterior arm should be gently withdrawn from the

vagina in a straight line.









20. Gherman RB, Chauhan S, Oh C, Goodwin TM. Brachial plexus
palsy. Fetal Matern Med Rev 2005; 16:221–43.

21. Menjou M, Mottram J, Petts C, Stoner R. Common intrapartum

denominators of obstetric brachial plexus injury (OBPI).
NHSLA J 2003;2 suppl:ii–viii. 

22. Draycott T, Sanders C, Crofts J, Lloyd J. A template for reviewing
the strength of evidence for obstetric brachial plexus injury in
clinical negligence claims. Clin Risk 2008;14:96–100.

23. NHSLA. Case 3 - Obstetrics. NHSLA J 2005;5: 6.
24. Sandmire HF, DeMott RK. Erb’s palsy without shoulder

dystocia. Int J Gynaecol Obstet 2002;78:253–6.

25. Allen RH, Gurewitsch ED. Temporary Erb-Duchenne palsy
without shoulder dystocia or traction to the fetal head. Obstet

Gynecol 2005;105:1210–2.
26. Gilbert WM, Nesbitt TS, Danielsen B. Associated factors in 1611

cases of brachial plexus injury. Obstet Gynecol 1999;93:536–40
27. Gherman RB, Goodwin TM, Ouzounian JG, Miller DA, Paul RH.

Brachial plexus palsy associated with cesarean section: an in
utero injury? Am J Obstet Gynecol 1997;177:1162–4.

28. Draycott T, Winter C, Crofts J, Barnfield S (Eds). PROMPT
PRactical Obstetric Multi-Professional Training Course Manual.
Vol. 1. London: RCOG Press; 2008.

29. Nesbitt TS, Gilbert WM, Herrchen B. Shoulder dystocia and

associated risk factors with macrosomic infants born in
California. Am J Obstet Gynecol 1998;179:476–80.

30. Bahar AM. Risk factors and fetal outcome in cases of shoulder
dystocia compared with normal deliveries of a similar
birthweight. Br J Obstet Gynaecol 1996;103:868–72.

31. Gross TL, Sokol RJ, Williams T, Thompson K. Shoulder dystocia: a
fetal-physician risk. Am J Obstet Gynecol 1987;156:1408–18.

32. Naef RW 3rd, Martin JN Jr. Emergent management of shoulder
dystocia. Obstet Gynecol Clin North Am 1995;22:247–59.

33. Dyachenko A, Ciampi A, Fahey J, Mighty H, Oppenheimer L,
Hamilton EF. Prediction of risk for shoulder dystocia with
neonatal injury. Am J Obstet Gynecol 2006;195:1544-9. 

34. Rouse DJ, Owen J, Goldenberg RL, Cliver SP.  The effectiveness
and costs of elective cesarean delivery for fetal macrosomia
diagnosed by ultrasound. JAMA 1996; 13;276:1480–6

35. Gupta M, Hockley C, Quigley MA, Yeh P, Impey L. Antenatal and

intrapartum prediction of shoulder dystocia. Eur J Obstet

Gynecol Reprod Biol 2010;151:134–9. 
36. Centre for Reviews and Dissemination, NHS National Institute

for Health Research. Expectant management versus labor
induction for suspected fetal macrosomia: a systematic review.
Database of Abstracts of Reviews of Effectiveness 2004;2:2.

37. Irion O, Boulvain M. Induction of labour for suspected fetal
macrosomia. Cochrane Database Syst Rev 2000;2: CD000938.

38. Horvath K, Koch K, Jeitler K, Matyas E, Bender R, Bastian H, et
al. Effects of treatment in women with gestational diabetes
mellitus: systematic review and meta-analysis. BMJ

2010;340:c1395.

39. National Institute for Health and Clinical Excellence. Diabetes

in pregnancy. Management of diabetes and its complications

from pre-conception to the postnatal period. Clinical
Guideline 63. London: NICE; 2008.

40. Sokol RJ, Blackwell SC; American College of Obstetricians and

Gynecologists. ACOG Practice Bulletin: shoulder dystocia. Int J

Gynaecol Obstet 2003;80:87–92.
41. National Institute for Health and Clinical Excellence. Antenatal

care: Routine care for the healthy pregnant woman. Clinical
Guideline 62. London: NICE; 2008. 

42. Mehta SH, Blackwell SC, Chadha R, Sokol RJ. Shoulder dystocia
and the next delivery: outcomes and management. J Matern

Fetal Neonatal Med 2007;20:729–33.
43. Usta IM, Hayek S, Yahya F, Abu-Musa A, Nassar AH. Shoulder

dystocia: what is the risk of recurrence? Acta Obstet Gynecol

Scand 2008;87:992–7.
44. Lewis DF, Raymond RC, Perkins MB, Brooks GG, Heymann AR.

Recurrence rate of shoulder dystocia. Am J Obstet Gynecol

1995;172:1369–71.

45. Ginsberg NA Moisidis C. How to predict recurrent shoulder
dystocia. Am J Obstet Gynecol 2001;184:1427–30.

46. Lewis DF, Edwards MS, Asrat T, Adair CD, Brooks G, London S.
Can shoulder dystocia be predicted? Preconceptive and

prenatal factors. J Reprod Med 1998;43:654–8.
47. Metaizeau JP, Gayet C, Plenat F. Les Lesions Obstetricales du

Plexus Brachial. Chir Pediatr 1979;20:159–63.
48. Mollberg M, Wennergren M, Bager B, Ladfors L, Hagberg H.

Obstetric brachial plexus palsy: a prospective study on risk

factors related to manual assistance during the second stage of

labor. Acta Obstet Gynecol Scand 2007;86:198–204.
49. Poggi SH, Allen RH, Patel CR, Ghidini A, Pezzullo JC, Spong CY.

Randomized trial of McRoberts versus lithotomy positioning to

decrease the force that is applied to the fetus during delivery.

Am J Obstet Gynecol 2004;191:874–8.
50. Focus Group Shoulder Dystocia. In: Confidential Enquiries into

Stillbirths and Deaths in Infancy. Fifth Annual Report. London:
Maternal and Child Health Research Consortium;1998 p 73–9.

51. Leung TY, Stuart O, Sahota DS, Suen SS, Lau TK, Lao TT. Head-to-
body delivery interval and risk of fetal acidosis and hypoxic

ischaemic encephalopathy in shoulder dystocia: a retrospective

review. BJOG 2011;118:474–9. 
52. Hope P, Breslin S, Lamont L, Lucas A, Martin D, Moore I, et al.

Fatal shoulder dystocia:a review of 56 cases reported to the

Confidential Enquiry into Stillbirths and Deaths in Infancy. Br J

Obstet Gynaecol 1998;105:1256–61.
53. Grobman WA, Miller D, Burke C, Hornbogen A, Tam K, Costello

R. Outcomes associated with introduction of a shoulder

dystocia protocol. Am J Obstet Gynecol 2011;205:513-7.
54. Siassakos D, Bristowe K, Draycott TJ, Angouri J, Hambly H,

Winter C, et al. Clinical efficiency in a simulated emergency

and relationship to team behaviours: a multisite cross-sectional

study. BJOG 2011;118:596–607.
55. Gonik B, Zhang N, Grimm MJ. Defining forces that are

associated with shoulder dystocia:the use of a mathematic

dynamic computer model. Am J Obstet Gynecol

2003;188:1068–72.
56. Gonik B, Stringer CA, Held B. An alternate maneuver for

management of shoulder dystocia. Am J Obstet Gynecol

1983;145:882–4.

57. Buhimschi CS, Buhimschi IA, Malinow A, Weiner CP. Use of
McRoberts’ position during delivery and increase in pushing

efficiency. Lancet 2001;358:470–1.
58. Lurie S, Ben-Arie A, Hagay Z. The ABC of shoulder dystocia

management. Asia Oceania J Obstet Gynaecol 1994;20:195–7.

59. O’Leary JA, Leonetti HB. Shoulder dystocia: prevention and
treatment. Am J Obstet Gynecol 1990;162:5–9.

60. Gurewitsch ED, Donithan M, Stallings SP, Moore PL, Agarwal S,
Allen LM, Allen RH. Episiotomy versus fetal manipulation in

managing severe shoulder dystocia: a comparison of outcomes.

Am J Obstet Gynecol 2004;191:911–16.

61. Hinshaw K. Shoulder dystocia. In: Johanson R, Cox C, Grady K,
Howell C (Eds). Managing Obstetric Emergencies and

Trauma: The MOET Course Manual. London: RCOG Press;
2003. p. 165–74.

62. Crofts JF, Fox R, Ellis D, Winter C, Hinshaw K, Draycott TJ.

Observations from 450 shoulder dystocia simulations: lessons

for skills training. Obstet Gynecol 2008;112:906–12
63. Rubin A. Management of shoulder dystocia. JAMA

1964;189:835–7.
64. Woods CE, Westbury NYA. A principle of physics as applicable

to shoulder delivery. Am J Obstet Gynecol 1943;45:796-804. 
65. Barnum CG. Dystocia due to the shoulders. Am J Obstet

Gynecol 1945;50:439–42.
66. Hoffman MK, Bailit JL, Branch DW, Burkman RT, Van Veldhusien

P, Lu L, et al. A comparison of obstetric maneuvers for the acute

management of shoulder dystocia. Obstet Gynecol

2011;117:1272–8.
67. Poggi SH, Spong CY, Allen RH. Prioritizing posterior arm

delivery during severe shoulder dystocia. Obstet Gynecol

2003;101:1068–72.

68. Leung TY, Stuart O, Suen SS, Sahota DS, Lau TK, Lao TT.
Comparison of perinatal outcomes of shoulder dystocia

RCOG Green-top Guideline No. 42 12 of 18 © Royal College of Obstetricians and Gynaecologists





14 of 18RCOG Green-top Guideline No. 







17 of 18RCOG Green-top Guideline No. 42 © Royal College of Obstetricians and Gynaecologists

Grades of recommendations

At least one meta-analysis, systematic review or

randomised controlled trial rated as 1++ and

directly applicable to the target population; or 

A systematic review of randomised controlled

trials or a body of evidence consisting

principally of studies rated as 1+ directly

applicable to the target population and

demonstrating overall consistency of results

A body of evidence including studies rated as

2++ directly applicable to the target

population, and demonstrating overall

consistency of results; or 

Extrapolated evidence from studies rated as

1++ or 1+

A body of evidence including studies rated as

2+ directly applicable to the target population

and demonstrating overall consistency of

results; or 

Extrapolated evidence from studies rated as

2++

Evidence level 3 or 4; or 

Extrapolated evidence from studies rated as 2+

Good practice point

Recommended best practice based on the

clinical experience of the guideline

development group

Classification of evidence levels

1++ High-quality meta-analyses, systematic



RCOG Green-top Guideline No. 42 18 of 18 © Royal College of Obstetricians and Gynaecologists

DISCLAIMER

The Royal College of Obstetricians and Gynaecologists produces guidelines as an educational aid to good clinical

practice. They present recognised methods and techniques of clinical practice, based on published evidence, for

consideration by obstetricians and gynaecologists and other relevant health professionals. The ultimate judgement

regarding a particular clinical procedure or treatment plan must be made by the doctor or other attendant in the light

of clinical data presented by the patient and the diagnostic and treatment options available within the appropriate

health services. 

This means that RCOG Guidelines are unlike protocols or guidelines issued by employers, as they are not intended to

be prescriptive directions defining a single course of management. Departure from the local prescriptive protocols or

guidelines should be fully documented in the patient’s case notes at the time the relevant decision is taken.

The guidelines review process will commence in 2015 unless evidence requires an earlier review.
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