
 

OFFICIAL 

Algorithm for the management of Shoulder Dystocia 
Note: This flow chart is to be used in conjunction with the detailed guideline on the following pages 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

OBSTETRICS AND GYNAECOLOGY 

CLINICAL PRACTICE GUIDELINE 

Shoulder dystocia 
Scope (Staff): WNHS obstetrics and midwifery staff  

Scope (Area): Maternity clinical areas at KEMH, OPH and Community Midwifery Program 
(CMP) 

  This document should be read in conjunction with this Disclaimer 

Baby to be reviewed by neonatologist after birth and referred for Consultant Neonatal review if any concerns 

CALL FOR HELP 
Midwife coordinator, additional midwifery help experienced 

obstetrician, neonatal team, and anaesthetist 

 

Discourage pushing 
Lie flat and move 

buttocks to edge of bed 

McROBERTS’ MANOEUVRE 
(Thighs to abdomen) 

SUPRAPUBIC PRESSURE 
(and routine axial traction) 

Consider episiotomy if it will make 
internal manoeuvres easier 

DELIVER POSTERIOR 
ARM 

INTERNAL ROTATIONAL 
MANOEUVRES 

Try either manoeuvre first depending 
on clinical circumstances and 

operator experience 

If above manoeuvres fail to release impacted shoulders, consider 

ALL FOURS POSITION (if appropriate)  
OR 

Repeat all the above again 

 

Consider cleidotomy, Zavanelli manoeuvre or symphysiotomy 

Inform consultant obstetrician  
and anaesthetist 

RCOG. (2012). Shoulder Dystocia, Green‐top Guideline no. 42 (2nd edition). Royal College of Obstetricians and Gynaecologists. 

https://www.rcog.org.uk/media/ewgpnmio/gtg_42.pdf 

Note: 
Order not 
important  

Avoid 
fundal 

pressure  

http://www.kemh.health.wa.gov.au/For-health-professionals/Clinical-guidelines/Disclaimer
https://www.rcog.org.uk/media/ewgpnmio/gtg_42.pdf
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Purpose 

Shoulder dystocia is a relatively common event that is difficult to predict; almost half of 

all cases of shoulder dystocia have no antecedent factors. Anticipation and preparation 

are key to successful management.  

Specific manoeuvres should be employed to complete the birth after normal axial 

traction has failed to deliver the body in a vaginal birth. These manoeuvres are 

designed to disimpact the fetal shoulder before further traction is applied. Inappropriate 

downward and/or excessive traction is associated with an increased incidence of fetal 

morbidity, including brachial plexus injuries (BPI).  

This clinical guideline outlines the Women and Newborn Health Service’s requirement 

for the management of Shoulder Dystocia. 

Principles 

• To assist the safe birth of the baby with minimal morbidity to mother or infant.  

• No clinically accurate predictors for SD. Mother should be involved in decision 

making process of mode of birth if risk factors present.  

• Effective execution of manoeuvres remains key. 

• Do not delay between manoeuvrers  

• Consider neonatal volume replacement early if poor response to initial 

resuscitation. 

Antepartum risk factors 

Maternal: 

• Diabetes mellitus1, 2 (pre-existing or gestational) 

• Maternal obesity2 (BMI >301) or excessive weight gain in pregnancy 

• Previous macrosomic baby2 

• Previous shoulder dystocia1, 2  

• Prolonged pregnancy2 (>42 weeks gestation) 

Fetal: 

• Suspected macrosomia >4.5kg1 

• Suspected variation of ≥50mm between AC and HC on ultrasound3 

Intrapartum risk factors 

• Augmentation / induction of labour1 

• Prolonged first and/or second stage1, 2 

• Secondary arrest1 

• Instrumental birth1, 2 

Recognition of shoulder dystocia 

Shoulder dystocia should be immediately suspected should any of the following occur: 

• There is difficulty in birthing the face and chin. 

• The head is born but remains tightly applied to the vulva. 

• The fetal chin retracts into the perineum, known as turtle necking.  

• Fetal head does not restitute. 

• The anterior shoulder does not birth with diagnostic axial traction (pull in the 
direction of the fetal spine).  
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Management 
On recognition of shoulder dystocia, call for help1, 2 and attempt birth manoeuvres. 

CALL FOR HELP – press emergency bell (for inpatient) 

WNHS inpatients: Dial 55 - requesting: 

KEMH: 

• Code Blue - Medical 

• Code Blue - Paediatric 

OPH: 

• Code Blue - Medical 

• Code Blue - Neonatal 

Community Midwifery Program (CMP):  

1. Dial 000 and request a priority 1 

ambulance 

2. Put the phone on speaker and stay on 

the line 

 

Clearly state the problem as ‘shoulder dystocia’ as help arrives 

• Inform Consultant Obstetrician (if not already present). 

• Note the time of the birth of the head. 

• Ask the woman to stop pushing.  

• All traction is to be performed in an axial direction. 

• Prepare the woman for shoulder dystocia manoeuvres by laying her flat and 

removing any pillows from under her back / shoulders. 

• Perform manoeuvres: 

o McRobert’s manoeuvre. 

o Suprapubic pressure to the back of the anterior shoulder – rocking 

motions are to be avoided. 

o Internal manoeuvres – the practitioner’s hand should enter the posterior 

of the woman’s vaginal canal scrunched into the ‘pringle’ manoeuvre: 

▪ deliver the posterior arm; or 

▪ apply internal rotation – practitioner to push on the front of the 

posterior shoulder with an assistant providing suprapubic 

pressure. Diagnostic axial traction can be performed to determine 

success of manoeuvre. 

• The order of manoeuvres is not as important as ensuring they are used 

efficiently and appropriately performed. Move on to the next manoeuvre if 

unsuccessful and avoid persistence in any one manoeuvre. Timing and 

sequence of manoeuvres should be documented by a scribe. 

• Avoid fundal pressure.  

• If all manoeuvres have been attempted without success, the RCOG guideline 

recommends that practitioners go back to the start of the algorithm, bringing the 

woman out of McRobert’s and then going back into McRobert’s position or 

rolling the woman onto all fours. 

• A person should be assigned to documentation, and a staff member also available 

to support and advise the woman and support persons during the event. 
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Documentation 
Contemporaneous documentation on ‘Shoulder Dystocia Delivery Form’ MR276 

(KEMH) / MR72.2 (OPH) or CMP MR 08-B3 noting: 

• Time of birth of the head 

• Direction the head was facing at birth 

• Time help was called for 

• Location of the anterior shoulder at time of the dystocia1 and which arm was 

impacted. This is beneficial in the event of subsequent nerve palsy developing. 

Whether the affected shoulder was anterior or posterior at the time of birth is a 

consideration for BPI; with damage to the posterior shoulder considered unlikely 

to be due to healthcare professional action.1 

• Time of birth of the body 

• Timing and sequence of manoeuvres and practitioner attempting same 

• Maternal assessment of estimated blood loss and perineal status 

• Neonatal condition at birth1 

• Result of umbilical cord blood gases 

• Staff in attendance. 

Postpartum management  

Clinical assessment 

Maternal: 

• Assess blood loss and follow WNHS Obstetrics and Gynaecology Postpartum 

complications (including postpartum haemorrhage and uterine inversion) Clinical 

Practice Guideline. 

• Assess the vagina and cervix for soft tissue damage; repair as required. 

Neonatal – by paediatric team: 

• Cerebral hypoxia  

• Cerebral palsy 

• BPI 

• Fracture clavicle and/ or humerus 

• Alert Neonatal team of risk of hypovolaemia 

Debrief 

• Obstetric and/or midwifery staff should discuss the delivery events with the 
woman and her support persons and document debrief provided. 

• Refer to Psychological Medicine Services as required. 

CMP specific 

• Document the details of the management retrospectively as soon after the birth as 

possible per ‘Documentation’ above. 

• Recommend immediate transfer to the booking maternity hospital or local maternity 

hospital (acuity depending) for obstetric and paediatric review. 

https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-18701
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-18701
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Additional considerations 

Antenatal counselling 

1. An elective caesarean section should be discussed with and offered to women 

with: 

a. pre-existing or gestational diabetes (regardless of treatment) carrying a 

fetus with an estimated fetal weight (EFW) of ≥ 4.5 kg 

b. A fetus of an EFW ≥ 5 kg without diabetes  1 

2. Caesarean section is not routinely advised for a woman’s subsequent pregnancy 

after experiencing a shoulder dystocia. The decision regarding mode of birth 

should be made with the woman and take into consideration factors such as the 

severity of maternal or fetal injury, current suspected fetal size and maternal 

choice.1 

Intrapartum care 

1. Risk factors should be identified and documented in the woman’s progress notes, 

especially where multiple are present and senior clinicians (obstetric and 

midwifery) made aware when the client approaches second stage and when birth 

is imminent2.  

2. Recommend the woman empty her bladder prior to birth.4  

3. Should a shoulder dystocia occur for women labouring in water, the woman must 

be asked to exit the pool immediately before manoeuvres can be performed. 

 

References and resources 

1. Royal College of Obstetricians and Gynaecologists. Guideline No. 42: Shoulder dystocia (2nd 
ed.). 2012 (last updated 2017). Available from: https://www.rcog.org.uk/en/guidelines-research-
services/guidelines/gtg42/ 

2. Paterson‐Brown S, Howell C, editors. Managing obstetric emergencies and trauma: The MOET 
course manual. Revised 3rd ed. Cambridge: Cambridge University Press; 2014. 

3. Endres L, DeFranco E, Conyac T, Adams M, Zhou Y, Magner K, et al. Association of Fetal 
Abdominal–Head Circumference Size Difference With Shoulder Dystocia: A Multicenter Study. 
AJP Rep  [Internet]. 2015;05(02):e099-e104. 

4. Baxley EG, Gobbo RW. Shoulder Dystocia. American Family Physician  [Internet]. 
2004;69(7):1707-14. 

 
 

Related WNHS policies and guidelines (including related forms) 

WNHS Clinical Guidelines 

Obstetrics and Gynaecology Restricted Area Guideline: 

• Postpartum Complications (‘Primary PPH’ and ‘Oxytocic Prophylactic and Therapeutic 

Regimes’ (available to WA Health employees through HealthPoint) 

Forms 

• Shoulder Dystocia Delivery Record MR276 (KEMH ) / MR72.2 ( OPH) 

• Shoulder Dystocia Delivery Record CMP MR 08-B3  

  

https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg42/
https://www.rcog.org.uk/en/guidelines-research-services/guidelines/gtg42/
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-18701
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Version history 

Date Summary 

Prior to Jul 

2021 

Archived- contact OGD Guideline Coordinator for previous versions. Original 

titled as B.5.9.5: ‘Shoulder Dystocia’ 

Jul 2021 • Discourage pushing until shoulder displacement achieved 

• Added OPH code blue calling details 

• State ‘this is shoulder dystocia’ to arriving team 

• Risk factors updated- see list. Have a plan for action: remain alert to the 

possibility of shoulder dystocia. Document risk factors in the notes. 

• The order of manoeuvres is not as important as ensuring each is 

employed efficiently and appropriately. Move on to the next manoeuvre if 

unsuccessful and avoid persistence in any one manoeuvre. Timing and 

sequence of manoeuvres performed should be documented. 

• Considerations added for women with diabetes 

• Management separated into first-line, second line manoeuvres and last 

resort 

• Second line: Individual clinical situations will guide whether to attempt 

internal manoeuvres before or after ‘all-fours’. Rubin and Woods terms 

removed, refers instead to descriptions of internal manoeuvres 

• Last resort- Inform Consultant Obstetrician prior (if not already present); 

added ‘sling’ or posterior axillary traction 

• The neonate should be examined by a Neonatologist / Paediatrician 
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• Documentation- Also note which shoulder was anterior at time of the 

dystocia, maternal blood loss, perineal and vaginal examination 

• Appendix added with example forms 

May 2025 Content review and changes: 

• Guideline escalation advice update: that is - to “press emergency bell” 
added after “Call for help” 

• “Inform Consultant Obstetrician (if not already present)” included to the 
Management section after help is called. 

• Definition of shoulder dystocia separated from Background 

• Key point content deleted: For women with gestational diabetes with a 
normally grown fetus, induction of labour after 38 completed weeks may 
be offered to reduce the incidence of shoulder dystocia. 

• Preference confirmed by the Midwife Educator-DNAMER and Director- 
Post Graduate Medical Education, for WNHS Guideline to refer to the 
Royal College of Obstetricians and Gynaecologists (RCOG) Green-top 
Guideline No. 42 Algorithm for the Management of Shoulder Dystocia.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This document can be made available in alternative formats on request for a person 
with a disability. 
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Copyright to this material is vested in the State of Western Australia unless otherwise 
indicated. Apart from any fair dealing for the purposes of private study, research, 
criticism or review, as permitted under the provisions of the Copyright Act 1968, no part 
may be reproduced or re-used for any purposes whatsoever without written permission 
of the State of Western Australia. 

www.nmhs.health.wa.gov.au 

http://www.nmhs.health.wa.gov.au/


 

Appendix 1 – WNHS Forms: Shoulder Dystocia Delivery Record 

MR276 (KEMH) / MR72.2 (OPH)  

 
 

CMP MR 08-B3 (Community Midwifery Program) 

     


