
Shoulder Dystocia



RCOG Green-top Guideline No. 42 2 of 18 © Royal College of Obstetricians and Gynaecologists

Shoulder Dystocia

This is the second edition of this guideline. The first edition was published in 2005 under the same title.

1. Background

Shoulder dystocia is defined as a vaginal cephalic delivery that requires additional obstetric manoeuvres to

deliver the fetus after the head has delivered and gentle traction has failed.1 An objective diagnosis of a

prolongation of head-to-body delivery time of more than 60 seconds has also been proposed2,3 but these data

are not routinely collected. Shoulder dystocia occurs when either the anterior, or less commonly the posterior,

fetal shoulder impacts on the maternal symphysis, or sacral promontory, respectively.

There is a wide variation in the reported incidence of shoulder dystocia.4 Studies involving the

largest number of vaginal deliveries (34 800 to 267 228) report incidences between 0.58% and

0.70%.5–10

There can be significant perinatal morbidity and mortality associated with the condition, even

when it is managed appropriately.7 Maternal morbidity is increased, particularly the incidence of
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2. Purpose and scope

The purpose of this guideline is to review the current evidence regarding the possible prediction, prevention

and management of shoulder dystocia; it does not cover primary prevention of fetal macrosomia associated

with gestational diabetes mellitus. The guideline provides guidance for skills training for the management of

shoulder dystocia, but the practical manoeuvres are not described in detail. These can be found in standard

textbooks and course manuals such as PROMPT (PRactical Obstetric Multi-Professional Training),28 ALSO

(Advanced Life Support in Obstetrics),108 MOET (Managing Obstetric Emergencies and Trauma)61 and others.

3. Identification and assessment of evidence







Routine traction is defined as ‘that traction required for delivery of the shoulders in a normal vaginal delivery

where there is no difficulty with the shoulders’.47 Axial traction is traction in line with the fetal spine i.e.

without lateral deviation. 

Evidence from cadaver studies suggests that lateral and downward traction, and rapidly applied

traction,48 are more likely to cause nerve avulsion. In a Swedish series, downward traction on the

fetal head was strongly associated with obstetric BPI, and had been employed in all cases of residual





Internal rotational manoeuvres
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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

reviews of randomised controlled trials

or randomised controlled trials with a

very low risk of bias

1+ Well-conducted meta-analyses, systematic

reviews of randomised controlled trials

or randomised controlled trials with a

low risk of bias

1– Meta-analyses, systematic reviews of

randomised controlled trials or

randomised controlled trials with a high

risk of bias

2++ High-quality systematic reviews of

case–control or cohort studies or high-

quality case–control or cohort studies

with a very low risk of confounding, bias

or chance and a high probability that the

relationship is causal

2+ Well-conducted case–control or cohort

studies with a low risk of confounding,

bias or chance and a moderate

probability that the relationship is causal

2- Case–control or cohort studies with a

high risk of confounding, bias or chance

and a significant risk that the

relationship is not causal

3 Non-analytical studies, e.g. case reports,

case series

4 Expert opinion
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APPENDIX 4

Clinical guidelines are ‘systematically developed statements which assist clinicians and women in making

decisions about appropriate treatment for specific conditions’. Each guideline is systematically developed

using a standardised methodology. Exact details of this process can be found in Clinical Governance

Advice No.1: Development of RCOG Green-top Guidelines (available on the RCOG website at

http://www.rcog.org.uk/guidelines). These recommendations are not intended to dictate an exclusive

course of management or treatment. They must be evaluated with reference to individual patient needs,

resources and limitations unique to the institution and variations in local populations. It is hoped that this

process of local ownership will help to incorporate these guidelines into routine practice. Attention is

drawn to areas of clinical uncertainty where further research might be indicated.

The evidence used in this guideline was graded using the scheme below and the recommendations

formulated in a similar fashion with a standardised grading scheme.




