SHOULDER DYSTOCIA
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Overview: Shoulder dystocia is an obstetrical emergency placing the pregnant woman and fetus at
risk for injury. Shoulder dystocia occurs after the fetal head is delivered and further expulsion is
prevented by impaction of the fetal shoulders anteriorly {pubic rami) or posteriorly (sacral
promontory). Incidenca ranges from one percent to two percent. Most cases of shoulder dystocia
cannot be predicted or prevented because accurate methods for identifying which fetuses will
experience this complication do not exist, and performing a cesarean delivery on all those women
suspected of having a macrosomic fetus is inappropriate

Maternal Complications

A. Patients who experience shoulder dystocia are at increased risk for postpartum hemorrhage

B. Patients who experience shoulder dystocia are at increased risk for soft tissue laceration
(including vaginal and cervical, and 3™ and 4™ degree lacerations)

Fetal Complications

A. Brachial plexus injury has been described in 4-40% of shoulder dystocia cases; however most
resolve without permanent injury

B. Fracture of the humerus
C. Fracture of the clavicle
D. Hypoxic brain damage
E. Neonatal death
Prediction: The ability fo predict shoulder dystocia is poor; hence it is not usually preventable.
Efforts should be made to anticipaie and plan for it based on the presence or combination of
clinical risk factors
A. Risk assessment
1. Historical
a. Previous history of shoulder dystocia is associated with recurrence (1-17%)
b. Previous history of macrosomia
c. History of maternal diabetes
2. Clinical findings
a. Macrosomia: Estimated fetal weight (EFN) >4,000 gm in diabetic pregnancy or 4500 gm
in nondiabetic pregnancy. It should be noted that ultrasound evaluation to determine
macrosomia has limited accuracy, and associated with a 10-15% error margin. To be
90% confident that EFW is at least 4000 gms, the EFW needs to be at east 4600 gms.
Further, while macrosomia is strongly associated with shoulder dystocia, most cases of
shoulder dystocia occur in normal weight infants

b. Maternal obesity (>200 Ibs)

c. Gestational diabetes during this pregnancy. Efforts to look at chest or abdominal to head
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circumference or other fetal biologic parameters via ultrasound have not been supported
d. Post dates pregnancy. Advanced gestation is associated with larger infants
e. Mid-pelvic delivery after second stage of labor lasting more than two hours

Prevention of Shoulder Dystocia: Assessment must be made on a case by case basis. An informed

decision should be made after physician consult with the patient discussing pregnancy and the

delivery options’ risks and benefits

A. Planned cesarean delivery on the basis of suspected macrosomia could reduce the incidence of
shoulder dystocia at considerable cost to the mother and society. A decision analysis model
estimated an additional 2,345 cesareans would be required to prevent one permanent brachial
plexus Injury from shoulder dystocla at a cost of 4.9 million dollars annually, and one maternal
death would result for every 3.2 neonatal injuries prevented

B. The American College Obstetric & Gynecologists (ACOG) has suggested that planned cesarean
delivery may be a reasonable strategy for EFW >4500 gm in diabetics and >5000 gm in
nondiabetics. Others suggest more lenient criteria (4,000-4200 gm and 4500 gm, respectively)

Diagnosis

A. After delivery of the fetal head, there is recoil of the head back against the perineum usually
caused by the Impaction of the anterior shoulder behind the symphysis pubis, instead of
delivery below the pubic symphysis

B. Restitution rarely occurs spontaneously

Management

A. Whenever possible, anticipate occurrence and have an experienced team readily available for
the delivery. The team should include a{n):

1. Anesthesiologist

2. Neonatal resuscitation team member(s)
3. Asecond obstetrician

4, Adequate nursing personnel

B. Consider location for delivery: Labor, delivery, recovery and post partum (LDRP) versus delivery
room with the capability to perform and emergency cesarean delivery

C. Coensider epidural anesthesia during labor for patients with risk factors for shoulder dystocia
D. Ensure emptying of the bladder during the second stage of labor
E. Guidelines for delivery

1. Do not apply fundal pressure

2. Do not apply excessive traction on to the head and neck. These maneuvers only serve to waste
pracious time and to impact the shoulders more firmly in the inlet. Furthermore, they may result
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in uterine rupture or brachial plexus injury

3. There is considerable debate about the benefits of cutting a generous episiotomy or
episioproctotomy. Advocates suggest that this will provide additional space for manipulation

4. Ensure adequate anesthesia. General anesthesia may be required to obtain complete muscle
relaxation

5. The following maneuvers should occur in a sequential fashion;

a. McRoberts Maneuver

Remove the patient's legs from the stirrups and hyperflex her thighs against her
abdomen (knee-chest position) which is felt to increase the size of the posterior
outlet. In one study, this was the only maneuver required in over 40% of cases

i. Exert subrapubic pressure

1. This usually succeeds in bringing the anterior shoulder into and through the pelvis
2. Assistant should ask physician which direction to apply pressure

Delivery of the anterior shoulder (see figure)

1. Place the hand deeply in the vagina in front of or behind the anterior shoulder

2. Rotate the axis of the shoulders into an obligue diameter of the pelvis

3. Attempt delivery of the shoulders

. If delivery of the anterior shoulder is unsuccessful, attempt delivery of the posterior

arm (Woods corkscrew maneuver)
1. The operator's entire hand is inserted along the hollow of the sacrum

2. Reaching within the uterus, and with two fingers applying pressure to the
mid-humerus, sweep the posterior arm across the fetal chest and deliver it

3. Rotate the infant's trunk 180°, if necessary, to accomplish delivery

4, The above maneuvers are associated with increased risk of fracture of the clavicle
and/or humerus (15-25%), as well as neurologic injury {10%)

5. Never apply excessive traction to the fetal head or neck

b. Alternative maneuvers

Gaskins maneuver

1. Fully ambulatory patient without motor blockade can be placed on all fours and
this may relieve dystocia. This is an alternative to the McRoberts maneuver

Deliberate fracture of the clavicle may facilitate delivery by diminishing the rigidity
and size of the shoulder girdle
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iii. Zavanelli maneuver

1. If restitution (external rotation) has occurred following expulsion of the head, the
head is first manually returned to its pre-restitution position, full extension in a
direct occipito-anterior position. The head is then manually flexed, recapitulating In
reverse the birth of the head by extension. Upward pressure on the flexed fetal
head is applied to force it into the vagina. A cesarean delivery is then emergently
performed. This has been described with various success, albeit with significant
maternal morbidity and neonatal morbidity and mortality

iv. Symphysiotomy

1. This procedure Is limited primarily to remote countries as an alternative to
cesarean delivery. It should be petrformed by someone experienced with the
procedure. Care should be taken to provide lateral support for the maternal legs,
sharp dissection of the symphysis, and protection and displacement of the urethra
with an indwelling catheter to prevent injury

F. Quality improvement efforts and patient safety
1. Efforts should be made to provide a mechanism for simulation drills so all team members
cah practice the maneuvers, and learn to go through them in a standardized, systematic
way

2. Documentation should be clear, legible and described maneuvers performed in the order in
which they were conducted
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Insert hand anteriorly,
and attempt to rotate
anterior shoulder down

Insert hand
posteriorly, and
attempt to rotate
posterior shoulder up
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