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DEFINITION

e FOLLOWING DELIVERY OF THE FETAL HEAD, ADDITIONAL OBSTETRIC MANEUVERS BEYOND
GENTLE TRACTION ARE NEEDED TO EFFECT DELIVERY OF THE FETAL SHOULDERS






AP Orientation (Abnormal) . Oblique Orientation (Normal)




POTENTIAL FOR INJURY

C5-6 NERVE INNERVATION

median and
he ulnar |8

f right brachial plexus




PREVALENCE

e 0.2 10 3.0 PERCENT OF BIRTHS

®* VARIATION DUE TO DIFFERENCES IN THE PREVALENCE OF MACROSOMIA AND
DIABETES

* SUBJECTIVE NATURE OF THE DIAGNOSIS



PREDISPOSING FACTORS: ANTEPARTUM

HIGH BIRTH WEIGHT

DIABETES MELLITUS

PREVIOUS SHOULDER DYSTOCIA - RECURRENCE RISK IS 1 - 25 %

POST TERM PREGNANCY

MALE FETAL SEX - (55 - 68% VERSUS 51% FEMALE)

OBESITY AND EXCESSIVE GESTATIONAL WEIGHT GAIN

MATERNAL DEMOGRAPHICS - ADVANCED MATERNAL AGE, PARITY, AFRICAN AMERICAN



PREDISPOSING FACTORS: INTRAPARTUM

e ABNORMAL PROGRESS OF LABOR — PRECIPITOUS AND PROLONGED 2ND
STAGE

* ASSISTED VAGINAL BIRTH

* COMBINATION OF BIRTH WEIGHT >4000 G, PROLONGED SECOND STAGE, AND
MIDPELVIC ASSISTED VAGINAL BIRTH WAS ASSOCIATED WITH A 2 1% INCIDENCE

Benedetti TJ, Gabbe SG, Obstet Gynecol. 1978;52(5).526



PREDICTION

SHOULDER DYSTOCIA CANNOT BE ACCURATELY PREDICTED

PREDICTIVE VALUE OF ANY ONE OR COMBINATION OF RISK FACTORS IS LESS THAN 10%

o AT LEAST 50 PERCENT OF CASES HAVE NO IDENTIFIABLE RISK FACTORS

e BE PREPARED!! Be
Prepared




BIVNCIN[ONN

SUBJECTIVE

FETAL HEAD RETRACTS (TURTLE SIGN)

GENTLE DOWNWARD TRACTION FAILS TO ACCOMPLISH DELIVERY OF THE ANTERIOR
SHOULDER

* HEAD-TO-BODY DELIVERY INTERVAL >60 SECONDS



MANAGEMENT

e SHOULDER DYSTOCIA IS

AN OBSTETRIC EMERGENCY!!




MANAGEMENT GOALS

e SAFELY EFFECT DELIVERY BEFORE
AND CORTICAL INJURY

e CONCERNS:
* UMBILICAL CORD COMPRESSION

* LIMITED INSPIRATION




MANAGEMENT GOALS

* [N GENERAL, MORE THAN 4 -5 MINUTES TO DELIVER INCREASES THE RISK OF ASPHYXIAL
INJURY

e UMBILICAL ARTERY PH cAN FALL 0.01 AND 0.04 PH UNITS PER MINUTE

e BUT, POOR CORRELATION BETWEEN THE HEAD-TO-BODY DELIVERY INTERVAL AND PH,
PCQO2, BASE DEFICIT, NEONATAL ENCEPHALOPATHY, OR DEATH



PREPARATIONS

TIME OF DIAGNOSIS IS DOCUMENTED. TAKE A DEEP BREATH!
VERBALLY NOTE EVERY 60-SECONDS OF ELAPSED TIME
PATIENT IS TOLD NOT TO PUSH

GeT HELP!  NURSING, ANESTHESIA, OBSTETRIC, PEDIATRIC
A TIGHT NUCHAL CORD, IF PRESENT, IS REDUCED OVER THE FETAL HEAD. DO NOT curt!

AVOID FUNDAL PRESSURE, FORCEFUL DOWNWARD TRACTION, EXCESSIVE TRACTION ON
THE HEAD AND NECK

EMPTY BLADDER, CONSIDER EPISIOTOMY OR EPISIOPROCTOTOMY




INITIAL GROUP OF MANEUVERS

MCROBERTS MANEUVER WITH SUPRAPUBIC PRESSURE

DELIVER THE POSTERIOR ARM

AXILLARY TRACTION TO DELIVER THE POSTERIOR SHOULDER

WoOODS SCREW MANEUVER

RUBIN MANEUVER



MCROBERTS MANEUVER WITH SUPRAPUBIC PRESSURE




DELIVER THE POSTERIOR ARM

13-cm bisacromial diameter

11-cm axillo-acromial diameter



AXILLARY TRACTION TO DELIVER THE POSTERIOR SHOULDER

Helpful if not possible to reach the elbow or forearm
of the posterior arm



WOODS SCREW MANEUVER

Push on the clavicle of the posterior arm and
rotate the fetus 180 degrees in a
counterclockwise direction




RUBIN MANEUVER

Place a hand behind the posterior fetal shoulder
and rotate anteriorly (tfoward the fetal face)

Rubin and Woods procedures
can be combined so that one
shoulder is being pushed from
the back and the other
shoulder is being pushed from
the front



OTHER MANEUVERS

e (GASKIN ALL-FOURS MANEUVER
* FRACTURE THE CLAVICLE

e /AVANELLI-O'LEARY MANEUVER
e ABDOMINAL RESCUE

e SYMPHYSIOTOMY



GASKIN ALL-FOURS MANEUVER

[A] Ati-fours position Position increases the space in the hollow of the
sacrum and takes advantage of gravity, which
together facilitate delivery by gentle downward
traction on the posterior shoulder




FRACTURE THE CLAVICLE

The operator uses their fingers to pull the anterior
clavicle outward until it breaks.

Risks injury to underlying vascular and pulmonary
sfructures




LAVANELLI-O'LEARY MANEUVER

Administer terbutaline (0.25 mg
subcutaneously) or another
uterine relaxant

Rotate the head back to an occiput anterior position
(reversal of restitution)

Flex the head from its extended position and push it
as far cephalad as possible



ABDOMINAL RESCUE, SYMPRYSIOTOMY




YAARI EXTRACTOR




DOCUMENTATION

e ESTIMATED FETAL WEIGHT (CLINICAL OR ULTRASOUND) ON THE ADMISSION H&P

* TIME THE DIAGNOSIS OF SHOULDER DYSTOCIA WAS MADE, HOW THE DIAGNOSIS WAS MADE, AND THE
POSITION OF THE HEAD SHOULD BE DESCRIBED

* EACH OF THE STEPS TAKEN, THEIR ORDER, AND THE RESULTS, SHOULD BE DESCRIBED. THE ELAPSED TIME
SHOULD BE RECORDED AS ACCURATELY AS POSSIBLE

e UMBILICAL CORD GASES (ARTERIAL AND VENOUS) SHOULD BE OBTAINED IN ALL CASES
* TIME PEDIATRICIAN AND ANESTHESIOLOGIST CALLED TO DELIVERY SHOULD BE NOTED

* ALL SIGNIFICANT PERSONNEL INVOLVED SHOULD WRITE THEIR OWN NOTES



COMPLICATIONS

 TRANSIENT BRACHIAL PLEXUS PALSY (3.0 10 16.8 %)

CLAVICULAR FRACTURE (1.7 10 9.5 %)

Humerus FRACTURE (0.1 10 4.2 %)

PERMANENT BRACHIAL PLEXUS PALSY (0.5 10 1.6 %)

HYPOXIC-ISCHEMIC ENCEPHALOPATHY (0.3 %)
DeatH (O 10 0.35 %)



SIMULATION TRAINING

Recommended by the US Joint Commission



