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ABSTRACT
Introduction: Shoulder dystocia is a  complication of vaginal delivery  caused 
by a difficulty in delivering the fetal shoulders. It can be triggered in an unpredictable 
and unplanned manner, so it should be considered as a potential risk for every vaginal 
birth. Most of the recommendations on shoulder dystocia resolution maneuvers are 
made from the lithotomy position and without considering the intrinsic movements 
of the pelvis during labor. Objectives: To analyze the maneuvers for resolving 
shoulder dystocia based on knowledge of the biomechanics of the pelvis and its 
relationship with the fetal shoulders, considering the different birthing positions. 
Methods: Non-systematized bibliographic review. Results: In the case of anterior 
shoulder dystocia, the McRoberts maneuver with suprapubic pressure followed 
by extraction of the posterior arm could be recommended for a birthing woman in 
lithotomy position. If the birthing woman is in an upright position, it is suggested to 
move to the four-support position and an original variant resulting from the analysis 
of the biomechanics of the pelvis called ‘four-lying in asymmetry’. These maneuvers 
are non-invasive techniques, require minimal training and resources, and can be 
performed from any childbirth position. Conclusions: The resolution of shoulder 
dystocia does not have a single algorithm; it will depend on the type of dystocia, the 
position of the birthing woman, the context, and the greater or lesser ability of one 
maneuver over another. Gaskin maneuver and four supports in asymmetry should 
be considered before performing internal maneuvers for the resolution of shoulder 
dystocia.
Key words: Shoulder dystocia, Labor, Biomechanical phenomena, Patient positioning, 
Interdisciplinary communication

RESUMEN
Introducción. La distocia de hombros es una complicación del parto vaginal que se 
produce por dificultad en el parto de los hombros fetales. Puede desencadenarse 
en forma impredecible e imprevista, por lo que debería ser considerada como 
riesgo potencial de todo nacimiento. La mayoría de las recomendaciones sobre 
las maniobras de resolución de distocia de hombros lo hacen desde la posición 
de litotomía y sin considerar los movimientos intrínsecos de la pelvis durante el 
parto. Objetivos. Analizar las maniobras de resolución de distocia de hombros a 
partir del conocimiento de la biomecánica de la pelvis y su relación con los hombros 
fetales, teniendo en cuenta las diferentes posiciones de parto. Métodos. Revisión 
bibliográfica no sistematizada. Resultados. Ante la distocia del hombro anterior, si la 
gestante se encuentra en litotomía podría recomendarse la maniobra de McRoberts 
con presión suprapúbica seguida de la extracción del brazo posterior. Si la gestante 
se encuentra en posición vertical, se sugiere pasar a posición de cuatro apoyos y 
una variante original resultado del análisis de los movimientos de la pelvis llamada 
‘cuatro apoyos en asimetría’. Esta puede ser realizada desde cualquier posición, no 
es invasiva y requiere un mínimo de entrenamiento. Conclusiones. La resolución de 
distocia de hombros no posee un único algoritmo; dependerá del tipo de distocia, la 
posición de la gestante, el contexto y la mayor o menor habilidad de una maniobra 
sobre otra. La postura de Gaskin y cuatro apoyos en asimetría debería ser tenida 
en cuenta antes de realizar maniobras internas para la resolución de la distocia de 
hombros.
Palabras clave. Distocia de hombros, Parto, Fenómenos biomecánicos, 
Posicionamiento del paciente, Comunicación interdisciplinaria
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IntroductIon

Shoulder dystocia is a complication of vaginal 
delivery. The diagnosis is established when a dif-
ficulty in delivery of the fetal shoulders is iden-
tified after gentle head traction or by a delay of 
more than 60 seconds between the delivery of 
the head and the rest of the body(1). When this 
happens, the attendant must perform addition-
al obstetric maneuvers for a successful birth.

It is only possible to identify a high risk of 
shoulder dystocia in the case of estimated fe-
tal weight greater than 5,000 g in non-diabetic 
pregnant women or greater than 4,500 g in di-
abetic pregnant women and a history of severe 
shoulder dystocia with brachial plexus palsy(2). 
Beyond that, it is an unpredictable complication 
and there are cases in which even with appro-
priate resolution maneuvers it is impossible to 
avoid injury(3). For that reason and because of its 
constant incidence rate over time, it should be 
considered and reported as an acceptable risk 
during delivery(4).

Shoulder dystocia is not considered per se an 
‘obstetric failure’ but when maternal or fetal in-
jury is caused. This forces the training of health-
care professionals to focus on the prevention 
of these harms. Maternal complications are re-
lated to postpartum hemorrhage or soft tissue 
injuries. Neonatal complications are related to 
brachial plexus injuries, bone fractures, hypox-
ic ischemic encephalopathy and, in exceptional 
cases, neonatal death(5,6). 

Most academic publications describe the maneu-
vers for resolving shoulder dystocia with the pa-
tient lying on her back, without considering other 
childbirth positions different from lithotomy(7).

This work postulates that, based on the knowl-
edge of both pelvic mobility and shoulder dys-
tocia physiopathology, health professionals and 
the pregnant woman could find strategies for its 
resolution regardless of the delivery position. 
For this purpose, reflective theoretical research 
with a hermeneutic approach was conducted 
as a result of a non-systematized bibliograph-
ic review. First, the biomechanics of the pelvis, 
physiology and physiopathology of shoulder 
delivery are analyzed. Secondly, we present, as 
a practical guide, a series of maneuvers for the 
resolution of this dystocia according to the de-

livery position. A novel variant called 'all fours in 
asymmetry' is introduced.

development

The pelvic canal and shoulders

The descent of the shoulders during labor may 
be jeopardized either when entering the pelvis 
or on the way through the pelvic canal. This can 
be due -among many causes- as a result of fe-
to-pelvic disproportion or a precipitous delivery. 
Understanding dystocia resolution maneuvers 
implies understanding the biomechanics of the 
pelvis and the required time for shoulder deliv-
ery. 

The pelvis: its shape and intrinsic movements

The fetus must go through a non-linear path in 
the pelvic canal. It has a 90-degree angle curved 
shape between the pelvic inlet and outlet levels. 
In addition, these planes present different ori-
entations and diameters that are delimited by 
the bony ridges and pelvic muscle-aponeurotic 
structures. This forces the fetus go through a 
curved path but also rotate along the descent in 
a movement similar to a ¼ - ¾ turn screw(8,9).

Schematically, the birth canal can be analyzed 
as an upper area or pelvic inlet, a middle area or 
midpelvis, and a lower area or pelvic outlet. These 
areas are more usually called estrechos (narrow, 
strait, in Spanish). We suggest revising this term 
since it refers to something narrow, straitened, 
tight, or rigid. Considering language performativ-
ity by which linguistic practices create real facts, 
we propose to reflect on the negative impact of 
this word to refer to the maternal pelvis(10).

In the upright or standing position, the pelvic 
inlet or upper area is rounded, forward and up-
ward-oriented, and the longest diameters are 
obliquus. It has an osteoarticular structure with 
three mobile articulations: the pubic symphysis 
and the two sacroiliac joints(11,12). 

The midpelvis has a similar but less bended ori-
entation; on either side, sciatic spines are back-
ward, inward, and upward-oriented. This middle 
area houses the deep perineal muscles or leva-
tor ani. The anteroposterior diameter is longer 
because the most concave part of the sacrum is 
behind this area(13-16).
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The pelvic outlet or lower space has a rhomboi-
dal shape that is susceptible to being divided 
into an anterior (urogenital) triangle that faces 
forward and downward and a posterior (ano-
rectal) triangle that is backward and downward 
oriented. This space houses the superficial and 
mid-perineal muscles. Functionally, the antero-
posterior diameter predominates due to both 
the shift of the sacrum that swings forward as 
the fetal head pushes (among other forces) and 
the retropulsion of the coccyx that is moved 
backward during the expulsion period(17,18).  

When the birthing woman is in lithotomy po-
sition, the upper area is oriented upward and 
backward, the anterior triangle of the lower area 
is oriented upward and forward, and the poste-
rior triangle remains downward and forward. 
When the birthing woman is in all fours position, 
these areas are reoriented in the opposite direc-
tion of the lithotomy position (Figure 1). 

Contraction force vector makes the fetus travel 
through the birth canal while adjusting to the var-
ious pelvic spaces and shapes with passive move-
ments. However, it is not a passive movement 
along a static canal. This canal can undergo mod-
ifications in its diameter, transform, adjust, and 
become available for the fetal mobile with the aid 
of the movements made by the birthing woman(11). 

The range of movement is broadened by the soft-
ening and flexibilization of sacroiliac joints and the 
pubic symphysis during gestation(17,19,20). This is 
caused by hormones such as estrogens and relax-
in, possibly as an adaptive evolutionary response 
to the growth of the fetal cranium over time(16,21,22).

Bone shifts caused by sacroiliac joints and the 
pubis are known as intrinsic movements and re-
sult from the changes in the position of legs and 
vertebral spine(11,23).

The sacroiliac articulation enables micromove-
ments in the sagittal, frontal, and transverse 
planes(23). According to Calais-Germain and Vives 
Parés (2009), movements in the sagittal plane are 
called nutation and counternutation. Sacral nuta-
tion occurs when the bone is shifted forward: the 
promontory moves closer to the pubic symphysis 
and the coccyx moves away from it. At the same 
time, the iliac bones can do an opposed move-
ment called iliac nutation: the anterior superior 
iliac spines (ASIS) move backward and upward, 
and the ischiatic tuberosities move forward. This 
usually occurs in the expulsion period to broaden 
the middle and lower areas of the pelvis(11,18,24).

Sacral contranutation occurs when the sacrum 
swings backward: the promontory moves away 
from the pubic symphysis, thus broadening the 
pelvic inlet in the sagittal plane(25). Iliac bones 
can produce the opposite movement called iliac 
counteranutation: the ASIS move forward and 
downward, and the ischiatic tuberosities move 
backward. This usually occurs in the accommo-
dation phase of the presentation when entering 
the upper space(11,18,24) (Figure 2).

Combined movements in the frontal and trans-
verse plane are called iliac supination and prona-
tion. During iliac supination, the ASIS are shifted 
outward (and slightly forward) and ischia move 
inward (and slightly backward). This movement 
is produced by the external flexion and rotation 

Figure 1. Pelvic sPaces in vertical Position (a), standing (B) and all Fours (c): 1 (light Blue): edge or uPPer area, 2 (yellow): middle area, 3 
(Blue): anterior triangle oFthe lower area, 4 (red): Posterior triangle oFthe lower area, 5: Pelvic curve. ©núria vives Parés
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of muscles in the coxofemoral joint and broad-
ens the lateral diameter of the upper pelvic area. 
During pronation, the ASIS are shifted inward 
and backward; sciatic spines move outward (and 
slightly forward) and the ischia move further 
outward and forward. This movement is caused 
by the flexion and rotation of the muscles in the 
coxofemoral joint and broadens the lateral di-
ameter of the middle and lower pelvic spaces(11) 
(Figures 3 and 4).

Shoulders path through the birth canal 

It is necessary to know the shoulders path 
through the birth canal to understand their 
dystocia. The adjustment of shoulders to the 

pelvic inlet coincides with the intrapelvic rota-
tion of the fetal head. The latter makes a rota-
tion from higher or lower amplitude -according 
to the childbirth position- to take a symmetrical 
position to the pelvis. That movement is made 
in a sagittal direction, usually in occipito-pubic 
position(26). 

Shoulders must follow the head movement, thus 
making their first rotation: from the sagittal or 
anteroposterior position to the transverse or 
obliquus position. If the back is on the left, the an-
terior or right shoulder is related to the right pec-
tineal line and the posterior or left shoulder is re-
lated to the left innominate line(9). The latter must 
enter the pelvis first since it is the most distant 

Figure 3. movements in the Frontal/transverse Plane. a: iliac suPination (toPview oFthe Pelvis). B: iliac suPination (Bottom view oFthe Pelvis). 
the asisare moved outward and ischia move inward. ©nuria vives Parés

Figure 2. Pelvic movements in the sagittal Plane. in red: iliac movements. in Blue, sacrum movements: a: nutation movements, sn: sacral 
nutation (the Promontory moves closer to the PuBic symPhysis), in: iliac nutation (asismove Backward) B: counternutation movements, sc: 
sacral counternutation (the Promontory moves away From the PuBic symPhysis), ic: iliac counternutation (asismove Forward). ©nuria vives
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from the outlet and the most subjected to trac-
tion. In this way, they will descend until passing the 
ischiatic tuberosities. There, they will have to make 
a second rotation to return to the anteroposterior 
direction, resulting -in most cases- in an asymmet-
rical arrangement: one of the shoulders is overele-
vated and the other one is descended(27).

The second shoulder rotation is produced by a 
mechanism that differs from the first one (in-
ternal cephalic). This would be a consequence 
of the internal rotation of the fetal chest (rib 
cage), which must pass the most curved part of 
the birth canal. For that, it finds more flexibility 
in the lateral bending and rotation movement 
rather than in the dorsal flexion movement. This 
rotation drives shoulders to the sagittal plane 
and enables the external cephalic restitution(27). 
Once this is achieved, the anterior shoulder is 
seen to act as a pivot on the pubis to let the pos-
terior shoulder finish its path through the sacral 
curve and come out first(26).

shoulder dysTocia

The delivery of shoulders through the birth 
canal usually presents no difficulties. Even in 
macrosomic fetuses, the passing of shoulders 
through the lesser pelvis can occur in a gradual 
and sequential way without being stuck(28). Ac-
cording to the previous description, from high-
er to lower severity, the clinical features could 
include: 

1. Bilateral dystocia in which both shoulders are 
stuck above the upper pelvic space. 

2. Unilateral dystocia where the posterior shoul-
der has entered the pelvis, but the anterior 
shoulder is trapped above the superior areas, 
over the pectineal line or the pubic symphysis 
(the most frequent situation)(5). 

3. Difficulty in the second shoulder rotation.

If the fetal head emerges in the sagittal plane, 
the shoulders are rarely stuck in the same 
plane.  They will be probably stuck in the 
obliquus plane. In case the fetal back is on left, 
the posterior shoulder will be on the left sacro-
iliac joint, between the sacral aileron and the 
innominate line; and the anterior shoulder will 
impact at the right pectineus line level near the 
pubic symphysis.

The birth attendant can notice the following 
signs: the face and chin cannot be identified 
after the head is out, the head remains firmly 
adhered to the vulva or it even retracts (turtle 
sign), the external cephalic version is not ob-
served and shoulders do not come out(29).

Once these signs are identified, the birthing 
woman and her relative or person of trust should 
be explained in a clear and plain way that there 
is a condition of shoulder dystocia. The patient 
must be asked to stop pushing since it would 
cause the shoulder to impact more strongly. The 
outcome would be the same if trying to solve the 
situation by using traction(30,31). This also applies 
to the temptation to use the fingers to remove or 
sweep the baby’s chin that do not detach from 
the perineum. Direct manipulations on the head 
and neck are directly correlated with peripartum 
injuries(32).

Figure 4. all Fours in asymmetry Position: the Flexed leg (the oPPo-
site to the Fetal Back) causes the iliac nutation. the knee is turned 
inward (Blue arrow) and the heel is turned outward (red arrow) to 
add the iliac Pronation. the asymmetry Produced By this movement 
when Broadening the middle and lower areas oF the Pelvis is shown 
with a green arrow. ©núria vives.
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resoluTion proTocol 

For any of the birthing positions, a series of com-
mon steps are recommended. Saying ‘shoulder 
dystocia’ aloud is suggested. Afterwards, we 
propose considering HELPER mnemotechnic 
(Help, Evaluate for episiotomy, Legs, Pressure, 
Enter maneuvers, Roll the birthing woman to her 
hands and knees). In spite of some debates over 
the order of the letters in the acronym, we hold 
that the wide acquaintance of the term ‘help’ 
that even Spanish speakers have contribute to a 
positive cognitive effect. 

As regards the first letter of the acronym, H 
(help), birth attendants must call for help. They 
will request the presence of the following: a phy-
sician specialized in obstetrics, bachelor of ob-
stetrics, anesthesiologist, pediatrician, nurse, 
and someone to record the events that occur 
from the shoulder dystocia diagnosis to its res-
olution. The record must include: time elapsed 
from diagnosis to shoulder delivery; chronolog-
ical order and duration for each performed ma-
neuver; the list of professionals that took part 
in the childbirth; health status of the baby at 
birth; and the report provided to parents and 
relatives(29).

The second letter of the acronym is E (evalua-
tion). The birth attendant must evaluate three 
aspects. The first one is related to the diagnosis 
of the type of dystocia.

Bilateral dystocia can derive from the lack of 
rotation and descent of the fetal head which is 
tried to be solved by using instrumental maneu-
vers or fundal pressure (Kristeller maneuver). 
Maneuvers such as Jacquemier-Barnum or Re-
verse Wood’s screw (as we will explain below) 
on the posterior shoulder or arm are recom-
mended; and even a cesarean section could be 
required as a rescue measure although it implies 
a reintroduction of the fetal head, which is asso-
ciated to a high mortality risk(2,28,33). 

If the anterior shoulder is the affected one, the 
posterior shoulder will be in the pelvic cavity. In 
this case, we suggest performing maneuvers in 
the corresponding order depending on whether 
it is a vertical or lithotomy position. 

If the difficulty arises in the second rotation of 
shoulders, we suggest making the patient roll to 

all fours, find asymmetric positions and perform 
maneuvers to extract the posterior arm (see res-
olution in vertical position)(34,35).

The second aspect refers to the evaluation of 
the fetal back. It is useful to know that it will be 
on the opposite side to where the fetus is facing. 
The birth attendant must be there to apply su-
prapubic pressure and determine the direction 
of each maneuver. The third aspect suggests 
considering an episiotomy, since internal ma-
neuvers could be needed and thus more space 
would be required.

paTienT in liThoTomy posiTion

For lithotomy position, we suggest continuing 
with the third letter of HELP: L (legs). Two birth 
attendants –one at each side of the birthing 
woman– take each leg to her abdomen to pro-
duce a hyperflexion. It is the well-known McRob-
erts maneuver(36). This maneuver causes a 1 or 
2-cm shift of the pubic symphysis that enables 
the birth attendants to slide hands on the fetal 
shoulder(37).

Hip flexion higher than 90 grades together with 
the external force made on knees and thighs 
causes the nutation of iliac bones. That nuta-
tion, on the one hand, takes the upper ridge of 
the pubic symphysis upward and backward, and 
on the other hand, flattens the lumbar curve(37). 
This broadens the anteroposterior diameter of 
the middle and lower areas of the pelvis and al-
lows the posterior fetal shoulder to descend and 
be placed in the sacral curve(11,14,38).

The fourth letter of the acronym is P (suprapubic 
Pressure). The birth attendant that is standing at 
the side of the fetal back performs the external 
suprapubic pressure or Rubin I maneuver. The 
birth attendant must place hands as for cardio-
pulmonary reanimation (CPR) and apply pres-
sure on the posterior part of the anterior shoul-
der sideward and downward. Pressure can be 
constant or making a swinging movement simi-
lar to that for cardiac massages. That movement 
is intended to settle the fetal shoulder, reduce 
the biacromial diameter and slide the anterior 
shoulder by a rotation movement under the pu-
bic symphysis(39).

Reports of success of these maneuvers are be-
tween 25-40%(40,41). It must be taken into account 
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that insisting on them could cause an increased 
traction and expose the baby to a higher risk of 
brachial plexus injury and clavicle fracture(40,42).

The fifth letter of the acronym is E (internal ma-
neuvers). Four maneuvers are described here: 
Rubin II, Woods maneuver, reverse Woods ma-
neuver, and posterior arm extraction. It is worth 
recalling that the direction of maneuvers de-
pends on the side of the fetal back.

1. Rubin II: The right hand should be introduced 
into the vagina (in 5 o’clock position if the fetal 
back is on the left or the fetal head is facing to 
the right side) and pressure should be applied 
counterclockwise on the posterior side of the 
anterior shoulder, while the birth attendant 
exerts suprapubic pressure. This maneuver 
is intended to reduce the biacromial diame-
ter(43).

2. Woods screw: If starting from the previous 
maneuver, the position of the right hand 
should remain the same and then the left 
hand’s fingers should be introduced into the 
vagina (in 7 o’clock position if the fetal back is 
on the left or on the same side to which the fe-
tal head is facing) to apply pressure counter-
clockwise on the anterior side of the posterior 
shoulder. Both hands must apply pressure 
counterclockwise simultaneously. A birth at-
tendant can also apply external suprapubic 
pressure(31).

Reverse Woods screw: If starting from the pre-
vious maneuver, the left hand should be with-
drawn from inside the vagina. The right hand 
should remain in the vagina and fingers should 
slide downward from the posterior side of the 
anterior shoulder to exert pressure clockwise. 
External suprapubic pressure is not recom-
mended(32).

3. Posterior arm extraction or Jacquemier-Bar-
num's maneuver: A hand should be intro-
duced towards the space created by the 
sacral curve to find the posterior arm of the 
fetus. Then, pressure should be exerted on 
the antecubital fossa to flex the elbow, take 
the forearm, and move it across the chest and 
face to extract the posterior arm(39).

The original mnemotechnic developed by the 
American Academy of Family Physicians (AAFP) 

adds a second R to the acronym HELPER (HELP-
ERR)(32). That R stands for ‘Remove the posterior 
arm’ or posterior arm extraction. For practical 
purposes, it was considered among the internal 
maneuvers to resolve shoulder dystocia. Howev-
er, evidence suggests that it should be the first of 
the internal maneuvers that can be selected(6,33). 
Several studies make this recommendation since 
it is associated to a lower rate of complications. 
This maneuver reduces the traction on the stuck 
shoulder and, thus, it has a protective effect on 
the brachial plexus elongation(6,40,44,45).

The sixth letter of the acronym is R for ‘roll’.  It is 
suggested to move the patient to Gaskin or all 
fours position. She will be asked to roll, helping 
her to find four support points on her hands and 
knees. The shoulder is usually unstuck due to 
the movement caused by the shift from supine 
position to all fours position(46). This can be done 
on the floor or on the stretcher if it is wide and 
safe enough (the recommended maneuvers for 
vertical delivery will be explained in detail).

Each maneuver must be accomplished in 30 to 
60 seconds at the most. If it is not effective in 
that period of time, the health professional must 
continue with the following maneuver(39). Ac-
cording to the clinical situation, the health pro-
fessional can alter the sequence of maneuvers. 
The report by Hoffman et al. (2011) on 2,018 cas-
es of shoulder dystocia described an average 
head-to-body delivery interval of 10,7 minutes 
(3-20-minute range) for those newborns that 
presented hypoxic-ischemic encephalopathy 
(n=6), and also an average of more than 5 re-
quired maneuvers. Other studies suggest that 
this risk increases after 5 minutes from diagno-
sis(5,6,47).

paTienT in verTical posiTion

For the patient in vertical position, it is recom-
mended to start with the Gaskin maneuver or all 
fours position. 

The pelvis is supported just by the hips, in par-
ticular by the femoral head (coxofemoral joint). 
Its three bones, the sacrum and the two iliac 
crests, are free to move(48). This freedom some-
how enables a dialogue between the fetal mo-
bile and the pelvic canal that becomes available 
and adaptable to the baby’s needs on the way 
through the birth canal(14,49). The extra benefit is 
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the gravity force that makes the fetus go down-
ward and towards the ischiopubic rami. This al-
lows the posterior shoulder to slide along the 
sacral curve and creates more space to perform 
maneuvers. It could be especially useful in cases 
of bilateral dystocia before trying to reach the 
posterior shoulder or arm(8,11,34,42,50). 

Just switching to all fours position will proba-
bly resolve most cases of dystocia(50). In case 
this does not occur, a novel maneuver called ‘all 
fours in asymmetry’ is here suggested before re-
sorting to internal maneuvers. 

‘All fours in asymmetry’ maneuver derives from 
the analysis of the Flip-FLOP technique created 
by the midwife Gail Tully(51,52). Starting from all 
fours position, the birthing woman is asked to 
move the leg corresponding to the side of the fe-
tal back: she is told to flex her hip, raise her knee, 
and place her foot on the floor. However, when 
considering the pelvis biomechanics and physi-
opathology of dystocia, the flexed leg should be 
the opposite leg to the fetal back.

If the fetal back is on the left, the anterior 
shoulder might tend to be blocked by the right 
pubis or pectineal line of the right iliac bone. 
When flexing the leg on this side, the iliac bone 
is taken to nutation: the ischium, the ischiopu-
bic ramus, and the pubis are dragged upward 
and forward on the sagittal plane, broadening 
just one side of the middle and lower space of 
the pelvis and thus causing the pubis to slide 
underneath the stuck shoulder (as in a reverse 
McRoberts maneuver).   If the birthing woman 
is further requested to produce an internal hip 
rotation, turning the foot and knee of the flexed 
leg inward and taking the heel outward, a pro-
nation is added to the right iliac bone, broad-
ening even further the middle and lower areas 
sideways.

The pelvic cavity is asymmetrical: it is noticed 
in the asymmetry of the two innominate lines, 
the sciatic spines, and the possible shearing of 
the pubic symphysis(18). As a consequence, the 
oblique diameters are broader (Figure 4).

In case the delivery does not occur, the most 
accessible shoulder to receive the internal ma-
neuvers is the one that rests on the sacral curve. 
Finding the posterior arm on the same side of 
the flexed leg is recommended.

Gaskin maneuver combined with all fours in 
asymmetry opposed to the fetal back are nonin-
vasive external maneuvers. They require some 
kind of training and can be carried out without 
birth attendants. They can be performed from 
any position and in contexts with minimal re-
sources. Even though in some texts these po-
sitions are not recommended for patients with 
peridural anesthesia, they can be successful 
after some previous training as long as that an-
esthesia does not cause a motor block(53,54).  On 
the other hand, these maneuvers include both 
the participation of the birthing woman and her 
companion’s collaboration. It is then reasonable 
to suggest these maneuvers first, regardless of 
the maternal birthing position, before resorting 
to internal maneuvers(50,55) (Table 1).

Being aware of risks, training for health profes-
sionals and patients, detailed medical records, 
and effective communication between health 
care teams and families improve obstetric re-
sults and significantly reduce litigation risks. All 
birth institutions must persevere in the impor-
tance of simulation training for health profes-
sional teams to optimize performance in this 
kind of situations as a guarantee of patients’ 
safety(56-59).

conclusIons

Shoulder dystocia is a complication that is diffi-
cult to prevent. Its resolution requires a whole 
grasp of pelvis biomechanics and shoulder rota-
tion movement during their way through the ca-
nal. This knowledge contraindicates the intuitive 
maneuver of making a traction movement and 
allows finding solutions to let shoulders out by 
using the pelvic spaces generated by movement. 

Birth attendants count on three simple maneu-
vers that require just changing the body position 
of the birthing woman: the McRoberts maneu-
ver, Gaskin maneuver, and all fours position in 
asymmetry. The latter is provided as a novel 
contribution. All fours positions save technical 
and professional resources, are accessible, and 
include the birthing woman as part of the an-
swer. Their constraints, on the other hand, lay in 
the scarcity of academic reports on their effec-
tiveness. In case internal maneuvers are need-
ed, special attention should be paid to the pos-
terior arm or shoulder to avoid the continuous 
traction of the brachial plexus.
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Grasping the objective of each maneuver en-
ables generating variations considering profes-
sionals’ expertise and birthing women’s prefer-
ences. That knowledge could also contribute to 
the fight against prejudices that still exist about 
vertical delivery and to keep up with the change 
in the paradigm of birth attendance. 
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