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INTRODUCTION and aim of the work

Shoulder dystocia is an infrequent obstetric emergency that often
occurs without warning & can lead to serious neonatal & maternal ;
morbidity. It is an obstetric complication that has been recognized & .

discussed for at leas; two centuries (Brown K.L.B., 1984). .

The reported incidence of shoulder dystocia is quiet variable, partly
" because of lack of a uniform definition. An accepted, conservative figure

is around 0.3% of deliveries (Bahar, 1996).

The most commonly used definition is failure of the shoulders to
deliver spontaneously &/ or with gentle downward traction on the fetal
head. An objective definition depending on the time interval between
delivery of the fetal head & the fetal body (Head-to-body time) where
(CY Sponge, 1995) defining shoulder dystocia as prolonged head to body

delivery time more than 60 seconds.

Numerous predisposing risk factors include fetal macrosomia,
maternal DM, postmaturity, prolonged second stage, & mid-pelvic
operative delivery are known & studied, but other studies propose that the
occurrence of shoulder dystocia is largely unpredictable event (Acker
D.B., 1997). Among the various predisposing factors for delivary
complicated by shoulder dvstocia, macrosomia is the most obvious.
Clinicians can estimate fetal weight by palpating the abdomen, measuring,
the fundal height, & integrating their personal experience with women's
obstetric histories. U/S biometrics measurements & regression equations

can determine fetal weight objectively (Suneet P., 2000), however - the
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ability to diagnose macrosomia using clinical &/or ultrasonic means, is

limited (Ron Gonen, 1996).

Shoulder dystocia, even if appropriately managed, may be
associated with damage to the mother & the fetus. Brachial plexus injury
is the most common fetal complication, others include; fracture of the
clavicle, humerus or cervical spine genital tract lacerations, postpartum

. Hge, & uterine rupture are common maternal complication.

No evidence is available that any one standard maneuvers to deal
with shoulder dystocia is superior to another. However, rotating the
shoulders to oblique diameter & Mc Roberts' maneuver is easily
performed, logical, often successful, & associated with minimal fetal

trauma.

Finally, it must also be kept in mind that most shoulders dystocia
“occurs in non macrosomic infants. It is therefore critical that all clinicians
who deliver babies be prepared for shoulder dystocia in every case &
have a rehearsed set of maneuvers that they are confartable in applying to

this stressful & critical situation (Beasley J.W., 1994).

AIM OF THE WORK

This study was prepared in a simple method to search for the risk
factors of shoulder dystocia and the possible lines of prevention of
this problem.

This study try also in a simple method to show an easy and practical
protocol to face the problem of shoulder dystocia and showing the

different maneuvers used to overcome this problem
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