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Although shoulder dystocia 
occurs in less than 1% of all

births, it can lead to serious injury
of the infant and mother. Potential
fetal complications include death,
permanent neurologic impair-
ment, brachial plexus injury, and
Erb’s palsy, while the mother may
suffer vaginal and cervical lacera-
tions, significant blood loss, or
uterine rupture.

Several techniques can be
administered to safely dislodge
the infant’s shoulder, including
the Woods-screw, Rubin, Gaskin
(“all-fours”), and McRoberts
maneuvers. I prefer the Mc-
Roberts maneuver because it
involves only maternal manipu-
lation while allowing the fetal
shoulder to rotate into the
oblique diameter. 
Success rates. McRoberts is not
only technically simple to em-
ploy, but has been found to alle-
viate 39% to 42% of shoulder
dystocias when used alone.1 The
addition of suprapubic pressure
and/or proctoepisiotomy increases success
rates to between 54% and 58%.1,2 In patients
with diabetes, however, success rates are not
higher.1 This is most likely due to the fact
that infants of mothers with diabetes tend to
have higher birthweights than infants of
gravidas without the disease.
Prophy lax is . To date, no clinical studies have
evaluated birth outcomes after the prophy-

lactic employment of the McRoberts maneu-
ver, even though the procedure is common-
place. Since McRoberts has many potential
benefits (Table 1), it is reasonable to consid-
er its prophylactic use in suspected fetal
macrosomia or when concern for shoulder
dystocia exists. The maneuver also may be
useful in managing an entrapped fetal head
during a vaginal breech delivery.3

Mechanism of  act ion. Contrary to popular
belief, the McRoberts maneuver does not
change the actual dimensions of the mater-
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nal pelvis. In a recently published x-ray
pelvimetry analysis, we found no significant
changes in the anterior-posterior and trans-
verse diameters of the pelvic inlet, mid-
pelvis, and pelvic outlet.4 Nor did the obstet-
ric, true, and diagonal conjugates increase
when McRoberts was applied. Our analysis
thus confirms Gonik’s hypothesis that
McRoberts relieves shoulder dystocia via
marked cephalad rotation of the symphysis
pubis and flattening of the sacrum.5

The maneuver also may work by convert-
ing voluntary maternal expulsive effort, inde-
pendent of uterine contractions, into
enhanced intrauterine pressure. Buhimschi
and colleagues found that McRoberts not only
increased the intrauterine pressure during the
second stage of labor by 97%, but also
increased the amplitude
of uterine contractions.6

Further, they calculated
that McRoberts added
31 N of pushing force
when employed during
delivery.
Technica l  cons iderat ions .
The technique is per-
formed by flexing the
mother’s thighs toward
her shoulders while she
is lying on her back. No
specific degree of ele-
vation or flexion of the
patient’s legs has been

defined for the McRoberts maneuver.
Recent obstetric textbooks simply state
that McRoberts is performed by “hyper-
flexing” or “sharply flexing” the maternal
legs on the abdomen.7,8

The overwhelming majority of patients
can assume the proper position for the
McRoberts maneuver with little difficulty.
Women may be instructed to grasp the
posterior aspect of their thighs and pull
themselves into position, with family
members or health-care professionals
providing any assistance necessary. The
obstetrician also may choose to flex both
of the patient’s legs. 

Problems may occur when moving an
obese patient or a woman who has
undergone a dense epidural motor

blockade. Further, patients with pelvic frac-
tures, spinal-cord injuries, severe degenera-
tive joint disorders (osteoarthritis or rheuma-
toid arthritis), or neuromuscular disorders
may have trouble assuming a dorsal lithoto-
my position, making the McRoberts maneu-
ver difficult or impossible to perform.
Addit iona l  maneuvers . My colleagues and I
have found that the need for additional
maneuvers after McRoberts has been per-
formed is correlated to fetal birthweights,
length of the active phase of labor, and
length of the second stage of labor.1 In these
circumstances, additional maneuvers includ-
ing suprapubic pressure, fetal rotational
maneuvers (Woods or Rubin), extraction of
the posterior fetal arm, and proctoepisioto-
my may be employed. I recommend that the

patient undergo the
McRoberts maneuver
while these ancillary
techniques are per-
formed. Since these
techniques involve di-
rect fetal manipulation,
they should not be hin-
dered by McRoberts.
Neona ta l  i n j u r y. The
McRoberts maneuver
does not remove the
inherent risk of neonatal
bone or nerve injury
associated with shoulder
dystocia. Even among

■ Anterior fetal shoulder elevation

■ Fetal spine flexion

■ Pushing of posterior fetal shoulder over the sacrum

■ Straightening of maternal lordosis

■ Removal of sacral promontory as point of obstruction

■ Removal of weight-bearing force from the sacrum

■ Pelvic inlet opened to maximum

■ Pelvic inlet brought perpendicular to maximum 
expulsive force

Potential mechanical benefits 
of the McRoberts maneuver
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■ The McRoberts maneuver does not
change the actual dimensions of the
maternal pelvis. Rather, it
relieves shoulder dystocia via
marked cephalad rotation of the
symphysis pubis and by flatten-
ing the sacrum.

■ The use of the McRoberts
maneuver alone has been found
to alleviate 39% to 42% of
shoulder dystocias.

■ Prolonged application of the McRoberts
maneuver may unduly stretch the fibro-
cartilaginous articular surfaces of the
symphysis pubis.
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patients who undergo McRoberts only,
approximately 10.2% of infants will have
brachial plexus injuries.1

With increased fetal bisacromial diame-
ters, a condition that occurs in infants of
mothers with diabetes, the protective effects
of McRoberts appear to be reduced while
the incidence of brachial plexus palsy is
increased.1 Even so, objective testing indi-
cates that the McRoberts maneuver may
reduce fetal-shoulder extraction forces and
brachial plexus stretching.9

Compl icat ions . Care should be taken to avoid
prolonged or overly aggressive application of
the McRoberts maneuver, as the fibrocartilagi-
nous articular surfaces of the symphysis pubis
and surrounding ligaments may be unduly
stretched. In addition, when the maternal
thighs are markedly flexed and abducted,
pressure from the overlying inguinal ligament
may lead to femoral nerve injury. 

My colleagues and I have experienced 2
cases in which significant maternal morbid-
ity was associated with the McRoberts
maneuver. In one, a patient who was main-
tained in McRoberts throughout her 2-hour,
11-minute second stage of labor suffered a
5-cm symphyseal separation, dislocation of
the sacroiliac joint, and transient lateral
femoral cutaneous neuropathy. These
abnormalities required closed reduction of
the left hemi-pelvis, followed by an open
reduction and internal fixation of the sym-
physis pubis 2 weeks after failing conserva-
tive treatment.10 A previous report described
similar pelvic findings following an exag-
gerated McRoberts maneuver for suspected
fetal macrosomia.11 

The long v iew. In 1991, a survey of 108 major
teaching institutions in the United States
found that only 64% were familiar with the
McRoberts maneuver and only 40% taught
the maneuver to house staff.12

Yet, William A. McRoberts, Jr, MD, practiced
his maneuver with great success for more
than 40 years at Hermann Hospital and the
University of Texas Medical School in
Houston.13 As we continue into the 
new millennium, I believe it is important to
teach residents to initially employ the
McRoberts maneuver whenever shoulder
dystocia occurs. ■
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