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TULANAM

Dear friends, colleagues and fellow members 
of the fraternity,

Arulmozhi Ramarajan

The greatest nightmare an obstetrician is likely to 
face is shoulder dystocia. Any vaginal delivery can 
suddenly turn into a shoulder dystocia emergency.           
It occurs in approximately one in 300 to 600 
deliveries. When it does occur, the obstetrician is 
given only a few minutes to complete the delivery, 
failing which the baby will suffer irreversible brain 
damage or death. Perineal trauma and hemorrhage 
can add to the morbidity for the mother. This dual 
emergency is neither clearly predictable nor 
preventable, and certainly needs more than one pair 
of hands. Is the rate of shoulder dystocia increasing? 
If we believe that the average birth weight of babies 
is increasing, the average pre-pregnancy weight & 
maternal weight gain are higher than before, that 
GDM is increasing, then, SD is also perhaps 'actually' 
increasing. Increased awareness, reporting and 
litigation have caused an 'apparent' increase in the 
incidence of SD. In this newsletter we bring to you 
certain important issues relating to the management 
of shoulder dystocia. 

In this era of outsourcing, 'Ghost surgeons' are on the 
increase. We need to know the legalities of this type 
of outsourcing. Dr. Gopinath N Shenoy is our ready 
reckoner: read on to know your rights and 
responsibilities when you outsource a surgeon. And, 
keeping with the times, Dr. Gopinath N Shenoy gives 
us this other true story – a case of 'rape' under 
anesthesia. Not because it applies to Obstetric 
practice, but to emphasize the importance of proper 
communication, amongst other things. 

31-03-2013 



1. Mrs X, a 29 yr old G2 P1 L1, late booked presented 

at 38 weeks of gestation for antenatal care. On 

evaluation found to be low risk mother with a 

previous obstetric history of full term normal 

delivery of a 2.4 kg male child. On ultrasound of the 

present pregnancy the ultrasound showed a 2.7 kg 

fetus and otherwise  normal  biophysical profile.

A week later, she presented in active labor and was 

fully dilated in 4 hours.

After a second stage of 20 mts, she manifested  with 

persistent decelerations and a decision for low 

forceps application was made. Application was easy 

and two tractions during contraction was needed to 

deliver the head. There was a failure of restitution 

and delay in descent of shoulders ,  on performing 

McRobert's manoeuvre, the shoulders could be 

delivered. At birth, there was less movement and 

tone of the right hand, and Xray revealed a green 

stick fracture of the clavicle. The neonate made a 

gradual recovery over a period of 3 months, at the 

end of which movement of right arm had become 

near normal. The fracture was treated 

conservatively with a sling.

2. Mrs Y, a 31 yr old primigravida presented at 36 and 5 
weeks of gestation with an intrauterine fetal demise 
with a fetal weight of 3.2 kg . On evaluation, it was 
noticed that at 28 weeks, GTT had been normal but 
the 34 weeks scan showed a 2.75 kg fetus with mild 
polyhydramnios at which time  GTT had not been 
repeated. There was no evidence of preeclampsia. At 
admission, her blood sugar was normal and HbA1C 
were normal. She was induced wih dinoprostone gel 
and progressed well. As the patient was 4ft 11 inches 
with average sized pelvis, she was counselled  about 
the possible need for  operative delivery. There was 

Editor's comment: Fetal size does get bigger with 

successive pregnancies, so shoulder dystocia can 

strike in a very' experienced' gravida too! 

Instrumental delivery of a baby bigger than the 

previous one warrants caution. Fortunately, there 

was no hypoxic injury in spite of the persistent 

decels that required the use of forceps.

considerable delay in the second stage of labor and a 
vacuum delivery was performed. After delivery of 
the head, bilateral shoulder dystocia was noticed. 
After failure of McRobert's manoeuvre, keeping the 
mother's stature in mind , the mother was sedated 
and the posterior shoulder was delivered( instead of 
trying for Wood's manoeuvre). The fetus was 
macerated and weighed 3.75 kg. There was no PPH 
and she recovered well. The 6 weeks GTT came 
positive and 8 months later she came back with a 
pregnancy with good glycemic control with insulin. 
She delivered a daughter of 2.75 kg at 37 weeks by 
elective caesarean section.

Diagnosis of diabetes and good glycemic control 
prevented macrosomia in her second pregnancy; 
previous history of shoulder dystocia being the 
strongest risk factor for shoulder dystocia again, 
elective CS was indeed the best choice.

3. Mrs Z, 28 yr, multiparous lady (G3P2L2) with term 
pregnancy was admitted to labor room with labor of 
five hours. On examination, there was arrest of 
second stage of labor with the head outside the 
introitus, and had become considerably 
oedematous, on detailed examination, the mother 
had no pallor, had a pulse of 100/mt and normal 
blood pressure and was mildly dehydrated, a 
strongly acting uterus and absent fetal heart. The 
family was counseled regarding the fetal condition. 
There was bilateral shoulder dystocia and the 
posterior arm was delivered to release the 
obstruction, under general anaesthesia. The patient 
recovered well and was advised sterilisation. 

Editor's comment: Undiagnosed GDM, 
macrosomia, short-statured primi and induced 
labor are factors that could have contributed to the 
dystocia. The fetus was dead, so there were no 
concerns about hypoxia or birth injury. Success was 
in giving her a safe vaginal delivery without PPH. 

Editor's comment : This situation is perhaps what 
must be avoided. Again, nothing more could have 
been done except saving the mother from 
hemorrhage and sepsis. Was it a 'big baby' or 
'precipitate labor'?  Was GDM missed?

Case reports of shoulder dystocia

Shobha N Gudi 
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My brush with shoulder dystocia:

Arulmozhi Ramarajan

A healthy, young, well booked primigravida got admitted 

at term for delivery. She was getting mild to moderate 

contractions and the cervix was 3cms at 5am. She 

progressed well and was fully dilated and pushing by 9.15 

am.  The baby's head crowned and came out without 

much fuss. God, this looks like a big baby? Just after the 

baby's head emerged, the neck suddenly retracted back 

against the mother's perineum causing the baby's cheeks 

to puff out.  Shoulder dystocia?

One full minute (that felt like an hour) later, the  

shoulders were still stuck, the baby's face was getting 

puffy. McRobert's manoeuvre + suprapubic pressure + 

good pushing by patient – no, it did not work.  Shouted for 

help – and I was fortunate to get a senior colleague who 

had just helped with another woman’s delivery, the 

pediatrician who had come in to examine that baby, and 

senior staff – all in less than one minute.  Combined 

efforts and prescribed maneuvers made the birth happen. 

What a relief! But by the time the shoulders could be 

squeezed out, my heart was in my mouth, hands were 

aching,  and I died a thousand deaths.  

As the baby was being resuscitated, umpteen thoughts 

ran across my mind: ‘She did not have GDM’, ‘She is tall 

and well built, perhaps a little hefty but not obese?’, 

‘Ultrasound report of EFW was 4 kg’,  ‘She progressed so 

fast for a primi’, ‘Spontaneous labor’, ‘No delay in 2nd 

stage’, ‘Very co-operative lady, good pushing, no 

instrumental delivery’,  ‘Should I have done an LSCS?’.

Next: Is the baby ok?  Any hypoxia? No, the baby cried 

well enough to be heard by the mother.  Weight: 4.5Kg. 

Oh my God! Big baby indeed. Explained, explained, 

explained. Any paralysis? Yes, some weakness of the left 

hand. Explaining continues – and will continue till the 

baby's hand recovers?

Although I can recall a few instances of difficulty in 

delivering the shoulders, this has been the worst one.  

And one such experience is enough!

Thinking back....

Shoulder Dystocia Practice Points:

Yes, Shoulder Dystocia can happen anytime, in any 

seemingly normal labor.

 Ultrasound is NOT dependable for estimation of fetal 

weight or predicting shoulder dystocia.

Awareness , appropr iate management , good 

communication and proper documentation are 

important.

l Each one of us must be alerted to the possibility of 

shoulder dystocia: obese women, large babies, 

women with GDM, slowing down of cervical 

dilatation after 8cms, prolonged 2nd stage of labor, 

instrumental delivery. The biggest risk factor for 

shoulder dystocia is previous history of shoulder 

dystocia itself. 

l Proper chronological documentation of the delivery, 

the difficulty faced, the method used to resolve the 

problem, the maneuvers, and most importantly, the 

time of delivery of the head and that of the shoulders, 

the APGARS, must be done. Documentation should 

be followed by debriefing too.

l The best defense in a medical liability action, whether 

involving shoulder dystocia or any other situation, is 

thoughtful, articulate, timely documentation of each 

decision made in the course of treatment.

l All adverse outcomes are not caused by errors in 

judgment or medical negligence alone. When there 

has been an adverse outcome, the onus of proving 

that standard care was provided, and disproving 

medical negligence, rests on the doctor. 

l Any obstetric emergency needs more than one head 

and a pair of hands. It is always advisable to have a 

back-up arrangement for criticalities.  Any person can 

be of help – from a doctor or nurse to an ANM or 

ayah: they just need to understand your situation and 

instructions.  
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You might probably remember the delivery very 
distinctively for the mental and physical agony you went 
through to help deliver the baby.   Alternatively it might 
be one of hundreds or thousands you have done and 
forgotten! 

It is worthwhile to examine the three types of claims 
most commonly made in shoulder dystocia lawsuits. 
Almost all shoulder dystocia malpractice suits imply that 
the delivery was mishandled by the obstetrician or 
midwife. By far the most common type of injury leading to 
suit is a brachial plexus injury, resulting in some degree of 
permanent paralysis of one or both shoulders, arms, or 
hands of the infant. However, some suits claim neurologic 
damage due to asphyxia at the time of delivery, or even 
fetal death.

The three most common claims made by the plaintiff's 
attorney are:

1. The doctor / midwife should have been able to 
predict that shoulder dystocia was going to occur

2. There was enough risk factors present that the 
mother should have been given the option of having a 
cesarean section.

3. The permanent brachial plexus injury suffered by the 
plaintiff could only have occurred because the 
doctor pulled too hard when encountering a 
shoulder dystocia. 

Now let us look at each of these claims closely and see 
how we can defend ourselves.

1. The doctor /midwife should have been able to predict 
that a shoulder dystocia was going to occur.

The plaintiff's lawyer and expert witnesses will claim that 
it was the physician's duty to assess whether the baby was 
at increased risk for shoulder dystocia at delivery. 
Plaintiffs will enumerate a series of risk factors which they 
have gathered from medical books to claim that there 
was indeed increased risk of shoulder dystocia. 

“Risk” is a relative term.  A given risk factor could 

The Three Most Common Claims

What our defense should be: 

produce a 10percent increase in risk or a 10-fold 
increase.

Show that the risk factors pointed out by the plaintiff's 
lawyer are only “probable” risk factors as evidenced from 
literature. Also, be sure to point out what the sensitivity 
and false positive value of each risk factor is, in order to 
put each in context as a clinical predictive tool.

Next, shoulder dystocia in itself is not the risk with which 
a doctor needs to be concerned. The key factor is the risk 
of permanent brachial plexus injury. Shoulder dystocias 
occur in about one percent of all deliveries. Brachial 
plexus injuries, in general, occur in 10 percent of all 
shoulder dystocia deliveries. Only 10% of these brachial 
plexus injuries remain permanent. So, although the risk of 
a patient encountering a shoulder dystocia may range 
from 2-10 percent, the risk of her fetus experiencing a 
permanent brachial plexus injury is approximately 
1/100th of that. There is 99.8% chance that the women 
with shoulder dystocia deliveries have normal babies and 
the risk of permanent brachial plexus injury is very small. 
The court must be informed that this fetal risk must be 
weighed against the risk involved in the performance of an 
elective cesarean section, especially when the mother is 
obese, has diabetes, or has other risk factors. 

2.  There was enough risk factors present that the mother 
should have been given the option of having a cesarean 
section.

In essence, the claim revolves around issue of Informed 
consent. 

Demonstrate that the standard of care is not to discuss all 
risks with patients. If the risks of shoulder dystocia or 
injury to the baby are rare, the doctor is not obliged to 
discuss that risk with the patient. 

The general consensus from text books indicate that the 
level of risk at which a physician is obliged to discuss the 
possibility of a complication with his or her patient is 
roughly 1 in 100. As mentioned earlier, even in the most 
high-risk cases, the risk of permanent brachial plexus 
injury does not exceed 1 in 450. Cesarean section is not 

What our defense should be:

Shoulder dystocia…….When a case is filed against you  

Susheela Rani B S



without its own risks: excessive bleeding, infection, injury 
to bowel or bladder, deep venous thrombosis, and the 
need for hysterectomy.  These adverse events occur 
much more frequently than does permanent brachial 
plexus injury.  And the risks are higher yet for the very 
same patients at greatest risk for shoulder 
dystocia—diabetic and obese women.

3.  The permanent brachial plexus injury suffered by the 
plaintiff could only have occurred because the doctor 
pulled too hard when encountering a shoulder dystocia. 

With this claim, the plaintiff's lawyer is invoking the old 
legal theory of res ipsa loquitor: the thing speaks for itself. 
The fact that there is brachial plexus injury in the neonate 
is proof enough that the doctor has pulled too hard on 
the baby. The lawyer and his or her expert witnesses will 
claim that all permanent brachial plexus injuries are due 
to “excessive” traction. 

What our defense should be 

Here, the court is presented with a child who has a 
permanent injury. All the expert witnesses (neonatal, 
neurological, neurosurgical) plaintiff's side indicates that 
the force used to deliver the baby caused the damage. 

There is ambiguity about what exactly constitutes mild, 
moderate, routine, and “excessive” traction. 

There is no reliable study which links traction applied to 
the fetal head to the permanent brachial plexus injury. 
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Moreover, 

1. Documented cases exist of permanent brachial 
plexus injuries that involved no shoulder dystocia

2. Cases of permanent brachial plexus injuries 
following cesarean section deliveries have been 
noted.

3. Normal forces of labour can by themselves cause 
brachial plexus injury. 

“Excessive traction” is an oxymoron, although plaintiff 
lawyers often use the term. An obstetrician uses a given 
amount of force in attempting to free a stuck shoulder. 
Once the shoulder is freed, no more force is applied.

Thus, by definition, “excessive force”- 'more force than 
is necessary to deliver the baby' is never used.

Medico legal cases involving shoulder dystocia and 
brachial plexus injuries are among the most challenging 
faced by doctors and their defense teams. It is often an 
uphill task to educate the court that there was no 
negligence on the part of the doctor and that standard of 
care was given to the woman as was as expected. When an 
adequately prepared defense team with knowledgeable 
expert witnesses and a physician who can convincingly 
show that he or she provided excellent care presents its 
case, outcomes are always favorable for the defense.

m

Conclusion

What's that again?

1. Antibody – One who hates his body

2. Artery – Study of Fine Paintings

3. Bacteria – Back door of a Cafeteria

4. Coma – Punctuation Mark

5. Gallbladder – Bladder of a Girl

6. Genes – Blue Denim

7. Labor Pain – Hurt at Work

8. Liposuction – A French Kiss

9. Ultrasound – Radical Sound

10. Cardiology – Advanced Study of Playing Cards
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All obstetricians face many emergencies in their careers. 
Among all the bona fide emergencies, shoulder dystocia is 
unique. Shoulder dystocia is a nightmare which all 
obstetricians would like to avoid if possible.

World over there has been increasing obstetric litigation, 
the most common cause being cerebral palsy. Now 
brachial plexus injury is emerging as one of the causes for 
increasing medical liability, though it is an unfortunate 
complication of a small number of deliveries. 
Obstetricians should prepare themselves to handle such 
emergencies.

Shoulder dystocia is unpredictable in many cases, comes 
as a bolt from the blue and can be extremely difficult to 
overcome. Shoulder dystocia may be the cause for 
brachial plexus injury, fracture of the clavicle and 
humerus. In extreme cases the baby may be lost or 
survive with permanent injury or cerebral palsy.  The 
cause of brachial plexus injury though uncertain, is most 
of the times attributed to the obstetric management, 
alleging negligence, and /or inappropriate management. 
Also improper/incorrect documentation is the leading 
cause for medical liability even when the management has 
been appropriate, as it casts doubt on the credibility of 
the defendant.

Causes for increased litigation are desire for information, 
failure to predict and inform, anger with medical 
professionals, thought of being misled, intention to 
prevent  injury happening to others, recognition of long 
term sequelae, advice by acquaintances and of course 
need of money. Obstetricians should prepare themselves 
to identify risks and to overcome emergencies whenever 
encountered, and document thoroughly. Good antenatal, 
intranatal and post natal care will go a long way to 
minimize injuries and thus minimize challenges to the 
medico-legal fraternity. 

The following risk factors should be recognized,

- previous shoulder dystocia 
- previous macrosomia 
- maternal diabetes 
- elderly gravida 
- BMI > 30 kg/m2
- Excess weight gain 

Antenatal  

- Post dates pregnancy

- Clinically apparent macrosomia, baby > 4 kg

- Small pelvis 

It is important to recognize all risk factors and document 
to show that they were recognized. Screening for 
diabetes, interpretation of results and the follow up 
treatment advised should be recorded. The fetal weight 
should be estimated, discussed with and counsel the 
patient regarding the mode of delivery, risks of shoulder 
dystotcia and neonatal injury in vaginal delivery and thus 
risks and benefits of vaginal/caeserian delivery. Informed 
consent has to be taken for vaginal delivery for patients at 
risk. Offer elective caeserian delivery for big baby or 
previous shoulder dystocia. Though all risk factors may be 
recognized it is difficult to predict shoulder dystocia as it 
occurs in babies of women with no apparent risk factors.

All institutions should 

1) have a protocol and drill in place for this emergency

2) periodic training of staff should be done 

3) the obstetrician should be familiar with the 
protocol 

- Induction of labor should be carefully considered 

- Recognize - 
1) prolonged first stage of labor
2) secondary arrest 
3) prolonged second stage of labor
4) failure of descent, increasing caput and 

moulding, turtle sign

- Oxytocin use/augmentation of labour should be 
very judicious especially with macrosomia 

- Assisted / instrumental vaginal delivery with caution 

- Standard care / maneuvers should be done as per 
protocol 

- Minimize lateral traction on the baby's head 

- Do not order or use fundal pressure

- Neonatologist should be present at delivery 

It is very important to document

- staff in attendance and their time of arrival 

- time of delivery of the head

- direction of the head after restitution 

Intranatal

Shoulder Dystocia and Medico Legal Aspects

Shubha Rama Rao
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- maneuvers performed 
- time of delivery of the baby
- condition of the baby
- cord blood gases
- immediate neonatal assessment by the attending 

neonatologist 

- It should be co-management

- I m m e d i a t e  p a e d i a t r i c  a s s e s s m e n t  a n d  
documentation should be done

- Serial EMG in first seven days of life may help to 
distinguish between antepartum cause and birth 
injury as a cause for brachial plexus injury

- Communication -is most important. Communicate 
openly and honestly, prior to and immediately after 
delivery, offer to answer all questions, counsel 
regarding the temporary nature of the injury. Absence 
of communication is detrimental as it maybe 
construed as admission of guilt 

- Documentation, is most important and there should 
be no discrepancy in documentation between 
doctors and nurses as it casts doubt on the credibility 
of defendant 

Brachial plexus injury may also occur with precipitate 
labor, also at caeserian delivery, antenatal infections, 
abnormal pressure by bicornuate uterus or fibroids 
(before delivery and labour). A positive EMG within one 
week of birth suggests antepartum cause. 

 Thus the above steps will help in minimizing risks of 
brachial plexus injury in shoulder dystocia and also face 
and overcome any litigation relating to it. 

All of us Obstetricians have faced SD. Sometimes the 
anxiety and stress can be really profound and cause 
problems to the obstetricians themselves! The anxiety 
and stress can be extremely high especially if the patient is 
known or related. I recall one such case I faced in the 
recent past. The patient was a second gravida. She had a 

Postnatal

My experience with shoulder dystocia (SD)

first normal vaginal delivery of a 3.7 kg baby. In her 
present pregnancy, the child was estimated to be around 
4 kg. The risks of SD and possibility of LSCS was explained 
to the patient and husband and they opted for a trial 
vaginal delivery. She went into spontaneous labor at 40 
weeks and rapidly progressed in labor and was fully 
dilated at 1 am.  There was no obvious delay in descent of 
the head, and the patient efficiently pushed the head out, 
but then all hell broke lose! The shoulders were stuck! 
(As SD was anticipated the required personnel were 
present). Patient was in exaggerated lithotomy position, 
supra pubic pressure was given and delivery was 
attempted without results. The baby's face was turning 
blue and the heart rate was dropping. My face was turning 
red, was sweating and my heart was racing (in spite of me 
being the cool cat always).  All maneuvers were repeated, 
to no avail. The fetal heart was 40 (“do we need these 
monitors, which sometimes cause more panic than 
necessary?”). Displacement of the shoulders and lateral 
traction were attempted again, a click was heard and I 
thought the clavicle was broken.  When applying traction 
we all hold our breath – valsalva maneuver!  And when it 
is intense it can cause bradycardia!  That is what 
happened to me.  As the child was born and handed over 
to the neonatologist I was checking my own pulse, had to 
sit down for a few minutes before proceeding to deliver 
the placenta. 

An intense valsalva can be a test of the cardiac and 
autonomic nervous system. It can lead to CVA, MI, 
syncope, stroke etc. and in extreme cases even cause 
death!

Of course my baby was 4.1 kg and had no birth injuries 
and I am fine too. 

This made me think what if any obstetrician has a real 
problem? It also made me wonder – can the obstetrician 
sue the patient if the patient does not follow the given 
advice and the obstetrician has a problem?! The 
obstetrician has to always face the music if anything goes 
wrong with the patient or the baby.  

m

If shoulder dystocia brings you grief

Oblique diameter spells relief

Extending episiotomy will be your boon

To gain posterior vaginal room

If cork screwing still leaves you colder

Then gently deliver the posterior shoulder

And if this still doesn't quite make it

Take the clavicle and gently break it

Hopwood



The shoulder dystocia drill - BSOG Workgroup

“ALARMER”

Being prepared :  Why wait for an emergency to teach us 
Obstetric skills? Let regular Obstetric drills will keep us 
confident and ready for any adverse situation.

Two assistants (colleague/senior/staff nurse/ANM), a 
pediatrician & an anesthetist will be of help. Explain to the 
mother that there is a problem in delivery and her co-
operation is required.

L    Lift the buttocks, legs (the McRoberts maneuver)

This procedure involves flexing and abducting the maternal 
hips, positioning the maternal thighs up onto the maternal 
abdomen. This position flattens the sacral promontory and 
results in cephalad rotation of the pubic symphysis. Nurses 
and family members present at the delivery can provide 
assistance for this maneuver.

Suprapubic pressure – Done by assistants. The hand of an 
assistant should be placed suprapubically over the fetal 
anterior shoulder,  applying pressure in a cardiopulmonary 
resuscitation style with a downward and lateral motion on 
the posterior aspect of the fetal shoulder. This maneuver 
should be attempted while continuing downward traction. 
Pressure should be applied from the side of the mother, 
with the heel of the assistant's hand moving in a downward 
and lateral motion on the posterior aspect of the fetal 
impacted shoulder. Initially, the pressure can be continuous, 
but if delivery is not accomplished, a rocking motion is 
recommended to dislodge the shoulder from behind the 
pubic symphysis.

Vaginal – Done by the physician – Rubin II - consists of 
inserting the fingers of one hand vaginally behind the 
posterior aspect of the anterior shoulder of the fetus and 
rotating the shoulder toward the fetal chest. This motion 
will adduct the fetal shoulder girdle, reducing its diameter.

Woods corkscrew maneuver may be attempted. The 
physician places two fingers on the anterior aspect of the 
fetal posterior shoulder, applying gentle upward pressure 
away from the fetal chest.  The Rubin II and Woods 
corkscrew maneuvers may be combined to increase 
torque forces by using two fingers behind the fetal anterior 
shoulder and two fingers in front of the fetal posterior 
shoulder. Downward traction should be continued during 
these rotational maneuvers, simulating the rotation of a 
screw being removed.

Removal of the posterior arm involves placing the 
physician's hand in the vagina and locating the fetal arm, 
which sometimes is displaced behind the fetus and must be 

A    Ask for assistance 

A Anterior disimpaction of the shoulder – 
suprapubic / vaginal

R    Rotation of the posterior shoulder 

M    Manual removal of posterior arm 

nudged anteriorly.  The physician's hand, wrist, and forearm 
may need to enter the vagina, necessitating an episiotomy 
or extension. The fetal elbow is then flexed, and the 
forearm is delivered in a sweeping motion over the 
anterior chest wall of the fetus. Grasping and pulling 
directly on the fetal arm may fracture the humerus. 

Episiotomy should be considered when a shoulder  
dystocia is encountered, although because the primary 
problem is a bony impaction, episiotomy by itself will not 
release the impaction. Episiotomy does provide additional 
room for the physician's hand when internal rotation 
maneuvers are required. Given the success of the 
McRoberts maneuver and suprapubic pressure in relieving 
a large percentage of cases of shoulder dystocia, 
performing an episiotomy can wait until later in the 
sequence

Rolling the patient onto her hands and knees, known as the 
all-fours or Gaskin maneuver, is a safe, rapid, and effective 
technique for the reduction of shoulder dystocia. 
Radiographic studies indicate that pelvic diameters 
increase when laboring women change from the dorsal 
recumbent position. The true obstetric conjugate increases 
by as much as 10 mm, and the sagittal measurement of the 
pelvic outlet increases by up to 20 mm. Once the patient is 
repositioned, the physician provides gentle downward 
traction to deliver the posterior shoulder with the aid of 
gravity. The all-fours position is compatible with all 
intravaginal manipulations for shoulder dystocia, which can 
then be reattempted in this new position. All-fours 
positioning may be disorienting to physicians who are 
unfamiliar with attending a delivery in this position. 
Performing a few “normal” deliveries in this position before 
encountering a case of shoulder dystocia may prepare 
physicians for more emergent situations.

1. Time of birth of the head

2. Which arm was impacted against the pubic 
symphysis – right or left

3. Who (all) were called to help

4. Which maneuvers were performed, their order and 
the duration of the event

5. Time of birth of the shoulders (baby)

6. Condition of the neonate at birth – Apgar, birth 
trauma and pH 

7. Condition of the mother – PPH, tears, etc

8. Estimated weight and actual weight of baby

m

E    Episiotomy

R    Roll over 

DOCUMENTATION

8



The best defense in a medical liability action, whether involving shoulder dystocia or any other situation, is                

thoughtful,  articulate,  timely  documentation  of  each  decision  made  in  the  course  of  treatment.
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The arm under the symphysis:              Right            Left

Maneuvers used and the order in which they were utilized.

Maneuvers utilized In which order (circle)      By whom

McRoberts 1  2  3  4  5  6  7

Suprapubic pressure  1  2  3  4  5  6  7

  Episiotomy 1  2  3  4  5  6  7

  Posterior arm release  1  2  3  4  5  6  7

  Rubin's Maneuver 1  2  3  4  5  6  7

  Woods maneuver  1  2  3  4  5  6  7

  Other (list) 1  2  3  4  5  6  7

Time body delivered ___________________

Condition of the Baby      Apgars

Injuries
                                         Birth weight

                                         Any other

Condition of the Mother   PPH    
                                        Cervical tear
                                        Uterine tear
                                        Any other 

__________________________________________________________________________________

Obstetrician/s Nurse

__________________________________________________________________________________

Other Care Providers in attendance
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Shoulder Dystocia Delivery Note 

Name of Patient                                              Age

Husband's Name                                            ID Number

Duration of second stage:

Delivery of Head:  Spontaneous

                              Instrumental

                              Forceps

                               Vacuum 

Time of delivery of the Head________________

Initial Traction:

       Gentle attempt at traction, assisted by maternal expulsive forces



“Ghost Surgeons” and “Ghost Surgeries”

Gopinath N. Shenoy*
MD, LLM, PhD (Consumer Law),

DGO, DFP, FCPS, MNAMS

Many practicing surgeons / gynaecologists are 
blessed with a heavy practice. They do operate but 
undertake only simple straight forward surgeries. When 
patients ask them to undertake surgeries by a newer 
technique, l ike for example, a laparoscopic 
cholecystectomy / hysterectomy, they still accept to do 
the job in-spite of the fact that they very well know that 
they have never done it in their lifetime and are also 
incapable of doing it. Being very busy in their routine 
surgical / gynaecological practice, they have never found 
time to learn the changing trends in surgical practice.

But nothing is lost in the present era of out-sourcing. 

These surgeons / gynaecologists are very much 
aware that there are many laparoscopic surgeons just 
waiting to be called to do the job, for and on behalf of the 
surgeons / gynaecologists. These endoscopic surgeons 
will enter the operation theatre incognito, from the back 
door once the patient is anaesthetized; they will bring 
their own equipment; they will operate in the name of the 
“inviting surgeon”; they will not mind if their name is not 
mentioned anywhere in the records and finally they will 
leave by the back door without meeting the relatives – of 
course after collecting their envelop.

These are the “Ghost Surgeons” and the surgeries 
performed by them are “Ghost Surgeries”.

How legal are ghost surgeons and ghost surgeries?

At the outset, it must be remembered that in most of 
such cases, the surgeon / gynaecologist wants his patients 
to believe that he and only he has operated upon the case. 
The consent stands only in his name and therefore there 
is a contractual obligation only between him and the 
patient.  The ghost surgeon is nowhere in the picture.

The legalities involved in such a situation came before 
the Supreme Court of New Jersey in Perna vs. Pirozzi, 
92, N.J. 446, 457 A.2d 431 (1983). 

Here, the patient claimed that he had not authorized 
any surgeon other than the one chosen by him to 
perform the operation. He executed a consent form in 
the name of the chosen doctor as the operating surgeon 
with his assistants, who were unnamed, to perform the 
surgery. His doctor did not perform the operation. He 
learnt of the identity of the operating surgeon only upon 
re-operation for post-surgical complications. 

The Supreme Court of New Jersey held that there 
was a breach of the patient's agreement to operate as also 
a breach of fiduciary duty the doctor owed his patient.

The substitution of one surgeon for another without 
the consent of the patient was observed thus: 

"A patient has a right to choose the surgeon 
who will operate on him and to refuse to 
accept a substitute. Co-relative to that right 
is the duty of the doctor to provide his or her 
personal services in accordance with the 
agreement with the patient.

Few decisions bespeak greater trust and 
confidence that the decision of the patient to 
proceed with surgery. Implicit in that decision 
is a willingness of the patient to put his life or 
her life in the hands of a known and trusted 
medical doctor.”

This issue also came up before the Court of Special 
Appeals of Maryland in Deborah M. Belin vs. Lenox 
Dingle. Jr. Et al. No. 462, Sept. Term, 1998. The Court 
held:

"To have another physician operate on one's 
patient without the patient's knowledge 
and consent is a deceit. The patient is 
entitled to choose his own physician and 
should be permitted not to acquiesce in or 
refuse to accept the substitute. The 
surgeon's obligation to the patient requires 
him to perform the surgical operation: (1) 
within the scope of authority granted by the 
consent to the operation; (2) in accordance 
with the terms of the contractual 
relationship; (3) with complete disclosure of 
all facts relevant to the need and the 
performance of the operation; and (4) to 
utilize his best skill in performing the 
operation. The patient is entitled to the 
services of the particular surgeon with 
whom he or she contracts. The surgeon, in 
accepting the patient is obligated to utilize 
his personal talents in the performance of 
the operation to the extent required by the 
agreement creating the physician-patient 
relationship. He cannot delegate to another 
the duties which he is required to perform 
personally."
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It was further held in Belin's case that the consent 
form of the patient should reflect the patient's decision. It 
was further observed that the failure of the surgeon to 
perform a medical procedure as per patient's consent 
would be deviation from the standard medical care. 

It was observed that:

“It is malpractice whether the right surgeon 
operates on the wrong part or the wrong 
surgeon operates on the right part of the 
patient. In each instance, the surgeon has 
breached his duty to care for the patient.

.....the doctor who, without the consent of 
the patient, permits another surgeon to 
operate violates not only a fundamental 
tenet of the medical profession, but also a 
legal obligation.”

In this case the doctrine of informed consent which 
has been oft used in the U.S. was also considered. The 
judgment considered that the consent given to one 
doctor cannot be taken to be consent given to others as 
the patient exercises his choice of his volition and, 
therefore, there would be "lack of informed consent" to 
the doctor actually operating.

In the above case, Dr. Dingle was paid $2,800 to 
perform the surgery. The patient wanted him to be his 
operating surgeon. The patient having been operated 
upon by another doctor, her informed consent was 
questioned. The express agreement between the patient 
and the doctor led the Court to hold the doctor 
accountable for the surgery.

What are the liabilities issues involved in such cases?

If the patient dies, say on the seventh day, due to an 
accidental bowel injury (cautery burn) inflicted by the 
ghost surgeon, it will be the inviting surgeon who will be 
accountable in the court. He will then be estopped 
(prevented) from contending that he was not the 
operating surgeon. 

It will be the inviting surgeon who will be prima-facie 
accountable for civil and criminal liabilities and also for 
the proceedings before the Medical Councils that may 
crop up in such cases. It goes without saying that the ghost 
surgeon gets paid and may have no civil / criminal liabilities 
until his involvement is proved. Once his involvement is 
proved, the ghost surgeon can also be sued for having 
operated on the patient without authorization / consent 
and if there is a patient death, the ghost surgeon might 
land into deep trouble. 

Under the situation how should both the inviting 
surgeon and the ghost surgeon protect their interests?

Ideally, the inviting surgeon should inform the patient 
and relatives that he will be performing the surgery with 
the help of another surgeon whose name must be 
disclosed. In the consent form, the name of this second 
surgeon must also be expressly mentioned. Payment must 
be officially done and must be evident in the bill. And 
finally, if there are any post-operative complications, the 
second surgeon must be equally and openly involved. 
Such an arrangement is absolutely permissible and legal.

Liability, under the situation, will be correctly shared 
by both and the “ghost surgeon” will then automatically 
be an “associate surgeon”.

m
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THE PSYCHIATRIST & THE PROCTOLOGIST 

Best friends graduated from medical school at the same time and decided that, in spite of two different specialties, they 

would open a practice together to share office space and personnel.

Dr. Smith was the psychiatrist and Dr. Jones was the proctologist; they put up a sign reading:

"Dr. Smith and Dr. Jones: Hysterias and Posteriors". 

The town council was livid and insisted they change it.

So, the docs changed it to read: "Schizoids and Hemorrhoids". 

This was also not acceptable, so they again changed the sign.

"Catatonics and High Colonics" - No go.

Next, they tried "Manic Depressives and Anal Retentives" - thumbs down again..

Then came "Minds and Behinds" - still no good.

Another attempt resulted in "Lost Souls and Butt Holes" - unacceptable again!

So they tried "Analysis and Anal Cysts" - not a chance.

"Nuts and Butts" - no way.

"Freaks and Cheeks" - still no good.

"Loons and Moons" - forget it.
Almost at their wit's end, the docs finally came up with:

“Dr. Smith and Dr. Jones - Specializing in Odds and Ends".  Everyone loved it.



She Claimed That She Was Raped Under Anaesthesia

Gopinath N. Shenoy*
MD, LLM, PhD (Consumer Law),

DGO, DFP, FCPS, MNAMS

Many a times, in one's practice, a lot of weird 

allegations are levelled against the doctors. These 

allegations not only mentally disturb the doctor but also 

have great impact on his practice especially when the 

allegations are with respect to acts of moral turpitude.

Allegation of adultery, illicit sex or rape of ones 

patients are ghastly but allegations of raping a patient 

who is under anaesthesia is the worst of the allegations 

that can be thrown at the doctor. Doctors therefore must 

be most careful when they deal with female patients 

more so when they are not gynaecologist. Doctor must 

take special care when they intend to examine the 

genitals of a lady patient or treat them via the ano-genital 

route.

An interesting problem came up before the courts 

in UK. The complainant, a 22-year-old woman, attended 

her local dentist as she had problems with her two third 

molars. They were impacted. Her dentist examined her 

teeth and advised that the two third molars (wisdom 

teeth) had to be extracted under anaesthesia. Consent 

was thus taken for the extraction of both the wisdom 

teeth. The patient understanding that she was to have a 

general anaesthetic for the extraction of her impacted 

molars gave her consent, both verbally and by 

implication. She signed a form, which stated: “I would 

like the dentist named overleaf to examine me under the 

NHS and give me every necessary care and treatment 

which I am willing to undergo within any arrangements.” 

There was no consent form signed specifically for 

anaesthesia. 

The extraction went of beautifully. The anaesthesia 

was absolutely uneventful. The anaesthetist then 

thought that there would be post operative pain and 

wanted to also make the patient comfortable in the post 

operative period. He inserted one diclofenac suppository 

into the patient as a matter of routine postoperative pain 

management. All this was done whilst the complainant 

was still unconscious.

When the young lady came to her senses she 

realised that her cloths were loosened and her under-

garments were disturbed and what was more distressing 

was the fact that her vagina was unduly sticky and wet. 

Under the circumstances she could think of only one 

thing. That she was raped by the doctors under 

anaesthesia. She reported the matter to the police and a 

complaint was filed to this effect. The police arrested 

both the anaesthetist and the dentist

A report was sent to the GMC who brought charges 
under a disciplinary procedure. The anaesthetist 
admitted to have loosened her cloths, lowered her 
under-garments and inserted in the immediate 
postoperative period a diclofenac suppository into her 
for pain relief but rebutted the allegation that he and the 
dentist had raped her. The question of vaginal stickiness 
then came up and it was found that the same was not 
semen. On further evaluation it was found that the 
anaesthetist inadvertently had inserted the suppository 
not into the rectum but into the vagina of this 22-year-old 
patient when she was under anaesthesia. The police, 
therefore, decided not to charge the anaesthetist and 
the dentist.

The anaesthetist had not discussed this mode of 
postoperative pain relief with the complainant 
beforehand. In accordance with his usual practice, 
however, he told her about it while she was in the 
recovery room. It was unfortunate that he had 
inadvertently inserted the suppository into her vagina. 
The issue was whether the anaesthetist was guilty of 
trespass of the person inasmuch as the anaesthetist 
introduced a suppository into the vagina of a young lady 
without her consent.

On the anaesthetist's behalf, evidence was called 
from several senior anaesthetists who confirmed that 
the practice in many hospitals was not to obtain specific 
consent in advance for the use of diclofenac 
suppositories. It was said that these were no different 
from any other form of postoperative pain relief, 
including intramuscular injections, which might be given 

* Dr. Gopinath N. Shenoy is an Obstetrician and a Gynaecologist and a medico legal consultant who exclusively defends the 
doctors in the Consumer Courts and the Medical Councils all over India. He was a Member of the Consumer Court - Mumbai 
Suburban District, Government of Maharashtra. For any telephonic advice, help or assistance, call 09869877871. For all in 
Karnataka, it is free of charge. 
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in the buttocks and therefore might also entail disturbing 
or removing clothing on the lower part of the body. The 
GMC called evidence from other anaesthetists who 
testified that in their hospitals specific consent was 
always taken for the use of diclofenac suppositories. The 
GMC's experts drew a distinction between suppositories 
and intramuscular injections and, in particular, drew a 
distinction between a general dental clinic and a 
hospital. They said that the expectations and 
perceptions of a patient who arrived fully clothed in a 
general dental clinic were completely different from 
those of a patient who attended even a day care unit. The 
very presence of lower underwear emphasised that a 
patient did not anticipate treatment to the lower part              
of the body.

The court held that the following charges were 

found proved against the anaesthetist: (1) Prior to 

administering the general anaesthetic and when it was 

so required, the anaesthetist did not explain to the 

patient what form the general anaesthetic would be 

given. The anaesthetist was required to ensure that this 

was explained to her; (2) The anaesthetist did not ensure 

that the patient was told that a diclofenac suppository 

would or might be inserted into her person as a form of 

pain relief; (3) The anaesthetist did not obtain from the 

patient a valid informed consent to the insertion into her 

person of a diclofenac suppository; (4) Whilst the patient 

was under the general anaesthetic the anaesthetist 

inserted a diclofenac suppository so carelessly and 

negligently that it was introduced into her vagina instead 

of the rectum; (5) In carrying out this procedure the 

anaesthetist inserted the said substance without the 

patient's prior valid informed consent and thus assaulted 

her. (6) The anaesthetist was thus found guilty of serious 

professional misconduct.

Luckily the anaesthetist was just admonished.

The above is a very famous case - General Medical 
Council v Dr R decided in the year 1995.

m
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A few good Senior Moments 
Compiled by B.S. Susheela Rani 

An elderly gentleman..... 

Had serious hearing problems for a number of years. He went to the doctor and the 
doctor was able to have him fitted for a set of hearing aids that allowed the gentleman 
to hear 100% 

The elderly gentleman went back in a month to the doctor and the doctor said, 'Your 
hearing is perfect.. Your family must be really pleased that you can hear again.' 

The gentleman replied, 'Oh, I haven't told my family yet.. 

I just sit around and listen to the conversations. I've changed my will three times!'

Two elderly gentlemen

from a retirement center were sitting on a bench under a tree when one turns to the 
other and says: 'Slim, I'm 83 years old now and I'm just full of aches and pains. I know 
you're about my age. How do you feel?' 

Slim says, 'I feel just like a newborn baby.' 

'Really!? Like a newborn baby!?' 

'Yep. No hair, no teeth, and I think I just wet my pants.'

6    6   6    6   6
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We have been hearing about the harassment and 
violence inflicted on doctors. Doctors, it looks like, no 
longer have the kind of implicit faith and respect the 
previous generations of doctors commanded. As of now 
we in India are only more aware of the medicolegal 
aspects of our practice (so that clinical care is improving), 
but it may be that soon we will work in the litigious 
culture found in North America. 

The spate of aggression against doctors in our country 
makes us introspect about our role as professionals in 
the society. Frequently the anger and distrust expressed 
by patients and relatives against doctors stem from poor 
communication rather than negligence. Patients and 
relatives feel alienated and powerless. Anger is easily 
vented in a fanatic manner that involves injury/ murder 
or with the destruction of hospital property. Reasons for 
poor communication include high load of patients on 
doctors, lack of basic education in rural population 
making it difficult to make them understand basic health 
issues. Most of the patients themselves do not want to 
know more about the disease or do not have the courage 
to listen about the bad prognosis of some diseases. In the 
yester years, the strong sense of faith in the doctor did 
not let the Indian people feel the lack of communication 
between them and their doctor. However, with the 
changing times there is increase in awareness of the right 
to information. Moreover, there is rising level of 
education and The Consumer Protection Act (CPA). 
These things have brought the importance of doctor 
patient communication into light. We need to mind this 
gap in communication and ensure that it is bridged. 

The most important step in improving communication is 
to introduce teaching on Communication as a skill in the 
undergraduate curricula. This is sadly lacking. Our 
students are expected to learn the art of communication 
only by following their teachers' communication skills. 

Also, the importance of good communication needs to 
be reiterated throughout postgraduate training. 

Patient must be allowed to express their problem freely 
and not interrupted during their talk. Doctor needs to be 
attentive and actively listen to the patient. This involves 
not just hearing but listening to the person as whole – her 
body language, expressions, and the words of course. 
Giving the patient all the attention without having side 
talks with the colleagues/juniors, phone calls will make a 
sound base for a good doctor patient relationship. 

A doctor's body language plays a significant role in 
communication. Tapping the feet, shifting positions in 
the chair, rubbing the arm etc indicates restlessness and 
will be observed by the patient as efforts to rush the 
consultation. 

When faced with a sudden unexpected emergency 
situation the doctor needs to keep the relatives 
informed. Since attending to the patient is also 
important, the job of dealing with the patient needs to be 
handed over to a senior colleague while the doctor 
informs the relatives briefly about the situation. 

Faced with an irate mob, it is of utmost importance for 
the doctor to remain calm and composed, not be upset 
by the accusations made against him/her and answer all 
their questions patiently even if they are repetitive. The 
conversation has to be simple, polite and yet not portray 
any trace of guilt. One needs to summon courage and not 
panic. Easier said than done! One may need to summon 
the help of friends ( both medical and non medical ) as 
well as that of the police if required. The conversation has 
to be  sincere, honest and polite. Extraordinary gimmicks 
or artificiality is not required. If the situation has lead to 
the death of the patient, motivate for post mortem. 

Tell me where to stop...............................................

m

Mind the Gap

Susheela Rani

A little old man shuffled slowly into an ice cream parlor and pulled himself slowly, painfully, up                

onto a stool.. After catching his breath, he ordered a banana split. 

The waitress asked kindly, 'Crushed nuts?' 

'No,' he replied, 'Arthritis.' 

A good Senior Moment
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'Joke's A Part' :  In defence of humour

G. Swaminath*

Legend has it that shortly after Adam was created, he 
complained: 'O, Lord! You have given the lion fierce teeth 
and claws, and the elephant formidable tusks; you have 
given the deer swiftness of legs, and the turtle a 
protective shell; you have given the birds of flight wings, 
but you have left me altogether defenceless.' And the 
Lord said unto Adam: 'I shall give you an invisible weapon 
that will serve you and your children better than any 
weapons of fight or flight, a power that will save you even 
from yourself. I shall give you the sense of humour.'

We are defenceless without humour. If we fail to see the 
irony in our circumstances, the situation may appear 
dispiriting. Laughter is a way of 'thumbing one's nose' at 
the inescapable and incomprehensible vagaries of 
existence and declaring, 'I choose to rise above this. I 
choose to meet life head on.' Laughter is freedom.

There is a mistaken belief that since the medical 
profession is critical, the doctor should appear intense, 
sincere and solemn, but definitely not flippant. Too many 
people confuse seriousness with professionalism and 
put a lid on the sense of humour. They think joking would 
render the doctor's behaviour unprofessional. Physicians 
tend to be wary of laughing with their patients. Our 
training enforces the idea that healing is a serious 
business. Doctors do not want to appear frivolous and 
flippant, especially with people they do not know.

As early as the 1300s, Henri de Mondeville, professor of 
surgery, propagated therapy with humour to patients 
after surgery 'by having someone tell him jokes'. While 
there are several anecdotal reports claiming humour to 
be therapeutic, there are no double-blind control trials. 
In Anatomy of an illness, Norman Cousins (1976) first 
called the attention of the medical community to the 
potential therapeutic effects of humour when he 
described his utilization of laughter during treatment for 
his ankylosing spondylitis. Believing that negative 
emotions had a negative impact on his health, he 
theorized that positive emotions would have a positive 
effect. He believed that the experience of laughter could 
open him to feelings of joy, hope, confidence and love. 'If 
you can laugh at it, you can survive it.'

'Even if laughter produces no specific biochemical 
changes,' according to Norman Cousins, 'it accomplishes 
one very essential purpose. It tends to block deep 
feelings of apprehension and even panic that all too 
frequently accompany serious illness. It helps free the 
body of the constricting effects of the negative emotions 
that in turn may impair the healing system.' According to 
Cousins, 10 minutes of laughter resulted in 2 hours of 
pain-free sleep.

Is Humour Therapeutic?

How Could Humour be of Help to Clients?

Humour that enhances the Doctor patient 

relationship

Humour on the part of the therapist can be of potential 
help to clients in a number of ways:

l It creates a more relaxed atmosphere and helps 
break down barriers.

l It can convey the message that the therapist is 
humane.

l It can build trust and empathy if used appropriately.

l It can help the client to relax and possibly lift 
repressions.

l It can convey messages succinctly and effectively.

l It encourages communication on sensitive matters.

l It can be a source of insight into conflict.

l It can help overcome a stiff and formal communi-
cating style.

l It can facilitate the acting out of feelings or impulses 
in a safe, non-threatening way.

Humour on the part of the Doctors can build and 
enhance the therapeutic relationship. At all times such 
humour should be good-natured, natural and directed at 
laughing with rather than at the patient.  Therapeutic use 
of humour can result in a patient's putting problems into 
perspective. Doctors can help clients learn to take 
themselves less seriously and even laugh at some of the 
foolishness of their behaviour.

Patients and Doctors can enrich a relationship by 
laughing. Humour and tragedy are closely linked and 
after allowing ourselves to feel some experiences that 
are painfully tragic, we can also genuinely laugh at how 
seriously we have taken our situation. We secretly 
delude ourselves into believing that we are unique in that 
we are alone in our pain and we alone have experienced 
the tragic. What a welcome relief when we can admit 
that pain is not our exclusive domain.

In a specialty where there are often no easy answers, 
many patients must be managed for a very long time. It is 
here that a sense of humour helps us to keep things in 
perspective and not take ourselves too seriously. It is said 
'Imagination was given to a man to compensate him for 
what he is not; a sense of humour was provided to 
console him for what he is.' Laughter can take us from 
moping, to coping, to hoping.

Excerpts from the Presidential address delivered by Dr. Swaminath 
at the XV Annual Conference of the Indian Psychiatric Society, 

Karnataka Branch, KANCIPS 2005, Bangalore
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