Obstetric Examination

General

· Remember, obstetric patients should not be left too long flat on their backs to be examined due to the risk of supine hypotension (occlusion of the IVC by the gravid uterus, which then leads to reduced CO and thus reduced BP.

· Hands: 

· Swelling

· Pallor

· Pulse 

· BP

· Face:

· Jaundice

· Anaemia

· Periorbital oedema

· Leg oedema

· Should always dipstick the urine

Abdominal examiantion

· Inspection:

· Does the abdominal size look right for gestational age?

· Symetrical vs assymerical?

· Any scars (especially previous LSCS)?
· Any stigmata of pregnancy?  E.g. straie gravidarum (due to splitting of the dermis by the hormones in pregnancy) and linear niagra (midline pigmentation from the xiphisternum to the pubic symphysis.

· Palpate:

1. Uterine size.  

· Remember the fundus should not be palpable until 12 weeks gestation.  At  22 weeks, it should be at the level of the umbilicus and by 36 weeks should be at the xiphisternum.  As gesatation progresses beyond 36 weeks, the fundus will drop as the head engages.

· Palpate with the medial border of the left hand and start at the xiphisternum, working towards the umbilicus.  
· Measure the fundal-symphysis height.  After 24 weeks gestation, this should be +/-3cm equal to the number of weeks gestation.  

2. How many fetuses?

· Assess the number of fetal poles (i.e.head and bum).

· In a single pregnancy there should be two fetal poles (unless the head is deeply engaged).

· In multiple pregnancy, there will be the number of fetuses – 1 palpable (as one is usually tucked away out of reach). 
3. Fetal lie.
· This is the relationship between the long axis of the fetus and the long axis of the uterus.

· Can be longitudinal, transverse or oblique.

4. Presentation.

· This is the part of the fetus presenting to the mothers pelvis.  It can be cephalic or breech.

· Cepalic presentation can be vertex (the area between the anterior and posterior fontanelles and the parietal bones, brow or face.  Anything other than a cephalic vertex presentation is MALPRESENTATION.

5. Engagement.  

· The head is engaged when the widest part (the biparietal diameter) has passed through the pelvic brim.  

· It is measured in fifth’s (5/5 is none of the head in the pelvic brim, 0/5 is all of the head is in the pelvic brim
· When 3/5 or more are palpable abdominally, the head is NOT engaged.  When 2/5 or less are palpable, the head is engaged.  

6. Liquor volume. A subjective assessment should be performed.

Pelvic examination

This is done mainly when the woman is in labour.  There are 4 parts to an obstetric pelvic examination:

1. External examination of the vulva

· Look particularly for engorgement, as vulval blood flow increases in pregnancy.
· Also look for vulval varicosities
· Look for any genital lesions (e.g. genital herpes), discharge or leakage of amniotic fluid.
2. Speculum examination
· Use a Cusco’s to look at the cervix.

· Increased cervical secretions are normal in pregnancy.  Look particularly for:

· Any lesions?

· Any amniotic fluid

· Any bleeding?

3. Vaginal examination.  Once there is ROM, this should be done using aseptic technique.

· How many centimetres dilated?  Assess using finger-breadths (1 finger is 1-1.5cm)

· How long is the cervix?  It is normally 3cm and shortens during effacement in labour.

· What is the station of the presenting part?  This is defined by how many centimetres above or below the ischial spines the presenting part is.

· What is the position of the cervix?  As labour progresses, the cervix is pulled more anteriorly.  

· What is the position of the presenting part?  In cephalic presentation, this depends on identifying the anterior fontenelle (big diamond shape), the posterior fontanelle (a Y shape) and the saggital sinus.  From this you can work out where the occiput is and decide on the position e.g. OA, (OA, ROA or LOA) OP (ROP and LOP) and OL (ROL and LOL).  In breech, the sacrum is used as the basis of assessing the position of the presenting part.  

4. Pelvic examination
