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OBSTETRIC	HISTORY	

•  General	informaAon	
•  History	of	current	pregnancy		
•  Past	Obstetric	history	
•  Gynecological		history	
•  Enquiry	about	other	systems:	
•  Past	medical	and	surgical	history	
•  Psychiatric	history	
•  Family	history		
•  Social	history	
•  Drug	history		
•  Allergies	
•  Summary		
	
	
	
	
	
	



OBSTETRIC	HISTORY	

•  General	informa6on:	
Ø  Name	
Ø  Age		
Ø  Presen6ng	complaint	(paAents	words	not	medical	words)or	reason	for	aRending.	
Ø  Gravidity		
												ÆThe	total	numbers	of	pregnancies	regardless	of	how	they	ended.			
Ø  Parity			
											Ænumber	of	live	births	at	any	gestaAon	or	sAllbirths	aTer	24	weeks	of	gestaAon.	
Ø  Gesta6on	(GA)	
Ø  LMP	(last	menstrual	period)	
Ø  EDD	“Expected	date	of	delivery”	(Naegele’s	rule)																		

–  Is	to	add	9	months	and	7	days	to	the	first	day	of	the	last	normal	menstrual	period	example:		
–  o	LMP:	July	20,	2008	

o	EDC:	April	27,2009	
o	This	Is	in	Gregorian	date	but	if	it	is	in	Hijri	add	18	days	instead	of	7	days.	o	Average	cycle	is	
28	days	and	it	can	be	from	21	to	35	days.	
o	If	it	is21	=	add	one	day,	28	=	add	7	days,	35	=	add	14	days.			

	
	
	



OBSTETRIC	HISTORY	

•  History	of	current	pregnancy:		
Ø  Dates	as	calculated	from	ultrasound.	
Ø  Single	/mulAple	(chorionicity).	
Ø  Detailed	of	presenAng	problem.	
Ø  Have	there	been	any	other	problems	in	this	pregnancy	?	
Ø  Has	there	been	any	bleeding	,	contracAons	or	loss	of	fluid	vaginally	?	
•  Past	Obstetric	history:	
1.	Date	of	delivery	(or	pregnancy	termina6on)		
2.	Loca6on	of	delivery	(or	pregnancy	termina6on)		
3.	Dura6on	of	gesta6on	(recorded	in	weeks).	When	correlated	with	birth	weight,	this	informaAon	allows	
an	assessment	of	fetal	growth	paRerns.	The	gestaAonal	age	of	any	spontaneous	aborAon	is	of	importance	
in	any	subsequent	pregnancy.		
4.	Type	of	delivery	(or	method	of	terminaAng	pregnancy).	This	informaAon	is	important	for	planning	the	
method	of	delivery	in	the	present	pregnancy.		
5.	Dura6on	of	labor	(recorded	in	hours).	This	may	alert	the	physician	to	the	possibility	of	an	unusually	long	
or	short	labor.		
6.	Type	of	anesthesia.	Any	complicaAons	of	anesthesia	should	be	noted.	

	
	



OBSTETRIC	HISTORY	

•  Past	Obstetric	history	(Cont.):	
7.	Maternal	complica6ons.	Urinary	tract	infecAons,	vaginal	bleeding,	hypertension,	and	postpartum	
complicaAons	may	be	repeAAve;	such	knowledge	is	helpful	in	anAcipaAng	and	prevenAng	problems	with	
the	present	pregnancy.		
8.	Newborn	weight	(in	grams	or	pounds	and	ounces).	This	informaAon	may	give	indicaAons	of	gestaAonal	
diabetes,	fetal	growth	problems,	shoulder	dystocia,	or	cephalopelvic	disproporAon		
9.	Newborn	gender.	This	may	provide	insight	into	paAent	and	family	expectaAons	and	may	indicate	
certain	geneAc	risk	factors.		
10.	Fetal	and	neonatal	complica6ons.	Inquiry	should	be	made	as	to	whether	the	baby	had	any	problems	
aTer	it	was	born,	whether	the	baby	breathed	and	cried	right	away,	and	whether	the	baby	leT	the	hospital	
with	the	mother.		

	



OBSTETRIC	HISTORY	

•  Gynecological	history	:	
Ø  Periods:	regularity.	
Ø  ContracepAve	history,	Oral	contracepAves	taken	during	early	pregnancy	have	been	associated	with	

birth	defects,	and	retained	intrauterine	devices	(IUDs)	can	cause	early	pregnancy	loss,	infecAon,	and	
premature	delivery.	

Ø  Previous	infecAons	and	their	treatment.	
Ø  When	was	the	last	cervical	smear?	Was	it	normal?	Have	there	ever	been	any	that	were	abnormal?	If		

yes,	what	treatment	has	been	undertaken?	
Ø  Previous	gynecological	surgery?	

•  Past	medical	and	surgical	history:	
Ø  Relevant	medical	problems	and	drugs,	In	addiAon	to	common	disorders,	such	as	diabetes	

mellitus,	hypertension,	and	renal	disease,	which	are	known	to	affect	pregnancy	outcome.	
Ø  Any	previous	operaAons;	type	of	anestheAc	used,	any	complicaAons.	Each	surgical	procedure	

should	be	recorded	chronologically,	including	date,	hospital,	surgeon,	and	complicaAons.	
Trauma	must	also	be	listed	(e.g.,	a	fractured	pelvis	may	result	in	diminished	pelvic	capacity).		

	
	
	



OBSTETRIC	HISTORY	

•  Psychiatric	history	:	
Ø  Post	partum	blues	or	depression.	
Ø  Depression	unrelated	to	pregnancy.	
Ø  Major	psychiatric	illness	.	

•  Family	history	:	
Ø  Diabetes	,hypertension,	thromboembolic	disease	,	geneAc	problems,	psychiatric	problems	…	

•  Social	history:	
Ø  Smoking,	Alcohol	use,	illegal	drug	used		
Ø  exposure	to	domesAcated	animals	parAcularly	cats	(which	carry	a	risk	for	toxoplasmosis).	
Ø  Exposure	to	solvents	(carbon	tetrachloride)	or	insulators	(polychlorobromine	compounds).	
Ø  Marital	status	
Ø  OccupaAon			
Ø  SEXUAL	HISTORY	The	health	of,	and	current	relaAonship	with,	the	husband	or	partner(s)	may	provide	insight	into	

the	present	complaints.	Inquiry	should	be	made	regarding	any	pain	(dyspareunia),	bleeding,	or	dysuria	
associated	with	sexual	intercourse.	Sexual	saAsfacAon	should	be	discussed	tacoully.		

•  Drug	history		
•  Allergies	
•  Summary		
	

	

	
	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  General	examinaAon	
•  Abdominal	examinaAon	
•  Lower	limb	examinaAon	
•  Pelvic	examinaAon		

	
	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  General	examina6on:	
Ø  Weight	
Ø  Height	
Ø  BMI	Æ	(weight	(kg)	/Height	(m2)	
Ø  Vital	signs	(blood	pressure	,	pulse	,	respiratory	rate	,	temperature	)	
Ø  Cardiovascular	examinaAon	(rouAne	auscultaAon	for	maternal	heart	sounds	in	asymptomaAc	women	

with	no	cardiac	history	is	unnecessary).		
Ø  Breast	examinaAon	(Formal	breast	examinaAon	is	not	necessary,	self	examinaAon	is	as	reliable	as	a	

general	physician	examinaAon	in	detecAng	breast	masses.)	
	
Don’t	forget	WIPE,	ABCDE	and	VITAL	SIGNS	
	
	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on:	
§  General	instruc6on:	
ü  You	should	be	on	the	right	side	of	the	paAent	to	facilitate	the	movement	of	the	right	arm.	
ü  ExaminaAon	done	by	the	palm	of	the	hand	rather	than	the	Aps	of	the	fingers	with	warm	hands	

(except	in	some	maneuvers).	
ü  Engage	the	paAent	in	conversaAon	to	decrease	the	rigidity	of	the	abdominal	wall.	
ü  Examine	the	inguinal	canal	and	inguinal	lymph	nodes.	
ü  PosiAon	and	exposure:		

o  The	paAent	lies	flat	with	slightly	raised	head	on	a	pillow.	
o  Her	knees	drown	up	to	decrease	rigidity	of	the	abdominal	wall.		

ü  The	abdomen	is	divided	into	9	quadrants	by	two	verAcal	lines(mid	clavicular	plain	which	
extends	from	mid	clavicular	to	the	mid	inguinal	)	and	two	horizontal	lines	the	upper	horizontal	
line	(transpyloric	plain	at	the	level	of	the	first	lumber	vertebra	bisects	the	distance	between	
the	umbilicus	and	xiphisternum)	the	lower	horizontal	line	(inter-crestal	plane	extend	between	
the	highest	points	on	the	iliac	crest	).	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on	(Cont.):	
Ø  Ask	about	areas	of	tenderness	before	start	the	examina6on.	
Ø  INSPECTION:		

1.   Abdominal	contour:	asymmetry?	
2.   Respiratory	movements.		
3.   Look	for	fetal	movement	
4.   Abdominal	skin:		
o  	scars	of	previous	operaAon	(CS,hysterotomy)	
o  pigmentaAon		
o  cutaneous	signs	of	pregnancy	Ælinea	nigra,	
striae:]	rubra	(redish	),	albicans(white)[,	gravidarum.	
5.	Umbilicus:	
o  Site,	shape	(inverted	,flat	,everted),discharge	,	discoloraAon,		
swelling	,	nodule.	
	

	
	

Linea	Nigra	

striae	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on	(Cont.):	
6.	Hair	distribu6on:	
o  Feminine	(trisngular	with	horizonal	upper	border)	
o  Masculine	distribuAon	(extension	of	the	pubic	hair	towrds	the	umbilicus).	
7.	hernial	orifices:	
o  cough	impulse	:	ask	paAent	to	cough	and	look	at	the	hernial	

orifices(umblical,paraumbilical,inguinal,incisonal).	
	8.	divarica6on	of	the	rec6	.	

•  Causes	of	abdominal	enlargement	(7F&ovarian	tumor):	
(fetus,	false	pregnancy,	flatus,	fat,	full	bladder,	fluid,	fibroid,	ovarian	tumor)		
	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on	(Cont.):	
Ø  PALPATION:		
•  Uterine	size	Æsymphysis	fundal	height	(Level)	in	cm	=	GA	in	wks	
				-at	12-14	wks	Æjust	palpable	
				-20-22	wks	Æat	the	umbilicus	
(palpaAon	done	by	the	ulnar	border	of	the	leT	hand	from	the	xiphisternum	downward	
	to	feel	the	first	resistence	which	is	the	fundus)	
1.   Superficial	palpa6on:	
By	using	the	flat	of	the	hand	gently	looking	for	tenderness	or	rigidity.	
2.					Deep	palpa6on:		
a-palpaAon	abdominal	organs	(liver,spleen	,kidney)	
b-palpaAon	of	pregnant	uterus:	

•  because	of	asymmetric	implantaAon	of	the	ovum,		
one	cornu	of	the	uterus	may	enlarge	slightly	(Piskaçek	sign).	
•  Uterine	consistency	becomes	soTer,	and	it	may	be	possible	to	palpate	or	to	compress	the	

connecAon	between	the	cervix	and	fundus.	This	change	is	referred	to	as	Hegar	sign.		
	

	
	
	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on	(Cont.):	
•  LEOPOLD	MANEUVERS:			

–  The	first	maneuver	(fundal	grip):	involves	palpaAng	the	fundus	to	determine		which	part	of	the	
fetus	occupies	the	fundus.		
•  Maneuver:	
by	grasping	the	fundus	of	the	uterus	by	the	palms	of	the	2	hands	with	your	fingers	quite	close	
together.	

–  The	second	maneuver(Lateral	grip):	involves	palpaAng	the	either	side	of	the	abdomen	to	
determine	on	which	side	the	fetal	back	lies.	

–  First	method	:	
One	hand	used	to	support	the	uterus	and	the	level	of	the	umbilicus,	other	hand	is	used	to	
palpate	the	other	side	of	the	uterus	from	above	downwards	in	three	lines	(paramedian,	
midclavicular,	midaxillary).	
–  	Second	method:		
Two	hands	are	laid	site	by	side	at	the	level	of	the	umbilicus	and	palpate	the	structure	
underneath	them	,one	hand	supports	and	the	other	palpate	the	uterus	and	compare.	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on	(Cont.):	
•  LEOPOLD	MANEUVERS:			

–  The	third	maneuver	(Pawlick’s	grip)	:	involves	grasping	the	presenAng	part	between	the	thumb	
and	third	finger	just	above	the	pubic	symphysis	to	determine	what	fetal	part	is	lying	above	the	
pelvic	inlet	or	lower	abdomen.	
1.  By	siung	beside	the	paAent	while	she	is	supine	with	flexed	hip	and	knee		
2.  Try	to	catch	the	lower	uterine	segment	by	the	right	hand	which	the	palm	resAng	on	the	

symphysis	pubis		
3.  the	thumb	is	parallel	to	the	right	inguinal	ligament	and	the	other	four	fingers	is	parallel	to	

the	leT	inguinal	ligament		
4.  Try	to	feel	the	presented	part	between	the	thumb	and	other	4	fingers		

–  The	fourth	maneuver(Pelvic	grip):	involves	palpaAng	for	the	brow	and	the	occiput	of	the	fetus	
determine	the	fetal	posiAon	when	the	fetus	is	in	a	vertex	presentaAon.	
1.  now	you	turn	your	face	towards	the	paAent	's	feet.	
2.  The	two	hands	are	placed	flat	on	both	sides	of	the	lower	part	of	the	abdomen	and	push	

there	downward	towards	the	pelvis	and	feel	the	sides	of	the	presenAng	part	by	your	fingers		
	

	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on	(Cont.):	
•  LEOPOLD	MANEUVERS:	

	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on:	
FETAL	LIE,	PRESENTATION	AND	ENGAGEMENT:	
•  Lie	of	the	fetus	Ælongitudinal	axis	of	the	uterus	to	the	longitudinal	axis	of	the	fetus	(e.g	longitudinal,	

transverse,	oblique	).	
•  PresentaAon	Æthe	part	of	the	fetus	that	overlays	the	pelvic	brim	(e.g,	vertex,	breech,	shoulder).	
•  Engagement	:	occurred	when	the	widest	part	of	the	presenAng	part	has	passed	successfully	through	

the	pelvic	inlet.	

	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on:	
DESCENT	OF	THE	FETAL	HEAD:	
•  Assessed	abdominally,	
•  Using	the	rule	of	fiTh	to	assess	the	engagement	

						→ Assess	how	much	of	the	head	is	sAll	felt	per	abdomen		

•  When	only	2/5	or	less	of	the	fetal	head	palpated	above	the	level	of	symphysis	pubis,	this	implies	the	
head	is	engaged.	

					→The	vertex	has	passed	or	is	at	the	level	of	ischial	spines.	
	
	

	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Abdominal	examina6on:	
Ø  Ausculta6on:	
	Listening	for	the	fetal	heart	beat.	
	

•  Lower	limbs	examina6on:	
Ø  Swelling	(edema).	
Ø  VaricosiAes.	
	
	
	

	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Pelvic	examina6on:	
•  Rou$ne	pelvic	examina$on	is	not	necessary.	
•  	Circumstances	in	which	a	vaginal	examina$on	is	necessary	(in	most	cases	a	

speculum	examina$on	is	all	that	is	needed),	these	include	:	
q  	Excessive	or	offensive	discharge		
q  	Vaginal	bleeding	(in	the	known	absence	of	a	placenta	previa).	
q  To	perform	a	cervical	screen		
q  To	confirm	potenAal	rupture	of	membrane		
•  The	dark	discoloraAon	of	the	vulva	and	vaginal	walls	is	known	as	Chadwick	sign.		

	

	
	

	
	
	

	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Pelvic	examina6on:	
Ø  A	digital	examinaAon	may	be	performed:		
Ø  when	an	assessment	of	the	cervix	is	required	.		
This	can	provide	informaAon	about	the		
consistency	and	effacement	of	the	cervix	that	
	is	not	obtainable	from	a	speculum	examinaAon		
(Modified	Bishop	score).	

	

	
	

	
	
	

	

	
	



OBSTETRICS		PHYSICAL	EXAMINATION		

•  Pelvic	examina6on:	
Ø  The	contraindica6on	to	digital	examina6on	are	:	
q  Known	placenta	previa	or	vaginal	bleeding		when	the	placental	site	is	unknown	

and	the	presenAng	part	unengaged		
q  Prelabor	rupture	of	the	membranes	(increased	risk	of	ascending	infecAon).	

	

	
	

	
	
	

	

	
	



GYNECOLOGIC	HISTORY		

•  General	informaAon	
•  History	of	present	complaint	(e.g,pelvic	pain,	vaginal	discharge).	
•  Menstrual	history	
•  Previous	gynecological	history		
•  Previous	obstetrics	history	
•  Enquiry	about	other	systems	
•  Past	medical	and	surgical	history	
•  Psychiatric	history	
•  Family	history		
•  Social	history	
•  Drug	history		
•  Allergies	
•  Summary		

	

	

	
	

	
	
	

	

	
	



GYNECOLOGIC	HISTORY		

•  General	informa6on:	
Ø  	Name	
Ø  	age		
Ø  Main	complaints		

•  History	of	present	complaint:	
Ø  The	detailed	quesAons	relaAng	to	each	complaint.	

•  Pelvic	pain:	
Ø  Site	of	pain	,	its	nature	and	severity		
Ø  Any	thing	that	aggravates	or	relieves	the	pain-specifically	enquire	about	relaAonship	to	menstrual	

cycle	and	intercourse		
Ø  Does	the	pain	radiate	anywhere	or	is	it	associated	with	bowel	or	bladder	funcAon	
Ø  The	common	gynecologic	causes	of	acute	lower	abdominal	pain	are	salpingo-oophoriAs	with	

peritoneal	inflammaAon,	torsion	and	infarcAon	of	an	ovarian	cyst,	endometriosis,	or	rupture	of	an	
ectopic	pregnancy.	Chronic	lower	abdominal	pain	is	generally	associated	with	endometriosis,	chronic	
pelvic	inflammatory	disease,	or	large	pelvic	tumors.	It	may	also	be	the	first	symptom	of	ovarian	cancer.		

	

	

	
	

	
	
	

	

	
	



GYNECOLOGIC	HISTORY		

•  Vaginal	discharge:	
Ø  Amount,	colour,	odour,	presence	of	blood.	
Ø  RelaAonship	to	menstrual	cycle.	
Ø  Any	history	of	sexually	transmiRed	disease	or	recent	tests.		
Ø  Any	vaginal	dryness.	
Ø  Vaginal	bleeding	before	the	age	of	9	years	and	aTer	the	age	of	52	years	is	cause	for	concern	and	

requires	invesAgaAon.	It	is	important	to	ensure	that	she	is	not	bleeding	from	uterine	cancer	or	from	
exogenous	estrogens.	ProlongaAon	of	menses	beyond	7	days	or	bleeding	between	menses	may	
connote	abnormal	ovarian	funcAon,	uterine	myomata,	or	endometriosis.		

	

	

	

	
	

	
	
	

	

	
	



GYNECOLOGIC	HISTORY		

•  Menstrual	history:	
Ø  Age	of	menarche	
Ø  Usual	duraAon	of	each	period	and	length	of	cycle.	
Ø  First	day	of	the	last	period.	
Ø  PaRern	of	the	bleeding	:	regular	or	irregular	and	length	of	the	cycle.	
Ø  Amount	of	blood	loss	:	more	or	less	than	usual,	number	of	sanitary		towels	or	tampons	used	,	passage	

of	clots	or	flooding.	
Ø  Any	intermenstrual	or	postcoital	bleeding.	
Ø  Any	pain	relaAng	to	the	period,	its	severity	and	Aming	of	onset.	
Ø  Any	medicaAon	taken	during		the	period.	
Ø  Midcycle	pain	(mi>elschmerz)	and	a	midcycle	increase	in	vaginal	secreAons	are	usually	indicaAve	of	

ovulatory	cycles.		

	

	

	

	
	

	
	
	

	

	
	



GYNECOLOGIC	HISTORY		

•  Previous	gynecological	history	:	
Ø  Previous	treatment	and	surgery.	
Ø  Date	of	the	last	cervical	smear	and	any	previous	abnormaliAes.	
Ø  Sexual	acAve	,	difficulAes	or	pain	during	intercourse.	
Ø  	The	type	of	contracepAon	used	and	any	problem	with	it.	
Ø  Menopause:(Date	of	last	period	,any	post	menopausal	bleeding	,any	menopausal	symptoms).	

•  Previous	obstetrics	history:	
Ø  Outcome	&	details	of	previous	pregnancies		

•  Enquiry	about	other	systems:	
Ø  (e.g,	AppeAte,	weight	loss/gain,	bowel	funcAon,	bladder	funcAon).	
Ø  A	review	of	all	other	organ	systems	should	be	under-	taken.	Habits	(tobacco,	alcohol,	other	substance	

abuse),	medicaAons,	usual	weight	with	recent	changes,	and	loss	of	height	(osteoporosis)	are	important	
parts	of	the	systemic	review.		

	

	



GYNECOLOGIC	HISTORY		

•  Past	medical	&	surgical	history	
•  Psychiatric	history	
•  Family	history	
•  Social	history:	
Ø  Sexual	history:	The	health	of,	and	current	relaAonship	with,	the	husband	or	partner(s)	may	provide	

insight	into	the	present	complaints.	Inquiry	should	be	made	regarding	any	pain	(dyspareunia),	
bleeding,	or	dysuria	associated	with	sexual	intercourse.	Sexual	saAsfacAon	should	be	discussed	
tacoully.		

•  Drug	history	
•  Allergies	
•  Summary					
	

	



GYNECOLOGIC	PHYSICAL	EXAMINATION		

•  General	examinaAon	
•  Abdominal	examinaAon	
•  Pelvic	examinaAon	
•  Rectal	examinaAon	



GYNECOLOGIC	PHYSICAL	EXAMINATION		

•  General	exam	:		
Ø  Height		
Ø  Weight		,	BMI	
Ø  Vital	signs		
Ø  Hands	,	mucous	membrane		
Ø  Evidence	of	supraclavicular	lymphadenopathy,	oral	lesions,	webbing	of	the	neck,	or	goiter	may	be	

perAnent	to	the	gynecologic	assessment.		
Ø  Chest	(CVS	,Respiratory)	:The	presence	of	a	pleural	effusion	may	be	indicaAve	of	a	disseminated	

malignancy,	parAcularly	ovarian	cancer.		
Ø  Breast		
	



GYNECOLOGIC	PHYSICAL	EXAMINATION		

•  Abdominal	exam:	
1.   Inspec6on:	distension,	masses,	surgical	scars,	hernia.	
2.   Palpa6on:	guarding	,	tenderness,	masses.	
3.   Percussion:	useful	if	free	fluid	is	suspected.	
4.   Ausculta6on:	not	specifically	useful	for	the	gynecological		
examinaAon,	in	case	of	acute	abdomen	with	bowel	obstrucAon	or	
	postoperaAve	paAent	with	ileus	(listening	of	bowel	sounds).	

•  Pelvic	examina6on:	
Ø  Inspec6on:	
•  External	genitalia	and	surrounding	skin.	
Ø  Speculum	(bivalve	,	Or	Cusco	):	
•  Inspect	the	vaginal	walls	and	the	cervix.	
•  Samples	and	PAP	smear.	

	
	

	



GYNECOLOGIC	PHYSICAL	EXAMINATION		

•  Pelvic	examina6on	(Cont.):	
Ø  The	paAent	is	asked	to	bear	down	(Valsalva	maneuver)	or	to	cough	to	demonstrate	any	stress	

inconAnence.		
Ø  Bimanual	examina6on	(picture):	
•  Provides	informaAon	about	the	uterus	and	adnexa.	
•  The	urinary	bladder	should	be	empty		
•  The	pouch	of	Douglas	is	also	carefully	assessed	for		
nodularity	or	tenderness.	

•  Rectal	examina6on:	
Ø  Used	as	alternaAve	to	a	vaginal	examinaAon	in	children		
and	in	adults	who	are	not	sexually	acAve.	
Ø  A	rectovaginal	examinaAon	is	helpful	in	evaluaAng	masses	in	
	the	cul-de-sac,	the	rectovaginal	septum,	or	adnexa.	It	is	essenAal	in		
evaluaAng	the	parametrium	in	paAents	with	cervical	cancer.		
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