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Obstetric History

Steps of Obstetric History:

→ General information
→ 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

1. General Information:

→ Name
→ Age
→ Presenting complaint (patients words not medical words) or reason for attending.

2. History of Current Pregnancy:

→ Gravidity: total numbers of pregnancies regardless of how they ended. 
→ No previous pregnancy G = 0 

→ Parity: number of live births at any gestation or stillbirths after 24 weeks of gestation.
→ G1P0 → woman is pregnant for the first time and has not yet delivered.
→ G1P1 → woman has had one pregnancy and has delivered once.

→ Gestation (GA): weeks calculated from ultrasound or based on LMP and the wheel.
→ Methods to calculate GA:

→ Based on LMP (1st first day of the last menstrual cycle to current date, normally 38 - 42 days).
→ Based on US (more accurate).

→ LMP: last menstrual period.
→ EDD: expected date of delivery (Naegele’s rule).

→ Add 7 days to first day of LMP, subtract 3 months, add one year (EDD = LMP + 7 days - 3 months + 1 year).
→ Example:

→ LMP: 27 /8/2014 
→ EDD: 3/6/2015

→ Dates as calculated from ultrasound.
→ Single / multiple (chorionicity).
→ Detailed of presenting problem.
→ Have there been any other problems in this pregnancy? to prevent recurrent.
→ Has there been any bleeding , contractions or loss of fluid vaginally + fetal movement?



Obstetric History

3. Past Obstetric History:

→ List the previous pregnancies and their outcomes in order:
→ Date of delivery (or pregnancy termination).
→ Location of delivery (or pregnancy termination).
→ Duration of gestation (recorded in weeks). 

→ If correlated with birth weight →  assessment of fetal growth patterns.
→ Gestational age of any spontaneous abortion important in any 

subsequent pregnancy.
→ Type of delivery (or method of terminating pregnancy).

→ Important for planning method of delivery in present pregnancy.
→ Difficult forceps delivery or a cesarean delivery → require  personal 

review of labor and delivery records.
→ Duration of labor (recorded in hours).

→ Alert physician to the possibility of an unusually long or short labor.
→ Type of anesthesia.

→ Any complications of anesthesia should be noted.
→ Maternal complications.

→ Urinary tract infections, vaginal bleeding, hypertension and postpartum 
complications may be repetitive → prevent future problems.

→ Newborn weight (in grams or pounds and ounces).
→ Gives indications of gestational diabetes, fetal growth problems, 

shoulder dystocia, or cephalopelvic disproportion.
→ Newborn gender.

→ Provide insight into patient and family expectations + indicate certain 
genetic risk factors.

→ Fetal and neonatal complications. 
→ Elicit problems + determine whether you need to obtain further 

information
→ Any problems after birth? Breathed and cried right away? Left the 

hospital with the mother?

4. Gynecological History:

→ Periods: regularity.
→ Contraceptive history.
→ Previous infections and their treatment .
→ When was the last cervical smear? Was it normal? Have there ever been any that 

were abnormal? If yes, what treatment has been undertaken?
→ Pap smear? Should do it every 3 years

→ Previous gynecological surgery?

5. Past Medical and Surgical History:

→ Relevant medical problems.
→ Any previous operations? Type of anesthetic used, any complications?
→ Scars → adhesions → weak uterus → may rupture during contraction → go with CS.



Obstetric History

6. Psychiatric History:

→ Postpartum blues?
→ Postpartum depression?
→ Depression unrelated to pregnancy?
→ Major psychiatric illness?

9. Drug History:

→ Ask about heparin and aspirin in cases of bleeding.

10. Allergies

7. Family History:

→ Diabetes
→ Hypertension
→ Thromboembolic disease
→ Genetic problems
→ Psychiatric problems

8. Social History:

→ Smoking
→ Illegal drug used 
→ Marital status
→ Occupation  

Summary



Obstetric History Summary

General 
Information

→ Name
→ Age

→ Presenting complaint (patients words not 
medical words) or reason for attending.

History of 
Current 

Pregnancy

→ Gravidity: total numbers of pregnancies 
regardless of how they ended. 

→ Parity: number of live births any gestation 
or stillbirths after 24 weeks of gestation.

→ Gestation (GA): weeks calculated from 
ultrasound or based on LMP and the wheel.

→ Single / multiple (chorionicity).
→ LMP: last menstrual period.

→ EDD: expected date of delivery (Naegele’s rule).
→ EDD = LMP + 7 days - 3 months + 1 year.

→ Dates as calculated from ultrasound.
→ Detailed of presenting problem.
→ Have there been any other problems in this 

pregnancy? to prevent recurrent.
→ Has there been any bleeding , contractions 

or loss of fluid vaginally + fetal movement?

Past 
Obstetric 
History

“List previous 
pregnancies & 
their outcomes 

in order”

→ Date of delivery.
→ Location of delivery.
→ Duration of gestation (in weeks). 

→ Correlated with birth weight →  assess 
fetal growth.

→ Gestational age of any spontaneous 
abortion is important in any subsequent 
pregnancy.

→ Type of delivery.
→ Plan method of delivery in present 

pregnancy.
→ Difficult forceps delivery / cesarean 

delivery → review labor & delivery records.
→ Duration of labor (recorded in hours).

→ Alert an unusually long or short labor.

→ Type of anesthesia.
→ Note any complications of anesthesia.

→ Maternal complications.
→ UTI - vaginal bleeding - HTN - postpartum 

complication → maybe repetitive → prevention.
→ Newborn weight (grams / pounds / ounces).

→ Indications of gestational diabetes -  fetal 
growth problems - shoulder dystocia - 
cephalopelvic disproportion.

→ Newborn gender.
→ Insight into patient and family expectations + 

genetic risk factors.
→ Fetal and neonatal complications. 

→ Any problems after birth? Breathed and cried 
right away? Left hospital with mother?

Gynecological 
History

→ Periods: regularity.
→ Contraceptive history.
→ Previous infections & their treatment.
→ Previous gynecological surgery?

→ When was the last cervical smear? Normal? 
Abnormal? Treatment undertaken if any?
→ Pap smear?

→ Should do it every 3 years

Past Medical   
& Surgical 

History

→ Relevant medical problems.
→ Any previous operations? Type of 

anesthetic used, any complications?

→ Scars → adhesions → weak uterus → may 
rupture during contraction → go with CS.

Psychiatric 
History

→ Postpartum blues?
→ Postpartum depression?

→ Depression unrelated to pregnancy?
→ Major psychiatric illness?

Family 
History

→ Diabetes
→ Hypertension
→ Thromboembolic disease

→ Genetic problems
→ Psychiatric problems

Social 
History

→ Smoking
→ Illegal drug used 

→ Marital status
→ Occupation  

Drug History → Ask about heparin and aspirin in cases of bleeding.

Allergies

Summary



Obstetric Physical Examination 

1. General Examination:

→ Weight
→ Height
→ BMI = weight (kg) / height (m2)
→ Vital signs (blood pressure - pulse rate - respiratory rate - temperature).
→ Cardiovascular examination: if asymptomatic with no cardiac history → routine 

auscultation is unnecessary.
→ Breast examination:

→ Formal breast examination → unnecessary.
→ Self examination → as reliable as a general physician examination in detecting breast masses.

2. Abdominal Examination:

Vocabulary:
→ Lie: longitudinal axis of uterus to longitudinal axis of fetus (longitudinal - transverse - oblique ).
→ Presentation: the fetus part that overlays pelvic brim (vertex - breech - shoulder).
→ Engagement: when the widest part of presenting part has passed successfully through pelvic inlet.

Inspection:
→ Assess shape of the uterus.
→ Asymmetry.
→ Fetal movement.
→ Surgical scars.
→ Cutaneous signs of pregnancy.
→ Linea nigra.
→ Striae gravidarum.
→ Striae albicans.
→ Flat or everted umbilicus.
→ Superficial veins.

Palpation: ask about areas of tenderness before start the examination.
→ Gestation weeks: uterine size “symphysis → fundal height in cm”.
→ 12-14 weeks: just palpable.
→ 20-22 weeks: at the umbilicus.

LEOPOLD Maneuvers:
→ Fundal Grip Maneuver: palpate fundus → determine the part of fetus that occupies fundus.
→ Lateral Grip Maneuver: palpate either side of abdomen → determine side of fetal back.
→ Pawlick’s Grip Maneuver: grasping presenting part between thumb & 3rd finger just above the 

pubic symphysis → determine fetal part lying above pelvic inlet or lower abdomen.
→ Pelvic Grip Maneuver: palpating fetus’ brow and occiput → determine fetal position in a vertex 

presentation.

Descent of the Fetal Head:
→ Assessed abdominally using the rule of fifth → assess the engagement.
→ Engagement: assess how much of the head is still felt per abdomen 

→ 2/5 or less of fetal head palpated above symphysis pubis level → vertex is 
at or passed ischial spines level → head is engaged.

Auscultation:
→ Listening for fetal heartbeat.



Obstetric History

3. Lower Limb Examination:

→ Swelling (edema)
→ Varicosities 

4. Pelvic Examination:

→ Routine pelvic examination is not necessary.
→ Mostly a speculum examination is enough, sometimes vaginal examination is necessary.
→ Circumstances in which a vaginal examination is necessary:

→ Excessive or offensive discharge.
→ Vaginal bleeding ( known absence of a placenta previa).
→ To perform  cervical screen.
→ To confirm potential rupture of membrane. 

→ Digital examination may be performed when cervix assessment is required → provide information 
about cervix consistency and effacement (not obtainable from a speculum examination).
→ Use Modified Bishop Score.

→  كل ما كبر الرقم كل ما كان مناسب نولدھا
→ Contraindication to digital examination:

→ Known placenta previa.
→ Vaginal bleeding when placental site is unknown and the presenting part unengaged. 
→ Prelabor rupture of the membranes (↑ risk of ascending infection).

Modified Bishop Score, the doctor covered the text below the table in her 
slides. However, I kept it for reference.



Gynecological History

Steps of Obstetric History:

→ General information
→ History of present complaint (pelvic pain - vaginal discharge).
→ Menstrual history
→ Previous gynecological history 
→ Previous obstetrics history
→ Enquiry about other systems (appetite - weight loss/gain - bowel function - bladder function)
→ Past medical and surgical history
→ Psychiatric history
→ Family history 
→ Social history
→ Drug history 
→ Allergies
→ Summary

1. General Information:

→ Name
→ Age
→ Main complaints

2. History of Present Complaint:

→ Ask detailed questions relating to each complaint.

Pelvic Pain Vaginal Discharge

→ Site of pain?
→ Nature of pain?
→ Pain severity?
→ What aggravates or relieves the pain?
→ Relationship to menstrual cycle and 

intercourse?
→ Does the pain radiate anywhere?
→ Associated with bowel or bladder 

function?

→ Amount?
→ Colour?
→ Odour?
→ Presence of blood?
→ Relationship to menstrual cycle?
→ History of sexually transmitted 

disease or recent tests?
→ Any vaginal dryness?



Gynecological History

3. Menstrual History:

→ Age of menarche?
→ Usual duration of each period?
→ Length of cycle?
→ First day of the last period?
→ Pattern of the bleeding: regular or irregular?
→ Amount of blood loss: more or less than usual? number of sanitary towels or 

tampons used? passage of clots or flooding?
→ Any intermenstrual or postcoital bleeding?
→ Any pain relating to the period, its severity and timing of onset?
→ Any medication taken during  the period?

4. Previous Gynecological History:

→ Previous treatment and surgery?
→ Date of the last cervical smear and any previous abnormalities?
→ Sexual active? difficulties or pain during intercourse?
→ The type of contraception used and any problem with it?

→ Hormonal contraceptives during early pregnancy → birth defects.
→ Retained intrauterine devices (IUDs) → early pregnancy loss - infection – premature delivery.

→ Menopause: Date of last period? Post menopausal bleeding? Menopausal symptoms?

5. Previous Obstetrics History:

→ Outcome & details of previous pregnancies?

6. Enquiry About Other Systems:

→ Appetite
→ Weight loss/gain
→ Bowel function
→ Bladder function

7. Past Medical & Surgical History:

→ Diabetes mellitus → affect pregnancy outcome.
→ Hypertension → affect pregnancy outcome.
→ Renal disease → affect pregnancy outcome.
→ Fractured pelvis → diminished pelvic capacity.



Gynecological History

8. Psychiatric History:

11. Drug History:

12. Allergies

9. Family History:

→ Tumors
→ Diabetes
→ Hypertension
→ Thromboembolic disease
→ Genetic problems
→ Psychiatric problems

10. Social History:

→ The patient’s contact or exposure to domesticated animals.
→ Cats → risk of toxoplasmosis.

Summary



Gynecological History Summary

General 
Information

→ Name
→ Age

→ Main complaints

History of 
Present 

Complaint

→ Ask detailed questions relating to each complaint.

Pelvic Pain Vaginal Discharge

→ Site of pain? Nature of pain? Pain severity?
→ What aggravates or relieves the pain?
→ Relationship to menstrual cycle and 

intercourse?
→ Does the pain radiate anywhere?
→ Associated with bowel / bladder function?

→ Amount? Colour? Odour?
→ Presence of blood?
→ Relationship to menstrual cycle?
→ History of sexually transmitted disease or 

recent tests?
→ Any vaginal dryness?

Menstrual 
History

→ Age of menarche?
→ Usual duration of each period?
→ Length of cycle?
→ First day of the last period?
→ Bleeding pattern: regular or irregular?
→ Intermenstrual or postcoital bleeding?

→ Amount of blood loss: more or less than 
usual? number of sanitary towels or 
tampons used? passage of clots or flooding?

→ Any pain relating to the period, its severity 
and timing of onset?

→ Any medication taken during  the period?

Previous 
Gynecological 

History

→ Previous treatment and surgery?
→ Sexually active? difficulties or pain 

during intercourse?
→ Menopause: Date of last period? Post 

menopausal bleeding? Menopausal Sx?

→ The type of contraception used and any 
problem with it?

→ Hormonal contraceptives during early 
pregnancy → birth defects.

→ Retained intrauterine devices (IUDs) → early 
pregnancy loss - infection - premature delivery.

Obstetrics 
History → Outcome & details of previous pregnancies?

Enquiry About 
Other Systems

→ Appetite
→ Weight loss/gain

→ Bowel function
→ Bladder function

Past Medical   
& Surgical 

History

→ DM → affect pregnancy outcome.
→ Renal disease → affect pregnancy 

outcome.

→ HTN → affect pregnancy outcome.
→ Fractured pelvis → diminished pelvic 

capacity.

Psychiatric 
History

Family History
→ Tumors
→ Diabetes
→ Hypertension

→ Thromboembolic disease
→ Genetic problems
→ Psychiatric problems

Social History → The patient’s contact or exposure to domesticated animals.
→ Cats → risk of toxoplasmosis.

Drug History

Allergies

Summary



Gynecological Physical Examination 

1. General Examination:

→ Weight
→ Height
→ BMI = weight (kg) / height (m2)
→ Vital signs (blood pressure - pulse rate - respiratory rate - temperature).
→ Hands
→ Mucous membrane 
→ Supraclavicular area 
→ Thyroid 
→ Chest (CVS - Respiratory)
→ Breast: only if there’s a compliant.

2. Abdominal Examination:

Inspection:
→ Distension.
→ Masses.
→ Hernia.
→ Surgical scars.
→ Asymmetry.
→ Superficial veins.

Palpation: ask about areas of tenderness before start the examination.
→ Guarding.
→ Tenderness.
→ Masses.

Percussion:
→ Useful if free fluid is suspected.

Auscultation:
→ Not specifically useful for gynecological examination.
→ Acute abdomen with bowel obstruction → listen for bowel sounds.
→ Postoperative patient with ileus → listen for bowel sounds.



Gynecological Physical Examination 

3. Pelvic Examination:

→ Not indicated in all pregnant women
→ Undiagnosed vaginal bleeding → vaginal examination is contraindicated.

Inspection:
→ External genitalia and surrounding skin.

Speculum (bivalve - cusco):
→ Types of cervical os:

→ Nulliparous os: small round dimple.
→ Multiparous os: smile shaped.

→ Colour: pink.
→ Cervical ectropion: an area around the os, normally redder than the pink os.

→ Tinged blue → pregnant.
→ Red → cervicitis.

→ Secretions / discharge:
→ Cervical mucus → ovulation.
→ Blood → menstruation.

→ Presence of growths / tumours (usually cauliflower-like and friable).
→ Cauliflower-like and friable.
→ Bleeds on touch → malignancy (most likely).

→ Ulcerations - scars - nabothian follicles (retention cysts).
→ Cervical/pap smear is taken at this stage.

4. Rectal / Bimanual Examination:

→ Bimanual examination:
→ Provides  information about the uterus and adnexa (fallopian tubes and 

ovaries). 
→ Urinary bladder should be empty, if not → internal genitalia will be 

difficult to delineate + uncomfortable procedure.
→ Rectal examination: used as alternative to a vaginal examination in children 

and not sexually active adults.



439 Doctor’s Clinical Notes

History:
→ When presenting a case make sure that the first sentence consists of 4 components:

→ Age 
→ Gravidity and Parity 
→ LMP 
→ Chief complaint (in her own words)

→ Start presenting HPI and dissect each symptom.

Pregnancy:
→ Associated symptoms (N/V - vaginal bleeding - tiredness - …) 
→ Details of pregnancy test.

Vaginal Bleeding: 
→ Duration (since when?)
→ How long does it last
→ Amount
→ Color 
→ Aggravating/relieving factors (sexual intercourse - physical activity -... )
→ Associated symptoms (pain - contractions - discharge - reduced fetal movement - …)

Vomiting: 
→ Duration
→ Amount: how many times did you vomit?
→ What can you tolerate orally? (solids / fluids) “asses dehydration”.
→ Associated symptoms.

Absent Fetal Movement:
→ Since when?
→ How often do you feel it?
→ Medication history?
→ Related to position?

Pelvic Pain “SOCRATES”:

“mostly asymptomatic, a little nausea, no vomiting”

1 2 3 4

C B D A



438 Doctor’s Clinical Notes

History:
“A 34 year old lady, G2P2, LMP was 7 weeks ago. she thinks that she’s pregnant” 

→ Details about each pregnancy (spontaneous or assisted) and delivery:
→ G1: spontaneous vaginal delivery (SVD), at term, healthy baby, no complications 
→ G2: caesarean section (C/S) for breech, at term, no complications
→ G3: current pregnancy

→ Common complications:
→ Preterm
→ PROM
→ Chorioamnionitis
→ Instrumental delivery
→ PPH
→ Inquire details about the cause (reversible/ irreversible) + type of incision (upper / lower 

segment) of C/S → decide whether or not VBAC is applicable for this pregnancy.

Medical History:
→ OB relevant medical conditions: DM - HTN - hypothyroidism - epilepsy - autoimmune diseases - DVT. 

→ “She is medically free”.
→ “She is a diabetic for 7 years, on insulin, controlled”.

Surgical History:
→ Gynecological (C/S - myomectomy - cerclage - D&C - …)

→ “Not significant except for one c/s”
→ Abdominal surgeries

Gynecological History:
→ When you present obstetric case, mention gynecological history after medical and surgical history, 

and when you present gynecological case, mention obstetric history after medical and surgical.
→ LMP
→ Regularity (every month)
→ How many days does last?
→ Severity
→ How many pads/day?
→ Associated symptoms (dysmenorrhea - menorrhagia -...)
→ Contraception methods
→ Last pap smear (ask more if abnormal, advice to repeat if +3 years ago)

→ You can either say insignificant if it was regular or say the full history.
→ “Her menstrual cycle is regular, monthly every 28 - 30 days, last for 7 days, she used 

contraception and stopped one year ago, her latest pap smear was normal 2 years ago”

Medications & Allergies:
→ To look for teratogenic medications 

→  “No medications except for contraception which she stopped a year ago, no known allergies” 

Social History:
→ Marital status
→ Socioeconomic status
→ Smoking
→ Alcohol
→ Substance abuse
→ Diet
→ Activity 
→ Family history 

1 2 3 4

C B D A



Quiz

Question 1:
→ In the booking clinic, you had a patient history is P4+0. which of the following describes her 

obstetric history?
A. She has 4 vaginal deliveries
B. She has 4 living children
C. She has 4 full term deliveries
D. She has 4 deliveries beyond 24 weeks

Question 2:
→ 28-March-2021, calculate EDD:

A. 5 /1 / 2022
B. 4 /1 / 2021
C. 5 /1 / 2021
D. 2 /1 / 2021

Question 3:
→ While taking an obstetrical history, you told your consultant that your patient is gravida 3, what 

does gravidity mean?
A. Number of her living child
B. Number of term deliveries
C. Number of all pregnancies
D. Number of abortions 

Question 4:
→ A 29-year-old woman with 10 weeks amenorrhea and a positive pregnancy test. Her past obstetric 

history revealed that she had 5 full term vaginal deliveries. one preterm delivery at 30 weeks. One 
first trimester abortion and one ectopic pregnancy. Which one of the following describes her 
Gravidity and parity?

A. G9P5 +2
B. G5P5 +1
C. G7P5 +2
D. G5P5 +2 

1 2 3 4

D A C A
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