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Materna l  considerat ions in the use 
of pelvic examinat ions in labour 

K. Murphy, V. Grieg, J. Garcia and A. Grant 

In  a randomised  control led trial involving 307 w o m e n  ma te rna l  discomfort  
associated with a pol icy of  rectal  examinat ions  for rout ine  m a n a g e m e n t  in l abour  
was compared  with tha t  associated with an a l ternat ive  policy of  using vaginal  
examinat ions.  T h e  women,  irrespective of  pa r i ty  showed a clear preference for the 
vaginal  examina t ion  policy: 28% in the rectal  examina t ion  group  co m p ared  with 
only 11% in the vaginal  examina t ion  group descr ibed their  examinat ions  as "very 
uncomfor table ' .  Fu r the rmore ,  there was no evidence  tha t  the vaginal  examina t ion  
policy was associated wi th  an increased risk of  m a t e rn a l  or neonata l  morbidi ty .  

T h e  cont inuing use o f  rout ine  rectal  examina t ions  in l abour  should be reassessed 
and grea ter  considerat ion given to ma te rna l  feelings. 

INTRODUCTION 
In 1894 two Germans, Kroenig and Ries (Peter- 
son el al., 1965), independently introduced the 
rectal examination in labour following evidence 
produced by Semmelweis in 1847 that puerperal 
infection was caused by the introduction of septic 
material into the birth canal by the examining 
hand of the birth attendant. By 1920 the practice 
had become widespread and remained so until the 
1950's when a series of historical control and non- 
randomised, concurrent control trials, carried out 
in the United States showed a similar incidence of 
puerperal infection whether rectal or vaginal 

examinations were employed during labour, 
(Prystowsky, 1954; Manning, 1961; Bertelsen et 
al., 1963; Slotnick et al., 1963; Jara  et al., 1965; 
Peterson et al., 1965). Over the next decade 
vaginal examination was re-introduced and rec- 
tal examination fell into disuse. Its retention in 
some obstetric centres, particularly in Ireland, 
may be related to its incorporation into a well- 
tried and successful hospital management policy 
(O'Driscol and Meagher, 1980). Two of the three 
large Dublin Maternity Hospitals perform rectal 
examination as a routine in labour. 

In  this study we compared women's reactions 
to rectal and to vaginal examinations during 
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labour. Previous studies of  the two techniques 
concentrated on the risks of infection for both 
mother  and baby with little or no consideration 
given to the relative discomfort experienced by 
w o m e n .  

On a more practical level, vaginal examination 
is likely to give a more accurate assessment of  
cervical dilatation and allow easier diagnosis of  
abnormal  presentation in labour. However,  rectal 
examination remains a satisfactory way  of  esti- 
mating cervical dilatation and descent of  the 
presenting part. Furthermore,  the procedure is 
quicker and simpler because it obviates the need 
for cumbersome sterile preparation, a factor 
which may be impor tant  in very busy units. 

Given that there appeared to be no over-riding 
clinical reasons for choosing one approach rather 
than the other, we decided to mount  a ran- 
domised controlled comparison to assess the pre- 
ference of  women subjected to repeated pelvic 
examinations in labour. 

Materials and methods 

The trial was conducted at the National Mater-  
nity Hospital  in Dublin. Women  admitted to the 
delivery suite were eligible for entry i fa  diagnosis 
of labour at term had been made and recent 
rupture of the membranes  had been confirmed. 
Between February  and April 1984 310 women 
who met these criteria were randomly allocated, 
by opening serially-numbered, sealed, opaque 
envelopes to either vaginal or rectal examination 
policies. Those allocated to a particular policy 
received that type of  examination throughout  
labour provided that  it was clinically appro- 
priate. Routine management  otherwise remained 
unchanged and was the same for both groups. To 
avoid selection bias the minori ty of  subjects who 
were examined both per rectum and per vaginum 
during labour were retained in their allocated 
groups for the purpose of  analysis. The  pelvic 
examinations were carried out by the delivery 
unit sisters and senior staff midwives over each of  
3 daily shifts. All subjects were examined on entry 
to the trial, 1 h later and thereafter 2 hourly unless 
more frequent examinations were prompted by 
slow progress in labour. Rectal examinations 
were performed in the usual way using a dispos- 

able polythene glove. Vaginal examinations were 
performed with the woman lying in the dorsal 
position. The  hands were scrubbed and sterile 
surgical gloves were worn. Drapes and antiseptic 
solutions were not employed. Obstetric hibitane 
cream was used as a lubricant in both procedures. 

Women  attending the hospital antenatal  
classes were told that their progress in labour 
would be followed either by rectal or vaginal 
examinations. After entry and r andom allocation, 
subjects were asked if progress in labour could be 
assessed with the method of  pelvic examination to 
which they had been allocated. The present trial 
size of 300 subjects had an 80% chance of  
demonstrat ing a statistically significant difference 
between the two groups (2 tailed test, p - 0 . 0 5 )  if 
the vaginal examination policy actually reduced 
the. proport ion of  women who considered their 
pelvic examinations uncomfortable from an 
expected rate of  75% to 600/0 . 

O n  the day following delivery women were 
asked to complete a self-administered, semi-struc- 
tured questionnaire. Questions were asked about  
a variety of  aspects of  labour including pain and 
discomfort. Two types of  'closed' questions were 
asked about  discomfort during pelvic examin- 
ations, one categorical and the other a 10cm 
linear analogue scale, with one extreme labelled 
as 'not  uncomfortable '  and the other as 'very 
uncomfortable ' .  A supplementary 'open '  question 
allowed the women to describe the nature of  any 
discomfort in their own words. 

Both the women and their babies were moni- 
tored for evidence of infection. In t r apa r tum pyr- 
exia was predefined as a single temperature  
recording of  37.5°C or more dur ing labour and 
puerperal  fever was defined as a maternal  tem- 
perature of  37.8°C or more (100°F) at any time 
from 24 h after delivery until the 10th day post- 
par tum. 

Findings 

307 subjects were successfully recruited to the 
trial, 153 being allocated to the rectal examin- 
ation and 154 to the vaginal examination policy. 
(There were 3 cases of incorrect labelling.) One  
woman in the rectal group and three in the 
vaginal groups were not asked to complete a 
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Table 1 
Compar ison of  al located groups: characterist ics at entry,  
m a n a g e m e n t  during labour and neonatal  o u t c o m e  

Rectal Vaginal 
exammatton examinatton 
policy policy 

n= l  53 n=154 

Description of allocated groups 
Maternal age (years) <20 9 

20-35 122 
35+ 22 

Nulhparous 62 
Mamed 143 

Numbers of pelvic exammattons 
1-3 86 
4-6 56 
7+ 11 

Other management of labour 
Oxytocm in labour 26 
Type of delivery 

Spontaneous vaginal 137 
Caesarean 3 
Other 13 

Measures of neonatal outcome 
Apgar score <7 at one minute 9 
Admission to SCBU 6 

5 
134 

15 
54 

141 

93 
52 

9 

27 

135 
1 

18 

12 
8 

questionnaire. The former delivered a stillborn 
baby; of  the others, the baby  of one died in the 
neonatal period, the baby  of  another had 
Edward 's  syndrome and the third was discharged 
from hospital too soon after delivery. 

The  two groups were comparable  at entry 
(Table 1, top) and received a similar number  of  
pelvic examinations during labour (Table 1, 
middle). 25 subjects (16%) allocated to the rectal 
examination policy had at least one additional 
vaginal examination compared  with 10 (6To) in 
the vaginal examination group who had an 
additional rectal examination. There was no 
evidence that  the policies had differential effects 
on other aspects of in t rapar tum management  or 
on the condition of the babies at birth (Table 1, 
bottom). There  were two perinatal  deaths. One 
baby  (whose mother  was allocated to the rectal 
examination group) died during labour and at 
autopsy the death was at tr ibuted to in t rapar tum 
hypoxia. The  other baby  (whose mother was in 
the vaginal group) died from congenital heart  
disease 5 days after delivery. 

One  baby  in the rectal examination group was 
admit ted to the Special Care Nursery because of 
infection and subsequently experienced convul- 
sions. Group B streptococcus was cultured from 
both the baby 's  CSF and a maternal  high vaginal 
swab. The  other identified neonatal  infection was 
two cases of  'sticky eye' in each group. 

In t r apa r tum pyrexia was recorded in five cases 
in the rectal examination group and in 1 in the 
vaginal examination group. There  were 11 cases 
of puerperal  pyrexia in the rectal examination 
group compared with seven in the vaginal exam- 
ination group, of  which three cases in each group 
were attr ibuted to infection outside the genital 
tract. 

There  were striking differences in the amount  
of  discomfort experienced by the women in the 
two groups (Table 2). Twenty-eight  percent 
allocated to the rectal examination policy com- 
pared with 11% in the vaginal examination 
group described their examinations as 'very 
uncomfortable ' .  Similarly large differences 
between the two groups were apparent  when 
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Table 2 
Discomfort experienced during pelvic examinations 

Rectal Vaginal 
examination examination 
policy policy 

n=152 n=l  51 

Not uncomfortable 1 8 48 
Slightly uncomfortable 61 71 
Rather uncomfortable 32 1 5 
Very uncomfortable 41 17 

Chi square=30.64 (3 d.f) p<0.001 

maternal  discomfort was graded on the linear 
analogue scale. Whereas the mean position in the 
rectal examination group was ha l fway  along the 
scale the mean for the vaginal examination group 
was 1.9 cm near the 'not  uncomfortable '  end of  
the line ( t=5 .1 ,  p<0 .001) .  

DISCUSSION 

Rectal  examination is currently the routine 
method used to assess progress in labour in the 
National  Materni ty  Hospital, Dublin. Vaginal  
examination is only undertaken for a special 
reason, such as to exclude cord prolapse and for 
artificial rupture of  membranes.  I t  was reasons 
such as these which prompted  the vaginal exam- 
inations in the group allocated to rectal examin- 
ation. The  trial analysis was by a randomised 
allocated method and thus was an unbiased 
comparison of  two policies for in t rapar tum assess- 
ment. The  Hospital 's  routine includes regular and 
relatively frequent pelvic examinations aiming to 
diagnose early slow progress in labour. In  this 
respect the two trial policies were similar. 

Randomisat ion achieved comparabil i ty in a 
number  of  impor tant  aspects and post-hoc adjust- 
ment  to allow for the differences in the parity 
distribution had no impor tant  effect on the trial 
results. 

This trial was not designed to assess the effect of  
the type of pelvic examination on rates of  infection 
and other morbidity.  A far larger trial would be 
required for this; this trial gives only very impre- 
cise estimates of  the effects of  the two policies in 
these respects. Nevertheless, it is reassuring that 

the trial provides no evidence that vaginal exam- 
inations increase morbidity and this is consistent 
with the finding in other studies (Prystowsky, 
1954; J a r a  et al., 1956; Manning,  1961 ; Bertelsen 
and Johnson,  1963; Slotnick et al., 1963; Peterson 
et al., 1965). 

The  trial did, however, provide a clear answer 
to the main question addressed: that  of  maternal  
feelings and preference. The rectal examination 
policy was scored as more uncomfortable using 
both categorical measures of  discomfort and a 
linear analogue scale, and these differences are 
extremely unlikely to be due to chance. Further- 
more, when asked to identify a particularly 
painful aspect of  their labour, a much greater 
proport ion (9%) of  subjects in the rectal examin- 
ation group than in the vaginal examination 
group (2%), mentioned their pelvic assessments. 
Post hoc stratification by parity showed that  these 
differences were seen in both primigravidae and 
multigravidae. One mother, having delivered her 
third baby, described the rectal examinations as 
being very uncomfortable because ' they were 
terribly painful, went on too long and were a 
barbaric practice' .  Strong words from a mother  
who only had three rectal examinations and a 
labour of  4 h duration. 

Another  25-year-old primigravida, who had 
three rectal examinations during a labour which 
lasted 3 h questioned the rationale for performing 
these examinations. She found them disorientat- 
ing during labour to the extent that  she expected 
the baby  to be born ' through her rectum' .  She 
added that  a vaginal examination would have 
been 'much  more reassuring'. A number  of  
mothers spoke about  a fear or dread of  the rectal 
examinations. This attitude was exemplified in 
the words of  one grand multiparous woman  who 
was examined per rectum in all of  her labours. She 
told us that  she tries to stay at home as long as 
possible 'in order to avoid them'.  

In  sharp contrast, there were few comments 
made about  the vaginal examinations and cer- 
tainly none with such enmity. W o m e n  generally 
agreed that  vaginal examinations were less 
uncomfortable if the examiner was considerate 
and appeared to be concerned about  any discom- 
fort that  he or she did cause. 

In  the light of  these findings, we believe that  the 
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c o n t i n u i n g  use o f  r ou t i ne  rec ta l  e x a m i n a t i o n s  in 

l a b o u r  shou ld  be reassessed.  But  w h i c h e v e r  

m e t h o d  of  a s sessment  is used,  g r e a t  cons ide r a t i o n  

shou ld  be g iven  to the  w o m a n ' s  feelings d u r i n g  

e x a m i n a t i o n .  
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