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THE PASSENGER

• Fetal attitude:

àFetal posture or habitus
àRelationship of the fetal head to fetal 

back or extremities 
à“universal flexion”

à As a rule, the fetus forms an ovoid mass that 
corresponds roughly to the shape of the 
uterine cavity -- fetus becomes folded or bent 
upon itself in such a manner that the back 
becomes markedly convex; the head is 
sharply flexed so that the chin is almost in 
contact with the chest; the thighs are flexed 
over the abdomen; and the legs are bent at 
the knees. 

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, 
Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care



FETAL ATTITUDE

Head flexed
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11 percent at 32 weeks, and then decreases to approximately 
3 percent at term. The high incidence of breech presentation in 
hydrocephalic fetuses is in accord with this theory, as the larger 
fetal cephalic pole requires more room than its podalic pole.

Breech Presentation
When the fetus presents as a breech, the three general con-
figurations are frank, complete, and footling presentations ands
are described in Chapter 28 (p. 559). Breech presentation
may result from circumstances that prevent normal version
from taking place. One example is a septum that protrudes
into the uterine cavity (Chap. 3, p. 42). A peculiarity of fetal
attitude, particularly extension of the vertebral column as seen
in frank breeches, also may prevent the fetus from turning. If 
the placenta is implanted in the lower uterine segment, it may 
distort normal intrauterine anatomy and result in a breech
presentation.

 ■ Fetal Attitude or Posture
In the later months of pregnancy, the fetus assumes a char-
acteristic posture described as attitude or habitus as shown in
Figure 22-1. As a rule, the fetus forms an ovoid mass that cor-
responds roughly to the shape of the uterine cavity. The fetus
becomes folded or bent upon itself in such a manner that the 
back becomes markedly convex; the head is sharply flexed so
that the chin is almost in contact with the chest; the thighs are 
flexed over the abdomen; and the legs are bent at the knees. 
In all cephalic presentations, the arms are usually crossed over
the thorax or become parallel to the sides. The umbilical cord
lies in the space between them and the lower extremities. This
characteristic posture results from the mode of fetal growth and 
its accommodation to the uterine cavity.

Abnormal exceptions to this attitude occur as the fetal head
becomes progressively more extended from the vertex to the
face presentation (see Fig. 22-1). This results in a progressive 
change in fetal attitude from a convex (flexed) to a concave 
(extended) contour of the vertebral column.

■ Fetal Position
Position refers to the relationship
of an arbitrarily chosen portion
of the fetal presenting part to the
right or left side of the birth canal. 
Accordingly, with each presentation
there may be two positions—right
or left. The fetal occiput, chin (men-
tum), and sacrum are the determining 
points in vertex, face, and breech pre-
sentations, respectively (Figs. 22-2 to
22-6). Because the presenting part
may be in either the left or right posi-
tion, there are left and right occipital,
left and right mental, and left and
right sacral presentations. These are
abbreviated as LO and RO, LM and
RM, and LS and RS, respectively.

TABLE 22-1. Fetal Presentation in 6 8 ,0 9 7 Singleton
Pregnancies at Parkland Hospital

Presentation Percent Incidence

Cephalic 96.8 —
Breech 2.7 1:36
Transverse lie 0.3 1:335
Compound 0.1 1:1000
Face 0.05 1:2000
Brow 0.01 1:10,000

less commonly, the fetal neck may be sharply extended so that 
the occiput and back come in contact, and the face is fore-
most in the birth canal—face presentation— (Fig. 23-6, p. 466). 
The fetal head may assume a position between these extremes,
partially flexed in some cases, with the anterior (large) fonta-
nel, or bregma, presenting—sinciput presentation—or partially 
extended in other cases, to have a brow presentation (Fig. 23-8,
p. 468). These latter two presentations are usually transient. 
As labor progresses, sinciput and brow presentations almost 
always convert into vertex or face presentations by neck flexion
or extension, respectively. Failure to do so can lead to dystocia,
as discussed in Chapter 23 (p. 455).

The term fetus usually presents with the vertex, most logi-
cally because the uterus is piriform or pear shaped. Although 
the fetal head at term is slightly larger than the breech, the
entire podalic pole of the fetus—that is, the breech and its flexede
extremities—is bulkier and more mobile than the cephalic
pole. The cephalic pole is composed of the fetal head only. Untile
approximately 32 weeks, the amnionic cavity is large compared 
with the fetal mass, and the fetus is not crowded by the uterine 
walls. Subsequently, however, the ratio of amnionic fluid vol-
ume decreases relative to the increasing fetal mass. As a result,
the uterine walls are apposed more closely to the fetal parts.

If presenting by the breech, the fetus often changes polarity 
to make use of the roomier fundus for its bulkier and more 
mobile podalic pole. As discussed in Chapter 28 (p. 559), the
incidence of breech presentation decreases with gestational age. 
It approximates 25 percent at 28 weeks, 17 percent at 30 weeks, 

A B C D

FIGURE 22-1 Longitudinal lie. Cephalic presentation. Differences in attitude of the fetal body 
in (A) vertex, (B) sinciput, (C) brow, and (D) face presentations. Note changes in fetal 
attitude in relation to fetal vertex as the fetal head becomes less flexed.
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FIGURE 22-1 Longitudinal lie. Cephalic presentation. Differences in attitude of the fetal body 
in (A) vertex, (B) sinciput, (C) brow, and (D) face presentations. Note changes in fetal 
attitude in relation to fetal vertex as the fetal head becomes less flexed.
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• Fetal Lie:

• Relationship of the long 
axis of the fetus to the 
long axis of the maternal 
abdomen

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy



• Fetal lie: oblique
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THE PASSENGER

• Fetal presentation

• Portion of the body of 
the fetus that is foremost 
within the birth canal or 
in closest proximity to it

• Cephalic, breech, 
shoulder, compound

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy
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• Cephalic presentation
1. Vertex/occiput
2. Sinciput/military
3. Brow
4. Face



CEPHALIC PRESENTATION

• vertex or occiput presentation - occipital fontanel is the 
presenting part 

• Face presentation - face is foremost in the birth canal; 
fetal neck may be sharply extended so that the occiput 
and back come in contact. 

• Sinciput presentation- fetal head partially flexed, with 
the anterior (large) fontanel, or bregma, presenting

• Brow presentation –fetal head partially extended, with 
the brow presenting

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy
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• Breech presentation
àbitronchanteric diameter

presents

1. Frank
2. Complete
3. Incomplete/footling

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy



THE PASSENGER

• Shoulder presentation
shoulder or acromion is presenting 
into the pelvic inlet;
Bisacromial diameter (11cm) 
presents

• Compound Presentation
Fetal hand or foot prolapses 
alongsidethe prresenting vertex or 
breech

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy
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• Fetal position: Relationship of the chosen portion of the 
fetal presenting part in reference to one of the 4 
quadrants or tranverse diameter of birth canal
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 ■ Varieties of Presentations and Positions
For still more accurate orientation, the relationship of a given 
portion of the presenting part to the anterior, transverse, or
posterior portion of the maternal pelvis is considered. Because
the presenting part in right or left positions may be directed
anteriorly (A), transversely (T), or posteriorly (P), there are six 
varieties of each of the three presentations as shown in Figures 
22-2 to 22-6. Thus, in an occiput presentation, the presenta-
tion, position, and variety may be abbreviated in clockwise 
fashion as:

ROT

AOLAOR

POLPOR

LOT

OA

OP

Approximately two thirds of all vertex presentations are in the 
left occiput position, and one third in the right.

In shoulder presentations, the acromion (scapula) is the
portion of the fetus arbitrarily chosen for orientation with the 
maternal pelvis. One example of the terminology sometimes 
employed for this purpose is illustrated in Figure 22-7. The 
acromion or back of the fetus may be directed either poste-
riorly or anteriorly and superiorly or inferiorly. Because it is
impossible to differentiate exactly the several varieties of shoul-
der presentation by clinical examination and because such spe-
cific differentiation serves no practical purpose, it is customary 
to refer to all transverse lies simply as shoulder presentations.
Another term used is transverse lie, with back up or back down,
which is clinically important when deciding incision type for 
cesarean delivery (Chap. 23, p. 468).

 ■ Diagnosis of Fetal Presentation  
and Position

Several methods can be used to diagnose fetal presentation and
position. These include abdominal palpation, vaginal examina-
tion, auscultation, and, in certain doubtful cases, sonography.
Rarely, plain radiographs, computed tomography, or magnetic 
resonance imaging may be used.

Abdominal Palpation—Leopold Maneuvers
Abdominal examination can be conducted systematically 
employing the four maneuvers described by Leopold in 1894
and shown in Figure 22-8. The mother lies supine and com-
fortably positioned with her abdomen bared. These maneuvers 
may be difficult if not impossible to perform and interpret if 
the patient is obese, if there is excessive amnionic fluid, or if the
placenta is anteriorly implanted.

The first maneuver permits identification of which fetal 
pole—that is, cephalic or podalic—occupies the uterine fun-

FIGURE 22-7 Transverse lie. Right acromiodorsoposterior (RADP). 
The shoulder of the fetus is to the mother’s right, and the back is
posterior.

dus. The breech gives the sensation of a large, nodular mass, 
whereas the head feels hard and round and is more mobile and 
ballottable.

Performed after determination of fetal lie, the second
maneuver is accomplished as the palms are placed on either 
side of the maternal abdomen, and gentle but deep pressure 
is exerted. On one side, a hard, resistant structure is felt—the 
back. On the other, numerous small, irregular, mobile parts
are felt—the fetal extremities. By noting whether the back is 
directed anteriorly, transversely, or posteriorly, fetal orientation 
can be determined.

The third maneuver is performed by grasping with 
the thumb and fingers of one hand the lower portion 
of the maternal abdomen just above the symphysis pubis.
If the presenting part is not engaged, a movable mass will be 
felt, usually the head. The differentiation between head and 
breech is made as in the first maneuver. If the presenting 
part is deeply engaged, however, the findings from this 
maneuver are simply indicative that the lower fetal pole
is in the pelvis, and details are then defined by the fourth
maneuver.

To perform the fourth maneuver, the examiner faces the 
mother’s feet and, with the tips of the first three fingers of each
hand, exerts deep pressure in the direction of the axis of the pel-
vic inlet. In many instances, when the head has descended into 
the pelvis, the anterior shoulder may be differentiated readily 
by the third maneuver.
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A B

FIGURE 22-2 Longitudinal lie. Vertex presentation. A. Left occiput anterior (LOA). B. Left occiput posterior (LOP).

A B

FIGURE 22-3 A. Right occiput posterior (ROP). B. Right occiput transverse (ROT).

LEFT OCCIPUT ANTERIOR

ANTERIOR

POSTERIOR

TRANSVERSE
MATERNAL 
LEFTMATERNAL 

RIGHT

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, 
Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 Prenatal 
care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla
ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis of Pregnancy
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• Approximately two thirds of all vertex presentations 
are in the left occiput position, and one third in the 
right. 

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy





PRACTICE

LEFT OCCIPUT ANTERIOR LEFT OCCIPUT POSTERIOR

RIGHT OCCIPUT POSTERIOR RIGHT OCCIPUT TRANSVERSE



FETAL POSITION

• In defining position, the following determining points 
are used:
• O – occiput (cephalic/vertex presentation)
• M – mentum or chin (face presentation)
• S – sacrum (breech presentation)
• A – acromion or scapula (shoulder presentation)

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy



PRACTICE
Left mentum
anterior

Right mentum
anterior

Right mentum
posterior

Right 
dorsoacromion



PRACTICE
Left mentum
anterior

Right mentum
anterior

Right mentum
posterior

Right 
dorsoacromion
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Left 
sacroanterior

Left 
sacrotransverse

Left 
sacroposterior



DIAGNOSIS OF FETAL PRESENTATION 
AND POSITION

• Several methods can be used to diagnose fetal 
presentation and position:

1. abdominal palpation: Leopold’s maneuvers
2. vaginal examination
3. Auscultation
4. Sonography/ultrasound 
5. Rarely: plain radiographs, computed tomography, 

or magnetic resonance imaging may be used. 

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy



VAGINAL EXAMINATION

• With the onset of labor and after cervical dila-
tation, vertex presentations and their positions are 
recognized by palpation of the various fetal sutures 
and fontanels. 

• Face and breech presentations are identified by 
palpation of facial features and fetal sacrum

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy



VAGINAL EXAMINATION

• First, the examiner 
inserts two fingers into 
the vagina and the 
presenting part is 
found. 

• Second, if the vertex is 
presenting, the fingers 
are directed posteriorly 
and then swept 
forward over the fetal 
head toward the 
maternal symphysis 
pubis
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The cardinal movements of labor are engagement, descent, r
flexion, internal rotation, extension, external rotation, and 
expulsion (Fig. 22-11). During labor, these movements not 
only are sequential but also show great temporal overlap. For
example, as part of engagement, there is both flexion and
descent of the head. It is impossible for the movements to 
be completed unless the presenting part descends simultane-
ously. Concomitantly, uterine contractions effect important
modifications in fetal attitude, or habitus, especially after the 
head has descended into the pelvis. These changes consist
principally of fetal straightening, with loss of dorsal convex-
ity and closer application of the extremities to the body. As 
a result, the fetal ovoid is transformed into a cylinder, with
the smallest possible cross section typically passing through 
the birth canal.

Engagement
The mechanism by which the biparietal diameter—the greatest 
transverse diameter in an occiput presentation—passes through
the pelvic inlet is designated engagement. The fetal head may 
engage during the last few weeks of pregnancy or not until 
after labor commencement. In many multiparous and some 
nulliparous women, the fetal head is freely movable above the 

pelvic inlet at labor onset. In this circum-
stance, the head is sometimes referred to
as “floating.” A normal-sized head usually 
does not engage with its sagittal suture 
directed anteroposteriorly. Instead, the 
fetal head usually enters the pelvic inlet 
either transversely or obliquely. Segel and 
coworkers (2012) analyzed labor in 5341 
nulliparous women and found that fetal 
head engagement before labor onset did 
not affect vaginal delivery rates in either 
spontaneous or induced labor.

Asynclitism. The fetal head tends to 
accommodate to the transverse axis of the
pelvic inlet, whereas the sagittal suture,

while remaining parallel to that axis, may not lie exactly mid-
way between the symphysis and the sacral promontory. The
sagittal suture frequently is deflected either posteriorly toward 
the promontory or anteriorly toward the symphysis (Fig. 
22-12). Such lateral deflection to a more anterior or posterior
position in the pelvis is called asynclitism. If the sagittal suture
approaches the sacral promontory, more of the anterior parietal 
bone presents itself to the examining fingers, and the condition
is called anterior asynclitism. If, however, the sagittal suture lies 
close to the symphysis, more of the posterior parietal bone will 
present, and the condition is called posterior asynclitism. With
extreme posterior asynclitism, the posterior ear may be easily 
palpated.

Moderate degrees of asynclitism are the rule in normal 
labor. However, if severe, the condition is a common reason 
for cephalopelvic disproportion even with an otherwise normal-
sized pelvis. Successive shifting from posterior to anterior asyn-
clitism aids descent.

Descent
This movement is the first requisite for birth of the newborn. 
In nulliparas, engagement may take place before the onset
of labor, and further descent may not follow until the onset 
of the second stage. In multiparas, descent usually begins
with engagement. Descent is brought about by one or more 

of four forces: (1) pressure of the amni-
onic fluid, (2) direct pressure of the fun-
dus upon the breech with contractions,
(3) bearing-down efforts of maternal
abdominal muscles, and (4) extension
and straightening of the fetal body.

Flexion
As soon as the descending head meets 
resistance, whether from the cervix, pelvic 
walls, or pelvic floor, it normally flexes. 
With this movement, the chin is brought
into more intimate contact with the fetal
thorax, and the appreciably shorter sub-
occipitobregmatic diameter is substituted
for the longer occipitofrontal diameter
(Figs. 22-13 and 22-14).

FIGURE 22-9 Locating the sagittal suture by vaginal examination.

FIGURE 22-10 Differentiating the fontanels by vaginal examination.

• Cunningham FG, Leveno KJ, Bloom SL, Dashe JS, Hoffman BL, Casey BM, Sheffield JS, Spong CY (eds).William’s Obstetrics 25th edition; chapter 9 
Prenatal care

• Sumpaico WW, Ocampo-Andres IS, Blanco-Capito LR, Diamante An, Gamilla ZN. (eds). Textbook of Obstetrics 3rd edition. Chapter 15 Diagnosis 
of Pregnancy



VAGINAL EXAMINATION

• Next, the positions of the 
two fontanels are 
ascertained àfingers are 
passed to the most 
anterior extension of the 
sagittal suture, and the 
fontanel encountered 
there is examined and 
identified. 

• With a sweeping motion, 
the fingers pass along the 
suture to the other end of 
the head until the other 
fontanel is felt and 
differentiated
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The cardinal movements of labor are engagement, descent, r
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expulsion (Fig. 22-11). During labor, these movements not 
only are sequential but also show great temporal overlap. For
example, as part of engagement, there is both flexion and
descent of the head. It is impossible for the movements to 
be completed unless the presenting part descends simultane-
ously. Concomitantly, uterine contractions effect important
modifications in fetal attitude, or habitus, especially after the 
head has descended into the pelvis. These changes consist
principally of fetal straightening, with loss of dorsal convex-
ity and closer application of the extremities to the body. As 
a result, the fetal ovoid is transformed into a cylinder, with
the smallest possible cross section typically passing through 
the birth canal.
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The mechanism by which the biparietal diameter—the greatest 
transverse diameter in an occiput presentation—passes through
the pelvic inlet is designated engagement. The fetal head may 
engage during the last few weeks of pregnancy or not until 
after labor commencement. In many multiparous and some 
nulliparous women, the fetal head is freely movable above the 

pelvic inlet at labor onset. In this circum-
stance, the head is sometimes referred to
as “floating.” A normal-sized head usually 
does not engage with its sagittal suture 
directed anteroposteriorly. Instead, the 
fetal head usually enters the pelvic inlet 
either transversely or obliquely. Segel and 
coworkers (2012) analyzed labor in 5341 
nulliparous women and found that fetal 
head engagement before labor onset did 
not affect vaginal delivery rates in either 
spontaneous or induced labor.

Asynclitism. The fetal head tends to 
accommodate to the transverse axis of the
pelvic inlet, whereas the sagittal suture,

while remaining parallel to that axis, may not lie exactly mid-
way between the symphysis and the sacral promontory. The
sagittal suture frequently is deflected either posteriorly toward 
the promontory or anteriorly toward the symphysis (Fig. 
22-12). Such lateral deflection to a more anterior or posterior
position in the pelvis is called asynclitism. If the sagittal suture
approaches the sacral promontory, more of the anterior parietal 
bone presents itself to the examining fingers, and the condition
is called anterior asynclitism. If, however, the sagittal suture lies 
close to the symphysis, more of the posterior parietal bone will 
present, and the condition is called posterior asynclitism. With
extreme posterior asynclitism, the posterior ear may be easily 
palpated.

Moderate degrees of asynclitism are the rule in normal 
labor. However, if severe, the condition is a common reason 
for cephalopelvic disproportion even with an otherwise normal-
sized pelvis. Successive shifting from posterior to anterior asyn-
clitism aids descent.

Descent
This movement is the first requisite for birth of the newborn. 
In nulliparas, engagement may take place before the onset
of labor, and further descent may not follow until the onset 
of the second stage. In multiparas, descent usually begins
with engagement. Descent is brought about by one or more 

of four forces: (1) pressure of the amni-
onic fluid, (2) direct pressure of the fun-
dus upon the breech with contractions,
(3) bearing-down efforts of maternal
abdominal muscles, and (4) extension
and straightening of the fetal body.

Flexion
As soon as the descending head meets 
resistance, whether from the cervix, pelvic 
walls, or pelvic floor, it normally flexes. 
With this movement, the chin is brought
into more intimate contact with the fetal
thorax, and the appreciably shorter sub-
occipitobregmatic diameter is substituted
for the longer occipitofrontal diameter
(Figs. 22-13 and 22-14).

FIGURE 22-9 Locating the sagittal suture by vaginal examination.

FIGURE 22-10 Differentiating the fontanels by vaginal examination.
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VAGINAL EXAMINATION

• Last, the station, or 
extent to which the 
presenting part has 
descended into the 
pelvis, can also be 
established at this 
time

• Iliac spines: station 0
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LEOPOLD’S MANEUVERS



LEOPOLD’S MANEUVER

• Abdominal exam to 
determine fetal 
presentation
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LEOPOLD’S MANEUVER

1. Leopold’s maneuver #1 
(LM1)

• “Fundal grip”
• Uterine fundus is palpated to 

detemine which fetal part 
occupies the fundus

• Fetal head should be round 
and hard, ballottable

• Breech presents as a large 
nodular mass 
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LEOPOLD’S MANEUVER

2. Leopold’s maneuver #2 
(LM2)

• “Umbilical grip”
• Palpation of paraumbilical

areas or the sides of the uterus
• To determine which side is the 

fetal back

• Fetal back feels like a hard, 
resistant, convex structure

• Fetal small parts feel nodular, 
irregular
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LEOPOLD’S MANEUVER

3. Leopold’s maneuver #3 
(LM3)

• “Pawlik’s grip”
• Suprapubic palpation using 

thumb and fingers just above 
the symphysis pubis, to 
determine fetal presentation 
and station

• the differentiation between 
head and breech is made as in 
LM1

• *If presenting part is not 
engaged, a movable structure 
can be  palpated
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LEOPOLD’S MANEUVER

4. Leopold’s maneuver #4 (LM4)

• “Pelvic grip”
• Palpation of the bilateral lower quadrants to 

determine engagement of the fetal
presenting part

• Fetal part is engaged: examiner’s hands 
diverge

• Fetal head is not engaged: examiner’s 
hands converge

• If fetal head is felt on same side of the fetal 
back à fetal head is extended
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SUMMARY / REVIEW

1. Fetal attitude
2. Fetal lie

transverse
longitudinal

3. Fetal presentation
Cephalic
breech
compound
shoulder

4. Fetal position
5. Leopold’s maneuvers
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