
Artificial Rupture of Membranes

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Learn when AROM may be indicated.
• Consider the apparent condition of both mother and baby prior to 

suggesting AROM.
• Identify the best position and procedure for the specific situation you are 

handling.
• Identify risks of AROM.
• Review informed consent as it applies to AROM.
• Identify appropriate charting details regarding AROM.
• Identify the local community standards regarding AROM.
• Draft practice guidelines for AROM in your own practice.
• Examine your personal bias regarding AROM.
• Review your transport plan in response to need for labor augmentation, 

maternal exhaustion, cord prolapse, fetal distress, worrisome FHT patterns, 
and signs of chorioamnionitis and sepsis.

• Demonstrate correct handling of the amnihook and sterile technique 
during procedure.

Study Sources
Oral Tradition and Living Knowledge is invaluable on this topic. This is one of the 
most common interventions in the hospital and carries significant risk . We need to 
reevaluate the actual need for intervention in this area of practice.

Heart & Hands, Davis
Varney’s Midwifery
Myles Textbook for Midwives
Holistic Midwifery, vol. II, Frye

Related Topics
Informed Consent Labor plateaus
Cord prolapse Normal labor
Chorioamnionitis Sterile technique
Transport Pla Meconium
Internal pelvic, cervical and 

fetal position assessment
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Artificial Rupture of Membranes Questions

1. What might you learn from a pelvic/cervical exam in labor that could give 
you hesitation about breaking her water? 

2. Would you perform AROM if you were unsure of the application of the 
baby’s head to the cervix?

3. Would you perform AROM if you noted during your internal assessment that 
the baby’s head was asynclitic?

4. Would you perform AROM if you noted during your internal assessment that 
the baby’s head was posterior?

5. Give three examples of when AROM might be helpful.

6. What basic rules would you follow when discussing AROM with your clients?

7. What are possible maternal positions during the AROM procedure?

8. How would you decide which position is best? 

9. What are the risks of AROM?

10. What can happen to the labor after AROM? 

11. How does the mother’s condition effect your decision making when 
considering AROM? 

12. How does the baby’s apparent condition effect your decision making 
when considering AROM?

13. What does it mean to be “born in the caul?”

         Continued...
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Artificial Release of Membranes Questions, continued

14. You have discussed AROM with your client and both of you feel that AROM 
is the next thing you want to try to facilitate better labor. You felt a tight, 
bulging bag in front of the baby’s head, in between contractions, 30 
minutes ago. She is 6 cm dilated. Using sterile technique and working 
between contractions, you prepare to use the amnihook to break her 
water. When you feel inside her vagina, there is a loose feeling between 
the baby’s head and her cervix. The tight, bulging bag is gone! You are 
confident that breaking her bag is ok, based on what you felt before. 
However, the membranes are fitted against the baby’s head and there is 
so much slack in them that you can’t snag anything. What will you do? 

15. What things must you chart regarding AROM?  

Essay Questions

1. Describe in detail how you would prepare to rupture membranes. Include 
the mom’s position and your assistant’s role.

2. How do you feel about the AROM procedure? Can you identify any 
personal bias? 

3. What has been your personal observation of AROM?

4. What is the general perspective about AROM among the midwives in your 
community?

5. Consider the common use of violent language in our birth vocabulary. 
What comes to mind when you hear, “She’s  ruptured.” “We ruptured her 
at 10:45.” “Has she ruptured yet?” Many midwives are changing this 
language, saying instead, “Her membranes released.” Please share your 
thoughts.

Project (send completed project with  the rest of your course work for this module)

1. Draft practice guidelines for AROM in your own practice. Include 
reference to your transport plan in response to need for labor 
augmentation, maternal exhaustion, cord prolapse, fetal distress, 
worrisome FHT patterns, and signs of chorioamnionitis. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

Continued...  

______
NMI Study Group Modules, Third Edition                                                                         3



Artificial Release of Membranes, continued

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills.  

Artificial Rupture of Membranes 
1. Midwifery Counseling, Education and Communication: 

A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers

Evaluates the present status of client including: 
1.  determination of emotional well-being Implements plan of care: 

1.  Interprets findings to client accurately, and in a way comprehensive to 
client

2.  Determines client’s reaction to findings 
3.  Acquaints client with alternative plans when possible and determines 

client’s preferences 
4.  Encourages client to assume responsibility for her own health 
5.  Prepares a defined needs/problems list with participation from client 
6.  Evaluates, with corroboration from client, the achievement of health 

care goals and modifies plan of care appropriately 
7.  Consults, collaborates with, and refers to appropriate members of the 

health care team
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
Evaluates the present status of client including: 

3.  recognition of need for genetic counseling  Implements plan of care: 
1.  Interprets findings to client accurately, and in a way comprehensive to 

client 
2.  Determines client’s reaction to findings 
3.  Acquaints client with alternative plans when possible and determines   

client’s preferences

Continued...
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Artificial Release of Membranes Skills, continued

C. Provides education and counseling based on maternal health/reproductive/family 
history and ongoing risk assessment
Evaluates the present status of client including: 

1.  Determination of emotional well-being 
4.  obtaining and interpreting appropriate laboratory and diagnostic tests and 

procedures  Assumes direct responsibility for the development of a 
comprehensive, supportive plan of care for the client, with the client’s 
participation  

Implements plan of care: 
1.  Interprets findings to client accurately, and in a way comprehensive to 
client 

2.  Determines client’s reaction to findings 
3.  Acquaints client with alternative plans when possible and determines 

client’s preferences 
4.  Encourages client to assume responsibility for her own health 
5.  Prepares a defined needs/problems list with participation from client

D. Facilitates the mother's decision of where to give birth
1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome 
Implements plan of care: 

3.  Acquaints client with alternative plans when possible and determines       
client’s preferences 

4.  Encourages client to assume responsibility for her own health 
5.  Prepares a defined needs/problems list with participation from client 
6.  Evaluates, with corroboration from client, the achievement of health                                    

care goals and modifies plan of care appropriately
G. Applies the principles of informed consent
H. Provides individualized care 

2. General Health care Skills: 
A. Demonstrates Universal Precautions
C. Demonstrates the application of aseptic technique

______
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Birth Bag and Set Up

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify necessary items to be included in your birth bag.
• Identify birth preparations for which clients are responsible.
• Understand the care and use of birth instruments.
• Learn ways of sterilizing your birth/suturing kit.
• Understand proper transport and set up of oxygen tanks.
• Gather ideas for organizing your bag and setting up your supplies and 

equipment at a birth.
• Make a plan for attending an imminent birth.
• Demonstrate techniques for sterilization of instruments and oxygen tank 

care and set up.

Essay Questions
1. Give details regarding your set up in preparation for a birth (at your client’s 

home). Include activities that you do during labor in further preparation.

2. You arrive at your client’s home to find her pushing, with the tip of her 
baby’s head visible. Which supplies do you have prepared for this imminent 
birth scenario? Where are they in your bag?

3. Give detailed instructions for how you will proceed in a situation such as the 
one described above. Include instructions for your assistant and any family 
members present. I’ll get you started: #1 Remain calm. Babies are born 
every day.

4. Give detailed instructions for cleaning and sterilizing your birth and suturing 
instruments, including for their packaging and storage.

5. What are the dangers regarding the use and transport of oxygen?

6. Explain the appropriate cautions for the transport and use of oxygen. 

         Continued...
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Birth Bag and Set Up, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Make a list of the contents in a complete birth bag. Organize items with 
respect to the need for accessibility.

2. Create a list of supplies that you require clients to prepare and gather for 
their births.

3. Create a list of instructions to help clients prepare for birth and post partum.

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery  

2. General Health care Skills: 
A. Demonstrates Universal Precautions
B. Demonstrates the application of OSHA regulations as they relate to midwifery 
workplace
C. Demonstrates the application of aseptic technique
D. Demonstrates the use of instruments and equipment including: 

1. Amnihook® /Amnicot®
2. Bag and mask resuscitator
3. Blood pressure cuff
4. Bulb syringe
5. Cord clamp  
6. cord tape 
7. DeLee ® (or other tube/mouth suction device)
8. Doppler 
9. Fetoscope
10. Gestation calculation wheel/calendar 
11. Hemostats
15. Nitrazine paper
16. Needle and syringe
17. Scissors (all kinds)
18. Single dose ampule     

 Continued...
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Birth Bag and Set Up Skills, continued

19. Speculum
20. Stethoscope
21. Suturing equipment 
22. Tape measure
23. Thermometer 
24. Urinalysis strips
25. Urinary catheter 
26. Vacutainer/blood collection tube

 F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

M. Uses doppler
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Breast Feeding
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the nutritional requirements of newborns.
• Identify the nutritional aspect of a breastmilk diet.
• Identify the immunological benefits of breast feeding.
• Examine your own personal beliefs and bias about breast feeding.
• Identify the properties of colostrum and when a woman might begin to see 

colostrum from her nipples.
• Identify the sucking and rooting reflexes in the newborn.
• Identify good positioning of the baby for nursing.
• Utilizing your knowledge and experience with good positioning and the 

baby’s nursing reflexes, understand good ‘latch on’.
• Identify the period of adjustment and learning for both mother and baby.
• Understand the necessity of positive reinforcement and careful language 

when giving nursing support to mothers.
• Understand the need for persistence to accomplish nursing under difficult 

circumstances.
• Describe appropriate response to concern over “flat” nipples.
• Demonstrate good swaddling of a baby.
• Identify the usual time for milk to “come in” after a baby’s birth.
• Understand the concept of nursing on demand.
• Identify adequate nursing frequency.
• Understand the concept of the family bed.
• Identify helpful advice for living with sleep loss and exhaustion.
• Describe engorgement and ways of alleviating the discomfort.
• Identify support measures for resolving nursing difficulties associated with 

engorgement.
• Identify support measures for sore nipples.
• Identify how rest, stress, hydration and diet (including adequate calories) 

effect nursing, engorgement, milk fever and mastitis.
• Distinguish between a ‘milk fever’ and mastitis.

Continued...
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Breast Feeding, continued

Learning Objectives, continued

• Prepare a plan of action to help a mom through a milk fever and avert the 
onset  of mastitis.

• Prepare a further plan of action for treating mastitis.
• Identify herbal and nutritional galactagogues and the wise use of them.
• Understand the issues around tandem nursing of twins or siblings.
• Identify the issues of working moms regarding nursing.
• Identify the risks, benefits and difficulties of pumping milk and giving 

breastmilk bottles, and of formula supplementing. 
• Identify the connection between breast feeding and vitamin K as it relates 

to increased risk of hemorrhagic disease of the newborn.
• Identify the medical community’s stance on infant supplements.
• Learn the basics of bottle feeding and a non-breast milk diet.
• Consider the various theories regarding weaning.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Varney’s Midwifery
Myles Textbook for Midwives
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Breastfeeding: A Guide for the Medical Professional, Lawrence & Lawrence 
Bestfeeding, Suzanne Arms
Herbal for the Childbearing Year, Susun Weed
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
After the Baby’s Birth: A Woman’s Way to Wellness, Lim
Naturally Healthy Babies and Children, Romm

Related Topics
Post Partum Care Jaundice Colic
Female sexuality Family bed Siblings
Nutrition ‘Failure to thrive’
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Breastfeeding Questions Questions

1. What does colostrum provide for a newborn?  

2. What does the American Academy of Pediatrics recommend as the ideal 
source of nutrition for the first year of life?

3.  Describe the sucking and rooting reflexes in the newborn. 

4. Describe good positioning of the baby for nursing.

5. List three positions for nursing.

6. What position is best for nursing after a cesarean?  

7. Describe how a baby latches on to the nipple.

8. What is the crucial period of adjustment and learning nursing for both 
mother and baby?  

9. What advice would you give some one having a difficult time nursing? 

10. Identify support measures for sore nipples.

11. In  preparation for nursing, how do you address “flat nipples”?  

12. Why might you swaddle a baby for nursing?

13. What is the usual time for milk to ‘come in’ after a baby’s birth?

14. How do you instruct parents regarding giving their baby water in addition to 
nursing?

15. What does it mean to nurse on cue? (historically termed “on demand”)

Continued...
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Breastfeeding Questions, continued

16. How often do you expect a newborn to nurse effectively?

17. What is the family bed?

18. What advice can you offer your clients regarding sleep deprivation and a 
new baby? 

19. Your client gave birth two days ago. At her one day post partum visit  she 
was nursing well and seemed well rested. She calls you at 11pm to report 
that her breasts are very large and hard now, and the baby doesn’t seem 
to be latching on at all. She describes her breasts as hot and tender. What 
other questions would you ask? 

20. What advice do you offer? 

21. The recommendations you made worked very well. Your client has been 
feeling great for the past ten days. After a week with no problems, her 
mom decided to return home, and she has been on her own with her 
partner and baby for three days. Tonight she calls you to report she doesn’t 
feel well. She thinks she may have the flu or something. What are you, as 
her midwife, primarily concerned with? 

22. What questions do you ask her? What instructions do you give her?  

23. She informs you that her temperature is 100.2. Her breasts are tender and 
she can identify a quarter-sized firmness in one breast. She has been 
running errands today. Yesterday she attended a baby party given by her 
mother. She didn’t nap at all today and the baby is nursing about every four 
or five hours today. She skipped lunch. What do you say? 

24. Your client does everything possible to alleviate the onset of mastitis. She 
feels much better within four hours. However, she calls you in another week 
and reports that she has done all the stuff again, and now her fever is 102. 
Her right breast is very sore. What do you do? 

25. What is the cause of mastitis?

26. What is the risk of not thoroughly treating mastitis?  

Continued...
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Breastfeeding Questions, continued

27. What may hamper a let down reflex?

28. What can you do to increase breast milk supply? 

29. Borage is a traditional galactagogue, however its consumption is no longer 
encouraged for lactating women. Why?

30. List herbs to avoid while lactating.

31. How much liquid does a lactating mother need to drink in a day?

32. What are some particular concerns for a mom nursing twins or siblings? 

33. What are some concerns of moms returning to work?

34. What are the risks, benefits and difficulties of pumping milk and giving 
breastmilk bottles? 
Of formula supplementing? 
Of formula feeding?  

35. Give examples of when breast feeding is contraindicated.

36. What is the current medical community’s stance on infant supplements?

37. Describe safe collection and storage of breastmilk. 

38. What is the recommended method of thawing frozen breastmilk? 

39. Is it advisable to microwave breastmilk?  

40. Is it advisable to add fresh milk to a container of milk already in the 
refrigerator?

41. How long may breastmilk stand at room temperature before chilling?

         
        Continued... 
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Breastfeeding Questions, continued

42. Why is cow’s milk not an appropriate replacement for breastmilk?

43. Why is goat’s milk not an appropriate replacement for breastmilk? 

44. Describe a breastfed baby’s stool. 

45. What determines that a baby is constipated? 

46. What determines that a baby has diarrhea? 

47. Describe how to burp an infant.

48. What position is recommended for babies to sleep after they’ve eaten?

Essay
1. Discuss the connection between breast feeding and vitamin K as it relates 

to increased risk of hemorrhagic disease of the newborn.

2. Describe the safe preparation and storage of infant formula.

3. Based on your own experience/observation, what is the most precious 
advice you can offer a newly post partum nursing mom?

4. Choose a book about breastfeeding to recommend to your clients. Write 
a review about your recommendation, include title, author, publisher and 
date of publication.

5. List local resources for breastfeeding support. Include breastmilk pump 
rentals.

6. What are the current theories about weaning? When and how do you 
observe parents making the decision? What do you think about weaning?

         

        Continued..
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Breastfeeding Questions, continued

Personal Assessment 
(send completed Personal Assessment with  the rest of your course work for this module)

What is your bias? What are your own personal beliefs about:

1.  breastfeeding?

2. About the family bed?

3. About tandem nursing with a toddler?

4. About bottle feeding?

5. How would you advise a woman who was making very different choices 
than you might make for yourself?

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

4. Diet, nutrition and supplements
6. Situations requiring an immediate call to the midwife
9. Environmental risk factors
10. Newborn care including normal/abnormal newborn activity, responses, vital 

signs, appearance, behavior, etc. 
11. Postpartum care concerning complications and self-care 

Continued...
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Breastfeeding Skills, continued

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments
4. Labor, Birth and Immediate Postpartum

4. Labor, Birth and Immediate Postpartum
F. Assesses general condition of mother and newborn by:

8. Facilitating breastfeeding by assisting and teaching about: 
a) positioning for mother and baby, 
b) skin-to-skin contact, 
c) latching on, 
d) adequate maternal hydration, 
e) adequate maternal nutrition, adequate maternal rest, 
g) feeding patterns, 
h) maternal comfort measures for engornement,
 i) letdown reflex, 
j) milk expression 

5. Postpartum
G. Performs maternal four- to six-week post-partum chech-up assessing for:

1. Post partum subjective history 
2. Lochia 
3. Return of menses 

H. Treats thrush on nipples by encouraging/administering:
1. Drying nipples after nursing 
2. Changing the pH of nipples by using non-allopathic remedies 
3. Rinsing nipples before next nursing 

J. Treats mastitis by:
1. Providing immune system support including: 

a) nutrition/hydration, 
b) vitamins, 
c) non-allopathic remedies,

 2. Encouraging multiple nursing positions, 
3. Applying herbal compresses, 
4. Applying warmth, soaking in tub or by shower, 
5. Teaching mother to empty breasts at each feeding,  
6. Providing/teaching gentle massage of sore spots, 
7. Encouraging adequate rest/relaxation, 
8. Wearing brassiere, 

Continued...
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Breastfeeding Skills, continued

9. Assessing for signs and symptoms of infections
10. Consulting/referring to: 

a) La Leche League b) Lactation counselor c) Other healthcare providers
7. Well-Baby Care

B. Assesses the general health and appearance of baby including:
1. Temperature, 
2. Heart rate, rhythm and regularity, 
3. Respirations, 
4. Weight, 
5. Length,  
6. Measurement of circumference of head, 
7. Neuro-musclar response, 
8. Level of alertness,  
9. Wake/sleep cycles, 
10. Feeding patterns, 
11. Urination and stool for frequency, quality and color, 
12. Appearance of skin, 
13. Jaundice, 
14. Condition of cord

G. Performs maternal four- to six-week post-partum chech-up assessing for:
4. Physical condition by performing an examination including assessment of: 

a) vital signs, 
b) systems function, 
c) breastfeeding, condition of breast and nipples, 
d) muscle prolapse of vagina and rectum (cystocele, rectocele, etc.), 
e) strength of pelvic floor, f)condition of uterus, ovaries and cervix, 
g) condition of the vulva, vagina, perineum and anus 

I. Treats sore nipples with:
1. Application of lanolin,  
2. Exposure to the air,  
3. Suggestions for alternate nursing positions 
4. Evaluation of baby’s sucking method,   
5. Suggestion to use nursing brassiere 
6. Application of expressed milk
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Breech and Twins

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the normal range of time in pregnancy when a baby usually turns to 
a vertex presentation.

• Understand the breech presentation to be a variation of normal birth.
• Identify the risks of breech birth.
• Understand twins to be a variation of normal birth.
• Identify the risks of twins birth.
• Identify the social/cultural/medical bias that has made vaginal breech and  

birth a rarity.
• Identify the landmarks one may detect when palpating a breech baby in 

late pregnancy.
• Identify the steps of an internal exam to confirm suspicion of breech.
• Identify ways that a pregnant woman may know her baby is breech or has 

turned vertex.
• Identify the role of sonograms to rule out a suspected breech or twins.
• Once a breech is detected, identify ways to encourage the baby to rotate 

to a vertex position.
• Physically experience the positioning exercises midwives recommend to 

clients when encouraging a breech baby to turn.
• Identify the steps of an external version.
• Identify the risks of an external version.
• Identify potential reasons a baby might be breech.
• Develop  practice guidelines for external versions in your own practice.
• Review the concepts of informed consent.
• Identify the mechanism for vaginal breech birth.
• Make a plan of action to get a baby, mother and yourself through a 

surprise breech birth.
• Demonstrate catching a breech baby, following the steps of your plan of 

action.
• Review newborn resuscitation.

Continued...
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Breech and Twins, continued

Learning Objectives, continued

• Review embryology and fetal development as it pertains to twins and birth 
defects resulting in breech presentation.

• Identify specific guidelines for attending twins birth.
• Identify local doctors who are willing to attend vaginal breech and twin 

births.
• Identify the local doctors who are willing to consult with community 

midwives on breeches and twins.
• Identify the local community standard among midwives regarding breech 

and twins births.
• Identify the cultural phenomenon of increased multiple pregnancy.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Oral Tradition and Living Knowledge is critical to prepare for this area of practice.
Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Human Labor and Birth, Oxorne and Foote
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Birth Emergency Skills Training, Gruenberg
The Natural Pregnancy Book, Romm
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
“Hypnosis Turns Breech Babies” Nancy Friedrich
ACNM press release regarding breech attended birth

Related Topics
Transporting Cesarean section
Birth defects Embryology and Fetal Development
Multiple pregnancies Uterine Size and EDD Discrepancy

Informed Consent Newborn Resuscitation
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Hypnosis Turns 81% of Breech Babies to Vertex!

In an article titled, “Hypnosis and the Conversion of the Breech to the Vertex 
Presentation,” analysis showed that 81% of the women who received hypnosis as the form of 
intervention for breech presentation converted to vertex, compared with 48% of the women in 
the comparison group who received the standard external cephalic version. The study was 
printed in “Archives of Family Medicine,” Vol. 3, October 1994.

There were 100 women in each group between the ages of 19 and 43 years. Women were 
closely matched for geographical area, age, socio-economic status, parity, race and obstetrical risk 
factor. Seventy-four women were strictly matched for parity because parity is considered an 
important factor in the incidence of breech presentation.

Doctor Lewis Mehl conducted this study with women referred by practitioners in the SF 
Bay Area between 1987-88 and women in the Tuscon, AZ area in1989-91 for the hypnosis 
group. There were 41% nulliparous women in the hypnosis group. Dr. Mehl conducted their 
hypnosis sessions which lasted for an hour per session. There was no psychotherapy provided. 
Seventy percent of the women had 4.5 hours of hypnosis time, 28% had only one session. 
Hypnosis began at 36 weeks and went to 42 weeks. The sessions were provided to the women as 
much as they could conveniently attend or until the spontaneous version took place, or labor 
started. The women in the hypnosis group received suggestions for general relaxation with the 
release of fear and anxiety. While in the deeply relaxed state of hypnosis women were asked for 
the reasons why their baby was in the breech position.

The study showed that psychophysiological factors may influence the breech 
presentation and this would explain the success of hypnosis when fear, anxiety and stress 
activate sympathetic mechanisms, which result in tightening of the lower uterine segment, 
preventing the baby’s head from engaging.

Babies turned spontaneously within 5 days after a hypnosis session, so for this reason 
women were excluded from the study if they chose external cephalic version within 5 days of 
hypnosis. Women who chose external version 5 days after hypnosis or more with successful 
results were included in the study, but success was attributed to the medical intervention, rather 
than hypnosis. Hypnosis was claimed as an effective intervetion only when the baby 
spontaneously converted to vertex position and remained vertex through delivery. An important 
benefit of hypnosis is that there is no risk to the fetus. External version does pose potentially 
life-threatening risks to the fetus and iatragenic risks to the mother.

Hypnotherapy was also found to play a statistically significant role in preventing 
negative and difficult emotional factors to cause the need for Cesarean sections, vacuum 
extractions and oxytocin augmentations/inductions, as well. A key to the hypnosis success was 
attributed to the quality of rapport between the client and the hypnotherapist and the client’s 
trust in that person’s ability.

Reported by Nancy Friedrich, Certified Clinical Hypnotherapist and retired CAM Certified 
Midwife.
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ACNM Press Release
For Immediate Release
June 5, 2001 

The Trial of a Midwife in Illinois:
A Statement from the American College of Nurse-Midwives

It is always tragic when a newborn dies and our sympathy goes out to the
family. However, this case should not be an indictment of all midwifery, nor
all home births. This case represents a number of extremes that the majority of pregnant 
women will never face. Very few babies die during childbirth and only 3% of all babies 
arrive in the breech position- with a very small number of these coming feet first.

The American College of Nurse- Midwives (ACNM) has a long history of setting standards 
for the education, certification and practice of certified nurse-midwives, and since 1995 have 
adapted the same standards for certified midwives. The midwife on trial in Illinois has not 
been credentialed by the mechanisms required by the ACNM. While we do not know the 
full extent of the evidence presented in this case, we are in a key position to comment 
about the characteristics of safe midwifery practice.

The ACNM believes that every family has a right to a safe, satisfying childbirth experience 
with respect for cultural variations and human dignity. Informed consent, self-determination 
and active participation in all aspects of care are also important components of midwifery 
care.

Certified nurse-midwives and certified midwives practice in a variety of settings including 
hospitals, homes, and birth centers. In any practice setting, provisions for the safety of 
mother and baby are a primary concern. It is imperative that there are safe mechanisms for 
physician consultation, co-management, and referral. A safe plan for any out-of-hospital birth
includes provisions for immediate transport to a hospital if needed.

Breech deliveries occur very infrequently. Because, in the United States, most of these 
babies are born via cesarean section, very few providers have the opportunity to become 
proficient in vaginal breech deliveries. Therefore, it is not usual practice for a midwife to 
attend a planned breech birth. A midwife would typically advise a mother seeking such a 
birth that it would be wise to deliver in a hospital where resources are immediately
available to manage complications should they occur.

The excellent outcomes of care by certified nurse-midwives practicing in all settings are well 
documented. These data reflect quality education, good judgment and the highest 
standards of professional conduct.

Because Ms. Cryns is not ACNM certified, the ACNM is not in the position to comment on 
her education and professional actions. The ACNM does believe that any health care 
professional attending a vaginal breech birth has a responsibility to fully inform the parents 
of the risks to the baby. Professionals must also be prepared to accept responsibility for 
their own judgment and actions.

For more information contact ACNM's Communication Manager Eric A. Dyson at 202-728-
9876, edyson@acnm.org, or visit ACNM's Web site www.midwife.org.
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Breech and Twins Questions

1. When will a baby usually be head down?

2. How often are babies presenting breech at delivery? 

3. What are the risks of breech birth?  

4. Why are vaginal breeches especially rare in today’s medical practice? 

5. What might you feel when palpating a breech baby?  

6. Describe what you might feel to confirm a breech presentation when 
doing an internal exam.  

7. Why might a baby choose to be breech?

8. What birth defects would cause a baby to present breech? 

9. What about the mother’s anatomy may influence a baby’s breech 
position?

10. How does the location of audible FHT on the mother’s abdomen reveal a 
baby’s presentation?

11. If you are not certain that a baby is head down, what would you do at 32 
weeks?

12. At 34 weeks?  

13. At 36 weeks? 

         

         Continued...
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Breech and Twins Questions, continued

14. Your client has been very healthy during her pregnancy and her baby has 
been growing well. The baby has clearly been head down since 26 weeks. 
Today she is 36 weeks. When you are palpating her baby, she has a very 
tender area on her left side, just below her ribs. You carefully palpate 
around this tender area, not wanting to hurt her. When you feel at her 
pelvic brim, you are surprised at how low her baby’s head must be; there is 
a wide part at her pelvic brim, like maybe shoulders. You palpate her  
fundus again, taking care to feel beneath the tender place you avoided 
before. There you feel a hard, ballotable form that floats away from your 
hands easily. By the time you finish palpating above her pelvic brim again, 
you are sure that her baby is breech. Once you talk with her about this, she 
tells you her baby was really moving a few nights ago. Since then, this 
tenderness beneath her rib area has developed. What will you 
recommend to her to help her baby turn? 

15. A week passes and still her baby is breech. At 37 weeks, she wants to know 
about her options. She is afraid the baby will come soon and she is worried 
about attempting a vaginal breech birth in the hospital. What are her 
options?  

16. What are the risks of an external version?  

17. How does a medical external version procedure differ from a midwife 
performed external version? 

18. What does thick meconium mean during second stage of a breech labor? 

19. During a cervical exam with a breech presentation, w hat may you mistake 
for complete effacement and 1cm dilation?

20. Why is it important to create a loop of cord during a breech birth? 

21. What purpose does suprapubic pressure serve during a breech birth?

22. You have determined that the baby about to be born is breech. This is the 
second term baby  for this mother. She 9+cm dilated, and it feels as though 
she could likely push past this little bit of remaining cervix. What do you 
instruct her to do?  

23. What does LSA indicate about the baby’s position? 

        Continued...
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Breech and Twins Questions, continued

24. What specific action is indicated when attending a frank breech birth?

25. What must you prepare for during a surprise breech birth?  

26. During a newborn exam following a breech birth, what do you anticipate 
about the baby?  

27. How often do viable twin pregnancies occur? 

28. How often do triplets occur?

29. What may tip you off during palpation that a woman has a multiple 
pregnancy?

30. Do sonograms reliably rule out twins? 

31. Why are the rates for multiple pregnancies and births in the U.S. climbing?

32. What are the risks associated with vaginal twin birth?

33. What is a “fetus papyraceus?”

34. What are the possibilities for twins to present, in relationship to each other 
and to pelvis? 

35. What are the categories of locking twins?

36. How are you likely to discover surprise twins? 

            

        Continued...
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Breech and Twins Questions, continued

Essay
1. Set up a slant board as described in the texts and put yourself on it for the 

recommended ten to twenty minutes, twice or three times a day for 3 
days. What was your experience as you did this exercise? How do you think 
pregnant women at 34-36 weeks may experience this differently?

2. Do you have personal experience with homeopathy? Moxa? 
Hypnotherapy? Chiropractic care? Please share your experience, 
consider how you may relate it to a pregnant mom who is choosing to 
pursue such action.

3. Describe the steps of attending a vaginal breech birth and your plan of 
action for when you are faced with a surprise breech birth.

4. Describe how to prevent and resolve nuchal arms during a breech birth. 

5. Describe how a midwife can continue to serve her client when a breech or 
twin birth is planned for in the hospital. 

6. What experience have you had detecting or confirming breech 
presentation?

7. What experience have you had detecting or confirming twins?

8. Have you been present at breech or twin birth? What were your 
observations?

9. Describe specific guidelines for attending a twins birth.

10. Compile a list of local doctors who are willing to attend vaginal breech and 
twin births. Additionally, what are their requirements for participation (for 
example: woman must have IV, epidural, forceps delivery of head...)

11. Compile a list of local doctors who are willing to consult with community 
midwives regarding breeches and twins.

12. What is the local community standard among midwives regarding 
detection of breech and twins? (What is done by midwives in your 
community who suspect a client is carrying a breech or twins?)

13. What is the local community standard among midwives regarding breech 
and twins births?

14. Choose a book about twins to recommend to your clients. Write a review 
about your recommendation, include title, author, publisher and date of 
publication.

         
           Continued...
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Breech and Twins Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for breech (including footling breech) and for 
twins in your own practice. Include reference to your consultation and 
referral plan, practice guidelines regarding external version, instructions for 
mothers, Informed Consent, transport plan in response to cord prolapse, 
surprise breech in labor and post partum, and newborn resuscitation 
guidelines. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment 
E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

8. Complications
2. General Health care Skills: 

L. Refers for performance of ultrasounds
3. Maternal Health Assessment:

D. Assesses fetal weight, size, lie, or lightening

Continued..
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Breech Skills, continued

F. Performs routine prenatal physical exams, including ongoing assessment of:
1. Maternal psychosocial, emotional health and well-being
17. Fetal position, presentation, lie, and the volume of amniotic fluid
18. Fetal weight
19. Signs of edema
19. Signs of edema
21. Signs of abuse including:     

 a) Maternal substance abuse      
b) Emotional/physical/sexual abuse to the mother

K. Recognizes and responds to potential prenatal complications by 
5. Identifying breech presentations 
6. Turning breech presentations with: 

a) Alternative positions (tilt boards, exercises),                                                                   
b) non-allopathic methods

7.  Identifying multiple gestation pregnancies
L. Establishes and follows emergency contingency plans for mother and/or newborn

4. Labor, Birth and Immediate Postpartum
B. Evaluates and supports a laboring mother during the first stage of labor by assessing :

1. Maternal physical and emotional condition based upon assessmnt of: 
a) vital signs, 
b) food and fluid intake/output, 
c) dipstick urinalysis for ketones, 
d) status of membranes, 
e) uterine contractions for frequency, duration and intensity with a basic 
intrapartum examination,  
f) fetal heart tones, 
g)fetal lie, presentation, position and descent with:

1) visual observation, 
2) abdominal palpation,  
3) vaginal examination,

h) effacement, dilation of cervix and station of presenting part, 
i) maternal hydration and/or vomiting by administering 

1) fluids by mouth, 
2) ice chips, 
3) oral herbal/homeopathic remedies, 
4) deep immersion in warm water

Continued...
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Breech Skills, continued

C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth  
complications such as: 

b) Cord prolapse by:  
7) increasing mother’s oxygen supply, 
8) facilitating immediate delivery, if birth is imminent, 
9) preparing to resuscitate the newborn

c)Variations in presentation such as: 
1) breech presentation
d) Management of meconium stained fluids by: 
1) eliciting the mother’s cooperation to deliver head quickly, 
2) instructing the mother to stop pushing, 
3) wiping out the inside of the baby’s mouth, 
4) clearing the airway with suction of mouth and nose, 
5) preparing to resuscitate the baby

E. Assesses correlation of weeks gestation to fundal height 
F. Performs routine prenatal physical exams, including ongoing assessment of:

2. Maternal physical health and well-being, by tracking variations and changes in: 
a) color of mucous membranes, 
b) General reflexes, 
c) Elimination/urination patterns, 
d) Sleep patterns, 
e) Patterns of sexuality, 
f)Movement, gait and energy level

4. Vital signs
5. Weight
6. Hemoglobin and hematocrit  
7. Glucose level
8. Urine for: 

a) Appearance, b) Protein, c)Albumin, d)Glucose, e) Ketones, f)pH, 
g) Leukocytes, h) Nitrites,  i) Blood

9. Breast condition
10. Costovertebral angle tenderness (CVAT)
11.Deep tendon reflexes (DTR) of the knee
12. Signs of clonus

Continued...
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Breech Skills, continued

13. Fundal height measured with:        
a) Finger breadths        
b) Tape measure

14. Evaluation of estimated time of delivery
15. Fetal activity and responsiveness to stimulation
16. Fetal heart rate/tones auscultated with:      

a) Fetascope       
b) Doppler
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Cesarean and VBAC

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the national statistics on cesarean section.
• Identify the cesarean rate prior to 1970, and the causes for its increase.
• Identify the surgical procedure of cesarean section.
• Understand how to advocate for your client in a transport situation.
• Review CPD and “failure to progress.”
• Review fetal heart rate patterns and fetal distress.
• Make a transport plan for addressing cord prolapse.
• Understand the anger and emotional healing women may experience 

after a cesarean section.
• Identify the importance of continuity of midwifery care in a complicated 

birth experience.
• Define VBAC and YBAC.
• Identify the risks and benefits of vaginal birth after cesarean section.
• Identify the importance of reviewing the previous OB cesarean records.
• Define scar dehiscence.
• Identify the  incidence and symptoms of uterine rupture.
• Identify instances when cesarean sections are  indicated.
• Identify the recommendations made by WHO regarding cesarean rates.
• Identify the recommendations made by ACOG regarding VBAC.
• Identify local community standards regarding VBAC.
• Determine your own practice guidelines for VBAC/YBAC.
• Review Pharmacology for Midwives regarding epidural, IV, and pain relief.
• Identify specific post partum care and support for women recovering from 

cesarean section.
• Identify national and community resources for VBAC support.
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Cesarean and VBAC, continued

Study Sources
The following texts are recommended for completion of this module. 

Use them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

“History of Cesarean” article for ACOG in cooperation with the National Library of 
Medicine.
example operative report 
“Study Finds Induction Increases Risks for VBACs”
Documents in defense of VBAC
Human Labor and Birth, Oxorne and Foote
Varney’s Midwifery
Myles Textbook for Midwives
Holistic Midwifery, Vol. I, II, III (when available), Frye

Related Topics
CPD and “failure to progress.”
Fetal Heart Rate Patterns
Grief
Breastfeeding
Post partum depression
Second stage
Breech
Twins
Asphyxia
Herpes
Postpartum care
Female sexuality
Transporting
Charting
Informed Consent
Pharmacology for Midwives
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EXAMPLE OF A POST OP REPORT

Cesarean Section Operative Report
Preoperative Diagnosis:
1. 23 year old G1P0, estimated gestational age = 40 weeks
2. Dystocia
3. Non-reassuring fetal tracing
Postoperative Diagnosis: Same as above
Title of Operation: Primary low segment transverse cesarean section
Surgeon:
Assistant:
Anesthesia: Epidural
Findings At Surgery: Male infant in occiput posterior presentation. Thin meconium with none 
below the cords, pediatrics present at delivery, APGAR's 6/8, weight 3980 g. Normal uterus, tubes, 
and ovaries.
Description of Operative Procedure:
After assuring informed consent, the patient was taken to the operating room and spinal anesthesia 
was initiated. The patient was placed in the dorsal, supine position with left lateral tilt. The abdomen 
was prepped and draped in sterile fashion.
A Pfannenstiel skin incision was made with a scalpel and carried through to the level of the fascia. 
The fascial incision was extended bilaterally with Mayo scissors. The fascial incision was then grasped 
with the Kocher clamps, elevated, and sharply and bluntly dissected superiorly and inferiorly from the 
rectus muscles.
The rectus muscles were then separated in the midline, and the peritoneum was tented up, and 
entered sharply with Metzenbaum scissors. The peritoneal incision was extended superiorly and 
inferiorly with good visualization of the bladder. 
A bladder blade was then inserted, and the vesicouterine peritoneum was identified, grasped with 
the pick-ups, and entered sharply with the Metzenbaum scissors. This incision was then extended 
laterally, and a bladder flap was created. The bladder was retracted using the bladder blade. The 
lower uterine segment was incised in a transverse fashion with the scalpel, then extended bilaterally 
with bandage scissors. The bladder blade was removed, and the infants head was delivered 
atraumatically. The nose and mouth were suctioned and the cord clamped and cut. The infant was 
handed off to the pediatrician. Cord gases and cord blood were sent.
The placenta was then removed manually, and the uterus was exteriorized, and cleared of all clots 
and debris. The uterine incision was repaired with 1-O chromic in a running locking fashion. A second 
layer of 1-O chromic was used to obtain excellent hemostasis. The bladder flap was repaired with a 3-
O Vicryl in a running fashion. The cul-de-sac was cleared of clots and the uterus was returned to the 
abdomen. The peritoneum was closed with 3-0 Vicryl. The fascia was reapproximated with O Vicryl in 
a running fashion. The skin was closed with staples.
The patient tolerated the procedure well. Needle and sponge counts were correct times two. Two 
grams of Ancef was given at cord clamp, and a sterile dressing was placed over the incision.
Estimated Blood Loss (EBL): 800 cc; no blood replaced (normal blood loss is 500-1000 cc).
Specimens: Placenta, cord pH, cord blood specimens.
Drains: Foley to gravity.
Fluids: Input - 2000 cc LR; Output - 300 cc clear urine.
Complications: None.
Disposition: The patient was taken to the recovery room then postpartum ward in stable condition.
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Study Finds Induction Increases Risks for VBACs
by Susan Hodges
Mona Lydon-Rochelle, Holt, Victoria L., Easterling, Thomas R., Martin, Diane P. “Risk of Uterine 
Rupture during Labor among Women with a Prior Cesarean Delivery” New England Journal of 
Medicine, Vl 345, No. 1, July 5, 2001.
A new study that looks at the risk of uterine rupture during labor for VBACs (vaginal birth after 
cesarean-section) was picked up by newspapers across the country, but many headlines 
announced that VBACs are dangerous, a gross distortion of the study’s findings. National 
organizations including the ACNM and the International Cesarean Awareness Network issued 
press releases, and through the Grassroots Network CfM urged people to respond with letters to 
the editor of their local newspapers.
The most important finding was that for hospital VBACs (after one c-section) induction of labor 
significantly increases the risk of uterine rupture, and the use of prostoglandins greatly increases 
the risk of rupture (15 times higher than those who had second cesaraeans). In other words, the 
real problem is the first c-section (which accounts for 2/3 of the US c-section rate of 22% in 1999), 
with the risks greatly increased when labor is induced especially with prostaglandins.
Data for women who had a first (single) baby by c-section from 1987-1996, and subsequently 
gave birth to a second live single infant during the same period of time (20,095 women, based on 
Washington State records for hospital births), were analyzed in this study. The study found:
Rate of uterine rupture in second birth for women with one prior c-section (per 1000) 
Repeat c-section without labor          1.6   (11 of 6,980 women)
Spontaneous onset of labor              5.2   (56 of 10,789 women)
Labor induced without prostaglandins    7.7   (15 of 1,960 women)
Labor induced with prostaglandins    24.5  (9 of 366 women)
         
The study did not address many significant issues. For example, uterine rupture can include 
anything from relatively minor separations at the scar site, to sudden and catastrophic multiple 
large tears of the uterus. However, accuracy of reported uterine rupture was barely touched 
upon, and degrees of severity were not discussed. Because the study focused only on the risk 
of uterine rupture, the risks associated with the cesarean delivery procedure itself were not 
discussed, even though these would be very relevant for informed decision-making. There was 
no mention of other interventions that could possibly affect outcomes, such as augmentation of 
labor (can cause abnormally strong contractions) or the use of epidurals during labor (can mask 
early symptoms of uterine rupture). The authors did acknowledge that they lacked information 
regarding specific types and dosages of prostaglandins used, although the controversial use of 
Cytotec was not known to be used prior to the last year of the study. Finally, there was no 
discussion or information regarding the timing (number of weeks of gestation) or reasons for 
induction.
The study included only hospital births, and did not distinguish between natural childbirth (no 
interventions) and standard hospital-managed birth.
The study actually confirms what the midwifery community has been saying for years: outcomes 
for VBACS that are allowed to labor normally, without induction or augmentation, are good. And 
women who have had a previous c-section are definitely not candidates for labor inducing drugs, 
which exert added stress to a uterine wall that is already weakened or at least changed by the 
scar tissue.
Women who are making decisions about attempting a VBAC should understand the results of this 
study (and its limitations). In addition, this information is essential for any woman who is “offered” 
an elective c-section, or whose caregiver recommends a c-section, so she can be aware that a c-
section today significantly increases risks associated with any future pregnancy. Of course, she 
should also have full information on the relative risks of any c-section for herself and her baby.
As ICAN states in their press release (see below), “…the risk of uterine rupture [for a VBAC] 
remains low when labor is allowed to start on its own.”

Related articles of interest 
Trial of Labor After 40 Weeks’ Gestation in Women With Prior Cesarean Carolyn M. Zelop, 
Thomas D. Shipp, Amy Cohen, John T. Repke, & Ellice Lieberman Obstet Gynecol 
2001;97(3):391?393. The authors concluded, “Because spontaneous labor after 40 weeks is 
associated with a cesarean rate similar to that following induced labor before 40 weeks, awaiting 
spontaneous labor after 40 weeks does not decrease the likelihood of successful vaginal 
delivery.” 
· Press Release: “International Cesarean Awareness Network Affirms Safety of Vaginal Birth After 
Cesarean” 
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From the ICAN Press Release: http://www.ican-online.org/info/news/070601.htm 
“… In fact, the risk of rupture for women who begin labor spontaneously was shown to be 
0.5%, lconsequences are considered, VBAC has been shown to be less risky for both 
mother and baby than elective repeat cesarean section. “

 “Standing up to the VBAC-lash: A critique of the New England Journal of Medicine 
VBAC study and implications for the future of the medical model of childbirth.” by Jill 
MacCorkle. Published on the internet at 
www.maccorkl.home.sprynet.com/VBAClash.htm: This is a thorough and well-
referenced paper that also includes information regarding the risks associated with c-sections 
in general and the evidence supporting the benefits of VBACs. 
· For a discussion issues associated with reporting of uterine rupture, read “Use of Hospital 
Discharge Data to Monitor Uterine Rupture – Massachusetts, 1990-1997” Morbidity and 
Mortality Weekly Report (March 31, 2000 / 49(12);245-8) which can be found at: 
www.cdc.gov/mmwr/preview/mmwrhtml/mm4912a1.htm 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

CfM Response To NEJM VBAC Article
Dear Editor,

Birth is the leading reason for hospital admission in this country. Cesarean 
delivery is the most common surgery performed in the United States. The most 
common cause of death in postpartum women is complications from cesarean 
delivery.

In the face of these facts, it is shameful that the media response to the New 
England Journal of Medicine study (July 5, 2001) has been to focus on the risks of 
vaginal birth, and not the risks of routine medical interventions, such as prostaglandin 
induction and elective repeat cesarean.

The study points to a 0.5% risk of rupture among post-cesarean women who 
labor without induction. Other studies have produced similar numbers that were used 
to support the practice of VBAC. Why? Because even with this risk, the mother is still 
twice as likely to die from complications of elective repeat cesarean birth compared to 
vaginal birth.

Every maternity care provider has an ethical obligation to honestly describe 
both options to the mother as part of her informed decision-making process. 
Apparently there is no such obligation in the public dialogue of this issue – there is no 
patient, only a large and suggestible audience.

Sincerely,
Susan Hodges, President, Citizens for Midwifery
Willa Powell, Board Member, Citizens for Midwifery
Citizens for Midwifery is the only national consumer organization advocating 
the Midwives Model of Care 
September 2001
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October 3, 2001

Dear Members of the Legislative Committee on Administrative Rules:

I am writing on behalf of the Vermont Midwives Alliance in response to the committee 
hearing on the Midwifery licensing rules held on Wednesday, September 19, 2001.  First, we 
would like to commend the work of the Advisory Committee and all the legislators who have 
taken part in the formation of the Midwifery legislation. Enclosed you will find two pertinent 
reports, one from the Pew Health Professions Committee and one from the American Public 
Health Association, which specifically support the licensing of midwives.  

The main purpose of this letter is to address the issue of VBAC at home, which was by far 
the most controversial aspect of the hearing.  It was disappointing to those of us who support 
the rules and regulations as presented that the opposition had so much more opportunity to 
testify than we did. We believe the committee members were left with a rather unbalanced 
picture of this issue.

The question of civil liberties
The first important question is how much freedom do we legislate away in an effort to 

reduce risk.  If we use Dr. Capeless's figures (which came from The New England Journal of 
Medicine article of July 5, 2001), specifically that the rupture rate is somewhere between 1 in 
250 and 1 in 400, and that 25% of those will have a poor outcome, then the conservative 
figure of risk is 1 in 1000 of having a poor outcome.  We ask you if you feel it is appropriate to 
limit personal choice and freedom when the person has a 99.9% chance of having a good 
outcome.  Even if the figure was only 99%, legislating against personal freedom makes the 
assumption that women and their families are incapable of making sound choices for 
themselves.  One of the stipulations in the rules as they were presented requires the midwife to 
have signed informed choice for any woman having a VBAC at home, so the committee can 
be assured that the family is making this decision with full knowledge of the risk involved.  The 
reality is that most women will not choose to have a VBAC at home.  But for the few that do, 
their conviction about their decisions is very strong.  They make an informed choice, fully aware 
of the risks and the benefits to themselves and their baby in choosing a home birth.

After Dr. Capeless's description of the worse case scenario, many of you were asking 
yourselves why would anyone choose a home VBAC?  Rep. Dakin even said, "I don't know why 
any woman would take any risk."  The fact is that all the technology in the world cannot 
eliminate all risk from birth.  No well-designed study has ever shown hospital birth to be safer 
than home birth for a low risk woman. Women choose midwifery care and home births for
a variety of reasons.  But all of them come to the conclusion that it is the best choice for them.  
Universally they receive more time and attention, more preventive services such as extensive 
nutritional counseling, continuity of care, and one-on-one, continuous labor support.  

Is Home VBAC the biggest issue?
It is interesting that so much time, energy and attention has been paid to this issue by 

various physicians and their lobbyists.  We are literally talking about 5 or 6 women each year, 
who choose home VBAC (Vermont birth certificate statistics quote 61 home VBACs in the past 
11 years).  There are 6000-6500 hospital births in Vermont each year and most hospital 
cesarean rates are between 18-23%.  Physicians might be asking some different questions 
about what best serves Vermont women.   Most home birth midwifery practices have cesarean 
rates of 2-4%.  Clearly some part of this excellent figure is due to self-selection, but by no 
means all of it.  The World Health Organization suggests that cesarean rates over 7% are in 
excess of what actually improves outcome for babies and are therefore unwarranted. That 
means that almost two out of every three cesareans performed in this country are unnecessary.   
Cesareans are known to be more dangerous to mothers, with infection and hemorrhage levels 
much higher than vaginal delivery and with the mortality rate at 3-4 times that of vaginal birth. 
The next time the woman becomes pregnant she faces a higher rate of uterine rupture, no 
matter whether she chooses repeat section (uterine ruptures do occur before the onset of 
labor), hospital VBAC, or home VBAC.  Clearly unnecessary cesareans present a far greater risk 
to far greater numbers of Vermont women than home VBACs. 
 In light of these statistics and other areas of disparate outcome, such as prematurity 
rates, we question the implication at the hearing that midwives expose women and babies to 
unnecessary risks, while doctors advocate for their safety.  Of course no one wants to 
experience a uterine rupture, either at home or in the hospital.  However, all of us face risk 
taking decisions every day (driving around in our cars, for instance), and we all do not 
balance risks and benefits in the same way; that is part of our right to self-determination in a 
democracy.
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Implications of new research for home VBAC
The physicians who testified against VBAC at home talked about new research that 

questions the more established assumptions about VBAC safety.  What was not delineated was 
that the likely explanation for this difference is changes in obstetrical management.  It is not 
women's bodies that have changed, but what is done to them during childbirth.  In some of 
the studies we see one factor that quite definitely increase uterine rupture rate is the off-label 
use of cytotec for induction of labor.  Other types of prostaglandin induction agents have also 
been shown to increase risk.  The use of Pitocin for both induction and augmentation is 
questionable.  These are not practices used in home birth. And lastly there is the newer surgical 
closure method in which a single layer of sutures is used rather than a double layer.  This 
method was instituted and taken up by many obstetricians across the country before its safety 
was verified.  Once again we must ask, who really is exposing women and their babies to 
increased risk?  In the rules as presented, midwives are not allowed to attend women with 
single layer closures of a previous cesarean in the home.

Paradigm differences and evidence based practice
We believe that the physicians who testified were motivated by what they consider to 

be the best  interests of women and babies.  However, we also believe that they operate 
from a distinct paradigm that opposes home birth on principle, despite lack of evidence that it 
is an unhealthy  choice.  They are not sensitive or even aware of the many factors affecting 
women's choices in birth. (This is not true of all physicians, of course, and there are physicians 
who support and understand home birth including those who choose it for themselves.) I have 
heard various physicians say they felt women choosing a home birth were selfish because they 
were only concerned about their own experience.  This can not be farther from the truth.  
Many women choose home birth specifically because they believe it will be a much healthier 
experience for their baby.  They believe hospital interventions both before and after the birth 
have their own risks.  As a midwife I find this presumption of selfishness to lack respect for the 
deep wisdom that what is good for the mother is also good for the baby.  Stress hormones 
affect blood flow and they affect the progress of labor.  If a woman is anxious, afraid, and 
unsupported during labor she is more at risk for problems.  This has been eloquently 
demonstrated by the "doula" studies.

Two separate studies were performed on very large numbers of women in Guatemala 
and Texas.  Matched groups of women having babies in big city hospitals were streamed into 
a group that labored with conventional hospital services and one which had the addition of 
an untrained  "doula" or labor support woman who stayed at the laboring woman's side 
throughout labor (often simply just holding the woman's hand). Outcome differences were
impressive: shorter labors, fewer cesareans, fewer babies in the intensive care nursery, were 
but a sample of the improved outcomes for women with doulas.  As a midwife I never 
encourage a woman to choose home birth in the initial interview.  I always tell her she needs 
to determine where she will feel most safe and secure, because that is where her labor will 
proceed most smoothly and safely.

We understand that there is intense political pressure on the members of the committee 
to vote against the VBAC inclusion.  Physicians have a lot of power in both money and 
connections.  But we hope that you will think of your charge to represent the citizens of 
Vermont when you make this decision.  We honestly wish all of you could have attended the 
public hearing on the rules and regulations. Several dozen mothers spoke eloquently and 
passionately of their experiences of home birth and midwifery care. All of them advocated for 
the passing of the rules as presented, and a number of them asked for an addition of a waiver 
that would allow any woman to be attended at home with informed choice. It is important to 
remember that some women are so dedicated to having their baby at home that they will 
labor unattended, if they cannot find a midwife.  This certainly has potential to increase risk, 
and it is not in the interest of public health to disallow such women care. Vermont is a very 
special place for a number of reasons.

One of these reasons is that citizens have a real voice in government and special 
interest groups are somewhat less powerful than they are elsewhere. We hope you will listen to 
the voices of citizens, the people directly affected by these rules and regulations. Please ask 
yourselves if you can justify limiting the civil liberties of a handful of families when they have a 
99-99.9% chance of having a good outcome. 

Please vote to preserve the freedom of Vermonters.

Sincerely,
Laurie Foster, CPM, CNM, MS
On behalf of the Vermont Midwives Alliance
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Cesarean and VBAC Questions

1. What are the national cesarean statistics? 

2. What was the cesarean rate prior to 1970?  

3. What single major medical intervention accounts for much of this 
increase?

4. What additional factors have contributed to increasing the cesarean rate 
in the U.S.?

5. What does the World Health Organization estimate the rate of necessary 
cesarean to be? (This is the WHO challenge to global obstetrics.)

6. How does the classical cesarean differ from the low transverse cesarean 
as a surgical procedure, and how does the incision relate to safety of 
VBAC?

7. How does “single layer closure” differ from “double layer closure” in terms 
of surgical history and safety of VBAC? 

8. What is a VBAC? 

9. What is a YBAC?  

10. What questions are critical to helping a woman make her decision about 
where to have her baby by VBAC? 

11. What does a diagnosis of CPD in a previous birth apply to subsequent 
births? 

12. What does ‘failure to progress’ mean? 

13. What is most important to achieve when advocating for your client in a 
hospital transport situation? 

14. How do hospital policies regarding an emergency cesarean differ from a 
non-emergency cesarean?  

         Continued... 
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Cesarean and VBAC Questions, continued

15. Cesarean section is major abdominal surgery. List the physical effects that 
a woman recovering from a c-section is likely to experience. Begin with her 
immediate post partum and continue through 6 weeks.  

16. What are the usual medical treatments in the 48 hours following a 
cesarean? 

17. As a midwife, what can you do to help a woman after a cesarean section?  

18. Which homeopathic remedies are indicated for someone recovering from 
a cesarean?

19. What are the the risks and benefits of vaginal birth after cesarean section?

20. What is scar dehiscence?

21. What are the symptoms of uterine rupture?

22. What is the incidence of uterine rupture for VBAC and non-VBAC?

23. In what instances are cesarean sections indicated?

24. When are mothers reunited with their babies after cesarean? 

25. What is the treatment for an abdominal cesarean incision that is not healing 
well?  

26. What are the ACOG recommendations for VBAC?

27. What is the availability of anesthesia in the local hospitals that receive 
midwife transports? Why is it important to know this and how does it impact 
your decision making as a midwife?

            

         Continued...
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Cesarean and VBAC Questions, continued

Essay
1. Describe the surgical procedure for a low transverse incision cesarean 

section.

2. Give detailed instructions for managing a cord prolapse, including 
transport.

3. What are some possible emotional responses a client may have following a 
cesarean section?  

4. What is the local community standard for VBAC?

Projects (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for VBACs in your own practice. Include 
reference to your transport plan in response to need for labor 
augmentation, maternal exhaustion, fetal distress. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

2. If your practice guidelines include attending home VBACs, create an VBAC 
informed choice/informed consent document for your charts.

3. Draft practice guidelines for clients who require cesarean sections in your 
own practice. Include reference to your transport plan in response to need 
for labor augmentation, maternal exhaustion, fetal distress, advocacy in 
the hospital and specific immediate post partum care for mother and 
baby. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)cord prolapse,

4. Create a post partum care plan for women recovering from cesarean 
section. Include details of care.

5. Create a list of local resources for women recovering from cesarean, and 
for women choosing VBAC. Include local contacts for regional or national 
organizations, as well as online resources.

6. Choose a book about cesareans to recommend to your clients. Write a 
review about your recommendation, include title, author, publisher and 
date of publication.

Continued...
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Cesarean and VBAC, continued

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

7. Sexually transmitted diseases
8. Complications
11. Postpartum care concerning complications and self-care 

3. Maternal Health Assessment:
G. Evaluates laboratory and medical records from other practitioners
H. Obtains assistance evaluating laboratory and medical records from other practitioners
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Charting and Practice Guidelines
This module should be completed near the end of your clinical training.

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the contents of a complete client chart.
• Consider the importance of thorough documentation, not just for yourself 

and other practitioners but as a record of the woman’s birth experience.
• Appreciate the difference between the standard medical chart and a 

complete and thorough holistic midwifery chart.
• Identify the critical information during prenatal, labor, birthing and post 

partum periods, and the appropriate charting.
• Learn common medical abbreviations.
• Recognize charting as a permanent medical record and your responsibility 

to maintain it.
• Review confidentiality.
• Understand the concepts of Informed Choice and Consent and Personal 

Disclosure.
• Draft Informed Choice and Consent documents for your own practice.
• Draft a Personal Disclosure statement for use in your own practice.
• Understand the importance of filing statistics with MANA and compiling 

your own practice’s stats.
• Create a policy for your own practice regarding copies of charts for.
• Access MANA Stat forms, and complete an anonymous sample.
• Identify the concept of evidence based practice.
• Identify the issues of legal and professional liability.
• Identify which instances legally require the midwife to report information to 

various authorities.
• Identify the steps to filing birth certificate information in your jurisdiction.
• Demonstrate your ability to utilize Standards of Practice, Informed Choice 

and Consent, Personal Disclosure, charting and chart review skills within the 
context of your preceptor’s practice.

• Demonstrate the ability to consult with other practitioners regarding the 
care of a client.

Continued...
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Charting and Practice Guidelines, continued

Learning Objectives, continued

• Demonstrate the ability to consult with other practitioners regarding 
midwifery practice or technique.

• Participate in Peer Review.
• Create or adapt charting forms for use in your own practice.
• Identify the scope of practice for midwives as defined in your local 

jurisdiction.
• Compile Practice Guidelines for your own midwifery practice.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I,  Frye
Varney’s Midwifery
Myles Textbook for Midwives
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Our Bodies, Ourselves, Boston Women’s Health Book Collective

North American Registry of Midwives Statement on Informed Consent
North American Registry of Midwives CPM Practice Guidelines
ACNM Press Release, June, 2001
A Midwife’s Statement, Rules and Regulations Public Hearing, Summer, 2001

Additional Suggested Reading
The Thinking Woman’s Guide to Better Birth, Henci Goer
Obstetrical Myths vs. Research Realities, Henci Goer

Related Topics
Informed Consent/Informed Choice
Confidentiality
Prenatal Lab Work and Screening
Transporting
License requirements and limitations
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North American Registry of Midwives
Guidelines for Informed Consent 

by Suzanne Suarez, RN, BSN, JD 
Midwives want their clients to make a well-informed choice between midwifery and medical 

maternity care. This effort toward educating clients is part of the far broader concept of informed 
consent. 

Informed consent is a legal concept developed in our courts and applied to situations in 
which a provider, usually a physician, before performing a medical intervention, obtains the 
patient’s consent after informing her of the possible side effects and/or drawbacks. Often a 
hospital nurse obtains the consent at the last possible moment before the intervention. Too often 
the patient does not understand but signs the form anyway. This practice has been linked with 
many lawsuits against physicians by patients who felt that their rights have not been protected. 

For midwifery practice, informed consent is best thought of as an ongoing process 
whereby the client and the midwife become acquainted and establish a relationship of trust. 
Midwives and their clients usually have the comfort of time and many prenatal visits during which 
the midwifery model and the medical model of birth are explored, compared, and explained. 
Studies show that informed consent forms alone do not offer much protection when there has 
been little time spent communicating. 

Part of the informed consent process is disclosure of the midwife’s training, qualification, 
and philosophy of birth. The rights of the client as well as the client’s responsibilities must be laid 
out clearly. 
  

NARM recommends that the rights and responsibilities of the client and the disclosure 
statement of the midwife be written, signed by the client and the midwife, and then enclosed in the 
client’s permanent record. 

Remember that an informed consent form signed by a midwife and client is often not 
sufficient to prove that a client was adequately informed, should a lawsuit later ensue.
The midwife should protect herself with good documentation at each visit, remembering to make 
notes in the chart that indicate things taught and agreements made with the client as well as any 
actions taken for the client along with any treatments or referrals. Each entry should begin with the 
date and time. Any refusal or non-performance of recommendations made by the midwife should 
be precisely written in the chart. In such a situation, NARM recommends quoting the client directly 
using quotation marks and having the client sign the entry. The midwife should initial each entry in 
the record, use a single line to fill blank spaces, and be sure to sign a full signature at the end of 
the last entry on each page. The midwife can feel comfortable in the informed consent process 
because it benefits the client as well as the midwife, and protects both by verifying the contents 
of the communication. 

A well-written informed consent form may not satisfy the client’s desire for information. To 
determine how much information to give a client, the midwife should take her cues from the client 
herself. 
  
Research on informed consent practices indicates that, if a provider answers all the 
client’s questions to her satisfaction, the client is far less likely to feel that she was 
inadequately informed and far less likely to pursue legal remedies. For midwifery, this 
simply means that it is best to answer all of your client’s questions.

   continued...
Informed Consent Form 

The NARM Certified Professional Midwife shall have on file a formal statement of informed 
consent for each client. An informed consent form should be written in language understandable to 
the client and there must be a place on the form for the client to attest that she understands the 
content by signing her full name. The informed consent form may be entitled "Informed Consent," 
"Informed Choice," "Informed Disclosure" or any similar title but should include, at a minimum, the 
following: 

1. a description of the midwife’s education and training in midwifery, continuing 
education, and Peer Review process;

2. the midwife’s experience level in the field of midwifery;
3. the midwife’s philosophy of practice;
4. antepartum, intrapartum and postpartum conditions requiring consultation, 

transfer of care and transport to a hospital (this would reflect the midwife’s 
______

NMI Study Group Modules, Third Edition                                                                         59



written practice guidelines) or availability of the midwife’s written guidelines 
as a separate document, if desired and requested by the client;
5. a medical back-up plan;
6. the services provided to the client by the midwife;
7. the midwife’s current legal status and pertinent legal ramifications. Completion of 

NARM Certification cannot be seen as legal protection because legality is 
determined by territorial governments;
8. treatments or procedures explained in detail;
9. both the risks and expected benefits described in detail;
10. discussion of possible alternative procedures and treatments and their risks and 

benefits;
11. any procedure required by law that is refused by the client must be written and 

signed by the client;
12. availability of a grievance process; and
13. client and midwife signatures and date of signing.
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North American Registry of Midwives
CPM Practice Guidelines

All Certified Professional Midwives are required to have written Practice Guidelines.  In the CPM 
Application, the candidate and her preceptor sign affidavits that the candidate maintains these 
documents.  In the recertification application, the CPM again signs a statement verifying that she 
has written Practice Guidelines and utilizes Informed Consent in sharing these protocols with her 
clients.  NARM does not require that these protocols be turned in with every application, but 
random audits of applications and recertifications are conducted. Audits require candidates to send 
copies of their Practice Guidelines and other documents to the NARM Board to verify compliance 
with NARM's standards.  

NARM recognizes that each midwife is an individual with specific practice protocols that reflect her 
own style and philosophy, level of experience, and legal status, and that practice guidelines may 
vary with each midwife.  NARM  does not set protocols for all CPMs to follow, but requires that 
they develop their own practice guidelines in written form.

Practice guidelines are a specific description of protocols that reflect the care given by a midwife.  
Protocol may contain absolutes, such as, "I will not accept as a client a mother who does not 
agree to give up smoking," or may list conditions under which a midwife will make this decision, 
such as: "I will accept a client who smokes only if she agrees to cut down on smoking, maintains 
an otherwise exceptional diet, and reads the literature on smoking which I will provide for her."  
(The example concerning smoking is given only as an example and is not meant to convey that 
smoking must be covered in a midwife's practice protocols.)  Another example of a protocol could 
reflect action taken when a client completes 42 weeks gestation.  The protocols could state that at 
43.1 weeks, the client will be referred to a back-up physician for further care.  Or they could read 
that at 43.1 weeks the client will be given information on the risks and benefits of continuing to 
wait for labor, and on options such as home induction or referral to a physician.  It is Informed 
Consent that allows the mother and midwife to work together in developing a plan of care.

Practice guidelines are the specific protocols of practice followed by a midwife, and they should 
reflect the Midwifery Model of Care.  Standards, values, and ethics are more general than practice 
guidelines, and they reflect the philosophy of the midwife.  Practice guidelines are based upon the 
standards, values and ethics held by the midwife.  NARM recommends that the midwife base the 
practice guidelines on documents such as:

The MANA Standards and Qualifications for the Art and Practice of Midwifery;
The MANA Statement of Values and Ethics;
The MANA Core Competencies;
The Midwifery Model of Care;
Standards for the Practice of Nurse-Midwifery;
Core Competencies for Basic Midwifery Practice;
Code of Ethics for Certified-Nurse Midwives;
Rules and regulations governing the practice of licensed midwifery in the midwife's state,
 if licensed.
MANA documents can be found at <www.mana.org>
Certified Nurse-Midwife documents can be found at <www.acnm.org>
The Midwifery Model of Care can be found at <www.cfmidwifery.org>

NOTE: NMI Handbook also includes the MANA documents.
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A Midwife’s Statement
Rules and Regulations, Public Hearing

Montpelier, Vermont, Summer, 2001

My name is Judy Luce. I have been a midwife for twenty-five years, for seven years in 
Boston part of which I worked with a Family Practice that offered home birth, and eighteen years in 
Vermont.  I have been active with the Vermont Midwives Alliance and regional representative to the 
Midwives Alliance of North America.  I was directly involved in developing MANA’s s
Statement on Values and Ethics, establishing core competencies, and the national Certified 
Professional Midwife credential.  I presently am part of the documents review committee of MANA 
and a Skills Evaluator.

I appreciate the work the committee has done in drawing up rules and regulations that reflect 
our shared concern for the health of mothers and babies and establish guidelines for appropriate 
consultation with the medical community, and both emergency and routine referral to medical care 
facilities when needed.  The rules clearly identify pathological situations and those where women or 
infants require more specialized care.  The guidelines are appropriate since at home midwives attend 
healthy women with healthy, normal pregnancies.  To a great degree they reflect the guidelines the 
VMA established for itself in the 1980s.  The committee and the VMA also share a commitment to 
informed consent in their care.

Beyond this, I and the VMA have always recognized a woman’s right to self-determination 
and to make informed choices about where they birth and the level and kinds of risks they may 
choose to take.  Choice is at the heart of the midwifery philosophy of care and ethics.  Along with 
this we honor women’s subjective knowledge about their own bodies and own personal situations 
and recognize that there are qualitative factors that contribute to the outcomes of pregnancies and 
labors that need to be factored into decision making.  We also recognize that in many situations 
what is being weighed is not risk against no risk but one set of risks against another set of risks.  In 
fact, birth is not risk free, anywhere; there are inherent and uncontrollable risks in birth as in all of 
life.  Nevertheless, as someone else pointed out, birth is as safe as life gets.

To eliminate all possibility of risk is to opt for a sterile life.  We recognize that scientific 
studies tell us about populations and probability but nothing about individuals, and that statistical 
probability is not predictive in a given situation.  For example:  In a review of court ordered 
cesareans it was found that six out of the eleven women whose situations were reviewed birthed 
vaginally without complications of any kind before a cesarean could be performed.  The basis of the 
court order was that without a cesarean the infants would certainly suffer death or significant 
morbidity.  Obstetrics has not done well in predicting outcomes.  In working collaboratively with 
women and their families midwives take into account a wide range of bodies of knowledge as well 
as the knowledge a woman has of her own body.  We work on the assumption that at the end of the 
day a woman is in the best situation to know what is best for her child; that no one has more 
concern for the interests of the child than she does.  

This is the philosophy and thinking that underlies our commitment to informed choice, 
particularly as applies to breech births and twins, occurrences that many, even within the medical 
community, consider variations of normal, not pathological.  While they may have the potential for 
being more complicated, they also have the potential for being smooth and very straight forward.  
And as with all births, a woman’s confidence and belief in her body’s workings, her state of 
relaxation, her attitude -- that this is normal, not high risk-- all contribute to the outcome.  In fact, 
much research has shown that a person’s sense of choice, autonomy, and control, contribute to 
positive outcomes; this is true even when dealing with disease.  I refer you to: Medical Choices, 
Medical Chances: How Patients, Families, and Physicians Can Cope With Uncertainty, co-
authored by one of the family physicians I worked with, Richard Feinbloom, then of Harvard 
Medical School.  (Bursztajn HJ, Feinbloom RI, Hamm RM, Brodsky A., reprinted in 1991, 
Pantheon Books)  There are also different kinds of breeches and different kinds of twins, some 
clearly carrying more risk than others.  

The informed choice waiver allowed for women who had been given information on current 
standard practice, been told that these circumstances are outside the normal parameters of our care, 
explored what options there were in the hospital, and engaged in their own research and soul 
searching, to receive care by the midwife if they determined that birthing at home was the best 
choice for them in these circumstances.  Beyond our belief in a woman’s right to make such a 
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choice, the waiver was included out of recognition that without it there were woman who would stay 
home unattended.  I know of specific situations where this has happened, even in Vermont.  Susan 
Hodges, of the National organization, Citizens for Midwifery, who receives communications from 
all over the country, has stated that unattended home birth is happening increasingly in areas where 
midwives are not readily available in response to increased restrictions on VBACs.  

The waiver was also included in recognition of the limited choices women often faced in 
dealing with physicians and medical facilities.  Either through policy, or actual practice, women were 
presented not with a choice between home and hospital but between home and a certain or almost 
certain cesarean section, a procedure which carries the risks of increased maternal mortality, 
increased morbidity to mother and child and potentially long term debilitating emotional risks 
affecting a woman’s sense of confidence in her body and competence as a mother, as well as her 
future childbearing choices.  The latter is more true as the untested practice of single layer closure 
of the uterus has become more common and is now implicated in concern for increased rate of 
uterine rupture and placental problems.

Every day in the hospital, procedures and drugs are used that carry risks to mother and 
baby, risks often not presented to women.  The history of obstetrical practice in the last fifty years 
is filled with the discovery of negative consequences of well intentioned practices and procedures 
that were not at first identified.  The soaring cesarean rates that accompanied the misuse of fetal 
monitors and misreading of print out sheets and inability to significantly reverse this situation is a 
case in point.  The untested but routine use of cytotec for induction in many hospitals in spite of the 
warning of drug companies is another.  Risks are everywhere; the question is who determines 
which risks are acceptable.  We should leave opening for women to make the informed choices they 
have a right to in any setting. 

I think the inclusion of an informed choice waiver will serve the public good and protect the 
public health.  The majority of people accept the usual standard of care, not because it necessarily 
reduces medical risk, but because it reduces the social risk of being stigmatized if something goes 
wrong.  Babies die in hospitals as they do at home but a mother is not stigmatized for being in the 
hospital.  The waiver will protect the few who for any combinations of reasons or beliefs or values 
choose to give birth at home even if their babies are breech or they have twins.  The same argument 
can be made for a waiver for VBACs that don’t meet the criteria of the rules.
 In written testimony Susan Hodges, president of Citizens for Midwifery, describes the 
situation in England where care givers are not only allowed but mandated to continue care when a 
woman chooses to stay at home no matter what her risk situation.  I am submitting her written 
testimony as well as an article published in the peer reviewed journal BIRTH that addresses the 
present limitation on research in assessing all the factors that contribute to healthy mothers and 
babies, written from a consumer perspective. Thank you for receiving this testimony. 
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Charting and Practice Guidelines Questions

1. List the contents of a complete client chart.

2. Besides the standard medical charting information, what might a midwifery 
chart include? 

3. Give three reasons that thorough documentation is important.

4. How does charting assist the  midwife in helping her client process her birth 
experience? 

5. State your policy for supplying charts to clients. Do you provide a copy of 
your client chart to each client post partum? Must a client request a copy 
or do you provide one without asking? Do you charge for this service?

6. What is your policy for providing copies of charts to individuals other than 
the client herself? 

7. What do the following abbreviations indicate?

HA Ab AB prn SAB 

BOW EBL hs TAB circ 

C&P NSVB C&S lac AMA 

q2hr qd R/O  PO NPO

TTN

8. Write the medical abbreviations for:
with without twice a day after

9. When we chart that a woman is “32 weeks,” what does that mean? 

10. How do you make a correction in a chart after an error has been made in 
your notes? 

11. What is the legal obligation for maintaining security of a midwifery chart?

12. When may a midwife be found liable for the outcome of care? 

         Continued... 

______
NMI Study Group Modules, Third Edition                                                                         64



Charting and Practice Guidelines Questions, continued

13. Within your jurisdiction, which instances legally require a midwife to report 
information to various authorities? List instances and corresponding 
agencies. 

14. Why is it important to participate in gathering statistics?

Essay
1. Describe confidentiality. Give examples of how it applies to midwifery.

2. Give examples of how Informed Consent is utilized in the practice of 
midwifery.

3. What is evidence based care? Give an example of evidence based care. 

4. Describe your method of completing and filing birth certificates.

5. What are your thoughts about peer review? Read NARM’s Grievance 
Mechanism and comment on that process, too.

        
                              Continued... 
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Charting and Practice Guidelines Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Create or adapt forms for use in your midwifery practice. Include forms for:

__ health history __ family health history __ OBGYN history

__ prenatal care  __ labor and birth __ post partum care 

__ newborn exam __ records release __ transport cover sheet 

__ birth certificate information  

__ informed consent for home birth (or out of  hospital birth)

__ informed consent for specific indications

__ financial agreement and refund policy

2. Review your Physical Assessment forms for well woman care and newborn 
exam. Report any changes you make.

3. Draft a Personal Disclosure statement for use in your own practice. Keep a 
copy for your own records.

4. Register online with the MANA statistics project. Ask your preceptor if you 
may file stats for at least one client. If you cannot file client stats online, 
download the MANA stat form from the NMIstudent yahoogroup site. Print 
it and complete a copy  using a chart from a birth you attended. Use a 
fictitious name and write “SAMPLE” across the top of each page. Send it in 
with your course work from this module. How long did it take you to 
complete the form?

5. Contact your licensing agency and get a copy of the midwifery code 
under which you will practice (this may be available online). Highlight the 
scope of practice and other pertinent information that will guide your 
practice. Send a copy with your course work and keep a copy for your 
own use. 

Continued...
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Charting and Practice Guidelines Questions, continued

6. Gather your practice guidelines from the other Study Group modules. 
Compile a booklet of your practice guidelines. Send a copy with your 
course work and keep a copy for your own use. 
Consider your response to  the following:

__ Normal 1st Stage Labor __ Normal  2nd Stage Labor
__ Normal 3rd Stage Labor __ Immediate Post Partum Care
__ Post Partum Care 1st Two Weeks __ Post Partum Care to 6 Weeks
__ AROM __ Ruptured Membranes
__ Breech __ Twins
__ Cesarean __ VBAC
__ Ectopic Pregnancy __ Shoulder Dystocia
__ Prenatal lab work __ Gestational Screening
__ Miscarriage __ Herpes
__ Jaundice __ Meconium
__ Preterm Labor __ Retained Placenta
__ Suturing __ Prenatal Anemia 
__ Stillbirth __ Urinary Tract Infection
__ Rh neg blood type __ Gestational Diabetes 
__ Newborn Resuscitation __ Substance Abuse
__ Smoking __ Antepartum Bleeding
__ Domestic Violence __ Hypertension and Pre-eclampsia
__ Post Partum Hemorrhage            __ Uterine Size and EDD Discrepancies
__ Transporting with Cord Prolapse
__ Transporting in 1st Stage Labor: FHT concerns,  meconium, maternal 

exhaustion, ruptured membranes issues, fever, 
__ Transporting in 2nd Stage Labor: prolonged pushing, fetal distress, 

maternal exhaustion, fever, 
__ Transporting in 3rd Stage Labor: retained placenta, hemorrhage, 

fever, suturing, 
__ Transporting Newborn : newborn consultation, continued newborn 

resuscitation
__ Well Woman Care: __ Birth Control

__ Abnormal PAP
__ Positive GC/Chlamydia Cultures
__ Pregnancy Termination

        

Continued... 
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Charting and Practice Guidelines, Skills 

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
G. Applies the principles of informed consent

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

10. Gestation calculation wheel/calendar 
F. Uses alternate health care practices (non-allopathic treatments) and  modalities

1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments
K. Administers the following pharmacologic (prescriptive) agents:

6. RhoGam
3. Maternal Health Assessment:

A. Obtains and maintains records of health, reproductive and family medical history
B. Performs an initial history and physical examination including vital signs 

1. General appearance
G. Evaluates laboratory and medical records from other practitioners
H. Obtains assistance evaluating laboratory and medical records from other practitioners
J. Provides prenatal education and counseling for:

1. Nutritional, and non-allopathic dietary supplement support 
L. Establishes and follows emergency contingency plans for mother and/or newborn

Continued...
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Charting and Practice Guidelines, Skills, continued

4. Labor, Birth and Immediate Postpartum
 C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by

11. Demonstrating the ability to recognize and respond to labor and birth 
complications such as:

b) Cord prolapse by: 
1) changing maternal position to: 

a) knee-chest, 
b) Trendelenberg, 

2) activating emergency medical services/medical backup plan, 
3) applying counter-pressure to the presenting part, 
4) placing cord back into vagina, 
5) kepping the presenting cord warm, moist and protected, 
6) monitoring FHT and cord for pulsation, 
7) increasing mother’s oxygen supply, 
8) facilitating immediate delivery, if birth is imminent, 
9) preparing to resuscitate the newborn

c) Variations in presentation such as: 
1) breech presentation

e) Management of maternal exhaustion by: 
1) providing nutritional support, 
2) ensuring adequate hydration, 
3) providing non-allopathic treatments, 
4) evaluating the mother’s psychological condition, 
5) encouraging rest, 
6) monitoring vital signs, 
7) monitoring fetal well-being, 
8) evaluating urine for ketones, 
9) evaluating for consultation and/or referral

Continued...
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Charting and Practice Guidelines, Skills, continued

D. Assesses the condition of, and provides care for the newborn by:
4. Performing routine suctioning 
5. Keepng mother and baby together 
6. Monitoring respiratory and cardiac function by assessing:

a) the symmetry of the chest,  
b) the sound and rate of heart tones and respirations, 
c) nasal flaring, 
d) grunting, 
e) retractions,  
f) circumoral cyanosis, 
g) central cyanosis (check color)

10. clamping the cord after the cord stops pulsing 
11. cutting the cord 
12 caring for the cord including: 

a) evaluating the cord stump, 
b) collecting a blood sample,  
c) treating the cord stump with:

1) alcohol, 
2) non-allopathic remedies

E. Assists in placental delivery and responds to blood loss by:
6. Responding to a trickle bleed by:

a) Assessing the origin of the blood, 
b) responding to uterine bleeding with: 

1) nipple stimulation/breastfeeding, 
2) fundal massage, 
3) assessment of fundal height and uterine size, 
4) non-allopathic treatments, 
5) Administration of medication, 
6) expression of clots, 
7) emptying the bladder,
8) assessment of vital signs, 

 c) Responding to vaginal tear and bleeding with: 
1) application of direct pressure on tear, 
2) suturing, 
3) continued assessment of blood color and volume, 
4) non-allopathic treatments 

Continued...
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Charting and Practice Guidelines, Skills, continued

7. Responding to postpartum hemorrhage with: 
a) fundal massage, 
b) external bimanual compression, 
c) internal bimanual compression,
d) manual removal of clots, e)administration of medication, 
f) non-allopathic treatments, 
g) maternal focus on stopiing the bleeding:tightening the uterus, 
h) administration of oxygen,
 i) administration of IV fluids or appropriate freferral for IV fluids,
 j) treatment for shock, 
k) consulting and/or transferring, 
l) activating emergency backup plan

F. Assesses general condition of mother and newborn by:
1. Assessing bladder distention 
2. Encouraging urination 
3. Performing catheterization
6. Repairing the perineum by: a)referring for repair, 

b) administering local anesthetic, 
c) performing basic suturing of: 

1) 1st degree tears, 
2) 2nd degree tears, 
3) labial tears, 

d) providing alternate repair methods (non-suturing) 
5. Postpartum

A. Performs post partum reevaluation of mother and baby at:
1. Day-one to day-two 
2. Day-three to day-four 
3. One to two weeks

 4. Three to four weeks 
5. Six to eight weeks

B. Completes the birth certificate
D. Assessses for, and treats jaundice by:

1. Administering non-allopathic treatments to nursing mother
2. Administering non-allopathic treatments to baby 
3. Encouraging mother to breastfeed every two hours 
4. Exposing front and back of newborn to sunlight through window glass 
5. Assessing baby for lethargy,    
6. Consulting or referring

Continued...
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Charting and Practice Guidelines, Skills, continued

6. Well-Women Care
A. Obtains a client history including:

1. Identifying information/demographics, 
2. Personal history, including religion, occupation, education, marital status, 
economic status, changes in health or behavior and woman’t evaluation of her 
health and nutrition, 
3. Potential exposure to environmental toxins, 
4. Medical condition,  5. Surgical history,  

B. Performs an initial history and general physical examination including assessment of:
 1. General appearance, 

2. General symptoms, 
3. Skin condition,
4. Torso, extremeties for bruising, abrasions, moles, unusual growths, 
5. HEENT (head, eyes, ears, nose, throat) including: 

a) hair and scalp, 
b) eyes: pupils, whites, conjunctiva, 
c) thyroid by palpation, 
d) lymph glands of neck, chest and under arms, 
e) mouth, teeth, mucous membranes and tongue, 

6. Weight and height,  
7. vital signs,  baseline reflexes
8. breast condition by examination, evaluates mother’s kowledge of self-breast 
exam techniques and  implications for breastfeeding,
9. heart and lungs (auscultate), 
10. Kidney pain (CVAT)
11. The spine
12. Pelvic landmarks 13. Pelvic measurements
14. The condition of the uterus, ovaries and cervix (by speculum)

      a) Performs a Papanicolaou (Pap) test
b) Obtains gyn cultures

15. The size of the uterus and fetal age (by bimanual exam), the condition of the 
vulva, vagina, cervix, and anus

    F. Assesses client's family planning history and needs: counsels/prescribes
I. Maintains precise records

Continued...
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Charting and Practice Guidelines, Skills, continued

J. Provides prenatal education and counseling for:
2. Common complaints of pregnancy: 

a) sleep difficulties, 
b) Nausea, 
c) Prepartation of the perineum, 
d) fatigue, 
e) Inflammation of sciatic nerve, 
f) Breast tenderness, 
g) Skin itchiness,  
h) Vaginal yeast infections, 
 i) Symptoms of anemia, 
j)  Indigestion/heartburn, 
k) Varicose veins,
 l) Physical activities for labor preparation (e.g., movement, exercise)

K. Recognizes and responds to potential prenatal complications by: 
8. Identifying and dealing with pre-term labor with:   

a) Referral 
9. Assessing and evaluating a post-date pregnancy by monitoring /assessing:    

a) The need for consultation, 
b) Fetal movement, growth, and heart tone variabliity,  
c) Estimated due date calculation, 
d) Previous birth patterns, 
e) Amniotic fluid volume, 
f) Maternal tracking of fetal movements , 
g) Referral for ultrasound, h) Referral for non-stress test
 i) Referral for contraction stress test,
 j) Referral and collaboration for biophysical profile 
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Digestion

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the digestive organs of the human body, and describe their 
function.

• Review Liver and Renal System modules.
• Understand and describe the processes of human digestion.
• Identify and describe the processes of metabolism.
• Identify how digestion is effected by pregnancy.
• Identify common digestive ailments in pregnancy / post partum and 

nutritional/ herbal support for them.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety (the 
exception is Nutrition Almanac which is useful primarily for digestive physiology 
and nutrition content). 

Nutritional Almanac, Kirschmann
Human Anatomy and Physiology, Marieb
Holistic Midwifery, Vol. I, II, III (when available), Frye
Myles Textbook for Midwives
Herbal for the Childbearing Year, Weed
The Natural Pregnancy Book, Romm

Related Topics
Nutrition
Normal pregnancy ailments
Liver
Renal system

______
NMI Study Group Modules, Third Edition                                                                         75



Digestion Questions

1. What herb is used for stimulating the GI tract and thus aiding digestion?

2. What GI symptoms can slippery elm help to reduce?

3. What is pica?

4. What is the cause of heartburn?

5. Name some easy remedies for heartburn.

6. What is the incidence of nausea in pregnancy?

7. Your client is in her first trimester and is really nauseous. What suggestions do 
you have for her?

8. What is peristalsis?  

9. How is peristalsis effected during pregnancy?  

10. What is the cephalic phase, or reflex phase, of gastric secretion?  

11. How many permanent teeth do we usually  have? 

12. Why is chewing your food thoroughly so important?

13. What is the make up of saliva?  

14. Where is protein digestion begun? 

15. What is the major function of the large intestine? 

Essay
1. Name the organs included in the digestive system. Identify the function of 

each organ in the digestive process.  

2. Describe metabolism.
______
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Diversity Awareness

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Understand the importance of being culturally appropriate.
• Begin to identify how one may learn cultural appropriateness.
• Review the need for personal humility on the part of the care provider, and 

the client’s right to acceptance from her care provider.
• Examine one’s own cultural attitudes, assumptions, expectations and 

feelings of class bias,  homophobia and racism.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Varney’s Midwifery
Holistic Midwifery, Vol. I, Frye
The Peace Book, Diamond (provided by NMI)
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Diversity Awareness

Projects (send completed projects with  the rest of your course work for this module)

1. Journal assignment: Go to a public place: a restaurant, the grocery store, 
take a bus. During this exercise take careful notice of the kinds of thoughts 
and emotions you are having. Observe yourself from inside your own skin. 

In relation to your surroundings during this exercise, when are you most comfortable? 
At what point do you experience nervousness, restlessness or fear? 
When you choose a seat, how do you decide who to sit near? 
Who do you feel most comfortable asking for directions or making eye contact with? 
Look at each person you encounter and consider your differences.
Now consider your similarities and what you may have in common.
When considering similarities and differences, what assumptions do you find yourself 

making? 
What specifically inspires you to feel watchful or extra careful?
What inspires you to feel safe?
For each of your reactions, ask yourself how you might respond differently if the person 
was apparently a different sex, race, class, age, etc.

Do this every day for a week. How do you notice your perception shifting?

2. Read the following article ‘What Does It Take To Be American?’ and 
answer the  questions below. Try not to read the questions before reading 
the article!

When you began the article, what race did you assume the author to be?
At what point did you realize the race of the author?
At what point did you realize the author’s gender?

3. Read sections six, seven and eight in The Peace Book. Choose one of the 
practical applications from each section and write about your experience 
with it.

4. Read from the following suggested reading list. Write about your response 
to the material. Suggested reading list:

This Bridge Called My Back: Writings By Radical Women of Color, 
Kitchen Sink Press (1983), currently out of print, look in your local 
library.

Refuge: An Unnatural History of Time and Place, by Terry Tempest Williams, 
1992. A naturalist gives us a peak inside Mormon culture while her 
mother is dying of cancer.

Joy Luck Club, by Amy Tan, 1994. First generation daughters come to 
understand their Chinese mothers. 

Reinventing the Enemy’s Language: Contemporary Native American 
Women’s Writings of North America, ed. by Joy Harjo, Valerie 
Martinez, Gloria Bird, 1998. 

My Name is Bosnia, by Madeleine Gagnon, Talonbooks, 2006
Wilma Mankiller, Chief of the Cherokee Nation, by Bruce Glassman, 1997. 

Discusses the chief's efforts to counter Indian stereotypes...thus 
putting the subject's story in a larger perspective. 

Continued...
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Diversity Awareness, continued

Love Medicine, by Louise Erdrich, 1993. Story about those who stay on the 
reservation and those who leave.

No Telephone to Heaven, by Michelle Cliff, 1996. Story of a Jamaican born 
woman whose family moves to New York.

Abeng, by Michelle Cliff, 1995. A look at cultural and class differences in 
Jamaica.

A Midwife's Story, by Penny Armstrong, Sheryl Feldman, out of print but 
readily available online. The story of a CNM who begins her practice  
in  an Amish community in Pennsylvania.

Possessing the Secret of Joy, by Alice Walker, 1993. A woman’s journey to 
discover and understand her place in tradition.

Courage for Peace, by Louise Diamond, 2000. Collected international 
stories of peaceful resolution.

Half and Half: Writers on Growing Up Biracial and Bicultural, ed. by Claudine 
O’Hearn, 1998. Eighteen authors share their experiences growing in a 
bicultural or biracial identity.

Ideals & Realities of Islam, by Seyyed Hossein Nasr, Beacon Press, 1972

5. Select a book that helps with diversity awareness, cultural awareness or 
anti racism. Read it and write a book review, include title, author, publisher 
and date of publication.

6. Go online and find a site about world religions. Several students have 
recommended www.religioustolerance.org. Read about a faith or religion 
with which you are unfamiliar. Consider the tenets of the belief system and 
note the similarities to your own faith. Are there irreconcilable differences 
between what you believe and the basics of the beliefs that you read 
about?
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Ectopic Pregnancy

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the symptoms of ectopic pregnancy.
• Identify the risks of ectopic pregnancy.
• Identify the likely timing of ectopic pregnancy presentation.
• Review the risk factors for ectopic pregnancy.
• Identify courses of treatment that are utilized to resolve and ectopic 

pregnancy at the hospital.
• Create a plan of action for when you diagnose an ectopic pregnancy.
• Review the grief cycle, using the Grief module.
• Understand the importance of emotional support.
• Review the application of Rhogam post partum.
• Review support resources for pregnancy loss as identified in the Grief 

module.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, Frye
Understanding Diagnostic Tests in the Childbearing Year, Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg

Related Topics
Fertility and Conception Rhogam
Embryology and Fetal Development Grief
Well Woman Care Twins
PID Placenta
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Ectopic Pregnancy Questions

1. What is an ectopic pregnancy?  

2. What are the primary signs of an ectopic pregnancy?  

3. When in pregnancy does an ectopic implantation usually make itself 
known?  

4. What are the risks of ectopic pregnancy?  

5. If you suspected an ectopic pregnancy, what would you advise your client 
to do?

6. What is done in a clinical setting to treat an ectopic pregnancy?  

7. List some predisposing factors for risk of ectopic pregnancy.  

8. Where do the majority of ectopic pregnancies implant? 

9. Why do Emergency Rooms miss ectopic pregnancies?  

10. What things are considered in a midwife’s differential diagnosis?  

11. List the actions taken to conclude that a woman has an ectopic 
pregnancy. 

         
   

        Continued... 
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Ectopic Pregnancy Questions, continued

12. You are out of town for the weekend with your lover, enjoying a hot tub 
and eating grapes. Your pager goes off, showing a number you don’t 
recognize. When you return the call a few minutes later, your client from 
three years ago answers the phone. She reintroduces herself and asks if 
you remember her. She sounds nervous and unsure of herself. You ask how 
she is and she gives a few details of her life, talking briefly about her 
daughter and how she’s growing and learning so many new things. After 
talking a little she sounds more like herself and not nearly as shaky. 
Eventually you ask her why she called you on your pager. She apologizes 
and says it’s nothing, really, but she’s been having a lot of hard cramping in 
her belly. You question her about it specifically and after about twelve 
questions you put together this picture: She has been sexually active with 
her husband, several times over the past two months. She’s unaware if 
she’s missed a period because she’s just now getting a regular cycle after 
nursing. The pain she is feeling is apparently pelvic pain, sharp and piercing. 
She has been feeling it more and more since yesterday. Now she finds she 
can’t stand up straight comfortably to walk. She’s called you because she 
didn’t know anyone else to call, but thinks it’s probably nothing. What do 
you do?

13. What is the availability of sonograms in your area? Are they available 
around the clock, 7 days a week?

14. What is the availability of stat labs in your area?

15. Who should receive Rhogam after an ectopic pregnancy is resolved? 

16. What support can you offer a woman after an ectopic pregnancy? 

projects(send completed project with  the rest of your course work for this module)

1. Draft practice guidelines for managing ectopic pregnancy in your own 
practice.  Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)
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Ectopic Pregnancy, continued

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by 

11. Identifying and referring tubal (ectopic) pregnancy
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Embryology and Fetal Development

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the mechanisms of conception.
• Review the difference between gestational age and dating from LMP.
• From conception to the beginning of the embryonic period, identify the 

rapidly changing occurrences in cell division and development.
• Identify the embryonic and fetal periods.
• Identify the process of twinning.
• Identify the changes seen in early cell specialization through the formation 

of the ectoderm, mesoderm and endoderm germ layers.
• Identify the early formation and development of the neural tube, chorionic 

villi, endocrine and renal systems.
• Understand embryonic/fetal circulation and development.
• Understand embryonic/fetal liver development.
• Identify the growth and development of the embryonic skeletal structure.
• Identify the major changes during the fetal development period, including 

major organ systems growth and development.
• Identify the approximate size of the developing fetus during the passing 

weeks of gestation.
• Review the maturation of fetal lungs.
• Understand the timing of exposure to teratogens and the potential effects 

on a developing embryo and fetus.
• Identify various teratogens and the harm they are known to cause.
• Review the available methods of prenatal screening of the growing 

embryo/fetus.
• Consider how and when to present information about embryology and 

fetal development to you clients.
• Define the term “abortion.”
• Identify various methods of pregnancy termination specific to gestational 

age.
• Review Stillbirth and Miscarriage module.
• Review Ectopic Pregnancy module.
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Embryology and Fetal Development, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Human Anatomy and Physiology, Marieb
Holistic Midwifery, Vol. I,  Frye
Varney’s Midwifery
Myles Textbook for Midwives
The Natural Pregnancy Book, Romm
Contraceptive Technology, Hatcher, Trussell, Stewart and Kowal
“Drugs and Chemicals Associated with Birth Defects,” Margaret T. Johnson, MD 
“Pregnancy Termination,” Library of the National Medical Society 

Related Topics
Fetal/newborn circulation Genetics Meconium
Fertility and conception Placenta
Ectopic Pregnancy Prenatal testing

 Stillbirth and Miscarriage Birth defects

From the Physician’s Desk Reference:
FDA Use-in-pregnancy ratings:
A Controlled studies showed no risk; adequate, well-controlled studies in 

pregnant women have failed to demonstrate risk to the fetus.

B No evidence of risk in humans; either animal findings show risk, but 
human findings do not; or, if no adequate human studies have been done, 
animal findings are negative.

C Risk cannot be ruled out; human studies are lacking, and animal studies are 
either positive for fetal risk, or lacking as well. However, potential benefits 
may justify the potential risk.

D Positive evidence of risk; Investigational or post-marketing data show risk 
to the fetus. Never-the less, potential benefits may outweigh the potential 
risk.

X Contraindicated in pregnancy; studies in animals or humans, or 
investigational or post-marketing reports have shown fetal risk which clearly 
outweighs any possible benefit to the patient.
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Drugs and Chemicals Associated with Birth Defects 
----------------------------------------------------------
Margaret T. Johnson, MD 
 
Major congenital anomalies are observed in about 3% of all births. Maternal exposure to drugs or environmental 
chemicals may be responsible for 4-6% of these anomalies, or approximately 1 in 400 liveborn infants.
Whether birth defects occur in a conceptus exposed to a potentially teratogenic agent depends in large part on two 
factors: 1) gestational timing of the exposure and 2) the genetic makeup of the conceptus and the mother. 
Morphogenetic stage of the organism's development is a key factor in susceptibility to a potential teratogen. 
Exposure to a teratogenic agent during organogenesis may result in a gross defect involving the organ undergoing 
formation at that time. Conversely, exposure to such an agent during histogenesis may produce finer structural 
defects within the target organ system. Substantial evidence suggests that, second only to the gestational timing of 
exposure, the most important variable is difference in the genetically determined activity of the enzymes involved in 
the metabolism of drugs and chemicals. This difference is termed pharmacogenetic variation. An important 
determinant of teratogenic potential is mode of exposure. The teratogenic agent may reach the developing embryo or 
fetus either by direct passage through maternal tissues (eg, ionizing radiation) or by placental transfer (eg, drugs or 
chemicals).
Drugs and Chemicals
Epidemiologic studies have determined that most drugs commonly used during pregnancy (eg, aspirin, 
acetaminophen, metronidazole, caffeine, phenothiazines) are not associated with an increased risk of congenital 
anomalies. However, based on anecdotal evidence, maternal hyper-thermia seems to be associated with congenital 
anomalies when the fever persists for a protracted period of time (>24 hours) and is high (at least 101 o F). 
Numerous other agents have been implicated as teratogens, including chemotherapeutic agents. However, 
approximately 95% of the 200 most frequently prescribed drugs appear safe for use during pregnancy.
Hormonal Agents
Danazol and other androgenic hormone agents may produce clitoral enlargement or labioscrotal fusion in the female 
fetus when they are given before 13 weeks of gestation. Recent studies, however, have failed to demonstrate a 
significant relationship between congenital anomalies and first-trimester use of oral contraceptive agents or 
medroxyprogesterone acetate.
Anticoagulants
Warfarin and other coumarin-derived anticoagulants inhibit the synthesis of vitamin K-dependent coagulation factors, 
and use during gestation can produce major and minor congenital anomalies in as many as 25% of fetuses exposed 
during the first trimester. Abnormalities characteristic of warfarin include hypoplastic nose, epiphyseal stippling, 
optic atrophy, microcephaly, IUGR, and other central nervous system anomalies. Heparin and low-molecular-weight 
heparin are not associated with an increased frequency of congenital anomalies.
Antithyroid Drugs
Thyroid medications such as propylthiouracil, methimazole, and iodide cross the placenta and may occasionally 
produce transient fetal hypothyroidism and goiter. Infants exposed to methimazole in utero also may develop scalp 
defects, but this association is rare. Thyroid replacement therapy (ie, thyroxine) does not cross the placenta and is not 
associated with congenital anomalies, fetal abnormalities, or neonatal abnormalities.
Anticonvulsants
Each of the commonly used anticonvulsant medications has been implicated as teratogenic, but there is no clear 
consensus concerning which one has the most teratogenic potential (see "Seizure Disorders," page 4). 
Diphenylhydantoin may produce a syndrome characterized by abnormal facies, microcephaly, growth deficiency, 
mental retardation, and hypoplastic nails and distal phalanges in as many as 10% of exposed offspring. However, as 
many as 30% of exposed newborns may demonstrate some aspects of the syndrome. Intrauterine exposure to 
diphenylhydantoin is also associated with a three- to fourfold increase in the incidence of cleft lip or cleft palate and 
congenital heart disease. Mild to moderate mental retardation is observed in two thirds of children who have the most 
severe malformations associated with the syndrome. The syndrome was recently linked to lowered maternal epoxide 
hydrolase activity, an enzyme involved in the metabolism of hydantoin.
Both valproic acid and carbamazepine have been associated with NTDs. Exposure during embryogenesis poses 
approximately a 1% risk of spina bifida to exposed fetuses. Specific syndromes have been described.
Trimethadione and paramethadione have been associated with abnormalities similar to those observed with the 
hydantoins. The risk for congenital anomalies or spontaneous abortion is 60-80% with first-trimester exposure. A 
syndrome including V-shaped eyebrows, low-set ears, high arched palate, and irregular dentition was identified.
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Lithium
Lithium may produce malformations in 1% of offspring exposed prenatally. The anomalies frequently involve the 
heart and great vessels, with Ebstein's anomaly of the tricuspid valve being observed most frequently. The concern 
regarding lithium exposure is the potentially lethal cardiac defect that occurs at a rate of 1 per 20,000. Exposure late 
in pregnancy may produce transplacental lithium intoxication with neonatal cyanosis, hypotonia, bradycardia, goiter 
with hypothyroidism, diabetes insipidus, and polyhydramnios. Additionally, maternal diuresis warrants perinatal dose 
adjustment to avoid lithium toxicity to neonate and mother.
Diethylstilbestrol
The synthetic estrogen diethylstilbestrol produces structural defects of the genital tract, as well as reproductive 
problems in prenatally exposed females. Vaginal adenosis has been detected in more than 50% of women whose 
mothers took this drug before the ninth week of pregnancy. A small percentage of women exposed in utero may 
develop clear-cell adenocarcinoma of the vagina. A variety of abnormalities of the genitourinary tract have also been 
observed in as many as 25% of males exposed in utero.
Vitamin A and Its Congeners
Isotretinoin. The vitamin A isomer isotretinoin is a potent teratogen, with serious congenital anomalies reported 
among approximately 35% of exposed fetuses. The specific congenital anomalies observed after oral administration 
of isotretinoin during early pregnancy include heart disease, thymic agenesis, microphthalmia, hydrocephalus, 
microtia, cleft palate, deafness and blindness, and an increased risk of spontaneous abortion.
Tretinoin. Topical tretinoin does not result in an increased risk of congenital anomalies because skin metabolizes 
the drug and no detectable systemic concentrations result.
Etretinate. Etretinate is an oral agent used to treat psoriasis. Case reports link the use of this agent to birth defects 
similar to those observed after the use of isotretinoin during pregnancy. Unlike vitamin A and its congeners, 
etretinate has been detected in serum of patients at therapeutic levels for as long as 7 years after cessation of use. 
Infants with congenital anomalies similar to those observed with isotretinoin use have been seen when the mothers 
had ceased use of etretinate up to 18 months before conception.
High-Dose Vitamin A. The Centers for Disease Control and Prevention recently evaluated the use of vitamin A 
during pregnancy. Daily supplementation with 5,000 IU of vitamin A should be considered the maximum intake 
before and during pregnancy. A recent report associated maternal use of 15,000 IU or more of this nutrient during 
pregnancy with a significant risk (about triple the background) of congenital anomalies (eg, renal, craniofacial). This 
is of particular concern because some nutritional supplements contain 25,000 IU or more in a single dose.
Occupational and Environmental Agents
Pregnant women may be occupationally or environmentally exposed to a variety of chemicals that are associated 
with poor reproductive outcomes, including spontaneous abortion, low birth weight, neurologic abnormalities, and 
congenital anomalies. These chemicals include methyl mercury, lead, polychlorinated biphenyls, polybrominated 
biphenyls, and organic solvents. Verified human teratogens in this class of agents include methyl mercury and 
organic solvents. Lead is associated with growth restriction and myelination defects but not gross congenital 
anomalies. Polychlorinated biphenyls and polybrominated biphenyls are associated with skin discoloration and 
stillbirth.
Ionizing Radiation
Embryonic or fetal radiation exposure usually results from diagnostic radiologic studies. Diagnostic radiation usually 
exposes the conceptus to less than 5 cGy (5 rads), depending on the number of radiographs taken and the maternal 
site examined (Table 6). Any woman who is considering pregnancy and who is exposed to ionizing radiation on the 
job may wish to have her film badge evaluated more frequently to monitor radiation exposure. She should also wear 
a badge over the pelvic area for a more precise estimate of potential fetal exposure.
Thyrotoxic (therapeutic) radioisotope (131I) exposure is considerably more hazardous to the fetus than diagnostic 
studies that use iodine I 121. The fetal thyroid is not susceptible to radioisotope damage before 9-11 weeks of 
gestation. Dosimetry calculations should be made by experienced professionals, and risks may then be estimated 
based on isotope and biologic half-lives of the specific agents used and gestational timing of the exposure. Generally, 
the use of radioisotopes should be avoided during pregnancy. Risks associated with radioisotope iodine exposure 
during pregnancy include microcephaly, fetal growth restriction, goiter, and hypothyroidism. Risks to the infant 
include mental retardation and stunted physical growth.

continued...
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Social and Illicit Drugs
Alcohol
Maternal alcohol ingestion during pregnancy may result in a recognizable pattern of congenital anomalies known as 
fetal alcohol syndrome. Fetal alcohol syndrome features include prenatal and postnatal growth restriction, 
characteristic facial anomalies (ie, short palpebral fissures, microphthalmia, indistinct or absent philtrum, thin upper 
lip, midfacial hypoplasia), microcephaly, joint contractures, and cardiac defects. Fetal alcohol syndrome is associated 
postnatally with mental retardation, hyperactivity, and developmental delays. Alcohol abuse during pregnancy is a 
leading cause of mental retardation. Maternal alcohol abuse is also associated with an increased risk of spontaneous 
abortion.
It is difficult to correlate the amount of alcohol consumed to the risk of fetal alcohol syndrome. Among pregnant 
women who consume four or more drinks per day during pregnancy, the risk for fetal alcohol syndrome may be as 
high as 20%, with risks increasing to perhaps 40% with six drinks per day. Women who have eight or more drinks 
per day are at significant risk (perhaps 60% or higher) for giving birth to an infant with fetal alcohol syndrome. The 
American Medical Association has stated that any woman who consumes four or more alcoholic drinks per day 
during pregnancy is significantly endangering the health of her unborn child. One beer, one shot of liquor, one mixed 
drink, and one glass of wine all contain the same amount of alcohol, approximately 0.5 oz of absolute alcohol. 
Thus, all forms of alcohol are equally hazardous. Risks associated with binge drinking are unknown but are likely to 
be substantial. No quantifiable risk has been associated with an occasional alcoholic beverage during pregnancy, but 
prudent medical advice is for pregnant women to avoid alcohol consumption completely.
Tobacco
Smoking tobacco poses a threat to reproductive function and pregnancy outcome in women. The prevalence of 
smoking among adults has decreased from approximately 40% in 1965 to approximately 25% in the 1990s, with a 
similar decrease among women of reproductive age.
The pregnant smoker may be at increased risk for the spontaneous abortion of an otherwise normal fetus, fetal death 
associated with placental abruption or placenta previa, preterm delivery, and PROM. A dose-response relationship 
has been shown between the amount of maternal smoking and reduced birth weight. The offspring of women who 
smoke approximately 20 cigarettes (one pack) per day during pregnancy have birth weights that are approximately 
200 g less than those of infants born to women who do not smoke. If a woman stops smoking during the last 4 
months of pregnancy, the risk of delivering a baby with lowered birth weight is similar to that of a nonsmoker. The 
use of smokeless tobacco also increases blood nicotine levels to levels comparable to those associated with cigarette 
smoking and, based on limited data, may result in similarly decreased birth weight. The possible clinical effects of 
passive smoking during pregnancy have not been clearly established.
Marijuana
Marijuana, the most frequently used illicit drug, has been associated with poor perinatal outcome in some studies but 
not in others. It is particularly difficult to identify the effects of a single illicit drug on perinatal outcome because the 
lifestyle associated with the use of any illicit drug usually includes co-use of other drugs (ie, tobacco, alcohol, other 
psychoactive drugs).
Cocaine
Cocaine (street names "coke;' "snow;' "lady;' and "gold dust") use is a major public health concern. Use of cocaine in 
the 1970s was primarily limited to the intranasal route. In the 1980s, a decrease in the street cost and wider 
availability of cocaine resulted in an increasing prevalence of intravenous and smoked ("free-base" or "crack") routes 
of use. Consequently, the prevalence of cocaine-associated medical complications has increased. Cocaine is 
commonly used intranasally ("snorting''), by injection, and by smoking the free alkaloid form (crack). Crack (named 
after the cracking or popping sound that is made when the crystals are ignited in a pipe while smoking the drug) is a 
highly purified form of free alkaloid cocaine. In a survey of a number of urban hospitals nationwide, positive urine 
toxicology for cocaine metabolites was detected among 10-48% of pregnant women. The crack form of cocaine is 
believed to be more addictive than other forms. Administered systemically, cocaine blocks the presynaptic reuptake 
of neurotransmitters (norepinephrine and dopamine), causing these neurotransmitters to accumulate at postsynaptic 
receptor sites, resulting in intense vasoconstriction, acute arterial hypertension, and tachycardia.
The drug is metabolized primarily by plasma and hepatic cholinesterases to water-soluble metabolites 
(benzoylecgonine and ecgonine methyl ester). The most commonly used urine test detects benzoylecgonine at a 
sensitivity of 300 ng/mL. The elimination half-life of the parent drug is approximately 4-5 hours. Cocaine 
metabolites can be detected in urine for 24-48 hours. Pharmacokinetics of peri-natal cocaine use are poorly studied, 
but cocaine is known to cross the placenta readily. It is thought that urine tests in neonates exposed to cocaine in 
utero may be positive for a similar time as they are in an adult, although benzoylecgonine has been detected in 
neonatal urine for up to 4 days.
Potentially lethal medical complications associated with cocaine use, directly or indirectly, seem attributable to the 
intense sympathomimetic effects of the drug. They include acute myocardial infarction, cardiac arrhythmias, rupture 
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of the ascending aorta, cerebrovascular accidents, seizures, bowel ischemia, and hyperthermia.
Use or abuse of cocaine during pregnancy is a major risk factor for the mother and her unborn child. Most pregnant 
cocaine users are patients with unplanned pregnancies of uncertain gestational age who seek prenatal care late (if at 
all) and have poor nutrition. They also tend to be abusers of multiple drugs, including tobacco and alcohol. It seems 
clear that there is, at minimum, a risk of 25% for preterm birth and 20% for infants that are small for gestational 
age, but studies are confounded by the effects of poor health and use of other substances of abuse. Studies have 
indicated as much as a 10-fold increase in the risk of abruption, suggesting an increase from 0.1% among all 
pregnancies to a 1% risk among cocaine-exposed pregnancies. Neurobehavioral abnormalities in neonates exposed to 
cocaine in utero are well documented, especially the tendency for hyperirritability and an inability to respond 
appropriately to stimulation. A purported increased incidence of sudden infant death syndrome among cocaine-exposed 
infants was suggested but has not been confirmed. An increased frequency of certain congenital anomalies among 
cocaine-exposed neonates has been reported. These anomalies include congenital heart disease, intestinal atresias, 
cerebral infarction, brain cavitation defects, and genitourinary defects.
It is thought that the increased risk of congenital anomalies among cocaine-exposed infants is associated with 
cocaine-induced vasoconstriction, which may cause infarction, severe hypoxemia, and hypoperfusion that may 
interrupt normal morphogenesis. A pattern of anomalies termed the vascular disruption syndrome has been described. 
The mechanism of vascular disruption is supported by animal studies that showed dose-dependent decreases in uterine 
blood flow and marked fetal hypoxemia, hypertension, hypoperfusion, and tachycardia in experimental animals that 
were administered cocaine intravenously.
Clinical evaluation of obstetric patients should incorporate the following protocol, which the clinician should 
consider for both medical and legal reasons:

• All pregnant women should be asked about previous and current drug use at the time of the first prenatal 
visit.

• The life-threatening implications of cocaine use during pregnancy for the patient and for her infant should 
be clearly explained to the pregnant woman admitting to cocaine use. She should be offered support services 
to aid in her abstinence.

• Continued abstinence from the use of cocaine should be reinforced and encouraged. Periodic urine testing for 
metabolites of cocaine is one way to discourage relapse in a pregnant woman admitting to cocaine use 
before or during pregnancy. The requirements for consent may vary from state to state.

• Urine testing of the mother, the neonate, or both may be useful in some clinical situations, such as 
unexplained fetal growth restriction, unexpected prematurity, or abruption in a woman not known to have 
hypertensive disease, even when cocaine abuse has not been previously suspected. The mother's consent 
may need to be obtained before testing.

• Physicians should be familiar with their own state laws regarding consent for drug screening of pregnant 
women and newborns.

• Some state laws consider in utero drug exposure a form of child abuse or neglect and require the reporting of 
positive drug tests in pregnant women and newborns. Physicians should be familiar with state laws 
regarding testing and reporting.

Other Illicit Drugs
Maternal use of heroin, methadone, methamphetamine, or phencyclidine may produce a neonatal withdrawal 
syndrome characterized by increased muscle tone, tremors, and a high-pitched cry. The teratogenicity of lysergic acid 
diethylamide (LSD) has been suggested, but no conclusive evidence exists at present. It is important to note that 
lysergide analogues, even those medically prescribed, may precipitate early labor.

 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
Table 6. Estimated Fetal Exposure from Some Common Radiologic Procedures*
Procedure Fetal Exposure
Chest X-ray (2 views) 0.02-0.07 mrad
Abdominal film (single view) 100 mrad
Intravenous pyelography $1 rad
Hip film (single view) 200 mrad
Mammography 7-20 mrad
Barium enema or small bowel series 2-4 tad
CTscan of head or chest <1 rad
CT scan of abdomen and lumbar spine 3.5 rad
CT pelvimetry 250 mrad
*CT indicates computed tomography.  tExposure depends on the number of films.
American College of Obstetricians and Gynecologists. Guidelines for diagnostic imaging during pregnancy. Committee 
Opinion 158. Washington, DC: ACOG, 1995
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From the Library of the National Medical Society (www.medical-library.org)

Pregnancy Termination

Ninety percent of abortions are performed in the first trimester of pregnancy. About 1.5 million legal abortions are 
performed each year in the United States. Before 16 weeks of gestation, legal abortion may be performed in an office 
setting. Major anomalies and mid-trimester premature rupture of membranes are recognized fetal indications for 
termination.

I. Menstrual extraction
A. Many women seek abortion services within 1-2 weeks of the missed period. Abortion of these early 

pregnancies with a small-bore vacuum cannula is called menstrual extraction or minisuction. The only instruments 
required are a speculum, a tenaculum, a Karman cannula, and a modified 50 mL syringe.

B. The extracted tissue is rinsed and examined in a clear dish of water or saline over a light source to detect 
chorionic villi and the gestational sac. This examination is performed to rule out ectopic pregnancy and to decrease 
the risk of incomplete abortion.

II. First-trimester vacuum curettage
A. Beyond 7 menstrual weeks of gestation, larger cannulas and vacuum sources are required to evacuate a 

pregnancy. Vacuum curettage is the most common method of abortion. Procedures performed before 13 menstrual 
weeks are called suction or vacuum curettage, whereas similar procedures carried out after 13 weeks are termed 
dilation and evacuation.

B. Technique
1. Uterine size and position should be assessed during a pelvic examination before the procedure. 

Ultrasonography is advised if there is a discrepancy of more than 2 weeks between the uterine size and menstrual 
dating.

2. Tests for gonorrhea and chlamydia should be obtained, and the cervix and vagina should be 
prepared with a germicide. Paracervical block is established with 20 mL of 1% lidocaine injected deep into the cervix 
at the 3, 5, 7, and 9 o'clock positions. The cervix should be grasped with a single-toothed tenaculum placed 
vertically with one branch inside the canal. Uterine depth is measured with a sound. Dilation then should be 
performed with a tapered dilator.

3. A vacuum cannula with a diameter in millimeters that is one less than the estimated gestational 
age should be used to evacuate the cavity. After the tissue is removed, there should be a quick check with a sharp 
curette, followed by a brief reintroduction of the vacuum cannula. The aspirated tissue should be examined as 
described previously.

4. Antibiotics are used prophylactically . Doxycycline is the best agent because of a broad 
spectrum of antimicrobial effect. D-negative patients should receive D (Rho[D]) immune globulin.

C. Complications
1. The most common postabortal complications are pain, bleeding, and low-grade fever. Most 

cases are caused by retained gestational tissue or a clot in the uterine cavity. These symptoms are best managed by a 
repeat uterine evacuation, performed under local anesthesia

2. Cervical shock. Vasovagal syncope produced by stimulation of the cervical canal can be 
seen after paracervical block. Brief tonic-clonic activity rarely may be observed and is often confused with seizure. 
The routine use of atropine with paracervical anesthesia or the use of conscious sedation prevents cervical shock.

3. Perforation
a. The risk of perforation is less than 1 in every 1,000 first-trimester abortions. It 

increases with gestational age and is greater for parous women than for nulliparous women. Perforation is best 
evaluated by laparoscopy to determine the extent of the injury.

b. Perforations at the junction of the cervix and lower uterine segment can lacerate the 
ascending branch of the uterine artery within the broad ligament, giving rise to severe pain, a broad ligament 
hematoma, and intraabdominal bleeding. Management requires laparotomy, ligation of the severed vessels, and repair 
of the uterine injury.

4. Hemorrhage
a. Excessive bleeding may indicate uterine atony, a low-lying implantation, a pregnancy 

of more advanced gestational age than the first trimester, or perforation. Management requires rapid reassessment of 
gestational age by examination of the fetal parts already extracted and gentle exploration of the uterine cavity with a 
curette and forceps. Intravenous oxytocin should be administered, and the abortion should be completed. The uterus 
then should be massaged to ensure contraction.
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b. When these measures fail, the patient should be hospitalized and should receive 
intravenous fluids and have her blood crossmatched. Persistent postabortal bleeding strongly sug-gests retained tissue 
or clot (hematometra) or trauma, and laparoscopy and repeat vacuum curettage is indicated.

5. Hematometra. Lower abdominal pain of increasing intensity in the first 30 minutes 
suggests hematometra. If there is no fever or bleeding is brisk, and on examination the uterus is large, globular, and 
tense, hematometra is likely. The treatment is immediate reevacuation.

6. Ectopic pregnancy, incomplete abortion, and failed abortion
a. Early detection of ectopic pregnancy, incomplete abortion, or failed abortion is 

possible with examination of the specimen immediately after the abortion. The patient may have an ectopic 
pregnancy if no chorionic villi are found. To detect an incomplete abortion that might result in continued pregnancy, 
the actual gestational sac must be identified. Determination of the b-hCG level and frozen section of the aspirated 
tissue and vaginal ultrasonography may be useful. If the b-hCG level is greater than 1,500-2,000 mIU, chorionic 
villi are not identified on frozen section, or retained tissue is identified by ultrasonography, immediate laparoscopy 
should be considered. Other patients may be followed closely with serial b-hCG assays until the problem is resolved. 
With later (>13 weeks) gestations, all of the fetal parts must be identified by the surgeon to prevent incomplete 
abortion.

b. Heavy bleeding or fever after abortion suggests retained tissue. If the postabortal 
uterus is larger than 12-week size, preoperative ultrasonography should be performed to determine the amount of 
remaining tissue. When fever is present, high-dose intravenous antibiotic therapy with two or three agents should be 
initiated, and curettage should be performed shortly thereafter.

III. Medical abortion in the first trimester
A. Mifepristone (RU 486) blocks the progesterone receptor. It can effectively induce an abortion in an early 

gestation after a single oral dose, with an effectiveness of 95%. An oral dose of mifepristone is given on day 1. On 
day 3, the patient returns for prostaglandin (sulprostone or gemeprost) and D immune globulin if she is D negative. 
Patients remain in the clinic for 4 hours, during which time expulsion of the pregnancy usually occurs. The patient 
then returns 8-15 days later for measurement of b-hCG or ultrasonography.

B. Methotrexate with misoprostol is also an effective medical regimen for early abortion. 
Methotrexate is given as a single intramuscular dose followed 5-7 days later with vaginal misoprostol. Efficacy is 
slightly less than that observed with the mifepristone and misoprostol and bleeding may last longer.

IV. Second-trimester abortion. Most abortions are performed before 13 menstrual weeks. Later abortions are 
generally performed because of fetal defects, maternal illness, or maternal age.

A. Dilation and evacuation
1. Transcervical dilation and evacuation of the uterus (D&E) is the method most commonly used 

for mid-trimester abortions before 21 menstrual weeks. In the one-stage technique, forcible dilation is performed 
slowly and carefully to sufficient diameter to allow insertion of large, strong ovum forceps for evacuation. The better 
approach is a two-stage procedure in which multiple Laminaria are used to achieve gradual dilatation over several 
hours before extrac-tion. Uterine evacuation is accomplished with long, heavy forceps, using the vacuum cannula to 
rupture the fetal membranes, drain amniotic fluid, and ensure complete evacuation.

2. Preoperative ultrasonography is necessary for all cases 14 weeks and beyond. Intraoperative 
real-time ultrasonography helps to locate fetal parts within the uterus.

3. Dilation and evacuation becomes progressively more difficult as gestational age advances, and 
instillation techniques are often used after 21 weeks. Dilation and evacuation can be offered in the late mid-trimester, 
but two sets of Laminaria tents for a total of 36-48 hours is recommended. After multistage Laminaria treatment, 
urea is injected into the amniotic sac. Extraction is then accomplished after labor begins and after fetal maceration 
has occurred.
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Embryology and Fetal Development Questions

1. What is the difference between gestational age (or conceptual age) and 
dating from LMP (or menstrual age)? 

2. Which “age” terminology is usually applied in discussions of embryology 
and fetal development?

3. What developmental stages occur prior to the formation of the blastocyst?  

4. Name the types of twinning and the incidence of each.

5. At what point do twins form? 

6. How can we determine which type of twinning has occurred? 

7. What becomes of the inner cell mass in the blastocyst?  

8. What does the trophoblast become, and when? 

9. Where is hCG produced?

10. At what point do the germ layers begin to specialize? 

11. The germ layers have formed to create an embryo; in what stage of 
development is the embryo now? How long will this stage last?

12. When does the yolk sac form and what does it do?   

13. Describe the allantois and when it forms. What does it become? 

14. When does the chorionic villi form?  

15. Where does the amnion originate?  

                     Continued...
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Embryology and Fetal Development Questions, continued

16. Where does amniotic fluid come from?   

17. Give some practical reasons for the bag of waters.  

18. What is the embryonic disk?  

19. Describe the notochord.

20. What is organogenesis?  

21. What do each of the endoderm, mesoderm and ectoderm eventually 
form?

22. What are the major events of neurulation?

23. When are the earliest brain waves detectable? 

24. What are somites, and when and where are they found? 

25. Describe how the endoderm forms the mucosal lining of the GI tract.  

26. When do arm and leg buds form?  

27. When do the sex organs begin to differentiate themselves visually between 
male and female?

28. Consider the risks associated with an ectopic pregnancy. How large is the 
embryo/fetus by the time most ectopic pregnancies are symptomatic?

29. What is happening to the intestines during the seventh week (from 
conception)?  

30. By ____  weeks (from lmp) all organ systems are identifiable. 

         
                Continued...
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Embryology and Fetal Development Questions, continued

31. At what point are the fetal kidneys beginning to function?

32. When does the embryo become a fetus? 

33. How large is the embryo at the time she/he becomes a fetus? 

34. What is beginning to happen to the skeletal structure by the end of the 
embryonic period?  

35. Describe the fetus at 12 weeks.

36. Describe the functional differences between HbF and HbA. 

37. Although the lungs are fully formed, what must they produce before the 
baby can effectively breathe?  

38. What is lanugo and when does it form?

39. What is “vernix” and when does it begin to form?

40. Are digestive juices present prior to birth?

41. What are teratogens? 

42. What is the teratogen risk in the first two weeks after conception?  

43. List five viral teratogens.  

44. List five environmental teratogens. 

45. List five consumable substances that are teratogens.

46. When is the baby most sensitive and at greatest risk to damage from 
teratogens?

                     Continued...
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Embryology and Fetal Development Questions, continued

47. How long is the central nervous system  susceptible to congenital 
anomalies? 

48. What is the main barrier to survival of premature babies? 

49. What is the current clinical standard for attempting resuscitation of a 
premature infant?

50. In clinical terminology, what does the word “abortion” mean?  

Essay
1. What opportunities do you have in your practice to discuss embryology 

and fetal development?

2. What resources do you use to help clients understand embryology and 
fetal development?

3. Why might a woman choose to terminate her pregnancy?

4. Describe the options currently available for terminating a pregnancy. 
Include guidelines regarding gestational age and reasons for choosing 
each option.

Project (send completed project with  the rest of your course work for this module)

1. Using the texts as reference, measure the size/length of the developing 
embryo and fetus. Label for gestational age and be sure to indicate 
whether length is crown to rump or something else. Find examples of 
embryonic and fetal sizes, use anything you like to illustrate the size 
progression. Indicate something about each phase of development on the 
examples you pull together. 
This does not have to be a two or three dimensional piece. If your projects 
is a song or performance, send me a tape.

Continued...
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Embryology and Fetal Development Skills

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

9. Environmental risk factors
 3. Maternal Health Assessment:

C. Estimates due date based upon:
4. Changes in mucus condition or ovulation history
5. Date of positive pregnancy test
6. Date of implantation bleeding/cramping/pelvic congestion
7. Changes in the cervix
8. Changes in the uterus
9. Auscultation of the fetal heart
10. Date mother reported quickening
11. Measurement of fundal height
12. Palpation of body parts
13. Calendar date of conception or unprotected intercourse

K. Recognizes and responds to potential prenatal complications by 
11. Identigying and referring tubal (ectopic) pregnancy
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Female Sexuality

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review concepts of confidentiality.
• Review Well Woman Care module.
• Review Physical and Sexual Abuse module.
• Appreciate the spectrum of “normal” sexuality.
• Identify your own personal judgments and bias concerning relationships 

and sexual behavior.
• Identify midwifery concerns for women in various relationship and family 

structures.
• Understand the stages of female sexual development throughout a 

woman’s lifetime. 
• Understand the cycles of female sexual interest throughout a woman’s 

lifetime.
• Understand the range of possible changes in female sexuality specific to 

fertility, pregnancy, birth and post partum.
• Identify the physical structures and functions of female genitalia.
• Identify the implications of episiotomy or birth lacerations.
• Identify and learn about the personal, physical and cultural aspects of 

female genital mutilation.
• Create a referral list for clients working through issues effecting their 

sexuality.

Related Topics
Fertility
confidentiality.
Well Woman Care
Physical and Sexual Abuse
Self esteem
Birth control
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Female Sexuality, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

New View of a Woman’s Body, Gage
Holistic Midwifery, Vol. I, Frye
Contraceptive Technology, Hatcher, Trussell, Stewart and Kowal
Myles Textbook for Midwives
Human Labor and Birth, Oxorne and Foote
Woman’s Experience of Sex, Kitzinger
Our Bodies, Ourselves, Boston Women’s Health Book Collective

The Natural Pregnancy Book, Romm
Healing Passage (Suturing Manual), Frye (especially for the model of pelvic muscles)

Further Study
Female Genital Mutilation: Legal, Cultural, Medical Issues, Rosemarie Skaine, 2005, 
McFarland & Co.
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Female Sexuality Questions

1. How would you define ‘normal sexuality’?

#2 through 10. Consider the following scenarios. 
A. Write about the biases you encounter in yourself as well as 
     possible cultural biases that these clients may face.

B. Personal and cultural bias aside, what would your midwifery based             
  concerns be?  

2. A woman is in a loving sexual relationship with a man and is now pregnant.

3. A woman is in a loving sexual relationship with a woman.

4. A woman is celibate. How would your considerations change if she plans to 
conceive in the future?

5. A woman is in a primary relationship with a man and choosing sexual 
encounters with women.

6. a woman is in a primary relationship with a man and having other male and 
female  lovers that may or may not also have sexual contact with her 
primary partner.

7. A woman is  in a primary relationship in which both partners have agreed to 
have an open sexual relationship. (This means either partner could have 
sexual encounters with other people and that this is acceptable in their 
relationship.) How would your midwifery considerations change if she 
became pregnant?

8. A lesbian couple have had children through artificial insemination.

9. A lesbian has conceived by having intercourse with her male friend.

10. A heterosexual couple have conceived through known donor 
insemination.

11. Your client has told you that her husband is not the father of her baby. Your 
client’s mother suspects she has been having an affair and at the birth she 
asks you if you are aware that her daughter’s baby may not be her 
husband’s. What do you say?

12. What are the rules about confidentiality concerning someone’s sex life? 

13. List some things that can cause sexual interest to decrease. 

                    Continued... 
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Female Sexuality Questions, continued

14. What things can increase sexual interest? 

15. What happens to the clitoris when a woman is sexually aroused?  

16. Name the parts of the clitoris.  

17. What is a G-spot? Where is it located?  

18. Describe what happens to the uterus during sexual arousal. 

19. Why do women experience a decrease in vaginal secretions when 
lactating and in menopause?   

20. How is the vagina lubricated during arousal? 

21. What are some ways to stimulate natural estrogen production? 

22. When does a young woman begin ovulating?

23. How might a woman’s sexual awareness of herself and her sexual 
relationship with her partner prepare her for labor?

24. How may childbirth effect a woman’s future sexual experience?

25. How may nursing effect a woman’s sexual interest?

26. Describe the practice of female genital mutilation. What are the variations 
of this practice?

                    

         Continued... 
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Female Sexuality Questions, continued

Essay
1. Get together with one or more female friends. Discuss with them what 

each of you remember about your first sexual feelings, your first orgasm, 
your first sexual encounter, how you each have experienced changes in 
sexual attraction for someone, changes in sexual interest within the 
broader framework of life. Discuss when each woman feels most and least 
interested in sex within her menstrual cycle.Without mentioning any actual 
names, write about common themes and surprising discoveries from this 
discussion. Did you notice any personal biases from within the group or in 
yourself as the discussion went on?

2. What do you think about Anne Frye’s reference to clitorotomy and 
episiotomy?

3. Describe the stages of female sexual/reproductive development 
throughout a woman’s lifetime.

4. What advice do you have for a woman who is concerned about her 
interest in sexual activity?

Projects (send completed projects with  the rest of your course work for this module)

1. Using the pelvic floor model from the back of Healing Passage, construct a 
paper model of the female pelvic floor.

2. Using a mirror and flashlight, look at your own clitoris, labia and cervix. 
Identify your own urethral sponge.

3. Consider the illustrations on page 55 and 65 of New View of a Woman’s 
Body and page 43 of Heart and Hands (illustration of supporting ligaments). 
Identify the round ligaments of the uterus in each illustration. Noting the 
position of these ligaments, try to sense their location in your own body, 
particularly within your labia majora. Can you perceive the relationship 
between your uterine round ligaments and your vulva?

4. Find an article or resource for more information about the personal, 
physical or cultural aspects of female genital mutilation. Write about what 
you learned from this resource. Send a copy of the resource (or title and 
author if it is a book) with your other course work.

5. Identify a book you would recommend to a woman who asks for more 
information about sexuality. Write briefly about why you think this book is a 
good resource. Include title, author, publisher and date of publication.

6. Research the available resources in your community that you may refer 
women to as they seek resolution around personal issues of sexuality and 
intimacy. Create a referral list, with notes regarding specific areas of focus 
for each referral. 

Continued...
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Female Sexuality, continued

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
H. Provides individualized care 
J. Provides education, counseling and/or referral, where appropriate for: 

7. Sexually transmitted diseases
2. General Health care Skills: 

D. Demonstrates the use of instruments and equipment including: 
19. Speculum

3. Maternal Health Assessment:
C. Estimates due date based upon:

2. Last normal menstrual period
3. Length of cycles

4. Labor, Birth and Immediate Postpartum
F. Assesses general condition of mother and newborn by:

7. Providing instruction for the care and treatment of the perineum
5. Postpartum

C. Provides contraceptive education and counseling
6. Well-Women Care

D. Provides gynecological examination including assessment of:
1. External genitalia 
2. The cervix by speculum (observe) 
3. Vulva, vagina,anus, perineum, urethra, clitoris, Bartholin’s and Skeene’s glands 
4. Vaginal discharge: 

a)odor, b)color, c)consistency, d)amount, 
e)obtain PAP smear and cultures

Continued...
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Female Sexuality, continued

E. Provides education and communicates about:
1. Nutrition 
2. Female reproductive anatomy and physiology: 

a) monthly breast self examination techniques (BSE), 
b) implications for the nursing mother, 

c) prevention of HIV/AIDS and other STIs, 
d) the practice of Kegel exercises

F. Assesses client's family planning history and needs: counsels/prescribes

______
NMI Study Group Modules, Third Edition                                                                         105



______
NMI Study Group Modules, Third Edition                                                                         106



Fertility and Conception

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the female reproductive system.
• Identify the normal female reproductive/menstrual and hormone cycle.
• Review the male reproductive system.
• Identify the specifics of normal sperm production.
• Understand connections between hormones and emotions.
• Identify life-style changes and nutritional support to increase fertility.
• Define the processes of ovulation and conception.
• Identify the hormonal responses required to maintain a pregnancy.
• Define the process of blastocyst implantation.
• Review Embryology and Fetal Development module.
• Identify the global and societal implications of human fertility and 

conception patterns.
• Review Miscarriage and Stillbirth module.
• Review Grieving module.
• Review Well Woman Care module, the birth control section.
• Review Post Partum Care module, lactation and fertility.
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Fertility and Conception, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I,  Frye
Human Anatomy and Physiology, Marieb
Herbal for the Childbearing Year, Weed
A Cooperative Method of Natural Birth Control, Nofziger
New View of a Woman’s Body, Gage
Contraceptive Technology, Hatcher, Trussell, Stewart and Kowal
Understanding Diagnostic Tests in the Childbearing Year, Frye
Natural  Healing in Gynecology, Nissim

Related Topics
Female sexuality
Pregnancy
Embryology and Fetal Development
Miscarriage and Stillbirth
Grief
Well Woman Care
Post Partum Care
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Fertility and Conception Questions

1. Describe the hormonal cycle in women during their menstruating years.

2. Describe cervical mucous changes throughout menstrual cycle.

3. What is spinnbarkeit, or ‘spin’, as pertains to mucous?  

4. Do women generally alternate ovulation between the left and right ovary?  

5. What is mittelschmerz? 

6. What are some nutritional and herbal sources for fertility support?  

7. Describe the structure of the body of the uterus.  

8. What in the structure of the uterus causes the shedding of the 
endometrium during menses? 

9. How is the vagina lubricated? 

10. How many sperm are produced daily?

11. What is the usual volume of semen ejaculated and how many sperm are 
usually contained in it?  

12. Why is it important that the scrotum and testes reside outside of the body 
cavity.

13. Describe meiosis. occurs in spermatogenesis and oogenesis. 

14. What is a hapliod cell? 

15. What is a diploid cell?  

16. Describe the microscopic structure of fertile mucous.

                  Continued... 
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Fertility and Conception Questions, continued

17. How long can sperm live in fertile mucous?  

18. What is the life expectancy of sperm, once ejaculated?  

19. Your client reports she has a menstrual cycle which ranges from 35 to 37 
days in length. On what day of her last cycle did she most likely ovulate?

20. How does a longer menstrual cycle effect the length of a pregnancy?

21. Describe the movement of the ovum from the follicle to the uterus.

22. Where in the female reproductive tract does conception generally occur?

23. Describe the role of the zona pellucida. 

24. Describe the mechanism that allows sperm to penetrate the ovum and 
participate in fertilization.  

25. What keeps more than one sperm from penetrating an oocyte? 

26. What happens when two sperm penetrate an oocyte?

27. What is a zygote?   

28. What determines the sex of the new zygote? 

29. What is a gamete?  

30. How many gametes are required for conception?

31. What sex would an XX combination of gametes create? 

32. Describe cellular cleavage. When does it happen to the zygote?

                  Continued... 
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Fertility and Conception Questions, continued

33. What stage follows the blastomeres?  

34. What significant changes occur during the blastocyst stage?

35. When does implantation usually occur?

36. Describe implantation.

37. How is human chorionic gonadotropin commonly abbreviated? 

38. Describe the role of human chorionic gonadotropin in pregnancy. 

39. How can hCG be utilized in a pregnancy test?  

40. Describe the hormonal responses required to maintain a pregnancy.

41. What conditions may effect a woman’s fertility cycle? 

42. What effect does aging have on a man’s fertility?

43. Why do multiple gestations become more likely as  a woman ages?

44. Approximately how many unplanned teenage pregnancies occur each 
year?

45. Teenage pregnancy is believed to be symptomatic of what underlying 
fundamental problem? 

46. How does the U.S. compare to other countries for teenage birth rates?

47. What do other countries offer as means of prevention for teenage 
pregnancy?

48. Which teenage girls are cited as a potential target population for 
contraceptive intervention?

                  Continued... 
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Fertility and Conception Questions, continued

49. How do the average number of children and life expectancy for women 
relate? 

50. How can breast feeding impact global population growth? 

projects (send completed projects with  the rest of your course work for this module)

1. Using a basal thermometer or mucous lens, chart your own fertility cycle. 
Make daily notations about your diet, stress levels, emotions, motivation to 
accomplish work or creative endeavors, intuitions, dreams, sex drive, 
mucous, basal body temperatures. Write an overview of your cycle and its 
effects as you experienced them.

2. Create a referral list for clients addressing fertility/infertility issues.

3. Watch the video “The Miracle of Life.” Available for online viewing: 
www.pbs.org/wgbh/nova/miracle/program.html 

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
H. Provides individualized care 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

10. Gestation calculation wheel/calendar 

                  Continued... 
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Fertility and Conception Skills, continued

3. Maternal Health Assessment:
C. Estimates due date based upon:

5. Date of positive pregnancy test
6. Date of implantation bleeding/cramping/pelvic congestion
7. Changes in the cervix
8. Changes in the uterus
9. Auscultation of the fetal heart
10. Date mother reported quickening
11. Measurement of fundal height
12. Palpation of body parts
13. Calendar date of conception or unprotected intercourse

5. Postpartum
C. Provides contraceptive education and counseling
G. Performs maternal four- to six-week post-partum chech-up assessing for:

1. Post partum subjective history 
2. Lochia 
3. Return of menses 

6. Well-Women Care
E. Provides education and communicates about:

1. Nutrition 
2. Female reproductive anatomy and physiology: 

a) monthly breast self examination techniques (BSE),
b) implications for the nursing mother, 
c) prevention of HIV/AIDS and other STIs, 
d) the practice of Kegel exercises

F. Assesses client's family planning history and needs: counsels/prescribes
K. Recognizes and responds to potential prenatal complications by: 

5. Identifying breech presentations 
6. Turning breech presentations with: 

a) Alternative positions (tilt boards, exercises),     
b) Non-allopathic methods

7. Identifying multiple gestations
               

   Continued... 
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Fertility and Conception Skills, continued

9. Assessing and evaluating a post-date pregnancy by monitoring /assessing:    
a) The need for consultation,
 b) Fetal movement, growth, and heart tone variabliity,  
c) Estimated due date calculation, 
d) Previous birth patterns, 
e) Amniotic fluid volume, 
f) Maternal tracking of fetal movements , 
g) Referral for ultrasound, 
h) Referral for non-stress test

5. Postpartum
G. Performs maternal four- to six-week post-partum chech-up assessing for:

4. Physical condition by performing an examination including assessment of: 
a) vital signs, 
b) systems function, 
c) breastfeeding, condition of breast and nipples, 
d) muscle prolapse of vagina and rectum (cystocele, rectocele, etc.), 
e) strength of pelvic floor, 
f) condition of uterus, ovaries and cervix, 
g) condition of the vulva, vagina, perineum and anus 
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Fetal Heart Rate Patterns

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review Fetal/Newborn Circulation module.
• Identify normal fetal heart rate activity.
• Demonstrate counting and assessing normal FHT.
• Understand the relationship between oxygenation and baby’s well being 

as assessed through the monitoring of fetal heart rate patterns.
• Understand how to auscultate FHT and translate what you hear to the 

commonly understood visual printout of the electronic fetal monitor.
• Define long term and short term fetal heart rate variability.
• Understand the difference and implications of long term and short term 

variability of fetal heart rates.
• Identify the basic fetal heart rate patterns: variable decelerations, early 

decelerations, late decelerations. 
• Understand the implications of bradycardia and tachycardia.
• Identify the sinusoidal pattern and its implications.
• Identify head compression decelerations and understand monitoring for 

normal resolution of head compression decelerations.
• Understand what the various deceleration patterns indicate about the 

baby’s well being.
• Understand how the change of maternal position can impact fetal heart 

rate patterns.
• Identify how maternal exercise during pregnancy may effect fetal heart 

rates.
• Identify the effects of caffeine on fetal heart rate patterns.
• Identify how the midwife may hear maternal circulatory sounds and 

mistake them for FHT.
• Identify when applying oxygen therapy to the mother is appropriate 

response to the baby’s fetal heart rate patterns.
• Review Genetic and Prenatal Screening module.
• Review Newborn Apnea/Hypoxia/Respiratory Distress module.

Continued...
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Fetal Heart Rate Patterns, continued

Learning Objectives, continued

• Create Practice Guidelines for the monitoring of fetal heart tones during 
pregnancy and labor, and for response to indications of fetal distress.

• Understand basic doppler technology.
• Describe how a fetascope eases auscultation of FHT.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Varney’s Midwifery
Myles Textbook for Midwives
Human Labor and Birth, Oxorne and Foote
Holistic Midwifery, Vol. I, II, Frye
Birth Emergency Skills Training, Gruenberg
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez

Related Topics
Fetal distress
Newborn Apnea/Hypoxia/Respiratory Distress
Resuscitation
Transporting
Chorioamnionitis
Postdates
Fetal/Newborn Circulation
Genetic and Prenatal Screening 
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Fetal Heart Rate Patterns Questions

1. Describe in detail the method you prefer to use to evaluate fetal heart rate 
patterns. Include specifics about prenatal visits and monitoring during 
labor.

2. What sounds may you hear besides the fetal heart tones? 

3. How do the evaluations you make during pregnancy effect your 
evaluations during labor?

4. Define fetal tachycardia.

5. Define beat to beat variability.

6. Define long term variability.

7. What can fetal tachycardia indicate?

8. Describe a flat heart rate pattern. 

9. What can a flat heart rate pattern indicate?   

10. How is a typical fetal sleep cycle reflected in the FHR?  

11. Identify the effects of caffeine on fetal heart rate patterns.

12. How are fetal heart rates effected by maternal exercise? 

13. Describe bradycardia.

14. Describe these fetal heart rate patterns and what might cause them: 
variable decelerations:  
early decelerations: 
late decelerations: 

sinusoidal pattern:

                Continued...
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Fetal Heart Rate Patterns Questions, continued

15. Give an example of what you would write to chart FHT during a prenatal 
visit. 

16. Give examples of what you would write to chart FHT during labor. 

17. What effect might you see on FHR due to head compression? 

18. How would you respond to FHR changes that you attributed to head 
compression? 

19. Based on the information you can gather from FHR patterns, list 4 signs that 
would tell you the baby’s condition is worsening. 

20. What do you hope to accomplish by giving oxygen to a laboring woman? 

21. Your client has been laboring hard for several hours. She is comfortable, for 
now, lying on her left side and is resting deeply between her intense 
contractions. You can easily hear her baby’s hear rate with a fetascope in 
this position, and the baby has been doing well. As you listen routinely for 
heart tones, you hear a deceleration from 140 to 100. What do you do? 

22. If this happened during a contraction, what would you suspect? 

23. You have just arrived at your client’s home. She is in early labor and called 
you when she felt her water break. She shows you her underwear and pad, 
they are wet with clear fluid. You listen to the baby and hear hear tones in 
the range of 80 to 90. What do you do?  

24. How can you be certain that the heart tones you are monitoring are those 
of the baby?

25. Explain, as you would to parents, what the baby undergoes during the 
development of fetal distress.

26. Describe the physiologic process that a fetus undergoes when faced with  
decreasing levels of oxygen, including how this is reflected in the FHR.

               
       Continued...
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Fetal Heart Rate Patterns Questions, continued

27. Describe how maternal exhaustion can effect the well being of the baby 
during labor.

28. Explain how placing a mother in a reclining position on her back may effect 
fetal heart rate patterns. 

29. Why is the fetal monitor used in the hospital?

30. What are the risks and benefits of internal fetal monitoring (using a scalp 
electrode)?

31. What do you think about vibroacoustic stimulation?

32. Describe how a doppler works. 

33. Describe how a fetascope eases auscultation of FHT. 

34. Describe the correct positioning of the ear pieces or binaurals.

35. How do you determine where to listen for FHT?

36. In addition to routine listening to FHT with fetascope or doppler, give 
examples of how FHT are used to assess fetal well being.

37. In terms of monitoring fetal well being during labor, what medical 
intervention gives more reliable information than evaluation of FHT?

          

              Continued...
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Fetal Heart Rate Patterns Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. If you are having difficulty counting fetal heart tones, use a metronome to 
practice. You can find these at a music store. They keep a steady beat and 
can be set for any rate you like. Allegro  is between 120 and 168 beats per 
minute. You will not be able to practice hearing decels or accels with a 
metronome, but you can get used to counting quickly and accurately.

2. Working with a partner, listen to the heart tones of a baby in utero (use a 
fetascope rather than a doppler for this exercise). Practice counting for 
five second intervals, speaking your five second count each time. Have 
your partner graph the FHR you report to her, then switch and you record 
the FHR in the same way. continue this for 5 minutes. On the graph you 
have created, connect the dots representing each 5 second period, and 
observe the variability of the baby’s heart rate pattern.  
How could this skill help you determine the well being of a baby?

3. Create Practice Guidelines for the monitoring of fetal heart tones during 
pregnancy and labor. Submit this draft and include it later in your Practice 
Guidelines projects (in the Charting and Practice Guidelines Module.

4. Create Practice Guidelines for responding to indications of fetal distress. 
Include when O2 is indicated, when transport is indicated and transport 
plans. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

8. Doppler 
9. Fetoscope

I. Administers Oxygen
K. Administers the following pharmacologic (prescriptive) agents:

2. Medical oxygen
Continued...
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Fetal Heart Rate Patterns Skills, continued

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by 

15. Managing premature rupture of the membranes in a full-term pregnancy by: 
a) monitoring fetal movement, 
b) monitoring vital signs signs for signs of infection, 
c) encouraging increased fluid intake, 
d) inducing labor, 
e) consult after 24 hours without labor progression 

16.Consulting and referring premature rupture of the membranes in pre-term labor
4. Labor, Birth and Immediate Postpartum

B. Evaluates and supports a laboring mother during the first stage of labor by assessing :
1. Maternal physical and emotional condition based upon assessmnt of: 

a) vital signs, 
b) food and fluid intake/output,
c) dipstick urinalysis for ketones, 
d) status of membranes, 
e) uterine contractions for frequency, duration and intensity with a basic 

intrapartum examination,  
f) fetal heart tones, 
g) fetal lie, presentation, position and descent with:

1) visual observation, 
2) abdominal palpation,  
3) vaginal examination, 

h) effacement, dilation of cervix and station of presenting 
part, 

i) maternal hydration and/or vomiting by administering 
1) fluids by mouth, 
2) ice chips, 
3) oral herbal/homeopathic remedies, 
4) deep immersion in warm water

Continued...
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Fetal Heart Rate Patterns Skills, continued

4. Labor, Birth and Immediate Postpartum
C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth 
complications such as:

b) Cord prolapse by: 
1) changing maternal position to: 

a) knee-chest, 
b) Trendelenberg, 

2) activating emergency medical services/medical backup plan, 
3) applying counter-pressure to the presenting part, 
4) placing cord back into vagina, 
5) kepping the presenting cord warm, moist and protected, 
6) monitoring FHT and cord for pulsation, 
7) increasing mother’s oxygen supply, 
8) facilitating immediate delivery, if birth is imminent, 
9) preparing to resuscitate the newborn

d) Management of meconium stained fluids by: 
1) eliciting the mother’s cooperation to deliver head quickly, 
2) instructing the mother to stop pushing, 
3) wiping out the inside of the baby’s mouth, 
4) clearing the airway with suction of mouth and nose, 
5) preparing to resuscitate the baby

e) Management of maternal exhaustion by: 
1) providing nutritional support, 
2) ensuring adequate hydration, 
3) providing non-allopathic treatments, 
4) evaluating the mother’s psychological condition, 
5) encouraging rest, 
6) monitoring vital signs,
7) monitoring fetal well-being, 
8) evaluating urine for ketones, 
9) evaluating for consultation and/or referral

E. Demonstrates the ability to recognize and respond to labor and birth complications 
such as:

1. Abnormal fetal heart tones and patterns
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Fetal/Newborn Circulation

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the early stages of cardiovascular development.
• Review Placenta module.
• Identify the physical structures of the fetal cardiovascular system.
• Examine the changes undergone at birth from fetal to newborn circulation.
• Identify the effect of lung breathing on the newborn heart, lungs and liver.
• Identify risk factors for and symptoms of newborn cardiac problems.
• Review the human cardiovascular system.
• Consider cord clamping procedures and their effect on newborn 

cardiovascular transitions.
• Identify the role of APGAR scores in assessing newborn cardiovascular 

transitions.
• Create Practice Guidelines for monitoring and responding to newborn 

cardiovascular adjustments during immediate post partum.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Human Anatomy and Physiology, Marieb
Varney’s Midwifery
Myles Textbook for Midwives
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez

Related Topics
Embryology and Fetal Development FHT Patterns
Immediate Post Partum Care APGAR Scoring
Newborn Exam Placenta
Jaundice Newborn Apnea 
Hypoxia Respiratory Distress Syndrome
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Fetal/Newborn Circulation Questions

1. What germ layer produces the heart? 

2. Where do the first blood cells originate?

3. When does the fetal heart visibly begin beating? 

4. When the heart first begins beating, how many chambers does it have? 

5. When does the heart have four chambers? 

6. What is the organ responsible for fetal respiration?

7. What natural phenomenon stimulates the newborn to begin lung 
breathing?

8. How would you describe the normal circulation to the fetal lungs and liver?

9. Why does the umbilical cord cease functioning after birth?

10. Describe the changes that occur in the baby’s circulation at birth or shortly 
after.

11. Name the major blood vessels leading to and from the newborn heart.

12. What causes transient cyanosis in a newborn?

13. Describe the relationship of maintaining a baby’s body temperature and 
cardiovascular function.

14. What is the significance of hearing a heart murmur in a newborn?

15. How common is congenital heart disease?

16. Why may it be difficult to identify congenital heart disease? 

         Continued...
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Fetal/Newborn Circulation Questions, continued

17. Describe the circumstances that indicate an infant may be at risk for 
cardiac problems.

18. List the symptoms newborns exhibit when they are having difficulty making 
the transition from intrauterine life.

19. Describe how the newborn cardiovascular transitions are represented and 
assessed in the APGAR scores at 1 and 5 minutes.

Projects (send completed projects with  the rest of your course work for this module)

1. Examine the illustrations of fetal and newborn circulation. Trace the flow of 
blood circulation until you feel comfortable with the details of each 
circulatory path. This is an exercise that does not require documentation.

2. Draft Practice Guidelines for monitoring and responding to newborn 
cardiovascular adjustments during immediate post partum. This may be the 
beginning of your Practice Guidelines which will ultimately include newborn 
resuscitation, newborn exam and post partum care. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, which 

include all skills identified and required by NARM. Review the following skills and 
consider how they each relate to the content of this module. If you are currently 
working with a preceptor, take this opportunity to focus on these areas. During 
Supervised Primary Care you will formally evaluate these skills together using the NMI 
form Preceptor Evaluation/Student Self-Assessment of Midwifery Skills. 

4. Labor, Birth and Immediate Postpartum
F. Assesses the condition of, and provides care for the newborn immediately

after the birth by:
1. Making initial newborn assessment 

a) keeping baby warm, 
b) making initial newborn assessment

2. Determining APGAR score
a) 1 minute, 
b) 5 minutes, 
c) 10 minutes (as appropriate)

3. Monitoring respiratory and cardiac function
4. Performing routine suctioning 
5. Keeping mother and baby together, 
6. Monitoring respiratory and cardiac function by assessing: 

a) the symmetry of the chest, 
b) the sound and rate of heart tones and respirations, 
c) nasal flaring, 
d) grunting, e) retractions, 
f) circumoral cyanosis, g) central cyanosis (check color)
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First Stage

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the concepts of labor assessment.
• Review the conventional cardinal movements of birth, and those more 

specifically described by Anne Frye.
• Review Fetal Heart Rate Patterns module.
• Review importance of voiding bladder in labor and the concept of 

tracking output.
• Review the classic patterns of labor plateaus.
• Review signs and symptoms of uterine rupture.
• Review how emotional changes in labor effect the labor’s progress.
• Explore the use of a client’s birth plan in the context of the actual labor and 

birth.
• Identify the maternal physiologic changes during labor.
• Understand how the baby’s position may influence the labor pattern and 

subsequent plateaus, cervical lip or swollen cervix.
• Identify back labor and support measures to facilitate a change in the 

baby’s position and increased comfort to the laboring woman.
• Identify an anterior cervical lip, and determine ways of facilitating 

complete dilation.
• Identify a swollen cervix, and determine ways of facilitating complete 

dilation.
• Identify labors that are affected by a baby’s head being asynclitic and 

determine ways of facilitating change.
• Understand the critical importance of maintaining maternal rest, hydration 

and nutrition during labor.
• Understand the relationship between maternal exhaustion, ketoacidosis 

and fetal well being.
• Identify ways of supporting the mother’s well being during a long and 

arduous labor.
   

      Continued...
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First Stage, continued

Learning Objectives, continued
• Explore methods of relaxation and non-medicated pain relief during labor.
• Identify how labor may differ for first time mothers and for those who have  

previously given birth.
• Identify herbs and homeopathic remedies for supporting progress in labor.
• Identify when the labor is no longer within the realm of what is considered 

normal, and determine the parameters of safety based on your own 
experience and knowledge base.

• Understand the contributing factors of first stage management to 
puerperal infections.

• Identify medical interventions appropriate to certain first stage labors 
including electronic fetal monitoring, labor augmentation, IV therapy, and 
pain relief management.

• Identify the clinical practice of “active management.”
• Create practice guidelines for initial labor assessment and first stage labor.
• Begin drafting forms for use in labor charting.
• Demonstrate primary care during first stage labor.
• Identify a book you will recommend to clients to help prepare them for 

labor. 
• Identify community resources for childbirth preparation classes
• Participate in a childbirth preparation class.

         Continued...
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First Stage, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Oral Tradition and Living Knowledge are critical to understanding the dilating 
phase of labor and its accompanying variations, and key to the integration of 
supporting the mother’s comfort and stability, and facilitating change in  baby’s 
position, station and in maternal cervical dilation.

Human Labor and Birth, Oxorne and Foote
Varney’s Midwifery
Myles Textbook for Midwives
Holistic Midwifery, Vol. II, Frye
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
Acoucher’s Emergency Manual, Yingling
Herbal for the Childbearing Year, Weed
Heart and Hands, Davis

Related Topics
Fetal Heart Rate Patterns
Posterior, Brow and Face Presentations
Pelvemetry
Checking cervical dilation
Charting and Practice Guidelines
Informed Choice/Informed Consent
Birth Bag and Set-Up
Transporting
Pharmacology for Midwives
Ruptured Membranes and AROM
Breech and Twins
Cesarean and VBAC

Second Stage Labor
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First Stage Questions

1. What are the cardinal movements of birth?

2. Where do uterine contractions originate? 

3. Define operculum.

4. Define retraction, in the context of labor and uterine contractions.

5. Define latent and active labor.

6. At what point in labor is aseptic technique used for internal examination?

7. Describe the physiologic changes which occur during labor and contribute 
to maternal dehydration. 

8. How does maternal renal function change during labor?   

9. Describe when labor plateaus most often happen.  

10. How might baby’s asynclitic head position influence the labor pattern and 
dilation?  

11. Define caput succedaneum.

12. What might you observe during labor that indicates a woman is becoming 
dehydrated?

13. What are the symptoms of maternal exhaustion?

14. What does ketoacidosis indicate?

15. How may ketoacidosis be corrected? (Also see essay question below)

         
          Continued...
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First Stage Questions, continued

16. Your client Becky has begun feeling her contractions much more intensely. 
You notice her breathing has become more rapid as she works harder with 
contractions. She tells you her fingers feel tingly. How do you respond?

17. Your client’s baby is posterior. She is experiencing periods of painful back 
labor, and the descent of the baby is slow What are some things you might 
try to effect change?  

18. Your client’s baby has rotated and her labor continues. She is now almost 
completely dilated with an anterior cervical lip. She is beginning to feel 
pushy. What is your concern?

19. What do you have to offer for the above scenario? 

20. Your client Barbara is pregnant with her first baby. Her due date was  3 days 
ago. She calls you at 9 pm to report that she is having contractions. What is 
your response? Give details.

21. Your client Susie is 39 weeks pregnant. She spent the day at the beach, 
swimming and visiting with friends. Her sister phones you at her request to 
report that Susie is having contractions. Susie is in the bathroom and can’t 
reach the phone. You can hear her breathing and moaning through her 
contractions. What is your response? Give details. 

22. Your client Rita has been having contractions since early this morning. You 
have been with her since 11 am when her labor began to get stronger and 
more regular, and she asked you to come.  Upon arrival, you observed that 
her labor pattern was not yet established, with contractions every 7-10 
minutes and of varying intensity.  Her labor became regular during the mid 
afternoon. She dilated to 4 cm by 8 pm. Her membranes are intact, FHR 
and all vitals are normal, she is well hydrated. It is now 9:30 pm and she is 
feeling tired and anxious. What do you suggest, and what is your plan?  

23. Your client Maggie has been in a slow but persistent labor pattern since last 
night. She has been resting between contractions and over the past 2 
hours the intensity has increased considerably. She is feeling more 
energetic and likes being upright, rocking with contractions. What do you 
think is happening?

         
          Continued...
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First Stage Questions, continued  

24. Your client Allie has been having strong contractions every 3-5 minutes for 
three hours. She was 3 cm dilated 4 hours ago. She begins feeling pressure 
and is heading for the bathroom when there is a popping gush of fluid. 
What is your response? Give details.

25. Describe the practice of “active management” of labor.

26. List examples of when you utilize informed choice/informed consent during 
first stage labor . Include instances that were discussed in preparation for 
labor and when they are confirmed during the course of labor. Which 
instances include written consent?

27. What are the risks of stimulating labor?

28. What are the contributing factors of first stage management to puerperal 
infections?

Essay

1. Explain your use of a client’s birth plan in the context of the actual labor 
and birth.

2. Give an example from your own experience that illustrates how emotional 
changes or circumstances has effected a labor.

3. Give examples of family members’ participation in the labor process.

4. Describe how you help a woman relax in labor. Give several examples of 
things you’ve tried and had positive experience with.

5. Describe your plan for supporting a mother’s well being during a long and 
arduous labor, including when this attention begins. 

6. Make a list of options for stimulating labor (appropriate for out-of-hospital 
use), and indicate when each option is indicated.

7. Your client is having a prolonged labor, and together you have decided to 
transport. Explain the medical options available at the hospital that may be 
appropriate to her prolonged labor.          

          Continued... 
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First Stage Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Choose a book to recommend to your clients that will help prepare 
mothers for labor. . Write a review about your recommendation, include 
title, author, publisher and date of publication.

2. Identify community resources for childbirth preparation classes and make a 
referral list. 

3. Participate in a childbirth preparation class and write about your 
experience. Did you learn anything? What seemed to work well in the 
group? Do you think you could teach such a class? How would you do it 
differently?

4. Collect samples of labor charting forms. Using these examples and your 
own labor charting preferences, begin drafting your own forms for use in 
labor charting. Keep this draft and submit it with your Charting and Practice 
Guidelines module.

5. Draft practice guidelines for first stage labor in your own practice. Include 
your care plan for maintaining and monitoring well being of mother and 
baby, reference to your transport plan in response to need for labor 
augmentation, maternal exhaustion, cord prolapse, fetal distress, 
worrisome FHT patterns, and signs of chorioamnionitis. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment

Continued...
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First Stage Skills, continued

D. Facilitates the mother's decision of where to give birth
1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

4. Diet, nutrition and supplements
J. Provides education, counseling and/or referral, where appropriate for: 

8. Complications
D. Demonstrates the use of instruments and equipment including: 

8. Doppler 
9. Fetoscope

D. Demonstrates the use of instruments and equipment including: 
24. Urinalysis strips

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

2. General Health care Skills: 
K. Administers the following pharmacologic (prescriptive) agents:

5. Pitocin ®
M. Uses doppler

3. Maternal Health Assessment:
D. Assesses fetal weight, size, lie, or lightening
K. Recognizes and responds to potential prenatal complications by 

15. Managing premature rupture of the membranes in a full-term pregnancy by: 
a) monitoring fetal movement, 
b) monitoring vital signs signs for signs of infection, 
c) encouraging increased fluid intake, 
d) inducing labor, e)consult after 24 hours without labor progression 

16.Consulting and referring premature rupture of the membranes in pre-term labor

Continued...
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First Stage Skills, continued

4. Labor, Birth and Immediate Postpartum
A. Facilitates maternal relaxation and provides comfort measures throughout labor by 
administering/encouraging:

1) massage, 
2) hydrotheraypy, 
3) warmth for physical and emotional comfort (e.g., comresses, moist warm 
towels, heating pads, hot water bottles, friction heat), 
4) communicating in a calming tone of voice, using kind encouraging words, 5)the 
use of music and/or silence, 6)continued mobiity throughout labor, 

B. Evaluates and supports a laboring mother during the first stage of labor by assessing :
1. Maternal physical and emotional condition based upon assessmnt of: 

a) vital signs, 
b) food and fluid intake/output, 
c) dipstick urinalysis for ketones,
d) status of membranes, 
e) uterine contractions for frequency, duration and intensity with a basic 

intrapartum examination,  
f) fetal heart tones, 

2. Knows a variety of treatments for anterior/swollen lip: 
a) position change, 
b) light pressure or massage to cervical lip, 
c) warm bath, d)pushing the lip over the baby’s head while the mother 

pushes, 
e) deep breathing and relaxation between contractions, 
f) non-allopathic treatments

4. Labor, Birth and Immediate Postpartum
C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth 
complications such as:

e) Management of maternal exhaustion by: 
1) providing nutritional support, 
2) ensuring adequate hydration, 
3) providing non-allopathic treatments, 
4) evaluating the mother’s psychological condition, 
5) encouraging rest,

 6) monitoring vital signs, 
Continued...
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First Stage Skills, continued

7) monitoring fetal well-being, 
8) evaluating urine for ketones, 
9) evaluating for consultation and/or referral

F. Assesses general condition of mother and newborn by:
1. Assessing bladder distention 

2. Encouraging urination 
3. Performing catheterization

3. Maternal Health Assessment:
E. Assesses correlation of weeks gestation to fundal height 
K. Recognizes and responds to potential prenatal complications by: 

10. Treating a post-date pregnancy by:      
a) Stimulating the onset of labor by encouraging: 

1) Sexual/nipple stimulatio, 
2) Assessment of emotional blockage, 
3) Stripping the membranes, 
4) Cervical massage, 
5) Castor oil induction, 
6) Non-allopathic therapies, 
7) Physical activity

4. Labor, Birth and Immediate Postpartum
A. Facilitates maternal relaxation and provides comfort measures throughout labor by 
administering/encouraging:

7) response for pain with: 
a) differentiation between normal and abnormal pain, 
b) validation of the woman’s experience/fears, 
c) counter-pressure on back, 
d) relaxation/breathiing techniques, 
e) non-allopathic treatments, 
f) position changes

B. Evaluates and supports a laboring mother during the first stage of labor by assessing :
1. Maternal physical and emotional condition based upon assessmnt of: 

g) fetal lie, presentation, position and descent with:
1) visual observation, 
2) abdominal palpation,  
3) vaginal examination,
h) effacement, dilation of cervix and station of presenting part, 

Continued...
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First Stage Skills, continued

 i) maternal hydration and/or vomiting by administering 
1) fluids by mouth, 
2) ice chips, 
3) oral herbal/homeopathic remedies, 
4) deep immersion in warm water

3. Posterior, asynclitic positionby encouraging/supporting: 
a) the mother’s choice of positions, 
b) the use of various laboring positions such as: 

1) on side, with top leg up, bottom leg back, 
2) on hands and knees, 
3) knee/chest, 
4) mother pulling up lower segment of uterus during contraction, 

while of hands and knees, 
5) standing, leaning forward with legs spread and knees bent 

(mother supported), 
c) physical activities (pelvic rocking, stair climbing, walking, etc.), 
d) non-allopathic treatments,  
f) rest of relaxation

4.Pendulous bell inhibiting descent by: a)positionin semi-reclining on back, 
b) assisting the position of the uterus over the pelvis

5.Labor progress by providing: 
a) psychological support measures, 
b) nutritional support, 
c) non-allopathic treatments, 
d) physical activity, 
e) position change, 
f) perineal massage, 
g) rest,  
h) nipple stimulaiton

C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

1) waiting for the natural urge to push, 
2) encouraging aggressive pushing in emergency situaitons, 
3) allowing the mother to choose the birthing position, 
4) recommending position change as needed, 
5) massaging the perineum, 

Continued...

______
NMI Study Group Modules, Third Edition                                                                         137



First Stage Skills, continued

6) suppporting the perineum, 
7) encouraging the mother to touch the newborn head during crowning, 

  8) assisting in normal spontaneous vaginal birth with hand maneuvers (ritgen maneuver) 
to assist delivery, 
9) providing an appropriate atmosphere for the moment of emergence, 
10) documenting labor and birth
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General Pregnancy and Post Partum Ailments

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify general pregnancy ailments and their causes.
• Identify abnormal pain or symptoms that require referral for medical 

attention.
• Review emotional, psycho-social and sexual variations that may occur 

during pregnancy.
• Identify indications for counseling regarding adjustments to pregnancy and 

parenting.
• Review Urinary Tract Infection and Preterm Labor modules.
• Identify the benefits and appropriate parameters for maternal exercise 

during pregnancy and post partum periods.
• Research and identify herbal and home remedies for general pregnancy 

ailments.
• Research and identify herbal and home remedies for colds, flu, coughs and 

congestion, appropriate to pregnancy.
• Identify over-the-counter products appropriate for pregnancy and nursing 

for use in coughs and flu.
• Create a resource and referral list for assisting clients in resolving 

pregnancy and post partum discomforts/ailments.
• Review informed choice/informed consent.

Continued...
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General Pregnancy and Post Partum Ailments

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety.  (the 
exception is Nutrition Almanac which is useful primarily for digestive physiology 
and nutrition content). 

Holistic Midwifery, Vol. I, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
The Natural Pregnancy Book, Romm
Nutritional Almanac, Kirschmann
Herbal for the Childbearing Year, Weed
Natural  Healing in Gynecology, Nissim
Healing Wise, Weed

Everybody’s Guide to Homeopathic Medicines, Cummings and Ullman
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
Naturally Healthy Babies and Children, Romm

Related Topics
Post Partum Care
Breastfeeding
Female Sexuality
UTI
Preterm Labor
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General Pregnancy and Post Partum Ailments  Questions

1. Your client Sandra gave birth five days ago. During your visit you notice she 
has lost weight. When you ask her about her diet, she reports that she has 
some stomach cramping and isn’t very hungry. She has eaten mainly cold 
foods since her birth, and cramping has followed. You heat up some soup 
and she eats it. You recommend that she stick to warm foods only, and to 
try ginger tea in addition.
Two days later, in the morning, she calls to report bad cramping in the night. 
It is intestinal, not uterine. Her bleeding is normal. Her baby is nursing well 
and often. But she doesn’t want to eat at all due to the cramping in her 
belly. She reports that she made herself eat yesterday and is drinking water 
with no problems. When you ask about her bowel movements, they are 
normal. You ask more about her food intake yesterday; what did she eat? 
She says she finished the borscht, eating about four bowls throughout the 
day, and ate two baked potatoes for dinner. What insights can you offer 
her and what recommendations do you make?

2. Your client Tracy calls to report she feels lousy. She has a fever of 100.2 and 
has had diarrhea since this morning. She is 32 weeks pregnant. How do you 
respond?

3. How much diarrhea is too much?

4. How high can her temperature get before you would recommend  
intervention?

5. What drug intervention would you recommend for a simple fever? 

6. List non-allopathic remedies for addressing a simple  fever, appropriate to 
pregnancy.

7. Tracy tells you later that day that she now can see some red blood in her 
stool. How do you respond? 

8. Your pregnant client reports abdominal pain. What is your response? 

9. List the possible causes  that you will consider.

10. How often do uterine fibroids cause symptoms? 

            
        Continued...
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General Pregnancy & Post Partum Ailments  Questions,  cont’d 

11. What symptoms are associated with uterine fibroids?  

12. Why do some women experience an increase in the occurrence of 
nosebleeds during pregnancy?

13. Why do some women experience fainting or dizziness during pregnancy?  

14. What resources do you utilize when advising clients regarding the use of 
over-the-counter medications?

15. There are many natural remedies on the market. Which over-the-counter 
products do you recommend to clients when addressing their prenatal 
concerns or discomforts? 
Post partum concerns/discomforts? 
Nursing and newborn concerns?

Essay

1. What advice do you have for a pregnant or nursing woman who expresses 
concern about the changes in her sexual relationship with her partner?

2. How do you advise pregnant clients regarding exercise?

3. Detail your instructions to clients who report nausea and vomiting during 
their first trimester. How do you monitor for hyperemesis gravidarum?

Give detailed instructions for clients reporting the following concerns 
during pregnancy:

4. Heartburn

5. Gas and  intestinal cramping

6. Intestinal cramping not related to gas      

7. Constipation   

8. Diarrhea  

9. Loose stools

10. Back pain

11. Leg cramps
Continued...
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General Pregnancy & Post Partum Ailments  Questions,  cont’d

12. Round ligament pain

13. Sciatica

14. edema

15. varicose veins

16. hemorrhoids

17. nosebleeds

18. stretch marks

19. itchiness

20. anxiety 

21. mood swings

22. sleeplessness

23. fatigue or low energy

24. breathlessness

25. coughs and colds

26. sinus headache

27. flu

28. headache

29. yeast infections on skin

30. vaginal yeast infection

31. urinary incontinence

32. tender breasts

        Continued...
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General Pregnancy & Post Partum Ailments  Questions,  cont’d

Projects (send completed projects with  the rest of your course work for this module)

Create a local resource and referral list for assisting clients in resolving pregnancy 
and post partum concerns. Include the following:

• pregnancy and post partum support groups
• massage therapists
• chiropractors
• acupuncturists and/or homeopaths
• swimming pools open year-round
• exercise classes
• prenatal yoga classes
• therapists and counselors
• hypnotherapist
• nutrition counselor

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
H. Provides individualized care 
J. Provides education, counseling and/or referral, where appropriate for: 

4. Diet, nutrition and supplements
11. Postpartum care concerning complications and self-care 

2. General Health care Skills: 
F. Uses alternate health care practices (non-allopathic treatments) and  modalities

1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments
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Genetics and Prenatal Screening

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the actions and properties of DNA and RNA.
• Review the Embryology and Fetal Development module.
• Identify family and health history issues that indicate genetic screening may 

be appropriate for your clients.
• Become familiar with counseling techniques and informed choice issues 

around choosing genetic screening during pregnancy.
• Examine your own bias and belief system about prenatal testing.
• Understand what disorders can be detected by the MsAFP, screen.
• Identify the accuracy of the MsAFP screen.
• Identify the components of the Triple Marker Screen and its accuracy

and compare to the more recent Quad Screen.
• Understand the chorionic villi sampling procedure, and iatragenic risks.
• Understand the amniocentesis procedure and iatragenic risks.
• Identify the methods of pregnancy termination in each trimester.
• Identify community resources for genetic counseling, CVS and 

amniocentesis.
• Review Grief module.
• Demonstrate your ability to inform and discuss genetic and prenatal 

screening with clients, including the use of informed consent.
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Genetics and Prenatal Screening, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Human Anatomy and Physiology, Marieb
Varney’s Midwifery
Myles Textbook for Midwives
Holistic Midwifery, Vol. I,  Frye
Understanding Diagnostic Tests in the Childbearing Year, Frye
The Tentative Pregnancy, Katz Rothman

Related Topics
Prenatal Lab Work and Assessment
Informed choice/informed consent
Fertility and conception
Embryology and Fetal Development
Biology of cells
IUGR
Miscarriage and Stillbirth
Grief
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Genetics and Prenatal Screening Questions

1. What is the difference between a screening procedure and a test?

2. Which screens and tests are invasive procedures, and which are non-
invasive procedures?

3. Describe the sonogram procedure. When are sonograms utilized during 
pregnancy?

4. What does the abbreviation MsAFP represent?

5. What does the MsAFP screen for?

6. Describe the collection procedure for the MsAFP.

7. Describe the amniocentesis  procedure.

8. What does the acronym CVS represent? 

9. Describe the CVS  procedure.

10. Why might a woman choose CVS over amniocentesis?

11. If a woman chooses CVS testing is it also necessary for her to have the 
MsAFP?

12. What is the most likely reason for a low MsAFP result? 

13. List the components of the Triple Marker test.  

14. When is the Triple Marker test performed? 

15. What is the Triple Marker test designed to detect?  How does it compare to 
the Quad Screen?

16. What is the difference between recessive and dominant genetic 
conditions?  
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     Continued...
Genetics and Prenatal Screening, continued

17. Name four recessive disorders. 

18. Name three dominant disorders.  

19. Where do the X-linked inherited disorders originate?

20. Are male and female offspring at equal risk of being afflicted with an X-
linked disorder?  

21. Can a female be afflicted with hemophilia?  

22. List some conditions that are elusive to testing. 

23. What might family and health history reveal that would indicate genetic 
screening may be appropriate by your clients? 

24. Who is at risk for the following disorders?  
Tay-Sachs Disease  
open neural tube defects 
Cystic Fibrosis 
thalasemias  

Sickle Cell 

trisomy disorders
phenylketonuria  
galactosemia
maple syrup urine disease 

25. What is trisomy 21 commonly called?  

26. What is the risk in any pregnancy that a baby will be born with some type of 
disorder? 

27. What is the risk of having a baby with a disorder that can not be detected 
by amniocentesis? 
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        Continued...
Genetics and Prenatal Screening, continued

28. What must you discuss with a woman concerning her decision making 
process around genetic testing? 

29. What is the risk of miscarriage after an amniocentesis procedure? 

30. How do the risks for amniocentesis compare with those of chorionic villi 
sampling?

31. What are you likely to observe in a baby with Down Syndrome?

Essay
1. Explain the order of genetic testing, as you would present it to clients. 

2. Describe the use of informed consent/informed choice as it applies to 
prenatal screening and genetic testing.

3. At what point do you discuss the possibility of a client having to make a 
decision about terminating her pregnancy?

    
Projects (send completed projects with  the rest of your course work for this module)

1. Select or create an information sheet to provide to clients regarding 
genetic and prenatal screening.

2. What resources does your state provide to families for genetic counseling 
and testing?

3. Identify the regional lab that provides supplies and processing of the MsAFP 
screen.

4. Research in your own community where amniocentesis, CVS and genetic 
counseling services are available. Create a referral list for your clients.

5. Read The Tentative Pregnancy. Write about your reactions to the stories in 
this book. Did your ideas about genetic testing change after reading this 
book?

 Continued...
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Genetics and Prenatal Screening, continued

1. Draft practice guidelines for genetic counseling and screening in your own 
practice. Include reference to your informed consent procedure. Submit 
this draft and include it later in your Practice Guidelines projects (in the 
Charting and Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

1. Genetic counseling for at-risk mothers 
3. Prenatal testing 
8. Complications
9. Environmental risk factors

G. Evaluates laboratory and medical records from other practitioners
H. Obtains assistance evaluating laboratory and medical records from other practitioners

Continued...
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Genetics and Prenatal Screening Skills continued

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

8. Identifying and dealing with pre-term labor with:     
B) Consultation and/or treatment including: 

1) Increase of fluids, 
2) Non-allopathic remedies,  
3) Discussion of the mother’s fears, 
4) Food to be eaten at least every two hours, 
5) consumption of alcoholic beverage, 
6) Evaluation of urinary tract infection, 
7) Evaluation of maternal infection 

9. Assessing and evaluating a post-date pregnancy by monitoring /assessing:   
a) The need for consultation, 
b) Fetal movement, growth, and heart tone variabliity,  
c) Estimated due date calculation, 
d) Previous birth patterns, 
e) Amniotic fluid volume, 
f) Maternal tracking of fetal movements , 
g) Referral for ultrasound, 
h) Referral for non-stress test

  i) Referral for contraction stress test,
 j) Referral and collaboration for biophysical profile
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Gestational Diabetes
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review Liver module and relationship between liver and pancreas in 
maintaining blood sugar.

• Identify the classification types of diabetes.
• Identify gestational diabetes risk factors in lifestyle, diet, and family history.
• Identify the screening and testing options for detecting gestational 

diabetes.
• Identify the routine application of GTS and GTT in obstetrical practice.
• Identify your local community standard for GTS  testing values requiring 

follow up.
• Identify the benefits of random glucose screening, or 2 hour postprandial 

screening, over a 50 gram glucose load and one hour GTS.
• Identify the historical controversy over gestational diabetes and OGTT.
• Identify the physiology of hypoglycemia.
• Explore the implication of hypoglycemia in long term development of 

diabetes.
• Describe the effects of pregnancy on maternal blood glucose levels.
• Identify nutritional and lifestyle changes that support normalizing blood 

glucose.
• Understand that some women have glucosuria and not gestational 

diabetes, and others may truly have diabetes but not spill glucose in their 
urine.

• Identify the apparent relationship between hypertension and gestational 
diabetes.

• Identify the risks of maternal gestational diabetes for the newborn.
• Identify newborns for whom glucose monitoring is indicated.
• Identify the current standards of practice in your local community for 

monitoring gestational diabetes and newborn glucose levels. 
• Review informed consent/informed choice.
• Review Hypertension and Pre-eclampsia modules.
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Gestational Diabetes, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety.  (the 
exception is Nutrition Almanac which is useful primarily for digestive physiology 
and nutrition content). 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Understanding Diagnostic Tests in the Childbearing Year, Frye
Nutritional Almanac, Kirschmann
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
The Natural Pregnancy Book, Romm
Healing Wise, Weed

Related Topics
Health and Family History
Nutrition
Physical Assessment
Prenatal Lab Word and Assessment
Hypertension
Pre-eclampsia
Uterine Size and EDD Discrepancies
UTI
Liver
Newborn Exam
Post Partum Care  
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Gestational Diabetes Questions

1. Describe the types of true diabetes.

2. Describe the historical controversy over gestational diabetes and OGTT.

3. List the risk factors for gestational diabetes. 

4. What are the symptoms of diabetes?  

5. Describe the effects of pregnancy on maternal blood glucose levels.

6. Explain the role of glucose urinalysis in monitoring for gestational diabetes.

7. Define the following terms: 
Screening Glucose Challenge Test (aka GTS )
GTT
2 hour post prandial
random glucose value

8. At what point in pregnancy is gestational diabetes risk explored, and at 
what point in pregnancy is testing done?

9. What is the standard screening cut-off value for glucose screening in your 
community?

10. What does a high fasting blood glucose level indicate? 

11. What are the benefits of performing a 2 hour postprandial screen for 
gestational diabetes, over a one hour GTS?

12. What nutritional and lifestyle changes support normalizing blood glucose? 

13. Your client is spilling glucose in her urine at every visit. In most instances, she 
has eaten within a few hours of your visits. Explain how this may be normal.

14. What are the risks of poorly controlled maternal gestational diabetes for 
her baby? 

      Continued...
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Gestational Diabetes Questions, continued

15. Explain the steps of a glucose tolerance screen and when a glucose 
tolerance test is indicated.

16. Explain the steps of a glucose tolerance test.

17. In the context of gestational diabetes testing, describe how you use 
informed choice/informed consent with your clients.

18. What would you have to eat to consume 50 grams of glucose?

19. Describe the physiology of hypoglycemia.

20. What are the symptoms of hypoglycemia during pregnancy?

21. What diet and lifestyle indications might you observe in someone with 
hypoglycemia?

22. Hypoglycemia may be a precursor to which condition?

23. What dietary instruction would you offer a pregnant client who is 
hypoglycemic? 

24. What piece of equipment may be utilized on site for evaluating maternal 
blood sugar levels?

25. What are the risks of maternal gestational diabetes for the newborn? 

26. Identify newborns for whom glucose monitoring is indicated.

27. What are the protocols for monitoring newborn glucose levels at your local 
community hospital or with the local pediatricians?

28. What is the current midwifery standard of practice in your area regarding 
gestational diabetes screening?

        Continued...
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Gestational Diabetes Questions, continued

29. What is the current local obstetrical standard of practice regarding 
gestational diabetes and screening for pre-eclampsia? 

30. What is the current local obstetrical standard of practice regarding 
gestational diabetes and induction of labor for post dates pregnancy?

31. If a woman is diagnosed with gestational diabetes, what is the post partum 
follow up for her care?

Projects (send completed projects with  the rest of your course work for this module)

1. Research local services that assist prenatally with gestational diabetes. Add 
this to your client referral and resource list, with a brief description of the 
services offered. (This may be a list you keep handy rather than distribute to 
all clients)

2. Draft practice guidelines for gestational diabetes screening in your own 
practice, including reference to your use of informed consent, screening 
procedures, timing of tests, and response to newborns needing glucose 
monitoring. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)
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Gestational Diabetes, continued

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

3. Prenatal testing 
4. Diet, nutrition and supplements
8. Complications

4. Labor, Birth and Immediate Postpartum
D. Assesses the condition of, and provides care for the newborn by:

1) keeping baby warm, 
2) making initial newborn assessment
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Grieving
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify when people may experience grieving.
• Understand the spectrum of grief response and the grieving cycle.
• Identify the transitional time of pregnancy and post partum as opportunities 

to further resolve past loss.
• Explore personal experiences of death or loss and identify specific support 

helpful in your own grieving.
• Appreciate, through discussion with other midwives, women and students, 

how loss and grieving may effect our families, communities and culture.
• Learn some practical tactics that can support a person’s grieving process.
• Identify community resources for grief support.
• Identify national organizations and local or internet contacts for grief 

support after pregnancy loss or stillbirth.

Study Sources
The following texts are recommended for completion of this module. 

Use them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Varney’s Midwifery
Myles Textbook for Midwives
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Heart and Hands, Davis
Our Bodies, Ourselves, Boston Women’s Health Book Collective

Related Topics
Miscarriage Infertility Ectopic Pregnancy
Female Sexuality Adoption StillbirthCrib Death (SIDS)
Post Partum Depression
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Grief Questions

1. List the stages of grief.

2. How long does each stage last?

3. List 10 reasons someone may experience grief.

Essay
1. How can you support someone experiencing grief?

2. Discuss the effect of pregnancy as a catalyst in the grief process. How do 
the transitional times of pregnancy and post partum offer opportunities to 
further resolve past loss?

Projects (send completed projects with  the rest of your course work for this module)

1. Create a referral list of counselors and therapists in your community who 
have experience supporting the grief process. 

2. Create a referral list of national organizations and local or internet contacts 
for grief support after pregnancy loss or stillbirth.

3. List the community resources available to someone who has experienced 
pregnancy loss or stillbirth.

4. Get together with some friends. Have a discussion about grief and grieving. 
Consider the effects of grieving on family, community, and culture. Also 
consider the effects of family, community, and culture on the grief process.

Self Awareness Exercise
This exercise is a private one. You may share it or not. Think of a loss you have 
suffered. Recall how it was for you, what you did to cope with your emotions. 
What were your emotions? If you have experienced other losses, explore the 
differences and similarities in your grieving experience. Write about your 
experience.
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Grief Skills

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 3. How to prepare, equip and supply birth site

F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

8. Complications
11. Postpartum care concerning complications and self-care 
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Hemorrhage
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review Placenta module.
• Review Third Stage module.
• Identify the basic structures of the cardiovascular system.
• Identify the physiologic state of hemostasis and the process of blood 

coagulation.
• Define Hemorrhage.
• Identify the possible sequela to maternal hemorrhage, including ischemia, organ 

damage, and DIC.
• Understand the relationship between anemia and decreased tolerance for 

hemorrhage.
• Identify causes of and times when hemorrhage may occur: antepartum, 

intrapartum, post partum.
• Identify different hemorrhage patterns.
• Accurately assess blood loss.
• Identify labor patterns and other specifics that may precede hemorrhage.
• Learn specific verbal communication for use in hemorrhage situations that 

involve the woman’s own ability to stop her bleeding.
• Identify herbs and homeopathic remedies to avoid and control hemorrhage.
• Demonstrate external and internal bimanual compression.
• Review Pharmacology for Midwives module.
• Identify the proper use of Pitocin and Methergine in response to hemorrhage.
• Identify the risks of manual removal of the placenta.
• Demonstrate manual removal of placenta.
• Identify and demonstrate treatment for shock.
• Identify the appropriate application of IV therapy in response to hemorrhage.
• Identify concerns regarding ischemia and use of blood transfusion.
• Review universal precautions.
• Review Transport module
• Review Suturing module.
• Identify immediate support measures to recover from excessive blood loss.
• Identify support measures for full recovery in the days and weeks following 

hemorrhage.
• Create practice guidelines for managing hemorrhage and the requisite post 

partum care.

• Demonstrate management of excessive blood loss.
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Hemorrhage

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Oral Tradition and Living Knowledge is critical for study in this area. 
Human Anatomy and Physiology, Marieb
Understanding Diagnostic Tests in the Childbearing Year, Frye
Heart and Hands, Davis
Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Herbal for the Childbearing Year, Weed

Related Topics
Placenta
Universal Precautions
Third Stage
Pharmacology for Midwives
Transporting
Suturing
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Hemorrhage Questions

1. What is the expected increase in blood volume during pregnancy? 

2. What amount of blood loss is considered a hemorrhage?

3. How does hemorrhage endanger a woman’s well being?

4. Define DIC.

5. What is the relationship between hemorrhage and DIC? 

6. One cup is equivalent to ______ cc.

7. Define ischemia. 

8. What may result from prolonged ischemia?

9. List the instances that hemorrhage may occur prenatally.

10. Your client phones to report she is bleeding from her vagina. She is 38 
weeks. Is there any difference in the initial management of placenta previa 
and placental abruption?

11. During the intrapartum period what may cause hemorrhage?

12. When may you observe signs of hemorrhage during birth and immediate 
post partum?

13. Besides her placental site, where else can a hemorrhage originate?

14. Explain how you would express clots from a woman’s uterus. 

15. How does a full bladder effect the uterus post partum?

16. What is a trickle bleed?

         Continued... 
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Hemorrhage Questions, continued

17. When would you use Angelica tincture?

18. When would you use Shepherd’s Purse tincture?

19. When would you use Pitocin?  

20. When would you use Methergine? 

21. Describe active management of third stage labor.

22. What is the largest single cause of third stage hemorrhage? 

23. List the reasons that the uterus may not contract enough to control 
bleeding form the placental site. 

24. What are the risks of manual removal of the placenta?

25. What are the risks of receiving a blood transfusion?

26. Define delayed post partum hemorrhage.

27. What are the causes of delayed post partum hemorrhage?

28. What are the signs and symptoms of hypovolemic shock?  

29. Define hemostasis.

30. How can taking alfalfa during the third trimester help a woman avoid 
excessive bloodloss at birth?

Continued... 
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Hemorrhage Questions, continued

Essay Questions
1. Discuss the midwifery concerns regarding prenatal anemia and post 

partum hemorrhage.

2. Identify labor patterns and other factors that may precede hemorrhage.

3. Describe the physiologic processes involved from placental separation to 
hemostasis.

4. What other herbs or homeopathic remedies are you familiar with for use 
with hemorrhage? Give examples of when and how these may be used. 
Cite your sources and indicate whether you’ve seen these in use.

5. Midwives often share stories of how their clients seemed to control their 
own bleeding. What instructions have you gleaned in this manner? What 
have you personally observed?

6. Identify immediate support measures to recover from excessive blood loss.

7. Describe the treatment for shock.

8. What can you recommend in the first days and weeks post partum for a 
woman recovering from excessive bleeding? 

9. Your client has had a fast labor. She pushed a couple of times and her 
baby was born easily. Your glancing assessment is that he weighs about 9 
pounds. Even though her baby’s heart rate was normal and regular during 
second stage, he is not taking his first breath. Your client is worried and 
voices her concern as you give the baby a few ventilations.  Now he is 
crying and turning pink. You are watching her with her baby and realize 
there is a large, expanding puddle of blood under her butt. What do you 
do? 

10. The placenta is now born and bleeding stabilizes. You take another look at 
the baby and step back when you assess he is also stable. A few minutes 
later, you see another puddle forming under her butt. Now what do you 
do? 

11. What things in the above scenario could alert you to a possible 
hemorrhage? Explain why each of these things could contribute to 
excessive bleeding.
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Hemorrhage Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for responding to antepartum bleeding in your 
own practice. Include consult and transport details. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

2. Draft practice guidelines for responding to intrapartum and immediate 
post partum hemorrhage in your own practice. Include use of 
antihemorrhagics, manual maneuvers, use of oxygen and IV therapy, 
consultation and transport details. Submit this draft and include it later in 
your Practice Guidelines projects (in the Charting and Practice Guidelines 
Module.)

3. Draft practice guidelines regarding post partum care for a client who is 
recovering from excessive blood loss in your own practice. Submit this draft 
and include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

Learning Activity
1. Estimate blood loss using “Blood Recipe.” Measure the following amounts: 

1/2 cup, 1 cup, 1 1/2 cups and 2 cups. Pour portions of the “Blood Recipe” 
onto chux pads, observing how it accumulates to the total that you 
measured. (For instance, divide the 1 cup amount into several smaller 
puddles, then consider the amounts together). Observe the quantities as 
they appear on the chux pads and how the quantity may seem different 
than when it is in a container.
Blood Recipe: one quart liquid starch mixed with one or two ounces red 
food coloring.
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Hemorrhage Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

8. Complications
2. General Health care Skills: 

A. Demonstrates Universal Precautions
F. Uses alternate health care practices (non-allopathic treatments) and  modalities

1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

H. Treats for shock by:
1. Recognizing the signs and symptoms of shock, or impending shock
2. Assessing the cause of shock 
3. Assessing the cause of shock and providing treatment for shock by:    

a) Positioning mother flat, legs elevated 12 inches
b) Keeping the mother warm, avoiding overheating
c) Administering/using non-allopathic remedies
d) Encouraging deep, calm, centered breathing
e) Administering oral isotonic/electrolyte fluids
f) Activating emergency medical services
g) Preparing to transport

K. Administers the following pharmacologic (prescriptive) agents:
2. Medical oxygen
3. Methergine
5. Pitocin ®

3. Maternal Health Assessment:
L. Establishes and follows emergency contingency plans for mother and/or newborn

Continued...
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Hemorrhage Skills, continued

E. Assists in placental delivery and responds to blood loss by:
6. Responding to a trickle bleed by: 

a) Assessing the origin of the blood,
 b) responding to uterine bleeding with: 

1) nipple stimulation/breastfeeding, 
2) fundal massage, 
3) assessment of fundal height and uterine size, 
4) non-allopathic treatments, 
5) Administration of medication, 
6) expression of clots, 
7) emptying the bladder, 
8) assessment of vital signs, 

4. Labor, Birth and Immediate Postpartum
E. Assists in placental delivery and responds to blood loss by:

6. Responding to a trickle bleed by: 
c) Responding to vaginal tear and bleeding with: 

1) application of direct pressure on tear, 
2) suturing, 
3) continued assessment of blood color and volume, 
4) non-allopathic treatments 

7. Responding to postpartum hemorrhage with: 
a) fundal massage, 
b) external bimanual compression, 
c) internal bimanual compression, 
d) manual removal of clots, 
e) administration of medication, 
f) non-allopathic treatments, 
g) maternal focus on stopiing the bleeding:tightening the uterus, 
h) administration of oxygen, 
i) administration of IV fluids or appropriate freferral for IV fluids,

 j) treatment for shock, 
k) consulting and/or transferring, 
l) activating emergency backup plan
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Herpes
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the route of herpes transmission.
• Identify a history of herpes while obtaining the health history of clients.
• Identify the symptoms of an initial herpes outbreak.
• Identify the risks to a fetus as a result of an initial herpes outbreak.
• Identify the symptoms and appearance of a herpes lesion.
• Understand how to culture a suspected herpes lesion.
• Identify lab work used to diagnose herpes infection.
• Identify precautions to prevent infection of herpes.
• Identify the risks of herpes in pregnancy.
• Identify the controversy surrounding the management of a labor when the 

woman has an active herpes outbreak.
• Identify the standards of practice in your community regarding screening 

for and responding to active herpes in labor.
• Understand the concept of  asymptomatic viral shedding.
• Identify the standards of practice in your community regarding cervical 

cultures to monitor herpes during pregnancy.
• Identify the options, through informed choice, available to a woman in 

labor who has an active herpes outbreak.
• Identify supportive measures to avoid herpes outbreaks.
• Identify current drug therapies available for the prevention of secondary 

herpes outbreaks during pregnancy.
• Identify herpes risks to newborns and the prevention of infection.
• Identify indications for cesarean section during a herpes outbreak.
• Review informed consent/informed choice.
• Draft practice guidelines for responding to herpes in your own practice.
• Demonstrate screening methods for detecting herpes and appropriate 

monitoring, risk assessment and use of informed consent for clients with a 
history of herpes.
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Herpes

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety.  (the 
exception is Nutrition Almanac which is useful primarily for nutritionall content). 

Understanding Diagnostic Tests in the Childbearing Year, Frye
Holistic Midwifery, Vol. I,  Frye
Varney’s Midwifery
Myles Textbook for Midwives
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Natural  Healing in Gynecology, Nissim
Our Bodies, Ourselves, Boston Women’s Health Book Collective

The Natural Pregnancy Book, Romm
Nutritional Almanac, Kirschmann

Related Topics
STIs and HIV
Health History
Female Sexuality
Cesarean and VBAC
Well Woman Care
Pharmacology for Midwives
Grieving
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Herpes Questions

1. How is the herpes simplex virus spread?

2. What is the significance of hand washing in relation to the spread of 
herpes?

3. Is there any difference in treatment and planning with HSV-1 and HSV-2?

4. Is herpes thought to spread by crossing the placenta?

5. What are the statistics for neonatal herpes infection?

6. Describe the symptoms and appearance of a herpes lesion. 

7. Describe the symptoms of an initial herpes outbreak.

8. What are the risks to a fetus as a result of an initial herpes outbreak?

9. Describe the procedure of collecting a lab specimen for  a herpes culture. 

10. What is the accuracy of herpes cultures? Serology tests?

11. You are reviewing your new client’s health history. She tells you that she has 
a history of genital herpes. What questions do you ask her?

12. If a client’s partner has a history of herpes, how do you advise them? 

13. What advice can you offer clients to prevent recurrent herpes outbreaks? 

14. What is asymptomatic or “silent” viral shedding? 

15. What is the recommended course of action for the midwife attending a 
client during labor if she has a history of recurrent herpes?

16. What is the current drug therapy recommended for suppression of 
recurrent herpes?

         Continued...
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Herpes Questions, continued

17. What are the risks to an infant born to mother during a primary herpes 
outbreak?  

18. What are the risks to infants born to mothers with recurrent herpes, both 
inactive and active at birth?  

19. What are the options, through informed choice, available to a woman with 
an active herpes outbreak who is in labor?   

20. How can you prevent newborns from getting herpes infections from oral 
herpes lesions that their parents may have? 

21. What are the symptoms of neonatal herpes infection?

Essay
1. What is the controversy surrounding the management of a labor in which 

the woman has an active herpes outbreak?

Projects (send completed projects with  the rest of your course work for this module)

1. What is the recent research on herpes? Find an article, read it, send it in. 

2. What are the standards of practice in your community for monitoring 
herpes during pregnancy?

3. Create a client information sheet addressing self care and prevention of 
recurrent herpes outbreaks. Include information regarding Lysine and 
L-arginine foods.

4. Create practice guidelines for herpes in your own practice. Include 
reference to gathering a complete health history, screening, dietary and 
prevention instruction, evaluation in labor, informed consent, and your 
consultation and transport plan. Submit this draft and include it later in your 
Practice Guidelines projects (in the Charting and Practice Guidelines 
Module.)
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Herpes Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

7. Sexually transmitted diseases
2. General Health care Skills: 

A. Demonstrates Universal Precautions
D. Demonstrates the use of instruments and equipment including: 

19. Speculum
F. Uses alternate health care practices (non-allopathic treatments) and modalities

1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments
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Homeopathic Remedies
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Understand the basic concepts of homeopathy.
• Understand the use of basic homeopathic texts.
• Identify the two main remedies for women.
• Review informed consent/informed choice.
• Identify remedies for use in resolving nausea and morning sickness.
• Identify remedies for use in labor support.
• Identify remedies for use in newborn resuscitation.
• Identify remedies for use in engorgement and breastfeeding.
• Create a reference list for use in your own practice.
• Create a referral list for local homeopaths.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Everybody’s Guide to Homeopathic Medicines, Cummings and Ullman
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
The Natural Pregnancy Book, Romm
Acoucher’s Emergency Manual, YinglingUnderstanding 
Understanding Diagnostic Tests in the Childbearing Year, Frye
Heart and Hands, Davis
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Homeopathic Remedies

Related Topics
Birth Bag and Set Up  
Breast Feeding 
Breech and Twins
Cesarean and VBAC 
Charting and Practice Guidelines 
First Stage 
General Pregnancy and Post Partum Ailments 
Hemorrhage 
Herpes 
Hypertension 
Jaundice
Meconium 
Newborn Apnea, Hypoxia and Respiratory Distress 
Nutrition 
Physical and Sexual Abuse 
Post Partum Care  
Post Partum Depression 
Post Dates Management and Post Maturity 
Preterm Labor
Second Stage
Suturing 
Third Stage 
Transporting 
Urinary Tract Infection   

______
NMI Study Group Modules, Third Edition                                                                         179



Homeopathic Remedies Questions

Essay
1. Discuss the history and basic concepts of homeopathy. How prevalent is 

the use of homeopathic medicine globally? In the United States? Do you 
have personal experience with homeopathy? Have you used it in your 
practice?

2. Explain how you utilize informed consent/informed choice during 
discussions or recommendations of the use of homeopathy.

Questions
1. What is the Materia Medica?

2. How is prescribing of homeopathic medicines performed?

3. What are the two main remedies for women?

4. What are the rules about storing and handling homeopathic remedies? 

5. When offering homeopathic support, what instructions do you give 
regarding substances that are known to antidote remedies?  

Projects (send completed projects with  the rest of your course work for this module)

1. Create a reference list of remedies and indications for the following 
applications. This is intended to aid you with a quick reference source for in 
using homeopathy in your own practice. 

Identify the uses of the following remedies for nausea and morning 
sickness:

Sepia
Pulsitilla
Nux Vomica
Ignatia
Phosphorus
Natrum Mur.
Cocculus
Colchicum
Ipecac
Symphoricarpus

            
       Continued...
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Homeopathic Remedies Questions, continued

Identify the uses of the following remedies for labor:
Pulsitilla
Sepia
Caulophyllum
Cimicifuga
Arnica
Chamomilla
Gelsimium
Aconitum

Identify the uses of the following remedies for newborn resuscitation:
Antimonium Tartar
Carbo Veg
Arsenicum
Aconitum
Camphora

Identify the uses of the following remedies for post partum recovery:
Arnica
Staphysagria
Hamemelis
Sepia
Pulsitilla

Identify the uses of the following remedies for mastitis or milk fever 
with engorgement:

Bryonia
Phytolacca
Belladonna

2. Research in your own community and identify places that sell 
    homeopathic remedies, and note which ones they carry. Make a list of 
    the remedies you want to have available for clients. Identify a resource 
    for obtaining those remedies.

3. Make a referral list for clients. List homeopaths in your area. Contact 
    these practitioners and introduce yourself. Ask about resources they may 
     have available and indicate your intention regarding use of 
     homeopathy in your midwifery practice. They may have input or advice 
     to offer.
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Homeopathic Skills

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. If your preceptor does not use homeopathy with clients, use this module as 
an introduction to homeopathy and consider the benefits for your own future 
practice. 

2. General Health care Skills: 
F. Uses alternate health care practices (non-allopathic treatments) and  modalities

1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments
4. Labor, Birth and Immediate Postpartum

B. Evaluates and supports a laboring mother during the first stage of labor by assessing 
a variety of factors

2. Knows a variety of treatments for anterior/swollen lip: 
a) position change, 
b) light pressure or massage to cervical lip, 
c) warm bath, 
d) pushing the lip over the baby’s head while the mother pushes, 
e) deep breathing and relaxation between contractions, 
f) non-allopathic treatments

D. Assesses the condition of, and provides care for the newborn by:
7. Stimulating newborn respiration by: 

a) rubbing up the baby’s spine, 
b) applying percussion massage for wet lungs, 
c) encouraging parental touch and calling newborn’s name, 
d) flicking or rubbing the soles of the baby’s feet, 
e) placiing baby in towel with hot water bottle or heating pad on top, 
f) rubbing skin with blanket, 
g) non-allopathinc treatments 

8. Responding to the need for newborn resuscitation by: 

Continued...
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Homeopathic Skills

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

10. Treating a post-date pregnancy by:     
 a) Stimulating the onset of labor by encouraging: 

1) Sexual/nipple stimulatio, 
2) Assessment of emotional blockage, 
3) Stripping the membranes,
4) Cervical massage,
5) Castor oil induction, 
6) Non-allopathic therapies, 
7) Physical activity

4. Labor, Birth and Immediate Postpartum
B. Evaluates and supports a laboring mother during the first stage of labor by assessing:

3. Posterior, asynclitic positionby encouraging/supporting: 
a) the mother’s choice of positions, 
b) the use of various laboring positions such as: 

1) on side, with top leg up, bottom leg back, 
2) on hands and knees, 
3) knee/chest, 
4) mother pulling up lower segment of uterus during contraction, 
while of hands and knees, 
5) standing, leaning forward with legs spread and knees bent 
(mother supported), 

c) physical activities (pelvic rocking, stair climbing, walking, etc.), 
d) non-allopathic treatments,  
f) rest of relaxation

4.Pendulous bell inhibiting descent by: a)positionin semi-reclining on back, 
b) assisting the position of the uterus over the pelvis

5.Labor progress by providing: 
a) psychological support measures, 
b) nutritional support, 
c) non-allopathic treatments,
d) physical activity, 
e) position change, 
f) perineal massage, 
g) rest,  h)nipple stimulaiton

Continued...
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Homeopathic Skills, continued

C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

1) waiting for the natural urge to push, 
2) encouraging aggressive pushing in emergency situaitons, 
3) allowing the mother to choose the birthing position, 
4) recommending position change as needed, 
5) massaging the perineum, 
6) suppporting the perineum, 
7) encouraging the mother to touch the newborn head during crowning, 
8) assisting in normal spontaneous vaginal birth with hand maneuvers (ritgen 
maneuver) to assist delivery, 
9) providing an appropriate atmosphere for the moment of emergence, 
10) documenting labor and birth

D. Assesses the condition of, and provides care for the newborn by:
8. Responding to the need for newborn resuscitation by:  

a) administering several mouth-to mouth breaths, 
b) applying positive pressure ventilation for 15-30 seconds, 
c) administering oxygen, 
d) consulting, 
e) transporting
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Hypertension
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Define hypertension. 
• Note the current terminology: gestational hypertension has 

also been called PIH (pregnancy induced hypertension.)
• Identify the hypertensive disorders of pregnancy.
• Review Liver module
• Review Pre-eclampsia module.
• Review Placenta module.
• Identify the long term physiologic risks of hypertension.
• Identify the effects of hypertension on fetal growth.
• Identify the role of hypertension in placental insufficiency.
• Identify the links between hypertension to pre-eclampsia, 
• Identify nutritional sources that support normal regulation of blood pressure.
• Describe lifestyle changes and support measures for response to 

gestational hypertension.
• Identify non-allopathic treatments for  of gestational hypertension.
• Identify prenatal lab work useful in the monitoring of hypertension.
• Identify the medical standard of practice in your community for monitoring 

and treating hypertension in pregnancy.
• Draft practice guidelines for responding to hypertension in your own 

practice. 
• Demonstrate your ability to assess and monitor clients’ hypertension.
• Demonstrate appropriate response to clients’ hypertension.
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Hypertension

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Understanding Diagnostic Tests in the Childbearing Year, Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Human Anatomy and Physiology, Marieb
The Natural Pregnancy Book, Romm
Our Bodies, Ourselves, Boston Women’s Health Book Collective

Herbal for the Childbearing Year, Weed
Nutritional Almanac, Kirschmann

Related Topics
Nutrition 
Exercise
Stress
Intrauterine Growth Retardation (IUGR) and Small for dates pregnancy
Placental Insufficiency
Substance Abuse
Liver 
Pre-eclampsia 
Placenta
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Hypertension Questions

1. What defines hypertension?

2. What is considered severe hypertension?

3. Vascular damage may occur at what level of blood pressure?

4. Define chronic or essential hypertension.

5. What are the health risks of prolonged hypertension in a non-pregnant 
woman?

6. How does obesity contribute to long term hypertension?

7. Define MAP, or mean arterial pressure. Give an example. 

8. List the hypertensive disorders of pregnancy.

9. What is the classic triad of pre-eclamptic symptoms? 

10. For severe hypertension, what is the medical course of treatment  during 
pregnancy?

11. What are the risks to the fetus during maternal hypertension?

12. How does hypertension compromise placental function? 

            Continued...
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Hypertension Questions, continued

Essay
1. Describe the screening methods you use to monitor gestational  

hypertension  and rule out pre-eclampsia?

2. In addition to nutritional support, what do you recommend to a woman 
who is tending toward hypertension?

3. What non-allopathic referrals do you recommend when addressing 
gestational hypertension?

Projects (send completed projects with  the rest of your course work for this module)

1. What is the medical standard of practice in your community for monitoring 
and treating hypertension in pregnancy?

2. Create a list of nutritional sources that support normal regulation of blood 
pressure. Format this list as an information sheet to give clients.

3. Draft practice guidelines for responding to hypertension in your own 
practice. Include monitoring and evaluation details, lab work, consultation, 
informed consent, lifestyle and nutrition recommendations. Submit this draft 
and include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

3. Blood pressure cuff
F. Uses alternate health care practices (non-allopathic treatments) and  modalities

1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments
K. Recognizes and responds to potential prenatal complications by: 

1.Identifying pregnancy-induced hypertension
Continued...
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Hypertension Skills, continued

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by 

2. Assessing, educating and counseling for pregnancy-induced hypertension 
with: 

a) nutritional/hydration assessment, 
b) Administration of clacium/magnesium supplement, 
c) stress assessment and management,
d) non-allopathic remedies, 
e) monitor for signs and  symptoms of increased severity, 
f) Assessment for drug abuse, 
g) increased frequency of  maternal assessmnts

3. Identifying preeclampsia 
4. Collaborating and managing preeclamptic mothers
8. Identifying and dealing with pre-term labor with:     

B) Consultation and/or treatment including: 
1) Increase of fluids, 
2) Non-allopathic remedies,  
3) Discussion of the mother’s fears, 
4) Food to be eaten at least every two hours, 
5) consumption of alcoholic beverage, 
6) Evaluation of urinary tract infection, 
7) Evaluation of maternal infection 
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Jaundice

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Understand how to identify jaundice in a newborn.
• Review Liver module.
• Identify hemolytic and nonhemolytic jaundice types.
• Understand the causes of normal physiologic jaundice.
• Identify jaundice caused by Rh incompatibility.
• Identify jaundice caused by ABO incompatibility.
• Examine the nature of bilirubin.
• Identify screening mechanisms for jaundice.
• Identify how to monitor for increasing levels of jaundice, including danger 

signs. 
• Define kernicterus.
• Identify current medical standards of practice for response to neonatal 

jaundice.
• Identify support measures for recovery from jaundice.
• Consider the effects of delayed cord clamping.
• Draft practice guidelines for responding to neonatal jaundice in your own 

practice.
• Demonstrate evaluation of jaundice, and respond appropriately.

______
NMI Study Group Modules, Third Edition                                                                         192



Jaundice

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Understanding Diagnostic Tests in the Childbearing Year, Frye
Human Anatomy and Physiology, Marieb
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Varney’s Midwifery
Myles Textbook for Midwives
Breastfeeding: A Guide for the Medical Professional, Lawrence & Lawrence 
Naturally Healthy Babies and Children, Romm
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
Herbal for the Childbearing Year, Weed

Related Topics
Prenatal Lab Work
Rh negative mothers and Rhogam
Transfusions
Liver
Post Partum Care
Breast feeding
Charting
Informed Consent
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Jaundice Questions

1. What is an erythrocyte?

2. Define hemolysis. 

3. Explain the various causes of hemolysis.

4. What is the connection between hemolysis and jaundice?

5. Which forms of jaundice are hemolytic?

6. Which forms of jaundice are nonhemolytic?

7. What is the effect of bilirubin on tissue cells?

8. What is another name for hemolytic disease of the newborn?  

9. Where does bilirubin come from? 

10. How does bilirubin leave the body? 

11. Where does bilirubin deposit in the body?

12. Define kernicterus. 

13. Are we able to predict which infants are at risk for kernicterus?

14. What factors seem to be related to the susceptibility of an infant to 
kernicterus?

15. What is the survival rate for kernicterus?

16. What is the cause of newborn physiologic jaundice?

                   Continued...
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Jaundice Questions, continued

17. When does physiologic jaundice normally appear?

18. Approximately how many newborns become visibly jaundiced?

19. What instructions would you give to the parents of a baby showing signs of  
jaundice on the second day post partum?

20. What are the most important things to monitor to determine the baby’s well 
being?

21. What are the danger signs associated with high bilirubin?

22. Where on the baby’s body does jaundice first appear?

23. Describe the  visible progression of jaundice on the baby’s body.

24. List some herbal or homeopathic remedies for non-pathological jaundice.

25. There is a higher risk of jaundice if the mother’s blood type is ____ .

26. There is a higher risk of jaundice if the mother’s blood factor is ____ .

27. When is collection of a cord blood sample indicated? 

28. Why might a preterm or early baby have more jaundice than a full term 
baby?

29. Your client is Rh negative. She refused prenatal Rhogam and had normal 
antibody screens in her second and third trimesters.  Yesterday she gave 
birth to a vigorous baby girl. You sent a cord blood sample to the lab 
because the mother is Rh negative and you wanted to be able to inform 
her if post partum Rhogam is indicated. 
You are now holding the lab results:

Blood type A
Factor neg
Coombs pos

Does your client need to receive Rhogam?
        Continued..
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Jaundice Questions, continued

30. Given this scenario, what is the likely explanation for the Coombs pos?   

31. Given this scenario, what is your response?

32. Given this scenario, what is your professional responsibility regarding 
contact with the baby’s pediatrician?

33. What is the appropriate follow up for this scenario?

34. If a baby is born with jaundice, what are the possible causes?

35. Describe how you initiate treatment for a baby born with jaundice.

36. How does severe anemia impact the baby’s iron stores?

Essay
1. Describe breastmilk jaundice and the controversy surrounding its 

treatment.

2. Describe the controversy over the timing of cutting the umbilical cord at 
birth. What is your personal opinion or observation? Can you cite any 
studies on either side of this discussion?

3. Describe the use of exchange transfusion in the treatment of 
hyperbilirubinemia, and the associated statistics that introduce some 
controversy.

4. What is the standard of practice in your local community for monitoring 
newborn jaundice levels ?

5. What precautions must be followed when babies are treated with 
phototherapy?         

         Continued...
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Jaundice Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. How do pediatricians in your community provide phototherapy for infants 
who need it? Are parents given the option for phototherapy at home? 
How is the phototherapy equipment provided for home use? Do options 
vary among local doctors?

2. Draft practice guidelines for responding to newborn jaundice in your own 
practice. Include reference to collection of cord blood, your consultation 
plan, post partum care and instructions for parents. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
G. Refers to alternate health care practitioners for non-allopathic treatments
K. Administers the following pharmacologic (prescriptive) agents:

6. RhoGam
5. Postpartum D. Assessses for, and treats jaundice by:

1. Administering non-allopathic treatments to nursing mother 
2. Administering non-allopathic treatments to baby 
3. Encouraging mother to breastfeed every two hours 
4. Exposing front and back of newborn to sunlight through window glass 
5. Assessing baby for lethargy,    
6. Consulting or referring

7. Well-Baby Care
B. Assesses the general health and appearance of baby including:

1. Temperature, 
2. Heart rate, rhythm and regularity, 
3. Respirations, 
4. Weight, 
5. Length,  
6. Measurement of circumference of head, 
7. Neuro-musclar response,
8. Level of alertness,  
9. Wake/sleep cycles, 
10. Feeding patterns, 
11. Urination and stool for frequency, quality and color, 
12. Appearance of skin, 
13. Jaundice, 
14. Condition of cord
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Life Science

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Understand the composition of matter.
• Review the concepts of kinetic and potential energy.
• Understand how matter is combined.
• Define types of mixtures.
• Identify the difference between mixtures and compounds.
• Identify types of chemical bonds and chemical reactions.
• Differentiate between organic and inorganic compounds.
• Identify the types of organic compounds found in living tissue and their 

physiologic activities.
• Identify basic cell structure and function.
• Identify modes of membrane transport.
• Understand the actions and properties of DNA and RNA.
• Identify the stages of cellular duplication and division.
• Understand the organization of cells into tissue.
• Identify basic types of tissue.
• Review Fertility and Conception module
• Review Embryology and Fetal Development module
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Life Science

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, Frye
Human Anatomy and Physiology, Marieb
Taber’s Cyclopedic Medical Dictionary

Related Topics
Genetics
Fertility and Conception
Embryology and Fetal Development
Organ Systems Functions
PAP smears
Breast Exams
Hypoxia
Ketone Acidosis
Pharmacology for Midwives
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Life Science Questions
1. What is matter? 

2. What is the difference between kinetic and potential energy?

3. List and briefly define the forms of kinetic and potential energy. 

4. Describe what an element is.  

5. List the four most common elements found in the human body.  

6. How many elements are found in the  human body?   

7. What is the make up of an atom?  

8. Is the nucleus of an atom positively or negatively charged?  

9. Does an atom have the same number of protons and electrons?  

10. If that is true, does and atom have an overall positive, negative or neutral 
charge? 

11. What makes up the greatest volume within an atom?  

12. What three pieces of information give us a complete profile of any 
element?  

13. Where can this information be found? 

14. Describe the following:  
atomic number
mass number
atomic weight
isotopes
radioisotopes

Continued...
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Life Science Questions, continued

15. What is the combination of two or more atoms called?  

16. What does O2 indicate?  

17. Give an example of a compound molecule.  

18. What is a mixture? 

19. List and briefly define the three types of mixtures.  

20. What is the difference between mixtures and compounds?

21. Name the types of chemical bonds. 

22. What is the difference between an electron shell and a valence shell?  

23. Describe how an atom with seven electrons in it’s covalent shell might be 
attracted to an atom with one electron in it’s covalent shell. 

24. What kind of ions would be formed if the covalent shell with seven 
electrons acquired the single electron in the other covalent shell? 

25. What are ionic bonds commonly called?  

26. Two atoms may share electrons to form a more stable compound or 
molecule. What are these three bond types?  

27. Water beading on your shower curtain is an example of what kind of 
bond?

28. Define ‘chemical reaction’.  

       Continued...
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Life Science Questions, continued

29. Give at least one example of the following chemical reactions:
synthesis
decomposition
exchange

30. Describe ‘organic compounds’. 

31. Is water an organic compound?

32. Salts are ionic compounds, also known as electrolytes. What important 
function do these electrolytes perform in the body?  

33. What increases acidity?  

34. What corrects an increase in acidity?  

35. What does pH measure?  

36. If the bases are more abundant than the protons in a solution, what end of 
the pH spectrum will the solution tend toward?  

37. How many more hydrogen ions does it take to increase the acidity one full 
number value (from 4 to 5, or 6 to 7)?

38. What is the normal pH of blood in the body?  

39. Name some compounds that contain carbon but are considered 
inorganic compounds.  

40. List the categories of organic compounds found in living tissue.  

41. What are carbohydrates? Describe their elemental content.

42. What are lipids? Describe their elemental content.
     
       Continued...
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Life Science Questions, continued

43. What is the elemental content of protein?

44. Describe the following forms and give examples of the correlating 
functions that proteins make in living organisms.
peptide bond
alpha helix  
beta pleated sheet
tertiary structure
quaternary structure
fibrous proteins
functional proteins

45. Describe protein denaturation.

46. What role does protein denaturation play in hypoxia?

47. Define enzyme.

48. How many nucleotide bases are there?

49. Describe the structural  form of DNA.

50. What are the two functions of DNA?

51. What is ATP?

52. What are the three basic parts of a cell?

53. What are organelles and where are they found? 

54. Define simple diffusion.

55. What is facilitated diffusion?
    

       Continued...
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Life Science Questions, continued

56. Describe the process of osmosis. 

57. How does active transport move molecules against the concentration 
gradient? 

58. Where is most of the cells’ ATP produced? 

59. Which are the only cells in the body that have no nucleus in their mature 
state?   

60. What are the three parts of a nucleus?  

61. Do all cells in the body replicate themselves at the same rate?  

62. What takes place during the interphase of a cell’s life?

63. Describe how DNA replicates. 

64. Name the 2 stages of cell division with a brief explanation of what is 
occurring in each.  

65. The cells of the body make up four basic types of tissue. Name them.

66. Where does connective tissue originate?   

67. Name the types of muscle tissue.  

68. What type of muscle makes up the uterus?  

69. What are the nervous tissue cells called?  
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Liver

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review Embryology and Fetal Development module.
• Review Digestion module.
• Understand the basic anatomy and physiology of the liver.
• Identify the role of cholesterol in the body.
• Identify glycogenesis, glycogenolysis and gluconeogenesis.
• Identify the Krebs cycle.
• Understand the interactions between the liver and gall bladder and the 

liver and pancreas.
• Identify herbal and nutritional support for the liver.
• Identify specific health history and lifestyle details that can prompt you, as a 

midwife, to encourage a client to support her liver during pregnancy.
• Understand the role the liver plays in pre-eclampsia.
• Identify the blood tests in a standard liver panel.
• Review Pre-eclampsia module.
• Describe intrahepatic cholestasis.
• Review Fetal/Newborn Circulation module.
• Identify the changes in the baby’s liver at birth and the links to neonatal 

jaundice.
• Review newborn exam and details of abdominal palpation.
• Review Jaundice module.
• Review Substance Abuse module.
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Liver
Study Sources

The following texts are recommended for completion of this module. Use 
them to cross reference and build a more comprehensive understanding. 

Using key words from the Learning Objectives, search the index. Read 
those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety.  (the 
exception is Nutrition Almanac which is useful primarily for digestive physiology 
and nutrition content). 

Nutritional Almanac, Kirschmann
Human Anatomy and Physiology, Marieb
Myles Textbook for Midwives
Holistic Midwifery, Vol. I,  Frye
Understanding Diagnostic Tests in the Childbearing Year, Frye
Birth Emergency Skills Training, Gruenberg
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Herbal for the Childbearing Year, Weed
The Natural Pregnancy Book, Romm

Related Topics
Digestion module
Physical Assessment 
Pre-eclampsia 
Jaundice 
Hepatitis
Drug and alcohol use/abuse
Nutrition module
Embryology and Fetal Development
Fetal/Newborn Circulation
Digestion
Charting
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Liver Questions

1. Describe the location of the liver in the human body.

2. What does the liver do?

3. Describe a liver lobule.

4. What is another name for a liver lobule? 

5. What is a portal triad? Where are portal triads found?

6. How much bile does the liver produce daily?

7. Where in the liver is bile produced? 

8. What is the content of bile?

9. How much of the cholesterol in our bodies is derived directly from diet? 

10. What functions does cholesterol provide?  

11. What determines whether a lipoprotein is a LDL or a HDL? 

12. What effect does a diet high in saturated fat have on the liver’s 
management of cholesterol?

13. What does glycogen do?

14. How does the liver promote glycogenolysis?

15. What does the liver do during gluconeogenesis?

16. Briefly describe the Krebs cycle.

        Continued...
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Liver Questions, continued

17. Where does the Krebs cycle occur?

18. How is urea produced in the liver? 

19. What herb is contra-indicated for the liver in pregnancy?

20. What main herb is beneficial to the liver? 

21. What recommendations do you make to clients regarding the use of 
herbal support for liver function in pregnancy? Be specific.

22. Your client has a history of heavy drinking. She has never had jaundice or 
hepatitis. Is she a candidate for liver support in pregnancy?

23. In addition to herbal support, what nutritional foods aid the liver’s function? 

24. What foods or substances irritate the liver?

25. Define hepatomegaly.

26. What is hepatitis?

27. List the causes of hepatitis. 

28. What are the types of infectious hepatitis, and how is each spread?

29. What are the symptoms of hepatitis?

30. What is cirrhosis of the liver?

31. List the possible causes of cirrhosis. 

32. What is the significant difference between the fetal liver and the newborn’s 
liver?

        
         Continued...
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Liver Questions, continued

33. What does the liver have to do with jaundice?

34. Describe the steps used to physically assess pain in the liver region.

35. What are the symptoms of gall stones?

36. What lab work may be done to assess liver function?

37. What is intrahepatic cholestasis?

Projects (send completed projects with  the rest of your course work for this module)

1. Create a nutritional information sheet for providing clients with a reference 
to use in self care through nutrition in pregnancy. 

Poetic License
Doc Homer sat down opposite me. He clenched and unclenched his left 

hand, then spread it flat on the table and examined it abstractly, as if it were a 
patient...  “Why do you suppose the poets talk about hearts,” he asked me 
suddenly. “When they discuss emotional damage? The tissue of hearts is tough as 
a shoe. Did you ever sew up a heart?”

I shook my head. “No, but I’ve watched. I know what you mean.” The walls 
of a heart are thick and strong, and the surgeons use heavy needles. It takes a 
good bit if strength, but it pulls together neatly. As much as anything it’s like 
binding a book. 

“The seat of human emotion should be the liver,” Doc Homer said. “That 
would be an appropriate metaphor: we don’t hold love in our hearts, we hold it in 
our livers.”

I understand exactly. Once in ER I saw a woman who’d been stabbed 
everywhere, most severely in the liver. It’s an organ with the consistency of layer 
upon layer of wet Kleenex. Every attempt at repair just opens new holes that tear 
and bleed. You try to close the wound with fresh wounds, and you try and you try 
and you don’t give up until there’s nothing left.”

an excerpt from   Animal Dreams  by Barbara Kingsolver. 
This is a good story about a father-daughter relationship, family dynamics, 
loss and love between sisters. Worth reading in its entirety!
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Liver, continued

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

1.Identifying pregnancy-induced hypertension
2. Assessing, educating and counseling for pregnangy-induced hypertension 
with:     

a) Nutrition/hydration assessment, 
b) Administration of calcium/magnesium supplement     
c) Stress assessment and management, 
d) Non-allopathic remedies,
e) monitor for signs and  symptoms of increased severity, 
f) Assessment for drug abuse, 
g) increased frequency of maternal assessmnts

3. Identifying preeclampsia 
4. Collaborating and managing preeclamptic mothers

4. Labor, Birth and Immediate Postpartum
F. Assesses the condition of, and provides care for the newborn immediately 

  after the birth by:
7. Performing a newborn examination 

a) newborn general appearance, 
k) the abdomen for: 

1) enlarged organs, 
2) masses, 
3) hernias, 
4) bowel sounds,
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Meconium
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Understand what meconium is.
• Understand how meconium gets into the amniotic fluid.
• Understand the distinctions between thin, moderate, thick and particulate 

meconium.
• Understand the link between meconium and fetal distress.
• Understand the link between meconium and post dates babies.
• Review Newborn Apnea/Hypoxia/Respiratory Distress Syndrome module.
• Understand the risk of meconium aspiration neonatal pneumonia.
• Identify meconium aspiration syndrome.
• Identify methods of reducing the risk of meconium aspiration.
• Identify the medical treatment for meconium aspiration syndrome.
• Identify and define PPHN.
• Identify you local hospitals’ protocol regarding meconium and the 

newborn care period.
• Practice using a DeLee suction device.
• Review universal precautions.
• Review the concepts of informed consent/informed choice.
• Review Homeopathy module.
• Identify the expected timing of passage of meconium post partum.
• Identify meconium ileus.
• Identify diapering support measures for newborn meconium cleanup. 
• Draft practice guidelines for responding to meconium aspiration risk in your 

own practice.
• Demonstrate your ability to respond to meconium in the context of your 

preceptor’s practice.
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Meconium

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Varney’s Midwifery
Myles Textbook for Midwives
Holistic Midwifery, Vol. II, III (when available), Frye
Birth Emergency Skills Training, Gruenberg
Human Anatomy and Physiology, Marieb
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz

Related Topics
Newborn Apnea/Hypoxia/Respiratory Distress Syndrome
Breech
informed Consent/Informed Choice
Rupture of Membranes
Gestational Age
Fetal Heart Rate Patterns
Fetal Distress
Homeopathy 
Breastfeeding
Post Partum Care
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Meconium Questions

1. Where does meconium originate?

2. Does meconium contain e. coli? 

3. What is the incidence of visible meconium during labor and birth? 

4. Define meconium aspiration syndrome.

5. What is the incidence rate of meconium aspiration syndrome?

6. What is the medical treatment for meconium aspiration syndrome?

7. Describe the symptoms of meconium aspiration in a newborn.

8. Why does meconium cause neonatal pneumonia? 

9. What does the acronym PPHN represent? Define it.

10. Why does fetal hypoxia increase the risk of meconium aspiration?

11. What do you need to determine when you see meconium? 

12. Which babies are especially at risk for passing meconium into their amniotic 
fluid? 

13. What is terminal meconium?

14. What homeopathic remedy is well suited for a baby with meconium stained 
fluid?

15. What does the DeLee suction device allow you to do? 

16. When using a DeLee suction, do you first suction the nose or mouth? 

         Continued... 
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Meconium Questions, continued

17. There is thick meconium when your client’s water breaks; she is about 5 cm 
dilated. Fetal heart rates have been normal and continue to be normal 
after the water breaks. What is your response? 

18. Your client has been pushing for  an hour and 45 minutes. As the baby’s 
head passes under the pubic bone, her water bag breaks and there is 
moderate meconium. It is greenish fluid but no particulate matter can be 
seen. Describe what you do now.

19. It’s later that same week. Another client calls to tell you her water broke. 
She thinks it’s sort of clear, but there are some dark brown clumpy parts, 
too. What do you do?

20. Your client is having her fourth baby. Her water breaks and she calls you 
right away. You arrive at her  house and her partner tells you,”There’s this 
muddy stuff coming out now.” You walk into the bedroom and you see 
thick black meconium coming out of your client’s vagina. What might you 
suspect?

21. What does pea-soup meconium look like?  

22. Define meconium ileus. 

23. What are the symptoms of meconium ileus?

24. What may the presence of meconium ileus also indicate in a newborn?

25. When do newborns normally pass meconium? 

26. How do you instruct parents to clean meconium off their newborn’s skin?

            
         Continued...
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Meconium Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Practice using a DeLee suction device by drawing water out of a glass. 
A student recommended: Once you do this with plain water, stir in a little 
yogurt to thicken and try suctioning again. What did you experience with 
this exercise?

2. What is available on the market for suctioning babies and maintaining 
universal precautions?

3. What is the current medical standard for response to meconium at birth?

4. Research the protocols of your local hospitals regarding meconium and 
the newborn care period. Specify the protocol for meconium during labor, 
birth, and routine care practices. Are babies routinely kept in the nursery for 
observation? 

5. Draft practice guidelines for responding to meconium in your own 
practice. Include reference to labor and birth, informed consent, 
suctioning, and your transport plan. Submit this draft and include it later in 
your Practice Guidelines projects (in the Charting and Practice Guidelines 
Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

Continued...
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Meconium Skills continued

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 

1. Midwifery Counseling, Education and Communication: 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

6. Situations requiring an immediate call to the midwife
8. Complications

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

4. Bulb syringe
7. DeLee ® (or other tube/mouth suction device)
12. Infant airway

E. Demonstrates the ability to recognize and respond to labor and birth complications 
such as:

1. Abnormal fetal heart tones and patterns
4. Labor, Birth and Immediate Postpartum

C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth 
complications such as:

b) Cord prolapse by: 
 1) changing maternal position to: 

a) knee-chest, 
b)Trendelenberg, 

2) activating emergency medical services/medical backup plan, 
3) applying counter-pressure to the presenting part, 
4) placing cord back into vagina,
5) kepping the presenting cord warm, moist and protected, 
6) monitoring FHT and cord for pulsation,
7) increasing mother’s oxygen supply, 
8) facilitating immediate delivery, if birth is imminent, 
9) preparing to resuscitate the newborn

Continued...
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Meconium Questions, continued

d) Management of meconium stained fluids by: 
1) eliciting the mother’s cooperation to deliver head quickly, 
2) instructing the mother to stop pushing, 
3) wiping out the inside of the baby’s mouth, 
4) clearing the airway with suction of mouth and nose, 
5) preparing to resuscitate the baby
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Newborn Apnea/Hypoxia/Respiratory Distress Syndrome

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review Fetal Heart Rate Patterns module and identify indications of 
hypoxia.

• Understand the baby’s physiological attempts to survive a hypoxic 
episode.

• Differentiate between primary and secondary apnea.
• Understand the use of a fetal scalp blood sample in determining blood pH.
• Identify the risk factors for RDS.
• Identify the symptoms of RDS.
• Understand the available therapy for treating RDS.
• Review the role of surfactant in newborn lung function.
• Review Meconium module and meconium aspiration.
• Define transient tachypnea of the newborn.
• Understand the appropriate application of oxygen therapy in treating 

newborn apnea and respiratory distress.
• Review of CPR techniques and their application for newborn apnea.
• Identify homeopathic remedies for treating newly born infants in crisis.
• Identify possible iatragenic effects of ventilations and CPR.
• Demonstrate competent application of resuscitation ventilations.
• Demonstrate competent application of CPR for infants and adults.
• Draft practice guidelines for newborn resuscitation in your own practice.

______
NMI Study Group Modules, Third Edition                                                                         220



Newborn Apnea/Hypoxia/Respiratory Distress Syndrome

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 
Varney’s Midwifery
Myles Textbook for Midwives
Human Anatomy and Physiology, Marieb  
Human Labor and Birth, Oxorne, Foote
Birth Emergency Skills Training, Gruenberg
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neal, Hernandez

Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
Neonatal Resuscitation or  CPR  instruction book used in training sessions

Related Topics For Further Study
Study Group Modules:

Fetal heart rate patterns
Fetal / newborn circulation
Meconium
Transporting
Stillbirth 

Additional Areas of Focus:
CPR
Neonatal resuscitation
Oxygen use at birth
Ischemia
Brain damage
Prematurity
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Newborn Apnea/Hypoxia/Respiratory Distress Syndrome

1. What is the estimated number of infants who will need some form of 
resuscitation?

2. List the possible causes of fetal hypoxia.

3. How does the baby’s body conserve oxygen when faced with an episode 
of oxygen deprivation?

4. What three systems are most critically interrelated during a hypoxic 
episode and the immediate aftermath?

5. List some possible long term effects from a hypoxic episode.

6. Describe primary apnea.

7. Describe secondary apnea.

8. What is another name for respiratory distress syndrome?

9. What is the difference between respiratory distress and respiratory distress 
syndrome?

10. What are the symptoms of respiratory distress? 

11. List the possible causes of respiratory distress.

12. List the risks factors for RDS.  

13. In the case of prematurity, what can be done to avoid RDS? 

14. List the symptoms of RDS. 

Continued...
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Newborn Apnea/Hypoxia/Respiratory Distress  Questions, cont’d

15. What is the appropriate treatment for respiratory distress syndrome? 
     

16. What are the ABC’s of resuscitation? 

17. Describe how you can give blow-by or free-flow oxygen.

18. What does the abbreviation PPV represent?

19. What is the ratio and rate of ventilations to compressions for a newborn? 

20. What assessment is made to determine that PPV are necessary?

21. In addition to assessing need for intervention, what two actions must be 
completed as preparation to performing PPV? 

22. When giving PPV, what indicates the ventilations are correct and 
complete?

23. What does an ambu-bag and oxygen tank accomplish that mouth to 
mouth does not?

24. When using an ambu-bag, at what rate of flow do you set the oxygen flow 
meter? 

25. What newborn heart rate signals the need for chest compressions to 
begin? 

26. What must you provide to maintain correct head position and open airway 
while performing compressions?

27. What three vital signs do you monitor to evaluate and determine your next 
move?

28. List the possible iatragenic complications of providing ventilations and CPR.

Continued...
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Newborn Apnea/Hypoxia/Respiratory Distress  Questions, cont’d

29. Describe what happens in the development of pneumothorax.

30. When would you summon EMS?
               

31. Describe the fetal scalp blood sample drawing procedure.

32. How is the fetal scalp blood sample used to determine blood pH? 

33. What is considered acceptable fetal blood pH? 

34. List indications for use of the following homeopathic remedies in newborn 
resuscitation:
Carbo Veg
Camphora
Antimonium Tartar
Aconitum

35. Describe the relationship of maintaining a baby’s body temperature and 
cardiopulmonary function.

36. Why are babies born to insulin dependent mothers at risk for respiratory 
distress syndrome?

37. Why are SGA babies thought to be at less risk that AGA babies for 
respiratory distress?

38. Define transient tachypnea of the newborn.

39. What is the oxygen content of room air? 

40. What is the oxygen content of air passed during mouth to mouth 
resuscitation?

Continued...
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Newborn Apnea/Hypoxia/Respiratory Distress  Questions, cont’d

Projects (send completed projects with  the rest of your course work for this module)

1. Complete a class in adult and infant CPR, or adult CPR and Neonatal 
Resuscitation, and get certified. Copy both sides of your certification card 
and send with your course work.

2. Draft practice guidelines for newborn resuscitation in your own practice. 
Include reference to your assistant’s qualifications and your transport plan. 
Submit this draft and include it later in your Practice Guidelines projects (in 
the Charting and Practice Guidelines Module.)

                     
Skills 

Following are excerpts from the NMI forms for assessment of midwifery skills, 
which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

2. Bag and mask resuscitator
7. DeLee ® (or other tube/mouth suction device)
12. Infant airway

E. Is trained in adult/infant CPR/neonatal resuscitation (required for completion of 
program)
F. Uses alternate health care practices (non-allopathic treatments) and  modalities

1. Herbs 2. Hydrotherapy (baths, compresses, showers, etc.)
I. Administers Oxygen
K. Administers the following pharmacologic (prescriptive) agents:

2. Medical oxygen
L. Establishes and follows emergency contingency plans for mother and/or newborn

4. Labor, Birth and Immediate Postpartum
C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth  
complications such as: 

c)Variations in presentation such as: 
1) breech presentation
3) nuchal cord presentation 

a) looping a finger under the cord and sliding it over the 
newborn’s face, 

b) looping finger under the cord, sliding it over the shoulder, 
c) clamping the cord in two places, cutting the cord 

between the two clamps, 
d) preparing to resuscutate the baby

Continued...
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Newborn Apnea/Hypoxia/Respiratory Distress  Skills, cont’d

4) Face and brow presentation: 
a) preparing for imminent birth by: 

i) preparing resuscitation equipment, 
ii) preparing treatment for newborn bruising and 

swelling,
iii) administering Arnica, 
iv) positioning the mother in a squat, 
v) performing an episiotomy of needed, 
vi) preparing for potential eye injury

5) Multiple birth presentation and delivery
6) Shoulder dystocia: 

a) repositioning shoulder to oblique diameter, 
b) repositioning the mother to:

i)hands and knees (Gaskin maneuver, 
ii)McRobert’s position, 
iii)end of bed, 
iv)squat, 

c) flexing the shoulders of the newborn, then 
corkscrewing, 

d) extracting posterior arm, 
e) applying supra-pubic pressure, 
f) applying gentle traction while encouraging pushing, 
g) sweeping arm across newborn’s face
h) performing and episiotomy to allow the midwife to insert 

hand,
 i) perfoming pelvic press, 
j) fracturing the newborn’s clavical

d) Management of meconium stained fluids by: 
1) eliciting the mother’s cooperation to deliver head quickly, 
2) instructing the mother to stop pushing, 
3) wiping out the inside of the baby’s mouth, 
4) clearing the airway with suction of mouth and nose, 
5) preparing to resuscitate the baby

D. Assesses the condition of, and provides care for the newborn by:
1 Keeping baby warm, 
2 Making initial newborn assessment
4. Performing routine suctioning 
5. Keepng mother and baby together 
6. Monitoring respiratory and cardiac function by assessing:a)the symmetry of the chest,  

b) the sound and rate of heart tones and respirations, 
c) nasal flaring, 
d) grunting, 
e) retractions,  
f) circumoral cyanosis, 
g) central cyanosis (check color)

7. Stimulating newborn respiration by: 
a) rubbing up the baby’s spine, 
b) applying percussion massage for wet lungs, 
c) encouraging parental touch and calling newborn’s name, 
d) flicking or rubbing the soles of the baby’s feet, 
e) placiing baby in towel with hot water bottle or heating pad on top, 
f) rubbing skin with blanket, 
g) non-allopathinc treatments 

Continued...
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Newborn Apnea/Hypoxia/Respiratory Distress  Skills, cont’d

8. Responding to the need for newborn resuscitation by: 
a) administering several mouth-to mouth breaths, 
b) applying positive pressure ventilation for 15-30 seconds, 
c) administering oxygen, 
d) consulting, 
e) transporting

E. Demonstrates the ability to recognize and respond to labor and birth complications 
such as:

1. Abnormal fetal heart tones and patterns
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Nutrition

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Understand how foods nourish the body.
• Define kilocalorie.
• Identify the six nutrients necessary in the diet.
• Identify the eight essential amino acids.
• Identify nutritional sources of proteins, fats and carbohydrates.
• Identify the critical differences between unsaturated fat, saturated fat, and 

trans-fats.
• Identify daily dietary requirements of proteins, fats and carbohydrates.
• Identify the guidelines for combining foods for complete protein.
• Identify fat soluble vitamins and the daily intake limits of each.
• Establish a basic understanding of a variety of nutritional systems or eating 

habits: lacto-ovo vegetarian, vegan vegetarian, macrobiotic, ethnic 
foods, whole foods, organic foods, meat and processed foods.

• Identify the importance of B-12 in the vegan diet.
• Understand how stress  blocks the absorption of nutrients from the diet.
• Identify how some nutrients compete for binding sites and physiologic 

utilization.
• Demonstrate your understanding of a nutritional diet.
• Identify when vitamin supplements are appropriate.
• Identify the social services available in your area to provide food to 

pregnant and breastfeeding women.
• Draft practice guidelines for nutritional counseling with your own clients.
• Create nutritional reference sheets for client use.
• Demonstrate appropriate dietary counseling for clients within the context 

of your preceptor’s practice.
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Nutrition

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety.  (the 
exception is Nutrition Almanac which is useful primarily for digestive physiology 
and nutrition content). 

Nutritional Almanac, Kirschmann
Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Human Anatomy and Physiology, Marieb
The Natural Pregnancy Book, Romm
Our Bodies, Ourselves, Boston Women’s Health Book Collective

Breastfeeding: A Guide for the Medical Professional, Lawrence & Lawrence 

Related Topics
Anemia
Digestion
Liver
Fetal growth patterns
Maternal weight gain
Pregnancy ailments
Post partum depression
Perineal healing
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Nutrition Questions

1. What is a kilocalorie?

2. List the six nutrients required in every diet.

3. What three functions do these six nutrients achieve?

4. What are enzymes and what do they do?

5. What is a positive nitrogen balance?

6. Name the fat-soluble vitamins.

7. How are fat-soluble vitamins measured?

8. What does  ‘fat-soluble’ mean? 

9. What must you be aware of with fat soluble vitamins?

10. What non-food source provides the body with vitamin D?

11. What do B vitamins accomplish in the body?

12. Describe the necessary content of a B-Complex vitamin supplement.

13. What food sources contain vitamin B-12? 

14. What does vitamin C accomplish in the body?

15. How long is vitamin C stored in the body?

16. What does vitamin K accomplish in the body?

17. What do minerals accomplish in the body?

                          Continued...
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Nutrition Questions, continued

18. What are the macrominerals?

19. How are macrominerals measured?

20. What other group of minerals is utilized by the body and needed from the 
diet? How are they measured?

21. How much calcium does a pregnant woman need in her diet?       

22. How much magnesium does a pregnant woman need in her diet?  

23. How much phosphorous does a pregnant woman need in her diet?

24. How much iron does a pregnant woman need in her diet?

25. How much protein does a pregnant woman need in her diet?

26. Where does iron exist in the body?

27. What must accompany iron for it to achieve its tasks?

28. What does iron accomplish in the body? 

29. What is the difference between saturated and unsaturated fats?

30. Give healthy guidelines for the consumption of cooking oils and fats.

31. List the essential amino acids.  

32. What is the necessary content of a complete protein?         

                              Continued...
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Nutrition Questions, continued

33. What could be added to the following to create a complete protein?
corn wheat  
rice lentils 
pinto beans green beans  
soybeans 

34. What effect does stress have on the absorption of nutrition from the foods 
eaten?

35. What do lacto-ovo vegetarians eat?

36. What do vegan vegetarians eat?

37. List the dietary practices that do not include the eating of pork.

38. What does a craving for sugary foods often indicate?  

39. What is “pica”?

40. What does pica indicate?

Essay
1. How do you decide if your client is getting enough protein? Calories?

2. How do you assess  whether your client is a candidate for prenatal 
vitamins?

3. Your client has been very moody, cranky and tearful. When she brings her 
diet journal, she also tells you that 5 years ago she took a vegetarian vow 
at her temple. The vow prohibits her from eating meat of any kind, garlic 
and onions. As you review her diet together, you notice that she has fruit 
juice several times a day, cereal in the morning, cookies in the afternoon 
and ice cream before bed. She eats a light lunch, usually a salad with 
saltine crackers. Her dinner includes some green vegetables but mostly 
potatoes or pasta which are both covered with cheese. What is your 
advice to her?

4. What is a macrobiotic diet?
                          Continued...
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Nutrition Questions, continued

5. Discuss the benefits of eating whole foods. Give some examples of a whole 
foods diet.

6. Discuss the nutritional benefits of organic foods.

Projects (send completed projects with  the rest of your course work for this module)

1. Nutrition Chart for Clients
Create a practical list or chart for reference showing the nutritional needs 
during pregnancy and breastfeeding, and foods in which they are most 
abundant. Include a few details of the benefits of each nutrient.

2. Self  Awareness projects
Keep a diet journal for yourself for one week. 
a. What changes can you make to improve your own nutrition?
b. Did you notice an increased awareness of what you were eating (and  

possibly why you were eating it) as you kept your diet journal? 
c. Did this bring up any issues for you? What did you learn about yourself 

and your diet?
d. Did recording what you were eating have an effect on the foods you 

chose to eat?
e. How do you think this experience will help you in your counseling with 

other women regarding their diets?

3. Commercial Vitamin Supplement Assessment
Select one or two commercial vitamin brands (a good comparison would 
be a one a day type and a four or six a day type) and using the tables in  
the Nutrition Almanac decide what you think of their particular formulas. 
Choose a vitamin supplement to recommend to clients who would benefit.

4. Research the state and federal programs available in your area to aid in 
providing food to pregnant and breastfeeding women. Identify the 
qualifications for receiving support and the local contact information. 
Create a referral list to provide for your clients.
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Nutrition Skills

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
J. Recommends the use of vitamin and mineral supplements  

1. Prenatal Multi-Vitamin, 2. Vit. C, 3. Vit. E, 4. Folic Acid, 5. B-Complex, 6. 
B-6, 7. B-12,  8. Iron,9. Calcium, 10. Magnesium

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

1.Identifying pregnancy-induced hypertension
2. Assessing, educating and counseling for pregnangy-induced hypertension 
with:    

a) Nutrition/hydration assessment, 
b) Administration of calcium/magnesium supplement     
c) Stress assessment and management, 
d) Non-allopathic remedies, 
e) monitor for signs and  symptoms of increased severity, 
f) Assessment for drug abuse, g)increased frequency of  maternal 
assessmnts

3. Identifying preeclampsia 
4. Collaborating and managing preeclamptic mothers
8. Identifying and dealing with pre-term labor with:     

B) Consultation and/or treatment including: 
1) Increase of fluids, 
2) Non-allopathic remedies,  
3) Discussion of the mother’s fears,
4) Food to be eaten at least every two hours, 
5) consumption of alcoholic beverage, 
6) Evaluation of urinary tract infection, 
7) Evaluation of maternal infection 

4. Labor, Birth and Immediate Postpartum
F. Assesses general condition of mother and newborn by:

Continued...
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Nutrition Skills, continued

8. Facilitating breastfeeding by assisting and teaching about: 
a) positioning for mother and baby,  
b) skin-to-skin contact, 
c) latching on, 
d) adequate maternal hydration, 
e) adequate maternal nutrition, adequate maternal rest, 
g) feeding patterns, 
h) maternal comfort measures for engornement, 
i) letdown reflex,

 j) milk expression
5. Postpartum

G. Performs maternal four- to six-week post-partum chech-up assessing for:
1. Post partum subjective history 
2. Lochia 
3. Return of menses 
4. Physical condition by performing an examination including assessment of: 

a) vital signs, 
b) systems function, 
c) breastfeeding, condition of breast and nipples, 
d) muscle prolapse of vagina and rectum (cystocele, rectocele, etc.), 
e) strength of pelvic floor, 
f) condition of uterus, ovaries and cervix, 
g) condition of the vulva, vagina, perineum and anus 
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OP, Brow and Face Presentations

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Understand the relationship between the baby’s head and the mother’s 
pelvis when the baby is in the OP, Brow and Face presentations.

• Understand the likely resolution of Brow and Face presentations in birth.
• Identify when and how OP presentation is problematic.
• Differentiate between truly problematic aspects of OP presentations and 

the holistic approach to OP as a variation of normal birth.
• Understand when the expertise of a midwife can be of benefit during an 

OP labor and identify a variety of  support techniques and holistic methods 
to apply when appropriate.

• Identify head molding in the infant and the corresponding presentations. 
• Identify and demonstrate the cardinal movements of birth in OP, Brow and 

Face presentations.
• Review First Stage Labor and Second Stage Labor modules.
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OP, Brow and Face Presentations

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Oral Tradition and Living Knowledge are critical to understanding the dilating 
phase of labor and its accompanying variations, and key to the integration of 
supporting the mother’s comfort and stability, and facilitating change in  baby’s 
position, station and in maternal cervical dilation.

Human Labor and Birth, Oxorne and Foote
Holistic Midwifery, Vol. I, II, Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg

Related Topics
First stage labor
Charting
Rupture of Membranes
Fetal Heart Rate Patterns
Second stage labor
chunging and rebozo techniques
Transporting
Newborn Exam
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OP, Brow and Face Presentations

1. What effect might a baby in an OP presentation have on a labor?  

2. What is the denominator in a brow presentation? 

3. With a brow presentation, what landmark will you likely feel during an 
internal exam?  

4. What is the most likely resolution of a Brow  presentation? 

5. Describe the head molding which occurs in an infant presenting posteriorly. 
Brow? Face?

6. Why might it be difficult to determine what position a baby is in when doing 
an internal exam?  

7. How does the presenting diameter of a face presentation compare with 
occiput anterior and posterior  presentations? 

8. What is the denominator in a face presentation? 

9. With a face presentation,  in what position must the denominator be? 

10. What homeopathic remedy would be supportive in healing the bruised 
tissue on the face of a baby born in face presentation?  

Essay
1. Describe how you measure progress during a labor that seems to be 

effected by the position of the baby.

2. Describe the midwifery expertise called on during a difficult posterior labor. 
List specific support measures and techniques that may support the baby 
making a position change.

3. When handling a face or brow presentation, what must the midwife 
consider? 

   Continued...
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OP, Brow and Face Presentations, continued

Projects (send completed projects with  the rest of your course work for this module)

1. To better visualize the mechanics of these presentation, use a model and 
Human Labor and Birth to demonstrate the cardinal movements of birth in 
OP, Brow and Face presentations. 

2. Discuss with midwives their methods of support for posterior labor. 
Research articles on the subject. Make a reference list of possible actions 
to initiate with clients during posterior labor.

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

3. Maternal Health Assessment:
D. Assesses fetal weight, size, lie, or lightening
E. Assesses correlation of weeks gestation to fundal height 

4. Labor, Birth and Immediate Postpartum
B. Evaluates and supports a laboring mother during the first stage of labor by assessing :

1. Maternal physical and emotional condition based upon assessmnt of: 
a) vital signs, 
b) food and fluid intake/output, 
c) dipstick urinalysis for ketones, 
d) status of membranes, 
e) uterine contractions for frequency, duration and intensity with a basic 
intrapartum examination, 
f) fetal heart tones, 
g) fetal lie, presentation, position and descent with:

1) visual observation, 
2) abdominal palpation,  
3) vaginal examination, 

h) effacement, dilation of cervix and station of presenting 
part,
 i) maternal hydration and/or vomiting by administering 

1) fluids by mouth, 
2) ice chips, 
3) oral herbal/homeopathic remedies, 
4) deep immersion in warm water
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Pharmacology For Midwives
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Become familiar with the various reference materials available for 
consultation regarding pharmacology.

• Review the drug toxicologic, or teratogenic classifications from the 
Embryology and Fetal Development Module. (The FDA Pregnancy 
Categories.)

• Review the concepts of informed consent/informed choice.
• Review universal precautions and surgical asepsis.
• Identify the distribution and regulation of fluid within the body.
• Identify the basic structure and function of the circulatory system.
• Learn about the immune system.
• Identify the groups or families of antibiotics.
• Identify the medications commonly used in obstetric and midwifery care,  

the applications and risks of these medications.
• Identify the mechanism, effects, and metabolic excretion of the 

medications commonly used in obstetric and midwifery care. 
• Identify steps for safe handling, identification, and administration of 

medications appropriate to midwifery.
• Identify the over-the-counter medications your clients will likely encounter.
• Learn how to identify the over-the-counter medications considered 

appropriate for use in the childbearing cycle.
• Identify the appropriate syringes and needles for practical midwifery 

application.
• Identify the appropriate equipment and supplies for administering IV fluids in 

a midwifery home birth setting.
• Identify the appropriate use of IV fluids administration in a midwifery home 

birth setting.
• Differentiate between the different types of IV solutions including their 

mechanism of action, contraindications, and adverse effects.
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Pharmacology For Midwives

Learning Objectives, continued

• Identify the IV solutions which are commonly administered to childbearing 
clients and the advantages of these solutions over others not commonly 
used for childbearing clients.

• Consider the possible adverse effects of administering IV therapy to 
pregnant or laboring women.

• Identify the physiologic mechanisms and clinical signs/symptoms of 
hypovolemia and shock.

• Prepare to learn the emergency skill of IV administration.
• Identify the risks and symptoms of anaphylactic shock, and review basic life 

saving skills.
• Review the Hemorrhage, Post Partum Care, and Physical Assessment 

Modules.
• Identify the recommended immunization schedule for infants.
• Identify the medical rationale for immunizations.
• Identify the current arguments for alternatives to the medically 

recommended immunization schedule for infants and children.
• Identify the legal requirements and limitations of the midwifery license 

regarding the use of medications and IV administration in your state. 
Cross reference this with the national certification, NARM CPM.

• Review the Well Woman Care module for pharmaceutical birth control 
options.

• Draft practice guidelines for the use of medications in your own practice.
• Draft practice guidelines for the use of IV fluids in your own practice.
• Demonstrate use of appropriate medications within the context of your 

preceptor’s practice.

Preparatory knowledge of IV use is included in Study Group Course Work to 
further assist students in making decisions regarding their own practice in the 
future. Some states, including California, allow licenced midwives to administer IV 
fluids. Though IV administration is permitted, it is not universally provided by 
midwives practicing outside the hospital. As of 2008, NARM does not require IV 
administration skills. If NARM changes this policy, NMI will include IV administration 
skills as a requirement for graduation.
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Pharmacology For Midwives, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Human Anatomy and Physiology, Marieb
Varney’s Midwifery
Myles Textbook for Midwives
Pharmacotherapeutics, Kuhn 
Lippincott’s Nursing Drug Guide or any annual nursing drug guide 
Breastfeeding: A Guide for the Medical Professional, Lawrence & Lawrence 
California Association of Midwives I.V. Skills Training, the following excerpts 
“Safer Handling of Medications” by Shannon Anton
“Pitocin, Ergotrate, & Methergine: Their Appropriate Uses in the Management of 

Post Partum Hemorrhage” by Janice Kalman

Related Topics
First, Second and Third Stage Labor
Placenta
Breastfeeding
UTI
Liver
Rupture of Membranes
Birth Bag and Set Up
Cesarean and VBAC
Fertility and Conception
General Pregnancy Ailments
Hemorrhage
Herpes
Hypertension
Hyperemesis
Newborn Apnea, Hypoxia, Respiratory Distress
Post Partum Depression
Post Dates Management
Pre-eclampsia
Preterm Labor
Substance Abuse
Well Woman Care
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Safer Handling of Medications
A Cautionary Tale

Although midwives handle and use a small selection of medications, this does 
not put us at less risk of making mistakes. One midwife shares the following 
cautionary tale:

“My apprentice and I had been working together for quite some time; she was 
working “as primary midwife under supervision.” We were attending a family 
immediately post partum, after a wonderful home birth. Mom and babe were in the 
bed, the extended family gathering in the living room. We were finishing the newborn 
exam, discussing with the parents the choices around eye medications and vitamin K. 
The parents decided to give vitamin K, and we prepared to administer it orally. I 
removed the ampules from my medication bag and placed them on the dresser. 
Helping the mother reposition herself on the bed, I got side tracked from my task. My 
apprentice saw that the medication was out, and drew it into the syringe. I returned 
to our vitamin K task and, finding the medication already drawn up, proceeded to give 
it to the baby while his mother held him. He received it willingly enough. I turned 
back to the dresser and began to clear the clutter, picking up trash and 
wrappers....wait a minute! The ampules I held in my hand did not match! They were 
the same brown glass, their labels each the right shades of green and white, but their 
dark gray block lettering spelled two very different words. My heart and my stomach 
dropped. I felt faint. What had we just done?

To make a long story shorter, we Deleed the medication out of the baby’s belly. 
I consulted with the local neonatalogist at the hospital, and subsequently we 
transported and the baby spent the night under observation. I had given the baby a 
cardiac medication. The baby had been nursing well, and the breastmilk likely 
buffered the baby’s access to the mistaken meds. The doctors assured me that the 
baby was fine, and while they took the incident seriously, they also said, “Welcome to 
the drug-administering human race. These things happen. It’s good that you caught 
it.”

I felt terrible. And I felt lucky. Very lucky.”
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

 There are some simple things we can do to prevent medication errors. The 
most important is to form reliable work habits: be methodical when handling 
medications. Always think about what you’re doing, make up a little song 
about it. When you are tired and overwhelmed, you need to be able to fall back 
on habit. This is a good one to develop:

• Consciously read and observe the label of every single thing you put in 
your medication box.

• READ the label of every medication your remove from your bag for use;     
just because it’s WHERE it should be does not 
mean it’s WHAT it should be!

• When you draw the chosen medication into a syringe, READ the label. 
AGAIN!

• As you pick up your empty packages and glass ampules, READ the labels 
AGAIN!

In short, read the label of the drug container every time you come in 
contact with it.

As well, one medication may come in several different dosages. What 
you might assume is 10 units Pitocin in 1 cc, could be different if it’s 
made under another company’s label, like Syntocin from Mexico.
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Pitocin, Ergotrate & Methergine:
Their Appropriate Uses 

in the Management 
of Post Partum Hemorrhage

by Janice Kalman, 1986

Oxytoxic agents have long been employed 
by midwives to hasten labor and remedy post 
partum hemorrhage. In Western history ergot, an 
oxytoxic agent derived from a fungus that grows on 
rye and other grains, is recorded as being used as 
early as 1616 by European midwives.1 Oxytoxic 
agents can also be found in various plant forms, 
such as blue and black cohosh and have been 
traditionally used by midwives of the New World. 
The two principle types of oxytoxic agents used in 
current obstetrical practice in the United States are 
Pitocin (and Syntocin), and Methergine. Both of 
these drugs are useful in the management of post 
partum hemorrhage and have an appropriate place 
in midwifery practice. In order for a midwife to use 
any body altering substance in a positive way she 
must understand both the helpful and harmful 
effects of that substance.

The posterior pituitary gland is responsible 
for producing oxytocin, a specific octapeptide, 
which causes uterine contractions in the body 
during labor, birth and the post partum period.2  
Scientists isolated the posterior pituitary gland as 
the source of uterine contractions in 1913 and at 
that time began experimenting with extracts from 
it.3  They began by administering posterior pituitary 
gland substance intramuscularly to hasten labor. 
This led to many deaths initially because of other 
substances in the extract, namely vasopressin, 
which caused water intoxication. The other causes 
of death from the extract were hyperstimulation of 
the uterus causing fetal asphyxia and maternal 
exsanguination from uterine rupture.

In 1948 scientists were able to  isolate and 
decipher the specific octapeptide, oxytocin, from 
the posterior gland substance.5 This octapeptide is 
now produced synthetically and has two 
commercial names: Pitocin and Syntocin.

Most of the developments on the effects of 
Pitocin have come from experimentation with its 
intrapartum uses. Pitocin induction and 
augmentation are so common is obstetrical practice 
that studies do not really show the effect of the 
drug when used only post partum. Pitocin is given 
intravenously  in the intrapartum period and always 
diluted in a standard solution. The largest risk of this 
kind of administration is water 

intoxication which is caused by the antidiuretic 
effect of the drug in combination with pushing large 
amounts of fluid I.V. The antidiuretic effect of 
Pitocin is far less significant when given 
intramuscularly in the absence of I.V. fluids.6

Pitocin when injected directly I.V., without 
I.V. solution, is known to cause severe 
hypotension, sometimes leading to cardiac arrest.7 
This period of hypotension is usually short lived, 
three to five minutes and is followed by a rise in 
blood pressure above baseline which usually 
recovers to normal within ten minutes. Pitocin is 
also known to cause sever tachycardia when 
injected directly I.V.

Pitocin effects uterine contractions in two 
ways; it increases contractibility and it causes the 
uterus to contract coordinately.10 When Pitocin is 
administered I.M. it cases hypercontractibility of the 
uterus with an increase of frequency of 
contractions. It generally takes effect within 2 1/2 
minutes and lasts one hour at the most.11 Side 
effects of the drug given post partum are slight 
hypotension and slight antidiuresis. These are 
rarely seen and have insufficient maleffects, 
therefore Pitocin is the drug of choice for  the 
management of post partum bleeding.12  When the 
drug is administered I.M. the dosage is 10 USP 
units (1cc) and must not be repeated sooner than 
five minutes from the first dose.13

Ergonovine maleate is the principle 
oxytoxic alkaloid of ergot. The trade name of the 
drug is Ergotrate. Although ergot had been used in 
childbirth for hundreds of years, the first pure ergot  
alkaloid was not discovered until 1920 and the most 
effective ergot alkaloid, ergonovine, was not 
isolated and employed in obstetrical practice until 
the 1930s.14  Many deaths resulted from its use 
intrapartum because ergotrate causes hypertonic 
contractions.15  This often resulted in fetal asphyxia 
and sometimes caused uterine rupture.

Ergotrate is also an emetic drug and causes 
headaches, nausea and vomiting. It is a 
vasoconstrictor and known to cause hypertension 
and tachycardia.16  Methylergonovine maleate 
(Methergine) is the synthetic derivative of 
ergonovine. Methergine is rarely associated with 
hypertension and vomiting in contrast to ergotrate 
and is therefore the preferred drug.17  In current 
obstetrical practice Methergine and Ergotrate are 
never given intrapartum in the United States, they 
are never given I.V. push (this is known to cause 
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cardiac arrest), and are rarely given I.V. drip.18
Ergot derivatives effect the uterus by 

stimulating sustained contractions which are tetonic 
in nature.20  These drugs generally take effect 
within ten minutes and last for six hours. Ergot 
derivatives enhance the preexisting type of 
contractile activity.21  Thus if administered to a 
woman with incoordinate contractions, the 
contractions will remain incoordinate but become 
much stronger, be sustained longer and last for a 
longer period of time. Methergine and Ergotrate 
can be given I.M. or orally. The dosage for tablets 
and injection is the same, 0.2 mg / 1cc.22  A second 
dosage may be given in two to four hours if 
needed. Methergine is less likely to increase blood 
pressure or vomiting in the normal woman than 
Ergotrate, with rises in blood pressure very mild 
when they do occur. Both drugs, however, cause 
hypertension in women who are predisposed to 
hypertension or already hypertensive. Ergot 
derivatives should not be given to women with 
heart problems, essential hypertension, pre-
eclampsia or pregnancy induced hypertension.24

Post partum hemorrhage is a real and 
serious threat in midwifery practice. Most medical 
practitioners agree that there is no reason for 
maternal death due to post partum hemorrhage to 
occur in ‘this day and age’. The midwife’s 
management of post partum bleeding must be 
timely and accurate, and she must use the most  
effective tools available to her. Her first task is to 
isolate the source of bleeding. Oxytoxic agents 
whether they are herbal or pharmaceutical  
preparations are of no value if the source of 
bleeding is a cervical or vaginal laceration!

According to Dr. John Kelly, the three most 
common causes of post partum hemorrhage listed 
in order of their frequency are: atony of the uterus, 
lacerations of the vagina or cervix, and retained 
placenta or placental fragments.25  In obstetrical and 
midwifery practice in Great Britain, oxytoxic agents 
have been used in the prevention of post partum 
hemorrhage; a preparation called Syntometrine is 
given with the delivery of the anterior shoulder.26  
Syntometrine is a mixture of Syntocin and 
Ergometrine. It causes the placenta to be expelled 
rapidly and creates strong uterine contractions 
which follow, reducing bleeding. The Syntocin 
takes effect immediately helping the uterus 
contract coordinately and shear off the placenta. 
The Ergometrine takes effect after the placenta is 
out, causing the already coordinate contractions to 
become tetonic, clamping down the uterus.27  

Oxytoxics are also used prophylactically in 
the United States but in a different manner. First, 
many women under the care of an obstetrician 
already have and I.V. with Pitocin running in it by 

the time they gave birth. Second, some 
obstetricians give a routine injection of Pitocin I.M., 
or into and I.V. solution with the birth of the anterior 
shoulder. Ergot derivatives are avoided for 
prophylactic use because there is general 
agreement in the U. S. that they should not be 
given at any time during the intrapartum period.28

Doctors Carl J. Paurestein and C.H. 
Hendricks, who have both published extensively 
on uterine contractibility and oxytoxic agents agree 
that in general, prophylactic use of oxytoxics is 
unwarranted in obstetrical practice. Paurestein 
writes, “The only reason I can ascertain the use of 
oxytoxic agents prophylactically is an inability to halt 
a desire to attempt to improve on nature.”29  They 
both feel the uterus will do its job and prevent 
hemorrhage if left on its own, in normal cases.

There are certain women, however, who 
are predisposed to post partum hemorrhage, such 
as grand multiparas, anyone with a previous history, 
women with twins, anyone who is anemic, 
hypertensive,  has polyhydromnios, or has a long 
labor.30  The choice of a midwife to take on 
someone who is predisposed to post partum 
hemorrhage is generally an individual and political 
one, and so is her decision whether or not to use 
Pitocin prophylactically in such situations. 
Prophylactic use of Pitocin is definitely advised in 
the obstetrical community.

The best way to prevent post partum 
hemorrhage is by good prenatal care and proper 
management of the third stage of labor. Midwives 
and obstetricians agree that the most common 
cause of post partum hemorrhage is ‘fundus 
fiddling’ attendants who create incoordinate uterine 
contractions. This causes the placenta to partially 
separate in the areas where there is contraction and 
remain attached in the areas that are not 
contracting. Bleeding can not be controlled until 
the uterus is empty. The open capillaries will 
continue to bleed at the placental site until the 
uterus can completely clamp down. Generally the 
attendant will see a steady flow of blood; 
sometimes, however, bleeding can be concealed 
by a large clot or by the placenta which remains 
attached at the edges but has separated in the 
middle. Partial separation of the placenta can also 
be caused by maternal hypertension or very rarely 
an adherent placenta acreta.

Pitocin given I.M. can remedy a partial 
separation from a fiddled with uterus by reinstituting 
coordinate  contractions, causing the placenta to 
separate completely and be expelled. Some 
attendants, especially obstetricians, feel that this 
plan of action is ill-advised because of the risk of 
shutting down the cervix and further trapping the 
placenta. The common use of Pitocin 
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prophylactically in obstetrics does not demonstrate 
this to be a common occurrence or significant risk. 
The true risk is in entrapping an unexpected twin 
because the cervix closing a few centimeters is 
crucially dangerous for the second baby. 
Therefore, a surprise twin must be ruled out. A 
placenta, however, can pass easily through a cervix 
which has slightly contracted. The use of oxytoxics 
can impede manual removal of the placenta, as 
does fear and tension in the mother.

The administration of Pitocin is thought to 
be more practical with fewer risks, in the 
management of partial separation than an attempt at 
manual removal of the placenta which can lead to 
inversion of the uterus, perforation of the uterine 
wall and retention of placental fragments. Further, 
the administration of Pitocin can often determine if 
the placenta has partially separated from 
incoordinate contractions or from abnormal 
adherence to the uterine wall, as in placenta acreta, 
a rare complication. In the case of placenta acreta, 
coordinate contractions caused by Pitocin will 
minimize bleeding during transport to the hospital, 
where general anesthesia and a surgical procedure 
will be required to remove it. According to Dr. John 
Kelly, “General anesthesia is recommended for 
manual or surgical removal of an adherent placenta 
as it will remedy retraction constriction of the cervix 
or lower uterine segment from lack of patient 
cooperation or previous administration of 
oxytoxics.”31 Manaul removal of the placenta can be 
extremely traumatic and painful to the mother and 
should only be attempted outside the hospital in 
dire cases where bleeding can not be controlled by 
other means and transport time is long.

Ergot derivatives should not be given in 
the case of partial separation hemorrhage because 
they will cause incoordinate contractions to 
become stronger and they well cause hypertonic 
contractions which will probably entrap the 
placenta.

Post partum hemorrhage caused by 
uterine atony following a partial separation, a 
prolonged labor, a precipitous labor, or a normal 
delivery can also be remedied by Pitocin or 
Methergine. Pitocin is generally the drug of choice 
because it has fewer side effects than Methergine. 
If the woman is bleeding PROFUSELY from a 
complete lack of uterine tone, Methergine is 
preferred because it will cause several sustained 
contractions.32  If the bleeding is erratic from a 
boggy uterus which will not stay firm, Pitocin is the 
better choice because it will create coordinate 
contractions. One can begin managing post partum 
bleeding with Pitocin causing coordinate 
contractions and later administer Methergine if the 
Pitocin -induced contractions were not strong 

enough to sufficiently clamp down the uterus.33  
Methergine and Pitocin should not be administered 
simultaneously. Methergine should be given at 
least five minutes after the Pitocin was given.

Most practitioners will not refute the 
tremendous benefits oxytoxics provide, no matter 
what their form, in remedying bleeding and 
improving maternal outcomes in childbirth. I believe 
if you carry Pitocin and/or Methergine to births, you 
must be prepared to use them in the most effective 
and appropriate ways. This involves isolating the 
source of bleeding and prioritizing the cause and 
effects of your choice in management. One must 
consider the history of the mom and time of 
transport to medical help. The condition of the 
hemorrhaging mother must be the first 
consideration in the decision of the midwife to use 
Pitocin or Methergine, or not.

Note: This article was written by Janice Kalman in 
1986 while she was a direct-entry midwifery 
student. Janice went on to have a busy midwifery 
practice. She returned to school in 1993 to earn 
her CNM and is currently in practice in Paradise, CA. 
Janice served as the California Association of 
Midwives liaison to the CA Medical Board and 
authored the SMS California Challenge 
Mechanism. Janice has also served as a preceptor 
for NMI students. 
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Pitocin, Ergotrate & Methergine:
Their Appropriate Uses in the Management 
of Post Partum Hemorrhage
by Janice Kalman, 1986
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an excerpt from C.A.M. IV Skills Training

Fundamentals of IV Therapy
by Janice Kalman and

 Pamela Messerschmidt

Part One: Fundamentals
Definition of IV Therapy
IV therapy involves introducing fluids and electrolytes directly into the venous circulatory system.

Benefits and Disadvantages
IV fluids can drastically change the metabolic balance of the body. Potential benefits include correction of 
dehydration, restoration of fluid losses from hemorrhage, and correction of ketoacidosis. Potential 
hazards include causing fluid overload, pulmonary edema, and altering electrolytes like potassium and 
calcium which when out of balance can disrupt cardiac and neurological function.

Standards and Safe Use
Appropriate use of IV therapy is best dictated by the level of experience and knowledge of the provider, 
which is reflected in practice protocols, the availability of OB consultation and emergency medical services 
standards in the provider’s community. In entry level midwifery practice IV therapy is generally used as an 
emergency measure initiated in response to a significant post partum hemorrhage.

Although some home birth midwives use IV hydration to treat maternal dehydration, ketoacidosis, or 
exhaustion in labor, this should only be done by advanced, experienced practitioners who have the 
knowledge base, clinical background, and medical support necessary to do this safely.

Incorrect application of IV therapy can induce physiological problems. Any IV solution which contains 
dextrose, for example, can cause fetal complications when administered to a laboring woman. Dextrose 
crosses the placenta and can cause hyperglycemia in the fetus/newborn. In the case of a poorly 
oxygenated fetus, maternal and subsequently fetal infusion with dextrose solutions can biochemically 
increase fetal acidosis, which decreases oxygenation and further compromises a struggling baby.

IVs and Post Partum Hemorrhage
The mechanism of action of IV therapy in maintaining homeostasis during significant blood loss is as 
follows.

Blood is a river of life which delivers oxygen, electrolytes, proteins (like antibodies), hormones (like insulin 
and oxytocin), and nutrients like glucose to all the body’s cells, tissues and organs. The functioning of all 
the body’s organ systems is dependent on the circulatory delivery system. Blood is pumped from the 
heart to the body through arteries, arterioles and capillaries and returns from the body to the heart through 
veins. The strength of cardiac muscle contractions during cardiac ejection of blood from the ventricle 
chambers of the heart into the circulation determines how well blood is delivered to the tissues and cells. 
Blood pressure, heart rate and the amount of blood in the vessels all effect circulatory function.

During a significant post partum hemorrhage blood volume decreases because it is lost from the 
circulatory system onto the chux, bed, floor, etc. This results in hypovolemia or reduced circulating blood 
volume. If the loss is significant, fluid available for circulation is diminished. Heart rate and initially blood 
pressure increase as the body tries to maintain cardiac contraction strength and delivery of blood flow to 
the tissues. A decrease in blood volume returning from the body to the heart causes the heart to beat less 
forcefully. In situations of severe hemorrhage decreased blood volume causes the thin walled veins, 
which carry blood from the tissues back to the heart, to collapse. When massive blood loss cannot be 
controlled (exsanguination) blood pressure sharply drops and there is insufficient blood volume returned 
to the heart to adequately fill and stretch the ventricles. If this occurs there is inadequate cardiac muscle 
strength to force ejection of blood out of the heart into the circulation in which case there will no longer be 
any heart muscle contraction or heart beat at all. BUMMER.
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Of course the only solution to the problem of excessive post partum hemorrhage is to stop the blood loss. 
IV hydration can support the body while the bleeding problem is being solved. Although IV therapy will not 
treat the hemorrhage, it will prevent the veins from collapsing and increase the volume returned to the 
heart. IV fluids will help stabilize blood pressure and pulse, combat signs and symptoms of shock, and 
maintain a route of entry for drugs and blood products should they be necessary.
It is an art to decide when to use any intervention, and it is the responsibility of the caregiver to know their 
limitations in utilizing IVs. Starting an IV is indicated anytime there is an uncontrollable hemorrhage or a 
significant hemorrhage where the client exhibits signs and symptoms of shock. do not wait until your client 
is passing out to start an IV. 

Know how to assess the clinical signs and symptoms of shock. 
Vital signs include a weak, rapid, thready pulse, abnormally decreased blood pressure (note that it is not 
necessary for blood pressure to decrease for the client to be in shock), shallow, rapid, irregular 
respirations, and an abnormal temperature. Symptoms include restlessness, confusion, anxiety, thirst, 
nausea and vomiting, and dizziness. Other signs include cold, clammy skin, diaphoresis (sweating), 
cyanosis, fainting, and decreased urinary output. It is the recommendation of the authors that for entry 
level practitioners any blood loss significant enough to warrant IV hydration is an indication for transport.

IV Solutions - Fluid and Electrolyte Balance
There are many different kinds of IV solutions, which all contain a solvent like water with varying amounts of 
solutes like sodium, dextrose, etc. There are three major types of IV solutions: Isotonic, Hypotonic, and 
Hypertonic.

It is very important to use an isotonic solution when administering IVs as an emergency measure. Isotonic 
solutions are neutral and do not cause major fluid shifts between the cells, interstitium (tissue surrounding 
cells) and vascular space (blood vessels in the body.) This is because isotonic solutions have the same 
ratio of water to solutes as the fluid that exists within the body’s cells and tissues. Solutes are chemical 
particles like electrolytes (such as calcium, potassium, sodium, chloride, etc.) and molecules such as 
proteins and glucose. Water in the body is driven to distribute itself equally throughout cells, tissues, and 
blood vessels and is attracted to any area with a greater concentration of solutes than itself. This is the 
principle of osmosis. 

The ratio of fluid to electrolytes is expressed as mEq/liter. Normally in the fluid of a healthy body the 
number of solutes when added together equal approximately 310 mEq/liter. Isotonic IV solutions are 
usually right around 310 mEq/liter but can range from 260-360 mEq/liter. LR (lactated ringers), at 275 
mEq/liter, is the most commonly used isotonic solution for childbearing clients.

Hypotonic solutions are low in solutes, <250 mEq/liter, which means they are mostly water with few or no 
particles like sodium dissolved in them. Hypotonic solutions can cause major edema in the body because 
cells have a light concentration of particles in their intracellular fluid than the IV solution does. After you 
introduce a hypotonic solution into the blood stream it eventually travels to the capillaries which feed the 
interstitium which is the tissue environment in which cells live. The fluid is attracted to the solutes in the 
cells and flows out of the capillaries and into the interstitium and cells by osmosis. The tissues fill with water 
and become edematous. Cells can fill with too much fluid and be injured through swelling or destroyed by 
becoming so full they burst.

Hypertonic solutions have a very high concentration of dissolved particles and have the opposite effect 
on cells and tissues than hypotonic solutions. When hypertonic solutions circulate in the capillaries 
through the interstitium the solutes within them attract water which moves from the cells and interstitium by 
osmosis into the blood vessels. This causes dehydration and if excessive can injure the cells by causing 
them to shrink like a raisin. Major shifts of fluid from cells and the interstitium into blood vessels overloads 
the circulatory system which can cause pulmonary edema, respiratory arrest and congestive heart failure.

Of course the body of an essentially  healthy person tries  to protect itself from huge fluid imbalances and will 
institute a variety of electrolyte and fluid regulatory mechanisms to maintain balance and prevent tissue injury and 
damage. The body’s attempt at adaption to misapplied hyper/hypotonic solutions can create metabolic haywire and 
interfere with the functioning of several organ systems.  
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an excerpt from C.A.M. IV Skills Training, continued

Part Two: Practical Theory and Application
Before initiating an IV you need to know how to apply universal precautions, maintain aseptic technique, 
figure the amount of fluid you are infusing at any given time, regulate the flow rate of fluid being infused, 
maintain the system, and know the necessary information to record in the client’s chart.

Universal Precautions
The Center for Disease Control recommends health care workers consider all clients as potentially 
infected with HIV and other blood borne pathogens and encourages them to follow the guidelines for 
universal precautions to reduce risk of exposure to blood and body fluids.

1. Gloves should be worn for touching blood and body fluids, mucous membranes, or non intact skin 
of all clients.

2. Gloves should be worn for handling items or surfaces soiled with blood or body fluids and for 
performing venipuncture and other vascular access procedures.

3. Gloves should be changed after contact with each client.
4. Masks and protective eyewear or face shields should be worn during procedures that are likely to 

generate droplets of blood or other body  fluids to prevent exposure of mucous membranes of 
the mouth, nose, and eyes.

5. Gowns should be worn during procedures that are likely to generate splashes of blood or other 
body fluids.

6. Hands and other skin surfaces should be washed immediately and thoroughly if contaminated 
with blood or other body fluids.

7. To prevent needle stick injuries, needles should not be recapped, purposely bent, broken or 
removed from disposable syringes. Dispose in puncture resistant containers near the work area.

8. To reduce the need for mouth-to-mouth resuscitation mouthpieces, resuscitator bags, or other 
ventilation devices should be used.

9. Health care workers who have exudative lesions should refrain from all direct client care and from 
handling client care equipment.

Aseptic Technique
The term asepsis means the absence of germs or pathogens. When using a procedure that requires 
intentional perforation of the client’s skin (i.e., insertion of intravenous catheters, administration of 
injections), you need to use sterile technique (surgical asepsis). Effectiveness of aseptic technique 
depends on the practitioner’s conscientiousness and consistency in using effective aseptic techniques. It 
is easy to forget a step or hurry and take shortcuts that break aseptic technique but this can place the 
client at risk for infection and impair recovery.

The following is excerpted from Pathophysiology: The Biological Basis for Disease in Adults and Children, 
Mosby, 1990:
“Principles of Surgical Asepsis:

1. A sterile object remains sterile only when touched by another sterile object. Sterile touching sterile remains 
sterile. Sterile touching contaminated becomes contaminated.

2. Only sterile objects may be placed on a sterile field.
3. A sterile object or field out of the range of vision or an object held below a person’s waist is contaminated.
4. A sterile object or field becomes contaminated by prolonged exposure to the air. (Minimize movement 

around the sterile field, do not reach over it, couch, laugh or sneeze over the sterile field. Cover sterile field 
with sterile cover. Minimal handling of sterile items.)

5. A sterile object or field becomes contaminated by capillary action when a sterile surface comes in contact 
with a wet contaminated surface.

6. Fluid flows in the direction of gravity. A sterile object becomes contaminated if gravity causes a 
contaminated liquid to flow over the object’s surface. (When using sterile forceps to transfer other sterile 
instruments from a water bath, keep forceps pointed down to prevent liquid from running toward hands, and 
back down again, thereby contaminating the instrument being transferred.)

7. The edges of a sterile field or container are considered to be contaminated. (Consider a one inch edge 
around the sterile field to be contaminated.)

8. All equipment needed for a sterile procedure should be assembled before beginning the procedure.”    
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an excerpt from C.A.M. IV Skills Training, continued

Calculation/Regulation of IV Flow Rates
Calculation and regulation of the IV flow rate prevents too slow or too rapid fluid administration. An infusion 
rate that is too slow can cause a client, who is already compromised by loss of fluid, further cardiovascular 
problems or circulatory collapse by inadequate correction of hypovolemia. An infusion rate that is too fast 
can cause fluid overload (hypervolemia) making her critically ill or causing death. If you intend to use IV 
fluids as an emergency measure in your midwifery practice, be sure to make a written reference of the 
formula to keep in your birth bag to access when needed.

1. Drop Factor
a. The most frequently used measure when calculating the rate to deliver an IV solution is 

the drop (gtt). By counting the drops that fall each minute from the bag of IV solution into the IV 
tubing drip chamber, you can calculate the number of mL being infused per minute. 

The approximate equivalent of 1 mL=15 gtt.  1 mL=1 cc.
b. The eye of the dropper influences the number of drops it takes to move 1 cc of fluid 

into the drip chamber. Refer to the label on the IV tubing box for the dropper capacity/drop factor 
of the specific tubing being used. The most frequent dropper capacities used are 10 gtt/mL, 15 
gtt/mL, 20 gtt/mL and 60 gtt/mL (micro drip), with the most common being 15 gtt/mL. The larger 
the number the longer it takes to infuse 1 mL of solution.

2. Formula to calculate flow rate
The flow rate is the same as the drops per minute that are being infused into your client. The total 
volume of fluid to be infused can be found on the IV fluid container. Usually it is 1000 cc. When 
calculating the total infusion time you need to break it down into minutes. For instance, if you want 
to infuse 1000 cc over 4 hours you need to break that down into 240 minutes.

FLOW RATE = total number to be infused  x  drop factor
(gtt/min) infusion time in minutes

3. Problems
Practice these problems and make up your own until you can solve them without referencing the 
formula:

VOLUME = 1000 cc 1000 x 15 =   125 gtt/minute
DROP FACTOR = 15 GTT/ML         120
INFUSION TIME (minutes) = 120 minutes

VOLUME = 125 cc 125 x 15 =       31 gtt/minute
DROP FACTOR = 15 GTT/ML         60
INFUSION TIME (minutes) = 60 minutes

VOLUME = 1000 cc 1000 x 10 =   20.8 gtt/minute
DROP FACTOR = 10 GTT/ML         240   or  21gtt/minute
INFUSION TIME (minutes) = 4 hours

4. Time of Infusion Flow Rate
a. Using you watch, time the flow rate by counting the drops as they fall into the drip 

chamber for 1 minute, then adjust the roller clamp to increase or decrease the rate of infusion. You 
can also divide the drops/minute required by 4 and time the flow rate for 15 seconds. In other 
words, if you are to infuse 100 drops/minute, you would divide it by 4 or 25 drops/15 seconds so 
that you only have to count the drops for 15 seconds instead of 60 seconds.

b. Check that your solution is infusing at the proper rate by estimating the time when each 
100 cc will be infused and comparing the bag at different time intervals. Note that the fluid bag has 
markings for every 100 cc. For example, if you have 1000 cc to deliver over a period of 10 hours, 
you will be delivering 100 cc/hour. Iff 300 cc have been delivered in 2 hours, you will need to 
adjust the flow rate down. It is not necessary to play catch-up if the amount delivered gets behind, 
just adjust the flow rate to deliver the appropriate amount.
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an excerpt from C.A.M. IV Skills Training, continued

Maintaining the System
This involves measures to assure that the system is running smoothly and your client is comfortable. 
Maintenance begins after the IV line has been initiated and the flow rate has been regulated.

1. Provide comfort and hygiene measures, and assist with ambulation. Reassure the client that 
occasional discomfort is normal and can sometimes be relieved by repositioning the extremity. 
Encourage client to report increased discomfort, blood in the tubing or stoppage of flow. Observe 
client to determine response to IV therapy.

2. Bolus - after the care provider has initiated an IV on a client who is shocky from post partum 
hemorrhage, she might initially give a bolus (mass of solution given rapidly), until the hemorrhage 
is stopped and signs of shock have subsided, then the flow rate should be adjusted to TKO until 
IV therapy is discontinued. A typical bolus is 300-500 cc. Be observant for signs and symptoms of 
fluid overload (see complications).

3. TKO (to keep vein open) - An hourly flow rate of 10-15 mL is required to keep the vein open so 
that the intracatheter does not clot with blood, however, an average of 30-40 mL/hr is the norm.

4. Solutions should be changed at least once every 24 hours if it is not used within that time. 
Remember to use sterile technique and follow and organized procedure when changing an IV 
solution container.

5. Assess periodically that the bag is at proper height for infusion, that there is no tension on the 
tubing, and that the flow rate is correct.

6. Technically, IV tubing is sterile for 48 hours and should be changed after that time period.

Charting/Recording
A client’s record (chart) is a written communication that permanently documents information relevant to her 
health care management. This record is a legal document and serves as a description of exactly what 
happened to the client. Good documentation must reflect accurately the status of the client. This ensures 
quality of care and evidences the health care provider’s accountability in giving care. Important information 
to document when administering intravenous therapy to a client includes:

• date and time started
• type of solution
• rate of solution
• needle gauge
• number of venipunctures, site and location of site now in use.
• chart any problems encountered and client’s response to procedure.

Complications
Whenever you administer IV fluids to a client you should be aware of the potential complications, signs 
and symptoms and the appropriate emergency action you need to take to correct the situation. The major 
complications of IV therapy are infiltration, phlebitis, fluid overload, bleeding, and infection.

1. Fluid overload (hypervolemia) The client has received too rapid administration of IV fluids as 
evidenced by increased blood pressure, neck vein distention, increased urine output, edema in 
dependent body regions.

a. Slow down flow rate to TKO (10-15 drops per minute).
b. Prompt action is necessary to prevent worsening of the condition or even death.
c.  Transport.

2. Infiltration    Occurs when the needle becomes dislodged from the vein and IV fluids enter the 
subcutaneous space around the venipuncture site.

a. Edema is present, accompanied with discomfort and possible redness at the IV site.
b. No blood return will be noted when bag is lowered below vein.
c. When infiltration is apparent, DISCONTINUE IV  (D/C).
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3. Phlebitis/Inflammation Inflammation in the vein caused by catheter or chemical irritation.
a. Pain, increased skin temperature over the vein and sometimes a red line traveling 

along the path of the vein.
b. DISCONTINUE IV  (D/C).
c. Apply warm, moist heat on the site to offer relief.
d. Potentially dangerous because blood clots can occur and may result in emboli.

4. Air Embolism     Obstruction of a blood vessel by an air bubble can cause sudden vascular 
collapse. This is rare.

a. Evaluate for sudden onset of dyspnea, hypotension, cyanosis, chest pain, 
hemoptysis, decreased level of consciousness.

b. Clamp IV tubing.
c. Turn client on left side with head down to trap air in right heart.

d. Administer oxygen.
e. Activate EMS and transport.

5. Infection       Pyrogenic (fever producing) reactions due to contaminated fluids and equipment. 
Caused by lack of aseptic technique. This is rare.

a. Begins about 30 minutes after the IV is started.
b. Temperature elevation - 100 to 106 degrees F.
c. Severe chills, backache, headache, general malaise, nausea and vomiting.
d. DISCONTINUE IV  (D/C). Save solution so it can be cultured.
e. M.D. consultation/referral.

6. Bleeding    Localized bleeding can occur around the venipuncture.
a. Apply pressure dressing to control it.
b. Bleeding from a vein is usually a slow, continuous seepage and is not fatal.

7. Arterial Puncture    Blood will come out in spurts. This is rare because arteries are deeper.
a. DISCONTINUE IV  (D/C). Apply pressure for 5 minutes over site.

8. Nerve Damage Rare.

9. Electrolyte Imbalances
a. Sodium Imbalances

1. Hyponatremia   Decreased concentration of sodium in the blood. Can develop when 
there are large excesses of extracellular fluid volume or water intoxication from IV fluid 
overload. The sodium content is normal but the water content is excessive which causes water to 
move into the intracellular fluid compartment by osmosis. Signs and symptoms include 
apprehension, anxiety, personality change, postural hypotension, postural dizziness, abdominal 
cramping, nausea and vomiting, diarrhea, tachycardia, convulsions and coma, and cold clammy 
skin.

2. Hypernatremia   Greater than normal concentration of sodium in the extracellular 
fluid. Can be caused by administration of a hypertonic saline solution. Signs and symptoms 
include thirst, dry and flushed skin, dry tongue and mucous membranes, agitation, convulsions, 
restlessness, excitability, oliguria or anuria.
b. Potassium Imbalances

1. Hypokalemia    Extreme potassium depletion in the circulating blood. Can be caused 
by excessive use of potassium-free intravenous solution. Signs and symptoms include weakness 
and fatigue, muscle fatigue, decreased muscle tone, intestinal distention, decreased bowel 
sounds, paresthesia, and weak, irregular pulse. When severe, hypokalemia can effect cardiac 
conduction by causing dangerous irregularities. Because the normal amount of potassium is so 
small, there is little tolerance for fluctuations in serum potassium levels.

2. Hyperkalemia   Greater than normal amount of potassium in the blood. Can be 
caused by administration of large amounts of potassium intravenously or a hypertonic solution.  
Signs and symptoms include anxiety, irritability, cardiac dysrhythmias, hypotension, paresthesia, 
weakness. In severe hyperkalemia there is marked cardiac conduction abnormalities and cardiac 
arrest.
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an excerpt from C.A.M. IV Skills Training, continued

Drug Administration
1 . DO NOT UNDER ANY CIRCUMSTANCES ADMINISTER A PITOCIN INFUSION TO 

A PREGNANT WOMAN IN AN OUT-OF-HOSPITAL SETTING!! Pitocin induction or 
augmentation of labor can cause fetal distress, uterine rupture subsequently, fetal and maternal 
death. It has also been associated with poor outcomes at home! Obstetrical intervention of this 
nature should be done in an institutional setting where the medical resources are available to 
correct complications that can arise.

2. Do not administer anything except lactated ringers to a client unless you are qualified or have 
orders from a physician to do so. You could jeopardize the lives of both mother and baby.

Part Three: Practical Application and Technique
Assemble Equipment/Supplies
Selecting and preparing equipment and supplies ahead of time helps with safe and quick placement of 
the IV line. These should be assembled at the bedside for easy access. Remember to apply the principles 
of sterile technique when opening any sterile packages. All the following supplies can be ordered from 
Cascade (800-371-4445) or you can obtain them yourself. Order enough for practice.

1. Appropriate IV solution
a. Isotonic: Lactated Ringers (LR)

2. Intravenous cannula
a. Types (listed in order of preference)

1. Catheter-over-needle (angiocaths)
2. Butterfly infusion sets
3. Straight needles

b. Size
1. Select largest gauge  possible if you anticipate rapid fluid administration will be 

necessary. Normal sizes used are 18, 20, and 22 gauge. The smaller the number, the 
larger the hole.

2. Remember: If the client is suffering from severe trauma, and there is a chance she 
will need blood at the hospital, start an IV with  a large gauge needle and select the 
largest vein possible to allow for blood administration. 18 gauge is used in labor and 
delivery.

3. IV Tubing
4. Tape
5. Gauze
6. Antiseptic cleansing swabs

a. Betadine and alcohol

7. Tourniquet
a. soft rubber tubing
b. blood pressure cuff - do not inflate above 40 mm/hg

8. Arm board to immobilize IV site as necessary
9. Towel/chux for under the client’s arm

10. IV pole - be imaginative.
11. Gloves
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an excerpt from C.A.M. IV Skills Training, continued

Set-up
Practice this set-up. Consult Varney’s Midwifery, pgs. 693-700. 705-708 for illustrations.

1. Wash hands - reduces transmission of microorganisms
2. Organize equipment on a clutter free bedside stand - decreases risk of contamination
3. Check solution.

a. Correct solution
b. Clarity of solution (not cloudy or discolored)
c. Expiration date

4. Set up the solution and tubing using sterile technique
a. Open infusion set (tubing), maintaining sterility of both ends. This prevents 
bacteria from entering infusion equipment and subsequently into the 
bloodstream.
b. Place roller clamp about 2 inches below the drip chamber. This allows you to 
regulate the flow more accurately.
c. Move the roller clamp the the “off” position. This prevents solution from spilling.
d. Insert the infusion set into the bag of solution.

1. Remove the cover from the bag and the plug without touching the 
opening. This prevents contamination of the solution.

2. Remove the protective cap from the tubing insertion spike, not touching 
spike, and insert it into the opening of the IV bag. You will need to 
push it all the way in. 

e. Hang bag on IV pole next to and higher than the client.

f. Prime the infusion tubing
1.  Squeeze the drip chamber and release - this creates a suction and fluid 
enters the chamber. Continue until chamber is one-half full.

2.  Remove the needle protector making sure you don’t touch the end. Release 
the roller clamp slowly allowing the fluid to travel from the drip chamber, down 
the tubing to the needle adapter. Return the clamp to the “off” position after 
the tubing is filled. This clears the tubing of air thereby preventing large 
amounts of air entering the bloodstream and causing an emboli (air bubble).

3.  Replace the protective cover back on the needle adapter, this maintains 
sterility.

4.  Keep adapter close at hand, for connection to the intravenous catheter.

5. Select appropriate angiocatheter. Remember that you will need to use a fresh intracatheter each 
time the skin is entered in a venipuncture attempt.

6. Prepare tape. Tear a 2 1/2” strip of 1/2” tape and two 3” strips of 1” tape. Set aside.

7. Arrange a towel/chux under the limb into which you will be inserting the intravenous intracatheter. 
This serves as support and protective  cover to catch any blood or fluid lost during the procedure.

Site Assessment
Identifying an accessible vein for placement of the IV catheter takes a lot of skill. Practice assessing veins 
on friends and family members using the illustrations in Midwifery as guides. You will want to avoid bony 
prominences, the area over the wrist, and the client’s dominant hand. Also, when placing the intracatheter 
you will want to use the most distal portion of the vein first.
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an excerpt from C.A.M. IV Skills Training, continued

Troubleshooting
You have initiated the IV but the IV solution is not infusing. at this point you will need to begin looking for 
possible reasons and make the appropriate adjustments. Review these potential problems prior to any 
skills evaluation so you will know and understand what you are assessing and can remedy the situation 
appropriately. 
You will want to check and see if:

1. The tourniquet is still in place, and remove it.

2. IV has infiltrated
a. Lower bag to see if you see a blood return; if there is a blood return it hasn’t 
infiltrated.
b. Check for swelling, temperature of skin, (cool) and redness at IV site.

3. Tubing has any kinks, check by running you hand along the entire length.

4. Flow clamp is in the “off” position and turn it “on.”

5. Drip chamber is too full and empty it to half full.

6. Tubing has air in it, remove it with a syringe at an appropriate juncture that is used for 
administration of medication. Do no puncture the tubing to remove the air!

7. Height of bottle is too low, raising bag may increase flow rate.

8. Extremity position is at an odd angle, decreasing flow rate.

9. IV is patent (no occlusion by clot at the tip of the catheter); lower the bag to see if you see a blood 
return - if none, then it is occluded and needs to be discontinued and started at another site.

Discontinuing IV Catheter (D/C)
IV therapy should be discontinued if the integrity of the catheter is compromised or the client has received 
the allocated fluid. To do this you will need 1 sterile 2x2 gauze, gloves, and tape.

Procedure:
1. Wash hands and observe universal precautions.

2. Stop the IV flow by clamping off the tubing. 

3. Wear gloves for this procedure.

4. Loosen and remove all tape from the catheter, holding the catheter so it is not pulled out. do not 
use scissors as you might cut skin.

5. Hold a dry sterile sponge (gauze) over the injection site and remove the catheter. 

6. The catheter must be removed nearly flush with the skin.

7. Apply pressure instantly and firmly directly over the site. Apply pressure longer to the site if the 
client has poor clotting mechanisms, or had a large gauge catheter inserted.

8. Secure 2x2 gauze with tape or Band-Aid.

9. Document in the chart:
a. Appearance of the site
b. How the client tolerated the procedure
c. The intactness of the catheter
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Pharmacology For Midwives Questions
1. List the medications appropriate to out-of-hospital midwifery care and 

indicate the application for each.

2. What size needle is used for the following applications:
maternal IM injection
newborn IM  injection

3. When is it critical to check the name and date of a medication?

4. Why is it critical that you pull back on the syringe plunger prior to injecting a 
medication IM?

5. Define the parenteral route of medication administration.

6. What are systemic medications?

7. Give instructions for using a multi-dose vial of Lidocaine.

8. Give instructions for opening a glass ampule (vial).

9. What resource/reference do you personally utilize when discussing or 
recommending over-the-counter medications with clients? 

10. What is the common brand of metronidazole prescribed for certain vaginal 
infections?

11. What is the FDA classification indicating the safety of metronidazole use in 
pregnancy?

12. What may a woman notice about her urine if she is taking metronidazole?

13. What may a woman who is taking metronidaxole experience as side 
effects of the medication?

14. What may a woman experience after taking metronidaxole that may also 
require treatment?

                  Continued...
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Pharmacology For Midwives Questions, continued

15. How is metronidaxole absorbed by the body?

16. What is the medical/pharmacological treatment for herpes?

17. How is a C/S (culture/sensitivity study) used to prescribe medication?

18. How is magnesium sulfate used in pregnancy?

19. What is the action of drugs  under the classification “tocolytic?”

20. What drug classification includes Pitocin?

21. List the instances in which Pitocin may be used during pregnancy and post 
partum.

22. How is Pitocin administered to control a post partum bleed? Include 
dosage for out-of-hospital use. 

23. What is the danger of administering Pitocin in an IV solution “injection” or 
“push?”

24. What are the risks associated with Pitocin use in labor?

25. How is Methergine administered? Include dosage.

26. Describe the cardiopulmonary circulatory pattern.

27. Define hypovolemic shock.

28. What are the signs and symptoms of hypovolemic shock?  

29. What is the common name for misoprostol?

30. What do you know about the use of misoprostol in labor?

         Continued... 
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Pharmacology For Midwives Questions, continued

31. What does the acronym NSAID represent? Give an example of one 
appropriate for use in pregnancy.

32. Name a common antibiotic that is contra-indicated for use in pregnancy.

33. How would you explain anaphylactic shock to a non-medical person?

34. What is the main concern when dealing with anaphylactic  shock? 

35. Why is Rhogam administered?

36. How is Rhogam stored?

37. How is Rhogam packaged? How is it administered, and when?

38. Your client has a bad cough. She wants to know which cough syrup she 
can take while she’s pregnant. What do you suggest?

39. Your client calls you because she has diarrhea. She usually takes Pepto-
Bismol. Can she take it while she’s pregnant?

40. Your client has always used Advil for headaches. What do you tell her?

41. Translate the following short-hand terminology:
bid
tid
qid
q 2 h
PO

42. What are the risks of receiving IV fluids?

43. Describe the process of osmosis. 

         Continued... 
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Pharmacology For Midwives Questions, continued

44. Describe the solute level of an isotonic IV solution.

45.  What IV solution is appropriate for out-of-hospital use in midwifery care?

46. Describe what happens with the erroneous application of a hypotonic IV 
solution.

47. Describe what happens with the erroneous application of a hyertonic IV 
solution.

48. What is an air embolism?

49. What are the symptoms of an air embolism? 

50. How do you respond to symptoms of an air embolism?

51. In the context of a hospital birth, what reasons are given to justify routine IV 
administration?

52. In the context of a hospital birth, what circumstances necessitate an IV?

53. Why would a laboring woman in the hospital receive Phenergan?

54. List the common narcotic analgesic pain medications used in the hospital 
setting for pain relief in labor. What has your experience/observation been 
for each?

55. When might morphine be administered (in hospital)?

56. When during labor may narcotic analgesics be administered?

57. How may narcotic analgesics effect the immediate post partum?

58. When is anesthesia used during childbirth?
         Continued... 
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Pharmacology For Midwives Questions, continued

59. Define the following forms of anesthesia.
anesthesia: general, local, regional
regional analgesic anesthesia: epidural, intrathecal

60. Explain the difference between epidural and intrathecal analgesia.

61. What are the risks of epidural and intrathecal analgesia? 

62. What is the application of newborn ophthalmic medication intended to 
prevent?  

63. Why is vitamin K recommended for newborns?

64. What is the current dosage for newborn oral vitamin K?

65. What must you consider when informing a breast-feeding mother of her 
medication options?

66. What may a newly post partum mother take to help ease after pains? 

67. What post partum conditions indicate the need for medical consultation 
and antibiotic treatment?

68. What may a newborn develop if her mother is taking antibiotics?

69. List the groups or families of antibiotics.

70. What is the recommended immunization schedule for infants? 

71. What is the medical rationale for childhood immunizations?

72. What are the current arguments for alternatives to the medically 
recommended immunization schedule for infants?

         Continued... 
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Pharmacology For Midwives Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Read and consider the entries in a drug guide for all the medications that 
you listed in questions #1 above. What information did you find surprising?

2. Research the use of misoprostol in labor. Send at least one article about it.

3. Obtain the IV equipment/supplies listed in the excerpt from the CAM IV 
Training.  Practice the set-up procedure, aseptic technique and 
“venipuncture” on a banana or stuffed glove. Time the drip rates as 
discussed in the text.

4. Obtain a copy of the midwifery license law and rules & regs for midwifery 
practice in your state. What are the legal requirements and limitations of 
the midwifery license regarding the use of medications and IV 
administration in your state? 
How does this compare with the national certification, NARM CPM?

5. Draft practice guidelines for the use of medications in your own practice. 
Refer to the medications listed in questions #1 above.  Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

6. Draft practice guidelines for the use of IV fluids in your own practice. If you 
do not administer IV fluids, make reference to informed consent, 
indications for the need for IV, charting and your transport plan. Submit this 
draft and include it later in your Practice Guidelines projects (in the Charting 
and Practice Guidelines Module.)
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Pharmacology For Midwives, Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

8. Complications
2. General Health care Skills: 

D. Demonstrates the use of instruments and equipment including: 
16. Needle and syringe
18. Single dose ampule

K. Administers the following pharmacologic (prescriptive) agents:
1. Lidocaine 
2. Medical oxygen
3. Methergine
5. Pitocin ®
6. RhoGam

3. Maternal Health Assessment:
L. Establishes and follows emergency contingency plans for mother and/or newborn

4. Labor, Birth and Immediate Postpartum
D. Assesses the condition of, and provides care for the newborn by:

13. Administering eye prophylaxis
E. Assists in placental delivery and responds to blood loss by:

6. Responding to a trickle bleed by: 
a) Assessing the origin of the blood, 
b) responding to uterine bleeding with: 

1) nipple stimulation/breastfeeding, 
2) fundal massage, 
3) assessment of fundal height and uterine size, 
4) non-allopathic treatments, 
5) administration of medication, 
6) expression of clots, 
7) emptying the bladder, 
8) assessment of vital signs, 

Continued...
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Pharmacology For Midwives Skills, continued

7. Responding to postpartum hemorrhage with:
a) fundal massage, 
b) external bimanual compression, 
c) internal bimanual compression, 
d) manual removal of clots, 
e) administration of medication, 
f) non-allopathic treatments, 
g) maternal focus on stopiing the bleeding:tightening the uterus, 
h) administration of oxygen, 
i) administration of IV fluids or appropriate freferral for IV fluids,
j) treatment for shock, 
k) consulting and/or transferring, 
l) activating emergency backup plan.

5. Postpartum
C. Provides contraceptive education and counseling

6. Well-Women Care
F. Assesses client's family planning history and needs: counsels/prescribes
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Physical Assessment
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• In the greater context of health care, understand how a midwife can serve 
her clients by performing a head to toe physical assessment.

• Identify the steps to basic physical assessment for well-woman, prenatal, 
post partum, pelvic and breast exams, and newborn exam.

• Identify the examination tools needed for providing physical exams.
• Become familiar with normal findings and abnormal findings.
• Practice the physical assessment skills.
• Practice charting your physical assessments.
• Review community and consultation resources for follow up on abnormal 

findings.
• Review the Well Woman Care module.
• Review the APGAR scoring system of newborn assessment in the 

immediate post partum.
• Apply your physical assessment skills to learning and performing newborn 

assessment.
• Draft practice guidelines for physical assessment in your own practice.
• Competently demonstrate physical assessment in the context of your 

preceptor’s practice.
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Physical Assessment

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
New View of a Woman’s Body, Gage
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Birth Emergency Skills Training, Gruenberg

Related Topics
• Prenatal Care
• First and Second Stage Labor
• Post Partum Care
• Well Woman Care
• Community Health
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Physical Assessment Questions
1. Why is it important for midwives to perform physical assessments with their 

clients?

2. Why is it important to establish a raport with a woman before undertaking a 
physical assessment?  

3. Why is it important to take a verbal health history prior to beginning the 
exam?

4. List the vital signs assessed during a routine physical examination.

5. Describe the reflexes checked during a pregnancy physical assessment.

6. What tool do you use to check reflexes?

7. What tool do you use to check ears?

8. What must you consider about the blood pressure cuff in relationship to 
your client?

9. List the things you do before beginning an exam.

10. Why is it important that the client empty her bladder prior to exam?

11. Why might the pupils be fixed and dilated?

12. Why might the pupils be constricted?

13. Explain the difference in appearance and physical palpation  between 
caput succedaneum and cephalhematoma.

14. What is the follow-up for a newborn cephalhematoma?

15. During the newborn exam you palpate the baby’s belly. Why?

         Continued...
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Physical Assessment Questions, continued

16. List five reflexes observed or checked during a newborn exam.

17. What general visual assessments are made of the newborn’s chest? 

18. Why may the breasts of male and female babies be enlarged? 

19. Describe how the newborn’s hips are assessed. 

20. Is it advisable to retract the foreskin on a baby’s penis during exam? 

Essay
1. After practicing several exams, describe the order in which you find you 

best observe and examine your “client.”  Describe normal variations and 
particular indications for concern.

2. Give instructions for performing a pelvic exam.

3. Give instructions for performing a breast exam.

4. Give instructions for making a newborn APGAR assessment. When do you 
consult with a physician or transport?

5. Beginning with preparation and set up, describe the steps you  follow when 
performing a newborn exam. Describe normal variations and particular 
indications for concern.

                  Continued...

______
NMI Study Group Modules, Third Edition                                                                         269



Physical Assessment Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Create or adapt physical assessment forms for use in your midwifery 
practice. Include prenatal physical assessments for visits (vitals, fundal 
height, etc.), head to toe exam,  post partum exam, well woman visit, 
newborn exam). Submit this draft and include it later with  your  projects in 
the Charting and Practice Guidelines Module.

2. Perform a newborn assessment and chart it using your own form or the 
form used by your preceptor.

3. Perform a well-woman or prenatal physical assessment, chart it using your 
own form or the form used by your preceptor. Include breast and pelvic 
exams (may be part of physical assessment or separate exams).

4. Draft practice guidelines for physical assessments in your own practice. 
Include reference to your schedule of exams within visits, well-woman, 
prenatal, post partum, pelvic and breast exams, newborn exam and 
subsequent assessments. Include consultation and referral resources for 
your own practice. Submit this draft and include it later in your Practice 
Guidelines projects (in the Charting and Practice Guidelines Module.)
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Physical Assessment Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

3. Blood pressure cuff
14. Newborn and adult scale
20. Stethoscope
22. Tape measure
23. Thermometer 

K. Administers the following pharmacologic (prescriptive) agents:
4. Prescriptive ophthalmic prophylaxis ointment (e.g., erythromycin)

3. Maternal Health Assessment:
B. Performs an initial history and physical examination including vital signs 

1. General appearance
2. Baseline weight and height
3. Vital signs
4. HEENT (Head, eyes, ears, nose and throat) including: a) Hair and scalp, b) 

Eyes, pupils, whites, conjunctiva, c) The thyroid by palpation, d) Enlarged 
lymph glands of neck, chest and under arms, e) mouth, teeth, mucous 
membrane, tongue

5. Breast condition, by examination:     
a) evaluates mother’s kowledge of self-breast exam techniques    
 b) implications for breastfeeding

6. Torso, extremities for bruising, abrasions, moles, unusual growths
7. Baseline reflexes
8. Heart and lungs
9. The abdomen, by palpation and observation for scars
10. Kidney pain (CVAT)
11. The spine
12. Pelvic landmarks 13. Pelvic measurements
14. The condition of the uterus, ovaries and cervix (by speculum)

     a) Performs a Papanicolaou (Pap) test
 b) Obtains gyn cultures

Continued...

______
NMI Study Group Modules, Third Edition                                                                         271



Physical Assessment Skills, continued

15. The size of the uterus and fetal age (by bimanual exam), the condition of the 
vulva, vagina, cervix, and anus

C. Estimates due date based upon:      
1. Date of mother’s last menstrual period
4. Changes in mucus condition or ovulation history

D. Assesses the condition of, and provides care for the newborn by:
1 Keeping baby warm, 
2 Making initial newborn assessment
3. Determining APGAR score at: 

a) 1 minute, 
b) 5minutes, 
c) 10 minutes (as appropriate)

4. Performing routine suctioning 
5. Keepng mother and baby together 
6. Monitoring respiratory and cardiac function by assessing:

a) the symmetry of the chest,  
b) the sound and rate of heart tones and respirations, 
c) nasal flaring, 
d) grunting, 
e) retractions,  
f) circumoral cyanosis, 
g) central cyanosis (check color)

14. Performing a newborn examination by assessing: 
a) newborn general appearance,
b) newborn alertness, 
c) the head for: 

1) molding, 
2) hematoma, 
3) caput, 
4) sutures, 
5) fontanels, 
6) measurement, 

d) the eyes for: 
1) jaundice, 
2) pupil conditions, 
3) tracking, 
4) spacing, 

Continued...
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Physical Assessment Skills, continued

e) the ears for:
1) positioning, 
2) response to sound, 
3) patency, 
4) cartilage, 

f) the mouth for:
1) appearance and feel of palate, 
2) lip and mouth color, 
3) tongue, 
4) lip cleft, 
5) signs of dehydration, 

F. Assesses general condition of mother and newborn by:
1. Assessing bladder distention 
3. Assessing lochia 
5. Assessing condition of vagina, cervix and perineum for: 

a) cystocele, b) rectocele, c) hematoma, d) tears, e) lacerations, 
f) hemorrhoids, g) bruising

 7. Providing instruction for care and treatment of the perineum
K. Recognizes and responds to potential prenatal complications by: 

9. Assessing and evaluating a post-date pregnancy by monitoring /assessing:    
a) The need for consultation, 
b) Fetal movement, growth, and heart tone variabliity,  
c) Estimated due date calculation, 
d) Previous birth patterns, 
e) Amniotic fluid volume, 
f) Maternal tracking of fetal movements,
g) Referral for ultrasound, 
h) Referral for non-stress test
 i) Referral for contraction stress test,
 j) Referral and collaboration for biophysical profile

4. Labor, Birth and Immediate Postpartum
D. Assesses the condition of, and provides care for the newborn by:

14. Performing a newborn examination by assessing: 
g) the nose for: 1)patency, 2)flaring nostrils,  
h) the neck for: 1)enlarged glands, 2)trachea placement,
 i) the clavicle for: 1)integrity, 2)symmetry, 

Continued...

______
NMI Study Group Modules, Third Edition                                                                         273



Physical Assessment Skills, continued

 j) the chest for: 1)symetry, 2)nipples, 3)breast enlargement including 
discharge, 4)measurement (chest circumference, 5)monitor heart 
for irregularitieds and count heart rate,  6)ausultate the lungs, front 
and back for: a)breath sounds, b)auscultate the bronchioles, 
c)equal bilateral expansion, d)respiration count, 

k) the abdomen for: 1)enlarged organs, 2)masses, 3)hernias, 4)bowel 
sounds, 

l) femoral pulses, 
m) the groin for swollen glands, 
n) the genitalia for: 1) appearance, 2) testicle for: a) descent, b) rugae, 

c) hernaition, 3) labia separation, 4) discharge, 
o) the rectum for: 1) patency, 2) meconium,  
p) the hips for abduction, 
q) the legs for: 1) symmetry, 2) equal length, 3) sickle foot/ankle, 
r) the feet for: 1 )digits, number, webbing, 2) creases, 3) reflexes, 

4) length of toenails, 
s) the arms for symmetry in: 1) structure, 2) movement,  

  t) the hands for: 1) number of digits, 2) finger taper, 3) Simian crease, 
4) length of nails, 

u) the backside of baby for: 1) symmetry of hips, 2) condition of the spine: 
a) dimpling, b) holes, c) straightness, 

v) temperature via: 1)axillary, 2) rectal, 
w) reflexes: 1) flexion of extremities and muscle tone, 3) sucking, 3) moro, 

4) Babinski, 5) Plantar/palmar, 6) stepping, 7) grasp, 8) rooting, 
x) gestaional age, 
y) skin condition for: 1) color, 2) lesions,  3) birthmarks, 4) milia, 5) vernix, 

6) lanugo, 7) peeling, 8) rashes, 
z) length of baby, 
aa) weight

F. Assesses general condition of mother and newborn by:
8. Facilitating breastfeeding by assisting and teaching about: a)positioning for 
mother and baby,  

b) skin-to-skin contact, c) latching on, d) adequate maternal hydration, 
e) adequate maternal nutrition, adequate maternal rest, g) feeding 
patterns, h) maternal comfort measures for engornement, i) letdown 
reflex, j) milk expression  (and newborn exam, maternal vitals with blood 
loss assessment)

Continued...
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Physical Assessment Skills, continued

5. Postpartum
G. Performs maternal four- to six-week post-partum chech-up assessing for:

1. Post partum subjective history 
2. Lochia 
3. Return of menses .
4. Physical condition by performing an examination including assessment of: 

a) vital signs, b) systems function, c) breastfeeding, condition of breast 
and nipples, d) muscle prolapse of vagina and rectum (cystocele, 
rectocele, etc.), e) strength of pelvic floor, f) condition of uterus, ovaries 
and cervix, g)condition of the vulva, vagina, perineum and anus 

6. Well-Women Care
B. Performs a general physical examination including assessment of:

1. General appearance,
2. General symptoms, 
3. Skin condition, 
4. Torso, extremeties for bruising, abrasions, moles, unusual growths, 
5. HEENT (head, eyes, ears, nose, throat) including: a)hair and scalp, b)eyes: 
pupils, whites, conjunctiva, c)thyroid by palpation, d)lymph glands of neck, chest 
and under arms, e)mouth, teeth, mucous membranes and tongue, 
6. Weight and height,  
7. vital signs, 8.breast condition by examination, 
9.heart and lungs (auscultate), 
10. Abdomen (palpage and auscultate), 
11. (CVAT) Costovertable Angle Tenderness,  
12. Deep tendon reflexes of the knee, 
13. lower extremeties for varicosities,  
14. extremeties for edema

D. Provides gynecological examination including assessment of:
1. External genitalia 
2. The cervix by speculum (observe) 
3. Vulva, vagina,anus, perineum, urethra, clitoris, Bartholin’s and Skeene’s glands 
4. Vaginal discharge: a)odor, b)color, c)consistency, d)amount, e)obtain PAP 
smear and cultures

H. Refers client to other health care professionals, services, agencies, or other, as 
indicated

Continued...
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Physical Assessment Skills, continued

7. Well-Baby Care
A. Provides well-baby care during the first two - six weeks
B. Assesses the general health and appearance of baby including:

1. Temperature,
2. Heart rate, rhythm and regularity, 
3. Respirations, 
4. Weight, 
5. Length,  
6. Measurement of circumference of head, 
7. Neuro-musclar response, 
8. Level of alertness,  
9. Wake/sleep cycles, 
10. Feeding patterns, 
11. Urination and stool for frequency, quality and color, 
12. Appearance of skin, 
13. Jaundice, 
14. Condition of cord
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Physical and Sexual Abuse
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify what physical abuse and sexual abuse may include.
• Identify  aspects of domestic violence.
• Identify the signs and symptoms of physical and sexual abuse.
• Understand who is at risk for physical or sexual abuse, and that it happens 

outside of those risk groups.
• Identify the generational chain of abuse that can continue the cycle of 

abuse.
• Review the legal obligations care providers face when encountering 

physical and sexual abuse.
• Review issues around confidentiality.
• Identify state laws regarding the arrest and prosecution of abusers in your 

area.
• Identify national and local community sources for responding to physical or 

sexual abuse.
• Identify the local rape crisis services in your area.
• Understand that having experienced abuse may impact a woman’s 

emotional process and physical response during pregnancy, labor, birth 
and parenting.

• Create a referral list for clients who have experienced physical or sexual 
abuse.
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Physical and Sexual Abuse

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Our Bodies, Ourselves, Boston Women’s Health Book Collective

Survivor Moms, Women’s Stories of Birthing, Mothering and Healing after Sexual Abuse
The Peace Book, Diamond  (Chapters 1, 2, 3,  9. review Chapter 7)
the following excerpts from Internet sites:
“What is Battering?”
Domestic Violence & Incest Resource Centre
U.S. Department of Justice, Office of Justice Programs, Bureau of Justice Statistics
Center  For The Prevention  of Sexual and Domestic Violence
“The Rod of Guidance” by Sue Hille
“Incest/Sexual Abuse  of  Children” by Patricia D. McClendon

Related Topics
Physical Assessment
First and Second Stage Labor
Well Woman Care

Post Partum Care

Substance Abuse
Charting
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What is Battering? 
Battering is a pattern of behavior used to establish power and control over another person through 
fear and intimidation, often including the threat or use of violence. Battering happens when one 
person believes they are entitled to control another. Assault, battering and domestic violence are 
crimes. 
Definitions: Abuse of family members can take many forms. Battering may include emotional abuse, 
economic abuse, sexual abuse, using children, threats, using male privilege, intimidation, isolation, 
and a variety of other behaviors used to maintain fear, intimidation and power. In all cultures, the 
perpetrators are most commonly the men of the family. Women are most commonly the victims of 
violence. Elder and child abuse are also prevalent. Acts of domestic violence generally fall into one or 
more of the following categories: 

• Physical Battering - The abuser’s physical attacks or aggressive behavior can range from 
bruising to murder. It often begins with what is excused as trivial contacts which escalate into 
more frequent and serious attacks. 

• Sexual Abuse - Physical attack by the abuser is often accompanied by, or culminates in, 
sexual violence wherein the woman is forced to have sexual intercourse with her abuser or 
take part in unwanted sexual activity. 

• Psychological Battering -The abuser’s psychological or mental violence can include 
constant verbal abuse, harassment, excessive possessiveness, isolating the woman from 
friends and family, deprivation of physical and economic resources, and destruction of 
personal property. 

Battering escalates. It often begins with behaviors like threats, name calling, violence in her presence 
(such as punching a fist through a wall), and/or damage to objects or pets. It may escalate to 
restraining, pushing, slapping, and/or pinching. The battering may include punching, kicking, biting, 
sexual assault, tripping, throwing. Finally, it may become life-threatening with serious behaviors such 
as choking, breaking bones, or the use of weapons. 

Predictors Of Domestic Violence
The following signs often occur before actual abuse and may serve as clues to potential abuse:

1. Did he grow up in a violent family? People who grow up in families where they have been 
abused as children, or where one parent beats the other, have grown up learning that 
violence is normal behavior. 

2. Does he tend to use force or violence to "solve" his problems? A young man who has a 
criminal record for violence, who gets into fights, or who likes to act tough is likely to act the 
same way with his wife and children. Does he have a quick temper? Does he over-react to 
little problems and frustration? Is he cruel to animals? Does he punch walls or throw things 
when he’s upset? Any of these behaviors may be a sign of a person who will work out bad 
feelings with violence. 

3. Does he abuse alcohol or other drugs? There is a strong link between violence and problems 
with drugs and alcohol. Be alert to his possible drinking/drug problems, particularly if he 
refuses to admit that he has a problem, or refuses to get help. Do not think that you can 
change him.

4. Does he have strong traditional ideas about what a man should be and what a woman 
should be? Does he think a woman should stay at home, take care of her husband, and 
follow his wishes and orders? 

5. Is he jealous of your other relationships—not just with other men that you may know—but 
also with your women friends and your family? Does he keep tabs on you? Does he want to 
know where you are at all times? Does he want you with him all of the time?

6. Does he have access to guns, knives, or other lethal instruments? Does he talk of using them 
against people, or threaten to use them to get even?

7. Does he expect you to follow his orders or advice? Does he become angry if you do not fulfill 
his wishes or if you cannot anticipate what he wants?

8. Does he go through extreme highs and lows, almost as though he is two different people? Is 
he extremely kind one time, and extremely cruel at another time?

9. When he gets angry, do you fear him? Do you find that not making him angry has become a 
major part of your life? Do you do what he wants you to do, rather than what you want to do?

10. Does he treat you roughly? Does he physically force you to do what you do not want to do? 
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Checklist

Look over the following questions. Think about how you are being treated and how 
you treat your partner. Remember, when one person scares, hurts or continually puts 
down the other person, it’s abuse.

Does your partner....
____ Embarrass or make fun of you in front of your friends or family? 
____ Put down your accomplishments or goals? 
____ Make you feel like you are unable to make decisions? 
____ Use intimidation or threats to gain compliance? 
____ Tell you that you are nothing without them? 
____ Treat you roughly - grab, push, pinch, shove or hit you?
____ Call you several times a night or show up to make sure you are where you said 

you would be?
____ Use drugs or alcohol as an excuse for saying hurtful things or abusing you? 
____ Blame you for how they feel or act?
____ Pressure you sexually for things you aren’t ready for? 
____ Make you feel like there "is no way out" of the relationship?
____ Prevent you from doing things you want - like spending time with your friends or 

family?
____ Try to keep you from leaving after a fight or leave you somewhere after a fight to 

"teach you a lesson"?

Do You...
____ Sometimes feel scared of how your partner will act?
____ Constantly make excuses to other people for your partner’s behavior?
____ Believe that you can help your partner change if only you changed something 

about yourself? 
____ Try not to do anything that would cause conflict or make your partner angry?
____ Feel like no matter what you do, your partner is never happy with you?
____ Always do what your partner wants you to do instead of what you want? 
____ Stay with your partner because you are afraid of what your partner would do if 

you broke up?

If any of these are happening in your relationship, talk to someone. Without some 
help, the abuse will continue.

Adapted from Reaching and Teaching Teens to Stop Violence, Nebraska Domestic Violence and Sexual Assault 
Coalition, Lincoln, NE.
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Domestic Violence & Incest Resource Centre
Victoria, Australia.  Ph. (03) 9486-9866. © 2001 - Materials:

‘Your support can make a difference’
Introduction  
It can be really worrying when someone you care about is being hurt or abused by their partner. This guide 
will provide you with practical information on how to help, and how to look after yourself. 
Your help can make a great difference to someone who is abused. Your response to her situation is really 
important. If she feels supported and encouraged, she may feel stronger and more able to make 
decisions. If she feels judged or criticized, she could be afraid to tell anyone else about the abuse again. 
Abuse in relationships is quite common, and is mainly committed by men against women. Much of this 
abuse is witnessed by children. Some women are abusive in relationships. Women in lesbian 
relationships, and men in gay relationships can also be abusive to their partners. 
This guide will help in supporting female and male victims of abuse. Throughout the guide we refer to the 
victim as 'she' for simplicity and because the majority of victims are women, however we encourage 
supporters of men who are being abused to use this guide. 
"My best friend really helped me. She never judged me or made me feel like it was my fault. She helped 
me think about what to do, looked after my kids to give me a break, and was there when I needed her. It 
can't have been easy on her. But her support made a big difference" - Ana
What is abuse? 
Every couple has arguments or disagreements. In a respectful and equal relationship, both partners feel 
free to state their opinions, to make their own decisions, to be themselves, and to say no to sex. But this is 
not the case when someone is abusive. In an abusive relationship, one partner tries to dominate the other 
through physical harm, criticisms, demands, threats, or sexual pressure. For the victim and her children, 
this behaviour can be very dangerous, frightening, confusing and damaging. 
Psychological or emotional abuse can be just as harmful as physical abuse. Abuse in a relationship is 
never acceptable, regardless of the circumstances, and is never the fault of the victim. Abuse is not 
caused by alcohol, or stress, or by the victim's behaviour. Abuse happens because the abuser wants to 
control and manipulate the other person. Physical and sexual assault, threats and stalking are crimes and 
can be reported to the police. 
"My family and friends didn't think it was 'that bad' because he only physically hit me once. But the put-
downs and manipulation were so much worse, the way he controlled my life. I really wish my family could 
have understood how horrible it was" - Kate.
How can I recognise abuse? 
You might be unsure if what your friend or relative is experiencing is 'abuse'. Maybe you just have some 
sense that something is 'wrong' in her relationship. Sometimes there may be signs that indicate that there 
is abuse. But often there will be nothing obvious. These are some of the signs that someone is being 
abused. 

• She seems afraid of her partner or is always very anxious to please him or her. 
• She has stopped seeing her friends or family, or cuts phone conversations short when her 

partner is in the room. 
• Her partner often criticises her or humiliates her in front of other people. 
• She says her partner pressures or forces her to do sexual things. Her partner often orders her 

about or makes all the decisions (for example, her partner controls all the money, tells her who she 
can see and what she can do). 

• She often talks about her partner's 'jealousy', 'bad temper' or 'possessiveness'. 
• She has become anxious or depressed, has lost her confidence, or is unusually quiet. 
• She has physical injuries (bruises, broken bones, sprains, cuts etc.). She may give unlikely 

explanations for physical injuries. 
• Her children seem afraid of her partner, have behaviour problems, or are very withdrawn or 

anxious. She is reluctant to leave her children with her partner. 
• After she has left the relationship, her partner is constantly calling her, harassing her, following 

her, coming to her house or waiting outside. 

continued... 
Domestic Violence & Incest Resource Centre, continued
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Why doesn't she just leave? 
It can be hard to understand why someone would stay in a relationship if she is being treated so badly. 
Leaving may appear to be a simple solution. You might think that the abuse is partly her fault because she 
puts up with it, or that she is weak or stupid if she stays. 
It is hard to imagine what it is like to be abused when you are not in the situation yourself. From the 
outside, it may seem easier to leave than it actually is. It can be very difficult to leave an abusive partner. 
This is an important thing for friends and family to understand. 
There are many reasons why it may be so hard to leave. 

• She is afraid of what the abuser will do if she leaves. The person who is abusive may have 
threatened to harm her, her relatives, or the children, pets or property. They may threaten to 
commit suicide if she talks about leaving. Many victims find that the abuse continues or gets worse 
after they leave. 

• She still loves her partner, because he or she is not abusive all of the time. 
• She has a commitment to the relationship or a belief that marriage is forever, for 'better or worse'. 
• She hopes her partner will change. Sometimes the abusive person might promise to change. She 

might think that if the abuser stops drinking, the abuse will stop. 
• She thinks the abuse is her fault. 
• She feels she should stay 'for the sake of the children', and that it is best that children live with 

both parents. Her partner may have threatened to take or harm the children. 
• A lack of confidence. The person who is abusive will have deliberately tried to break down their 

partner's confidence, and make her feel like she is stupid, hopeless, and responsible for the 
abuse. She may feel powerless and unable to make decisions. 

• Isolation and loneliness. The person who is abusive may have tried to cut her off from contact with 
family or friends. She might be afraid of coping on her own. If English is not her first language she 
might feel particularly isolated. 

• Pressure to stay from family, her community or church. She might fear rejection from her 
community or family if she leaves. 

• She may feel that she can't get away from her partner because they live in a rural area, or because 
they have the same friends, or are part of the same ethnic, Aboriginal or religious community. 

• She doesn't have the means to survive if the relationship ends. She might not have anywhere to 
live, or access to money, or transport, particularly if she lives in an isolated area. She may be 
dependent upon her partner's income. If she has a disability, she may depend upon the abuser 
for assistance. 

It is very important that you do not make her feel that there is something wrong with her because she 
hasn't left. This will only reinforce her low confidence and feelings of guilt and self-blame. 
Leaving an abusive partner may sometimes be quite dangerous. The abuse may continue or increase 
after she leaves. Help her to weigh up her feelings, to decide what she can do, and to consider her safety 
whether she decides to stay or to leave. She might want to contact one of the services listed in the back of 
this guide to talk about how to protect herself. 
"When I told her how he abused me, my friend said 'but you let him do it' like it was my fault. That made me 
feel worse. She didn't know how much pressure he put on me to go back, how he said he loved me and 
would kill himself rather than live without me and the children. He made me feel so guilty. I though how 
important it was for the children to have a father. It was all a way of manipulating me to come back. My friend 
stopped talking to me after I went back to him, she said I was stupid. I was really upset because she was my 
only close friend in Australia and I really needed someone to talk to, and help me to see that the way he 
treated me was wrong" - Nicola.

continued... 

Domestic Violence & Incest Resource Centre, continued

Should I get involved? 
______
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Many people worry that they will be 'interfering' if they get involved, or that it is a 'private matter'. But it is 
equally worrying if someone is being abused and you say nothing. Your support can make a difference. 
You might risk some embarrassment if you approach her and she rejects your support or tells you your 
suspicions are wrong. But if you approach her sensitively, without being critical, most people will 
appreciate an expression of concern for their well-being, even if they are not ready to talk about their 
situation. It is unlikely you will make things 'worse' by expressing concern. 
"My family knew I was being abused and that I felt trapped, but they didn't say anything about it until I finally 
left. It would have helped if they had said that his behaviour wasn't ok, because I though it was normal. If 
they had said that I was a good person and that they were there if I needed them, it would have made 
getting out a lot easier" - Ellie.

How should I approach her? 
Approach your friend or relative in a sensitive way, letting her know your own concerns. Tell her you're 
worried about her, then explain why. For example 'I'm worried about you because I've noticed you seem 
really unhappy lately'. 
Don't be surprised if she seems defensive or rejects your support. She might be scared of worrying you if 
she tells you about the abuse. She may not be ready to admit to being abused, or may feel ashamed and 
afraid of talking about it. She might have difficulty trusting anyone after being abused. If the victim is a man, 
he may feel particularly embarrassed about speaking about the abuse as he may be seen as 'weak' or 
'unmanly'. 
Don't push the person into talking if they are uncomfortable, but let them know that you're there if they 
need to talk. Be patient, and keep an ear out for anything that indicates they are ready to talk about the 
abuse. 

What can I do to help her? 
The most important thing you can do is to listen without judging, respect her decisions, and help her to 
find ways to become stronger and safer. 
"You don't have to fully understand to be of assistance. All you have to do is give your time and love 
without being judgemental" - Jane.

• Listen to what she has to say. 
• Believe what she tells you. It will have taken a lot for her to talk to you. People are much more likely 

to cover up or downplay the abuse, rather than to make it up or exaggerate. You might find it hard 
to imagine someone you know could behave abusively. But the person who is abusive will 
probably show you a very different side to the side the victim sees. 

• Take the abuse seriously. Abuse can be damaging both physically and emotionally. Don't 
underestimate the danger she may be in. 

• Help her to recognise the abuse and understand how it may be affecting her or her children. 
• Tell her you think she has been brave in being able to talk about the abuse, and in being able to 

keep going despite the abuse. 
• Help to build her confidence in herself. 
• Help her to understand that the abuse is not her fault and that no-one deserves to be abused, no 

matter what they do. Let her know you think that the way her partner is treating her is wrong. For 
example, 'No-one, not even your husband, has the right to mistreat you'. 

• Help her to protect herself. You could say 'I'm afraid of what he could do to you or the children' or 
'I'm worried that it will get worse' . Talk to her about how she thinks she could protect herself. See 
the section 'Helping to increase her safety' (see later section). 

• Help her to think about what she can do and see how you can help her to achieve it. 
• Offer practical assistance like minding the children for a while, cooking a meal for her, offering a 

safe place to stay, transport or to accompany her to court, etc. 
• Respect her right to make her own decisions, even if you don't agree with them. Respect her 

cultural or religious values and beliefs. 
• Maintain some level of regular contact with her. Having an opportunity to talk regularly to a 

supportive friend or relative can be very important. 
continued... 

Domestic Violence & Incest Resource Centre, continued

• Find out about Intervention Orders and other legal options available and pass this information on 
______
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to her if she wants it. 
• Tell her about the services available, listed at the back of this guide. Remind her that if she calls a 

service, she can just get support and information, they won't pressure her to leave if she doesn't 
want to. 

• Keep supporting her after she has left the relationship. The period of separation could be a 
dangerous time for her, as the abuse may increase. She may need practical support and 
encouragement to help her establish a new life and recover from the abuse. She could also seek 
counselling or join a support group.

"What would really have helped is to have a relative or friend to mind the kids for a while. I just needed the 
time to think and work out my feelings without the kids being around all the time" - Soraya.

Questions you could ask and things you could say: 
These are just some ideas. It is important that you only say what you believe, and use your own words. 

• 'The way he treats you is wrong'. 
• 'What can I do to help you?' 
• 'How do you think his behaviour has affected you?' 
• 'How do you think his behaviour is affecting your children?' 
• 'I'm worried about what he could do to you or the children.' 
• 'What do you think you should do?' 
• 'What are you afraid of if you leave?' 
• 'What are you afraid of if you stay?' 

What not to do … 
When talking to someone who is being abused, some things may not help, or may stop her from wanting 
to confide in you fully. Here are some of the things victims of abuse say did not help: 

• Don't blame her for the abuse or ask questions like 'what did you do for him to treat you like that?' 
or 'why do you put up with it?', or 'how can you still be in love with him?' These questions suggest 
that it is somehow her fault. 

• Don't keep trying to work out the 'reasons' for the abuse. Concentrate on supporting the person 
who is being abused. o Don't be critical if she says she still loves her partner, or if she leaves but 
then returns to the relationship. Leaving an abusive partner takes time, and your support is really 
important. 

• Don't criticise her partner. Criticise the abusive behaviour and let her know that no-one has the 
right to abuse her (for example, say 'your partner shouldn't treat you like that'). Criticism of her 
partner is only likely to make her want to defend him or her. 

• Don't give advice, or tell her what you would do. This will only reduce her confidence to make her 
own decisions. Listen to her and give her information, not advice. 

• Don't pressure her to leave or try to make decisions on her behalf. Focus on listening and 
supporting her to make her own decisions. She knows her own situation best. 

Helping to increase her safety 
Whether she is staying in the relationship or has separated, it is important to think about how she can be 
protected from further abuse. You could: 

• Help her to plan where she and her children could go in an emergency, or if she decides to leave. 
If she needs to stay at a secret location, tell her about safe accommodation services (refuges). 
She can ring the Women's Domestic Violence Crisis Service to find out about refuges in Victoria 
(see the end of this information). 

• Agree on a code word or signal that she can use to let you know she needs help. 
• Help her to prepare an excuse so she can leave quickly if she feels threatened. 

continued... 
Domestic Violence & Incest Resource Centre, continued

• Find out about how the police can protect her. Talk to her about laws that can protect her, such as 
an Intervention Order. This is a court order that can protect her from further abuse or from the 
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abuser coming near her. It is a criminal offence if the abuser disobeys the conditions of the 
Intervention Order. 

• Help her to prepare an 'escape bag' of her belongings, and hide it in a safe place. If she leaves she 
will need money, keys, clothes, bank cards, driver's licence, social security documents, property 
deeds, medication, birth certificates, passport and any other important documents for herself and 
her children. 

• If she decides to stay she may need other ways to protect herself and the children from further 
violence. She could ring one of the services listed at the back of this guide for safety ideas and 
legal information. 

• You could offer to give evidence as a witness, if she wants to take out an Intervention Order or to 
take other legal action. If you feel able to offer this, take notes if you observe abuse, noting times, 
dates, and what you observed. 

What can I do if I witness or overhear physical violence or threats? 
If you believe there is immediate physical danger and that she and her children are about to be harmed, 
call the police immediately. If you do have the opportunity to talk to her at another time, ask about whether 
or not she would like you to call the police. She may fear that calling the police may make things worse for 
her. Many people are afraid of involving the police, especially those from non-English speaking 
backgrounds or indigenous communities who may have had bad past experiences. You could call a 
domestic violence service to find out about how you could help in this situation. But remember, when you 
think there is immediate physical danger, call the police. 

Looking after yourself 
Supporting a friend or relative who is being abused can be frustrating, frightening and stressful. You need 
to look after yourself and to get support too. 

Feeling frustrated or angry that she hasn't left the relationship 
Remember that letting her know you're frustrated or disappointed will not help her, and may only make 
things worse.Don't give up on her, regardless of her decisions. Explain your fears, but let her know you 
will still support her. Remind yourself that your support is important, and will have a positive impact on her, 
even if she can't express this now. Don't underestimate the value of your support. 
Feeling afraid or 'out of your depth'
Get some support for yourself. Talk to other friends or contact a service for information on what you can 
do. 
Feeling pressured to help more than you are able 
Be honest about the amount and type of support you can offer. Don't push yourself beyond your own 
limits - you can only fully support her if you look after yourself too. Remember that you are not 
responsible for the abuse, and you cannot 'rescue her'. She can also get support from the 
services listed at the back of this guide. 

How can I respond to her abusive partner? 
Be careful. Don't place yourself in a position where the person who is being abusive could harm or 
manipulate you. Don't try to intervene directly if you witness a person being assaulted - call the police 
instead. 
If the person who is being abusive is your friend or relative, you may feel caught in the middle. It is 
important to understand that if you approach the person who is abusive, he or she may: 

• tell you to 'mind your own business' 
• deny the abuse, or say 'how can you think I could do something like that?' 
• make it seem like it's 'not that bad', or that it only happened once 
• make it seem like it's the other person's fault, or that it's her behaviour that's the problem, not 

theirs 
• say that they couldn't help themselves, they were drunk, just 'snapped', or 'lost control'. 

continued... 
Domestic Violence & Incest Resource Centre, continued

None of these responses mean that he or she is not abusive. It is common for a person who is being 
abusive to deny or minimise the abuse. Probably the only way you will be able to 'verify' that a person is 
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abusive is if their partner tells you that they are, or if you witness the abuse. Even someone who appears 
to be 'respectable' and 'normal' can be abusive in the privacy of their own home. 
It is possible that the person who is abusive may admit the abuse was their fault, but say they don't know 
how to stop their behaviour. If the person who is abusive is male, he can be encouraged to call the Men's 
Referral Service for anonymous and confidential advice on how he may go about ending his use of 
violence. If the abusive person is female, she can contact her local Community Health Service (see White 
Pages phone book). 
If you do observe abuse, and you feel safe or able to, talk about the behaviour you have observed. For 
example 'You are both my friends, but I think the way you criticise and intimidate her is wrong'. But if you 
only know about the abuse because the victim has talked to you about it, check with her first before saying 
anything to her partner. Her partner could become more abusive to her if he or she thinks she has told 
someone. 
A man speaking to another man, or a woman speaking to another woman about their abusive behaviour 
can be a helpful way of approaching this issue. Don't focus on trying to understand why the person is 
abusive, or on trying to work out how to change him or her. Don't get involved in excusing the abuse. 
Focus on what the person who is abusive is going to do about it, and encourage them to call the Men's 
Referral Service.

note: this information originates in Australia; references to services will obviously not 
apply to the U. S. Research similar resources in your community.
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National Domestic Violence Fact Sheet and Statistics
INCIDENCE OF PARTNER ABUSE

• Estimates range from 960,000 incidents of violence against a current or former spouse, 
boyfriend, or girlfriend per year to 4 million women who are physically abused by their 
husbands or live-in partners per year. — Violence by Intimates: Analysis of Data on Crimes by Current 
or Former Spouses, Boyfriends, and Girlfriends, U.S. Department of Justice, March, 1998.

• While women are less likely than men to be victims of violent crimes overall, women are 5 
to 8 times more likely than men to be victimized by an intimate partner. — Violence by 
Intimates: Analysis of Data on Crimes by Current or Former Spouses, Boyfriends, and Girlfriends, U.S. 
Department of Justice, March, 1998.

• Violence by an intimate accounts for about 21% of violent crime experienced by women and 
about 2 % of the violence experienced by men.— Violence by Intimates: Analysis of Data on Crimes 
by Current or Former Spouses, Boyfriends, and Girlfriends, U.S. Department of Justice, March, 1998.

• In 92% of all domestic violence incidents, crimes are committed by men against women. — 
Violence Against Women, Bureau of Justice Statistics, U.S. Department of Justice, January, 1994.

• Of women who reported being raped and/or physically assaulted since the age of 18, three 
quarters (76 percent) were victimized by a current or former husband, cohabitating partner, 
date or boyfriend. — Prevalence Incidence, and Consequences of Violence Against Women: Findings from the 
National Violence Against Women Survey, U.S. Department of Justice, November, 1998.

• In 1994, women separated from their spouses had a victimization rate 1 1/2 times higher 
than separated men, divorced men, or divorced women. — Sex Differences in Violent Victimization, 
1994, U.S. Department of Justice, September, 1997.

• In 1996, among all female murder victims in the U.S., 30% were slain by their husbands or 
boyfriends. — Uniform Crime Reports of the U.S. 1996, Federal Bureau of Investigation, 1996.

• 31,260 women were murdered by an intimate from 1976-1996. — Violence by Intimates: Analysis 
of Data on Crimes by Current or Former Spouses, Boyfriends, and Girlfriends, U.S. Department of Justice, March, 
1998.

• Studies show that child abuse occurs in 30-60% of family violence cases that involve 
families with children.

• — "The overlap between child maltreatment and woman battering." J.L. Edleson, Violence Against Women, 
February, 1999.

• A child’s exposure to the father abusing the mother is the strongest risk factor for 
transmitting violent behavior from one generation to the next. — Report of the American 
Psychological Association Presidential Task Force on Violence and the Family, APA, 1996.

• Forty percent of teenage girls age 14 to 17 report knowing someone their age who has been 
hit or beaten by a boyfriend. — Children Now/Kaiser Permanente poll, December, 1995.

• The U.S. Department of Justice estimates that 1.4 million adults are stalked annually in the 
United States. — Prevalence Incidence, and Consequences of Violence Against Women: Findings from the 
National Violence Against Women Survey, U.S. Department of Justice, November, 1998.

• Females accounted for 39% of the hospital emergency department visits for violence-related 
injuries in 1994 but 84% of the persons treated for injuries inflicted by intimates.— Violence 
by Intimates: Analysis of Data on Crimes by Current or Former Spouses, Boyfriends, and Girlfriends, U.S. 
Department of Justice, March, 1998.

• Family violence costs the nation from $5 to $10 billion annually in medical expenses, police 
and court costs, shelters and foster care, sick leave, absenteeism, and non-productivity. — 
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Medical News, American Medical Association, January, 1992.

• Husbands and boyfriends commit 13,000 acts of violence against women in the workplace 
every year.— Violence and Theft in the Workplace, U.S. Department of Justice, July, 1994.

• The majority of welfare recipients have experienced domestic abuse in their adult lives and a 
high percentage are currently abused. — Trapped by Poverty, Trapped by Abuse: New Evidence 
Documenting the Relationship Between Domestic Violence and Welfare, The Taylor Institute, April, 1997.
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U.S. Department of Justice
Office of Justice Programs
Bureau of Justice Statistics
Selected Findings

November 1994, NCJ 149259

This report summarizes the following Department of Justice statistics about violence 
between intimates:

• The National Crime Victimization Survey (NCVS) produces estimates of violence that 
victims perceive to be crimes and are willing and able to report to survey interviewers.  
Violent crimes included in the NCVS are rape, robbery, and assault.  (Murder is not 
measured because of the inability to question the victims.)

• Data about murder are from two sources: the FBI's Supplemental Homicide Report from 
the Uniform Crime Reports (UCR) program and a Bureau of Justice Statistics (BJS) study 
of 1988 murder cases from prosecutors' files in large urban counties.

• Information on police policies and units for domestic violence is from the Law Enforcement 
Management and Administrative Statistics survey (LEMAS).

• Information about confined violent  offenders was collected in the 1989 Survey of Inmates 
in Local Jails and the 1991 Survey of  Inmates in State Correctional Facilities.

• Additional detail and methodological explanations about each of these datasets are contained 
in the publications listed. 

What is violence between intimates?
Violence between intimates includes those murders, rapes, robberies, or assaults committed by
spouses,ex-spouses, boyfriends, or girlfriends.  In this report, intimates are distinguished from:

• other relatives (parent, child, sibling, grandparent, in-law, cousin)
• acquaintances (friend, someone known) *strangers.

Violence between intimates is difficult to measure; it often occurs in private, and victims are often
reluctant to report incidents to anyone because of shame or fear of reprisal. 

How many people are victims of nonfatal violence committed by intimates?
According to an analysis of the National Crime Victimization Survey (NCVS) from 1987-91, 
intimates commit an annual average of 621,015 rapes, robberies or assaults representing over 13% 
of all of these violent victimizations. 

In the NCVS in 1992, 51% of the victims of intimate violence were attacked by boyfriends or
girlfriends, 34% were attacked by spouses, and 15% were attacked by ex-spouses.   In 1992, 54% 
of the general population age 12 and over were married, 30% were never married, 10% were 
divorced, and 7% were widowed.

Most violence between intimates is assault:  the intentional inflicting of injury on another person. 
In 1992, 81% of the violent victimizations committed by spouses and ex-spouses were assaults. 
 The remainder were rapes and robberies, which also may have  involved assault.

continued...
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Bureau of Justice Statistics, Selected Findings, continued

How many murders are committed by intimates?
According to the FBI's Crime in the U.S, 22,540 murders were committed nationwide in 1992.  The
relationship between the victims and the offender was known in 61% of these murders and 
unknown in 39%.  About 15% of the murders where the relationship between the victim and the 
assailant was known involved a victim described in police records as an intimate spouse, ex-spouse,
boyfriend, girlfriend) of the killer. 

Of those murders where the relationship between the victim and the killer was known, about 10% 
involved the killing of a spouse or ex-spouse and nearly 6% involved the killing of a boyfriend or 
girlfriend. 

Females are more likely than males to be victims of violence by intimates Annually, compared to 
males, females experienced over 10 times as many incidents of violence by an intimate.  On average 
each year, women experienced over 572,000 violent victimizations committed by an intimate, 
compared to approximately 49,000 incidents committed against men.

What are the characteristics of women violently victimized by intimates?
Race
White and black women had equivalent rates of violence committed by intimates and other relatives.     

Ethnicity
Hispanic and non-Hispanic females had about the same rate of violence attributable to intimates, 6 
per 1,000 persons. 

Age
Women age 20 to 34 had the highest rates of violent victimization attributable to intimates (16 per 
1,000 persons) of any age group. 

Education
Women who graduated from college had the lowest rates of violence attributable to intimates (3 per 
1,000 persons) compared to women with less than a high school education (5 per 1,000), high 
school graduates, (6 per 1,000) or women with some college (6 per 1,000)

Income
Women with family incomes under $9,999 had the highest rates of violence attributable to an 
intimate (11 per 1,000 persons) and those with family incomes over $30,000 had the lowest rates (2 
per 1,000).

Marital status
Divorced or separated women had higher rates of violence by intimates (16 per 1,000 persons) than 
women who never married (7 per 1,000) or  married women (1.5 per 1,000).

Location of residence
Women living in central cities, suburban areas and rural locations experienced similar rates of 
violence committed by intimates.

Source:  BJS, Violence Against Women: A National Crime Victimization Survey Report,  1994

This represents the opening stats of a lengthy report. For the complete report, contact Shannon in the NMI office or 
make an internet search under “domestic violence.”
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CENTER  FOR THE PREVENTION 
OF SEXUAL  AND DOMESTIC VIOLENCE
an educational resource on abuse and religion  www.ncadv.org

DOMESTIC VIOLENCE
The Problem:

• More than 50% of all women will experience violence from intimate partners. (National 
Coalition Against Domestic Violence, 1992)

• Wife beating results in more injuries requiring medical treatment than rape, auto accidents, 
and muggings combined. (Stark, E. and Fliterart, A. "Medical Therapy as Repression: The Case of 
Battered Women," Health and Medicine. Summer/Fall (1982) 29-32)

• 30% of women murdered in the US are murdered by their husbands, ex-husbands or 
boyfriends. (Bureau of Justice Statistics National Crime Victimization Survey, August 1995)

Religious Aspects of the Problem:
• Christian women often feel compelled to stay in abusive relationships by scripture 

mandating them to "submit to their husbands" or "turn the other cheek."
• Jewish women may feel pressure to not bring shame to their community by revealing the 

abuse in their marriage, or that it is their responsibility to maintain shalom bayit, or peace in 
the home.

• Abused women often feel abandoned by God.
• Rather than offering resources and alternatives to battered women, pastors, priests and 

rabbis have often advised women to return to violent homes and be "better wives."
CHILD ABUSE

The Problem:
• In 1996, Child Protective Service agencies determined that almost 1 million children were 

victims of substantiated or indicated child abuse and neglect. (US Dept. of Health and Human 
Services) 

• 1 in 4 girls and 1 in 6 boys will be sexually abused before they turn 16. (FBI, 1990)
• 75-95% of these victims know their offender. (FBI, 1990)

Religious Aspects of the Problem:
• Too often, scripture has been used to justify the abuse of children.
• Within our churches, synagogues and other religious communities, 1 in 4 girls and 1 in 6 

boys will be sexually abused before they turn 16.
• Religious communities are called to protect their most vulnerable members, yet the norm in 

most religious communities is silence about child abuse and child sexual abuse.
• Too often, religious traditions have taught children to "honor" their parents and not question 

their actions, even when it hurts them.
SEXUAL VIOLENCE

The Problem:
• 1 in 3 women and 1 in 5 men will be sexually assaulted in their lifetime. (FBI, 1990)
• 66-80% of victims know their offender. (FBI, 1990)
• 64% of rapes and 80% of attempted rapes are not reported to the police. (FBI, 1990)

Religious Aspects of the Problem:
• Most victims of sexual crimes have been exposed in their lifetime to some religious tradition 

and interpret their abuse through whatever lens that tradition offers.
• Religious sexual taboos can add to the shame experienced by victims of sexual crime. 

Likewise, healthy teaching about sexuality and abuse can contribute to the healing process.
• Too often, churches, synagogues and other religious communities, along with the wider 

society, have encouraged the privatization of sexual violence.
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THE ROD OF GUIDANCE

by Sue Hille

A phrase often bantered about as though it were sacred is "spare the rod and spoil the child. " 
That is not a quotation from the Bible, but is based on Proverbs 13:24, "He that spareth his rod 
hateth his son, but he that loveth him chasteneth him betimes." (K.J.V.) There are people who 
use this verse as a mandate for corporal punishment of their children. Is that what the Bible really 
teaches?
Scripture is often quoted, misquoted, or applied in a manner contrary to its intent because the words 
and/or the context of their use are not understood. Portions of the Bible taken out of context have 
been us-ed to substantiate both sides of a given argument. Poor scholarship may be the culprit.
One of the most popular portions of the Bible is Psalm 23. Verse four of that Psalm states: "Thy rod 
and thy staff they comfort me." The assurance of com-fort is not easily reconciled with corporal 
punishment.
The Hebrew word for rod used in both the Psalms and Proverbs passages is "shabat." A shabat is 
specifically the rod used by a shepherd in caring for sheep. The shabat has five common practical 
uses: 1) it is the symbol of the shepherd's guardianship of the sheep; 2) it can be thrown with great 
accuracy just beyond the wandering sheep to send the animal scurry-ing back to the flock; 3) the 
shabat can be used to ward off an intruder and protect the sheep from any animals which may attack; 
4) the sheep are counted as they "pass under the rod;" 5) it is used to part the wool in order to 
examine the sheep for disease, wounds or defects which may be treated. There is no evidence that the 
rod is ever used to physically strike the sheep.
Professor E. Johnson, a Biblical scholar and prestigious writer, states, "The rod may stand as a figure 
for all correction, firm yet kindly discipline and instruction." (John, E.; Funk and Wagnalls' Pulpit 
Commentary, Volume 9, page 263.) We could inter-polate the five uses of the shepherd's shabat into 
paren-tal guidelines thus: 1) Security--the child knows he/she is loved, cared for, accepted; 2) 
Guidance—the loving parent will teach the child and keep him/her from going astray; 3) Protection--
the parent will not let outsiders hurt the child; 4) Evaluation--the child will be "counted" and progress 
will be monitored; 5) Diagnosis—the parent will look for signs of anxiety or pain in the child and 
seek out treatment and healing.
The rod is a comfort to the sheep. Loving, firm discipline can be a comfort to the child. In the 
second half of Proverbs 13:24, the Hebrew word given as "chasteneth" in the KJV, "yasar," is more 
accurately translated "disciplines.” Yasar has both a positive and negative connotation, each equally 
balanced. It does mean "to chasten, correct, punish," but it also means "to admonish, exhort (build 
up), instruct." T'he use of yasar in the verse injects a thought of love and a thought of 
appropriateness.
W. Clarkson speaks to the well-moderated correc-tion of love which should be: 1) carefully related to 
the offense; 2) never administered in the heat of temper, rather in the calmness of conviction; 3) 
free from physical violence—possibly a look of reproach, a scolding, or a wisely chosen exclusion 
from some ap-preciated privilege; 4) fair, always leaning over in con-sideration of the child, for he 
states that one unjust in-fliction will do more harm than many just ones will do good; 5) occasional 
and of brief duration, since nothing defeats its own purpose more certainly than perpetual fault-
finding, constantly repeated punishment, or penalty that is too severe.
W. Clarkson is not a child psychologist, educator, or counselor as his writing might indicate. He is a 
Bible scholar. The preceding paragraph was taken from his commentary on Proverbs 23:14.
Let those who are eager to follow Biblical principle not forget the words addressed to fathers in 
Colossians 3:21, "Do not provoke your children to anger lest they be discouraged." The original 
Greek word which is translated "discouraged" implies a broken spirit. This has been called "the plague 
of youth." Discipline must always be balanced with encouragement. That is a good principle of child 
psychology. That is a good principle of Judeo-Christian teaching.
That is a good principle.

(Special thanks to the following reference sources: Dr. Howard Bedmond, Whitworth College; The New Layman's 
Parallel Bible,- The Funk and Wagnalls Pulpit Commentary; The Barclay Study Bible Series, -Phillip Keller's A 
Shepherd Looks at Psalm 23.)
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Incest/Sexual 

By: Patricia D. McClendon,
   Date: November 23, 1991

"If you have been sexually abused, 
you are not alone. One out of three girls, 
and one out of seven boys, are sexually 
abused by the time they reach the age of 
eighteen." (Bass and Davis, 1988, p. 20) 
The traditional definition of incest is 
sexual intercourse between blood 
relatives: it is illegal to marry because of 
such a close relationship. 

There is now an evolving definition 
of incest that takes into consideration the 
betrayal of trust and the power imbalance 
in these one-sided relationships. One 
such definition is: "the imposition of 
sexually inappropriate acts, or acts with 
sexual overtones ... by one or more 
persons who derive authority through 
ongoing emotional bonding with that 
child." (Blume, 1990, p. 4) This definition 
expands the traditional definition of incest 
to include sexual abuse by anyone who 
has authority or power over the child. 
This definition of incest includes as 
perpetrators: immediate/extended family 
members, babysitters, school teachers, 
scout masters, priests/ministers, etc. 
"Incest between an adult and a related 
child or adolescent is now recognized as 
the most prevalent form of child sexual 
abuse and as one with great potential for 
damage to the child". (Courtois, 1988, p. 
12) 

With the increase in the divorce 
rates, more children are at greater risk 
than ever. Women, in their attempts to 
find a mate, may unwittingly be putting 
their children at greater risk for sexual 
abuse from the men they date. If the 
mother remarries, according to a survey 
done by Russell, the "stepdaughters are 
over eight times more at risk of sexual 
abuse by the stepfathers who reared 
them than are daughters reared by their 
biological fathers." (Russell, 1986, p. 103) 
"As some researchers have begun to 
suspect, it may be the case that a 
growing number of stepfathers are really 
'smart pedophiles', men who marry 
divorced or single women with families as 
a way of getting close to children." 
(Crewdson, 1988, p. 31) 
In the Finkelhor study, "Boys' 

Abuse  of  Children

MSSW candidate

experiences are somewhat different from 
girls'. They are primarily homosexual 
(experiences), and they less often involve 
family members. However, boys do seem 
to be victims of force and coercion just as 
often as girls. Both girls and boys report 
that in over half the incidents some form 
of coercion was used." (Finkelhor, 1979, 
p. 143) 

According to Diane Russell (The 
Secret Trauma) and David Finkelhor 
(Child Sexual Abuse) 95% of the 
perpetrators of girls are men and 80% of 
the perpetrators of boys are men. (Bass 
and Davis, 1988, p. 96) This may be the 
major reason why talking about incest is 
a bigger taboo than incest itself! Who hold 
the power in our society? Men. The 
majority of judges, police, prosecutors 
and others responsible for protection and 
enforcement are men. 

Freud, in 1896, was the first to 
recognize the connection between adult 
survivors' mental health problems and 
their past histories of child sexual abuse, 
thus explaining the problem of hysteria. 
This led to his seduction theory. After 
much uproar by his contemporaries 
(many of whom were implicated as 
perpetrators), Freud denounced the 
seduction theory and replaced it with the 
oedipal theory. The oedipal theory viewed 
incestuous accounts by victims as mere 
sexual fantasies. (Russell, 1986, p. 4-6) 

The largest number of incest cases 
from the population at large comes from 
the Kinsey studies in the late 1940s and 
early 1950s. Even though the women in 
his studies said that their experiences of 
childhood sexual abuse was traumatic, 
"Kinsey cavalierly belittled these reports. 
He hastened to assure the public that 
children should not be upset by these 
experiences. If they were, this was the 
fault not of the sexual aggressor, but the 
prudish parents and teachers who 
caused the child to become 'hysterical' ... 
By contrast, this group (the Kinsey group) 
demonstrated a keen sensitivity toward 
the adult offender ... Ignoring issues of 
dominance and power, they took a 
position that amounted to little more than 

______
NMI Study Group Modules, Third Edition                                                                         294



advocacy of greater sexual license for 
men ... The public, in the judgment of 
these men, was not ready to hear about 
incest." (Herman, 1981, p. 16-18) 

In the 1970s, the incest issue was 
once again brought forth, this time by 
women themselves. It was during the 
explosion of the women's liberation 
movement that subjects like rape, wife- 
battering, and sexual abuse of children 
were brought to the front. In 1979, Diana 
Russell interviewed "more than nine 
hundred randomly chosen San Francisco 
women about their childhood sexual 
experiences ... she found that 38% of 
those questioned ... had been sexually 
abused by an adult relative, 
acquaintance, or stranger before reaching 
the age of eighteen." (Crewdson, 1988, p. 
25) There were some flaws to her 
methodology but not enough to dismiss 
her study as worthless. Bud Lewis of the 
Los Angeles Times conducted a poll in 
July, 1985 to determine the extent of 
sexual abuse. He sampled 2,627 men 
and women from every state in the union. 
The results showed that "27% of the 
women and 16% of the men, said they 
had been sexually abused as children ... 
applied to the current population, it 
meant that nearly thirty-eight million 
adults had been sexually abused as 
children." (Crewdson, 1988, p. 27-28) 

"Approximately 40% of all 
victims/survivors suffer aftereffects 
serious enough to require therapy in 
adulthood. (Browne and Finkelhor, 
1986)." (Courtois, 1988, p.6) Some of the 
aftereffects can include: inability to trust 
(which effects the therapeutic 
relationship), fear of intimacy, 
depression, suicidal ideation and other 
self-destructive behaviors, and low self-
esteem, guilt, anger, isolation and 
alienation from others, drug and alcohol 
dependency, and eating disorders. 

"Briere questions the use of 
psychiatric labels (for victims of sexual 
abuse). He suggests instead that the 
psychological disturbances experienced 
by survivors of sexual abuse be 
considered post-sexual-abuse trauma. 
This term refers to symptomatic 
behaviors that were initially adaptive, but 
that over time have become `contextually 
inappropriate components of the victim's 
adult personality'." (Gil, 1988, p. 28) This 
view gets away from stigmatizing and 

blaming the victim. The person 
responsible for inflicting the trauma is to 
blame - the perpetrator. Children are 
never responsible for their sexual abuse, 
adults are the ones responsible. At the 
turn of the century, Freud labeled victims 
of sexual abuse (predominately women) 
"Hysteric". For the next 70 to 80 years 
society has labeled these victims as 
"mentally ill". It is now understood that 
survivors of sexual abuse are actually 
suffering from the aftereffects of the 
trauma. 

Traditionally, sexual abuse of 
children was considered either incest or 
pedophilia. Now, it is viewed as being on 
a continuum. While some incestuous men 
have sex only with their own children, 
according to one study (Abel, 1983), "at 
least 44%, abuse children outside the 
home during the time they are having 
sexual contact with their own children," 
and other men have sex with children 
they aren't related to. Characteristics that 
offenders have in common are: 
"dependent, inadequate individuals with 
early family histories characterized by 
conflict, disruption, abandonment, abuse 
and exploitation." (Encyclopedia of Social 
Work, 1987, p. 256) Not all offenders are 
men. While some offenders were sexually 
abused as children, they still need to be 
held accountable for their abuse of 
children and receive sex offender 
treatment. Unfortunately, court action 
may be the only way to assure offenders' 
participation in treatment programs. 

The social work profession is 
dedicated to the values of human dignity, 
personal autonomy, self-realization and 
self- determination. These are the very 
areas that victims are the most severely 
damaged. 
In order to be effective in identifying and 
treating victims of child sexual abuse, the 
social worker needs to be knowledgeable 
about the characteristics, aftereffects, 
and treatment strategies relevant to this 
issue. Intervention activities should 
ideally include the victim, the "silent 
partner", and the perpetrator. 
Intervention activities may include 
referral to appropriate individual and/or 
family counseling services, securing 
emergency shelter if necessary, referral 
to medical and legal services, and 
advocacy for clients. Because it is a very 
complex issue, the social worker needs to 
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be able to coordinate an array of 
community services. 

In the area of prevention, the 
social worker can provide education to 
the community and work with citizens 
groups for legislation to address child 
sexual abuse. Educating the child to say 
"no!" is not enough. "Finally, the 
responsibility we all bear to protect the 
defenseless falls on the shoulders of the 
recovering incest survivor as well. She 
(he) must face the reality that she (he) 
holds information whose withholding 
keeps others at risk. No perpetrator 
stops on his (her) own. In breaking the 
secret, she (he) has finally, the power to 
break the chain." (Blume, 1990, p. 72-73) 
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Domestic Violence & Incest Resource Centre 
Victoria, Australia.  Ph. (03) 9486-9866. 
© 2001 - Materials:

"I'm sure I wasn't to blame" 

What is incest and child sexual abuse?
CHILD SEXUAL ABUSE IS A CRIME It occurs when someone uses a child or young person for their own 
sexual gratification. When the abuse takes place in the family it is called 'incest'. 
The abuse might include fondling, sexual exhibitionism, intercourse, oral or anal sex, masturbation in front 
of a child, photographing nude children, child prostitution. Child sexual abuse, including incest, is 
common in our society. It happens to both female and male children. Nearly all of the abusers are male, 
although some are female. 
Abusers are often seen as 'normal' by their friends, families and workmates. Unfortunately we live in a 
society in which some men consider it is their right to force sexual contact with children, especially in their 
families.

How you may be feeling
If you are an adult who remembers being sexually abused as a child, you may feel: 

• scared to tell anyone 'I didn't tell anyone at the time because I thought no-one would believe me.' 
• anxious and panicked 
• sad because you lost a part of your childhood 
• guilty because you think you must have done something to make it happen 'For many years I 

blamed myself for the abuse because I didn't stop him.' 
• angry because no-one protected you 'I think my mother suspected what was happening, but she 

was too afraid of my step-father to do anything about it.' 
• depressed 
• isolated 
• insecure 
• worried about what other people will think 
• confused about what really happened. 

If the abuser was known to you, you may also feel: 
• betrayed by him 
• ashamed at not being able to stop it 
• tricked because he called it love 'He told me he was doing it because he loved me.'
• confused because sometimes you liked him and his interest in you 
• afraid that you've made it up 
• angry at him for what he did. 

You have a right to be angry.
It was not your fault.
You are not to blame. He was in control. He knew that what he was doing was wrong. If 
the abuser was somebody known to you, you trusted him.
You did not make it happen.

 continued...
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Domestic Violence & Incest Resource Centre, continued 

How the trauma may affect your life
The trauma usually does not end when the abuse stops. Child sexual abuse can affect your life in many 
ways. You may:  

• hate your body 
• not trust anyone 
• find intimacy in relationships very difficult 'I struggled with depression for years. I have only 

recently understood how it is connected to the abuse I suffered as a child.' 
• feel sex is disgusting or humiliating 
• often 'space out' and not feel present 'A big thing for me has been to learn to feel connected to 

the world again. For years I felt like a zombie, it was like I wasn't connected to my feelings or to 
other people.' 

• be affected physically 
• sometimes feel crazy 'without reason' 
• force yourself to be busy and 'on the move' all the time 
• feel angry at someone or angry at everyone. 

Now that you are an adult you may want to look at the ways you have coped. At the time, you did not have 
many options. You did the best you could under impossible circumstances. You may have had support 
from someone, or you may not have told anyone.

Ideas that may help
If you were sexually abused, these ideas may assist: 

• It can sometimes help to tell another person. 
• It can be a relief to accept that the abuse really happened and that it caused you great pain. 
• Believe that it wasn't your fault - this lets you put the blame where it belongs, on the abuser. 
• Learn to trust your memories and feelings. 
• Ease the pain by crying and feeling sad. 
• Direct anger and rage at the abuser and those who didn't protect you. 
• Feel compassion for yourself - for the child who was frightened and powerless. 
• See a counsellor or join a support group. 

'Even though it may seem frightening to accept that you have been abused, it is an important step and 
there is support out there when you need it.'  

Remember that you have already lived through the hardest and most painful part - the 
abuse itself. 

• You have survived.
• You can now use the strength you have gained to build a future free from the 

pain of sexual abuse
• You are not alone.
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Domestic Violence & Incest Resource Centre, continued 

'I didn't understand the feelings, let alone tell anyone'

Becoming a parent brings joys and difficulties. Women who have survived child sexual 
abuse may have added difficulties with pregnancy, childbirth and early parenting. 
While this pamphlet is mostly relevant to female survivors of child sexual abuse, male 
survivors may also have concerns, particularly around early parenting. Of course, every 
situation is different. You may find that some of the issues discussed relate to you, 
while others do not. 

What is child sexual abuse? 
Child sexual abuse is common. It is any sexual activity in which an older person uses their power and 
authority over a child or young person for their own sexual gratification. The offender may be a family 
member, a trusted adult or a stranger. Child sexual abuse is a crime and a child or young person is never to 
blame. You may not call what happened to you 'sexual abuse' and you may have never told anyone. 
Coming to terms with being abused as a child or young person is different for every survivor. Learning to 
cope and recover can depend on many factors, such as how the abuse was dealt with at the time, the 
support of family and friends, your own personal inner resources, and other life events. 
Connecting to the past 
Pregnancy is a life-changing event that involves an intense focus on the body. It is common and not 
surprising that many survivors of child sexual abuse experience particular difficulties. You may find that 
during your pregnancy feelings from your past resurface. You may feel that you are not coping. These 
feelings are normal and it is reasonable that you may have anxieties at this time. 'I never made the 
connection between my experiences and the present until I was pregnant with my third child, a girl. I would 
like to have made some sense of it. Instead I couldn't figure out what was wrong with me. I felt crazy, 
neurotic and scared.'  
Renewed hope
Many women who have experienced child sexual abuse have found pregnancy and parenting to be a 
turning point in their healing. Pregnancy may give you an opportunity to relate to your body in a new way. 
'What a thrill to produce a precious new life out of my body. This body of mine could be of good use'. 
Your body is creating a new life and is therefore powerful, creative and competent. This may be contrary to 
what you have learnt about your body through your past experiences.
Potential difficulties
Feelings of fear and lack of control are common to many women's experiences of pregnancy and 
childbirth, whether or not they have experienced child sexual abuse. You may find that some situations 
remind you of your childhood trauma, and emphasise negative feelings about your body. You may feel 
particularly anxious about medical examinations and concerned to have control in these situations. Some 
women have felt that childbirth was 'a reminder of being sexually abused'. 'At that stage I had not disclosed 
to anyone much about my history and pain. A female doctor did not even help ease the triggers. If only I 
had been able to tell them'. 
The medical procedures and events of this time may
o contribute to you feeling invaded and powerless and connect to feelings of humiliation and lack of 
control you suffered as a child. 
o lead to flashbacks, nightmares, mood swings or feeling disconnected from your body. 
You may or may not have conscious memories of the abuse and in some cases pregnancy and childbirth 
might trigger these memories. It can happen that a first pregnancy is relatively easy, while a second 
pregnancy may trigger memories and feelings related to the abuse.  
Coping with the pain of childbirth may be difficult for you. Some women have found that thinking of the 
pain as 'positive pain' (pain with a positive purpose) has helped to reduce their anxiety about the pain 
during labour and childbirth. 

continued...
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Domestic Violence & Incest Resource Centre, continued

Things that may help
• Take a support person with you to examinations. 
• Take someone who will help 'speak up' for your wishes. 
• Talk to a friend or counsellor about how you are feeling. 
• Make a list of questions to ask your health worker. 
• Many of the procedures at this time can be invasive. Ask to have procedures and options fully 

explained beforehand. o 
• If you experience a flashback or are feeling panicky, it may help to look around at where you are 

now, talk to someone, and remind yourself that you are an adult now. 
• If you don't feel comfortable or you don't feel the care is adequate, trust your feelings and, if you 

can, speak up about your needs. 
• Remember that you have the right to refuse treatment and/or the service of a particular health 

practitioner at any time. 
• You can request that extra staff who may be present (such as medical students) leave the room. 

' If there was one thing that could have helped me then, it would have been to know the abuse was not my 
fault. I think this was my biggest barrier to recovery'.  
Finding support 
'Having the right support system has helped me the most, otherwise I would not have been able to cope 
alone'.
Talking with someone you trust can help you to be aware of your feelings at this time. You may want to see 
a counsellor to discuss what you are feeling and to find out what services are available to you (such as 
breast feeding assistance, support groups, written material etc.). Reading, asking questions and finding 
out what to expect during your pregnancy and childbirth can all help towards feeling prepared and having 
a sense of control in the situation. 
There are many different options for care at this time. It is worth enquiring about what is available and 
thinking about what type of setting and support you need. Some examples include: birth in a birth centre, 
private midwifery care, birth at home, standard hospital care, shared care with a GP and the hospital, and so 
on. You can get more information by contacting your local maternal and child health nurse, women's health 
centre or antenatal services. 
Health professionals 
'An infant welfare sister with her quiet, gentle advice and encouragement was my lifesaver'.
The health workers you come in contact with can play a major role in how you experience pregnancy, 
childbirth and early parenting. Your midwife, nurse or doctor should be willing to 

• listen to you and respect your feelings 
• respect your confidentiality 
• explain procedures in a way you can understand 
• offer you choices 
• try to be flexible about how they perform procedures 
• ask you how you are coping emotionally, not just physically 
• show understanding should you tell them about the abuse 
• be able to refer you to support services. 

Because of the abuse you suffered you may find it very hard to speak up about your needs. If you do tell 
your health worker about your childhood abuse, you may also need to let them know what you see as your 
needs. If you find the health worker to be disres-pectful or unhelpful you can ask to see another worker. 
'The health workers I came into contact with were mostly concerned with the physical, not the emotional. 
One doctor listened but all he did was put me on valium.' 

continued...
Domestic Violence & Incest Resource Centre, continued
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Medical interventions 
Medical examinations are a big part of pregnancy and giving birth. Some procedures (such as pap smears 
and internal examinations) are to help prevent possible health problems, while others are used when 
there are urgent health concerns (such as the need for a Caesarean). Many medical procedures feel 
invasive. Cervical smears, internal examinations, the use of stirrups, the procedures involved with an 
abortion or a visit to the dentist can be particularly difficult. Generally the anxiety around such procedures 
can be lessened with the help of a sensitive health practitioner, as well as by knowing exactly what to 
expect with the procedure, and having choices in your treatment (ie: a less invasive procedure, having a 
support person with you, having a female practitioner etc.). You have the right to refuse any type of 
medical procedure, at any time. If you refuse a procedure you may be asked to sign a document to say that 
you were offered but refused a particular course of treatment. 
Breast feeding 
Many mothers face obstacles with breast feeding, such as conflicting advice or lack of support from health 
professionals. There are often added difficulties for women who have survived abuse. If you have good 
support and feel comfortable to breast feed, the experience can bring a sense of pride and a new 
enjoyment in close physical contact with another human being. 
'Breast feeding was a good bonding experience for me, although at first I felt uncomfortable'. 
You may find that breast feeding provokes anxiety for you, making you feel exposed and unsafe. This is 
understandable. You may fear sexual arousal and the sensuality of breast feeding, as it may remind you of 
the abuse.
'I tried to breast feed. I lost my appetite and couldn't produce enough milk. Today I have a greater 
understanding of what that experience was all about'. 
You do not have to breast feed. It is important to remember this. While it may be preferable to breast feed 
for a number of reasons, you are not denying your baby a happy and healthy infancy by not breast 
feeding. Forcing yourself to breast feed is likely to make you and your baby feel tense and uncomfortable. 
'I felt that I had let my baby down because I couldn't breast feed her very long, despite the fact everyone 
was telling me I should because breast feeding is so important. More guilt!' 
It is a common experience for women to feel inadequate at this time. A health worker can encourage and 
support the feeding of your baby (see the services listed at the bottom of this information). 
Post natal depression 
Some 80 per cent of women experience 'baby blues', which occur between the third and tenth day after 
birth. The 'blues' are transient, and pass with understanding and support within a few days. Post natal 
depression affects 10 to 15 per cent of mothers. It can occur straight after the baby is born or months later. 
It can start very suddenly or slowly take hold. Both first-time mothers and those with other children can be 
affected. Post natal depression can include 

• feeling depressed and tearful 
• feeling anxious, worried, irritable and frustrated 
• being exhausted both physically and emotionally 
• feeling unable to cope 
• feeling guilty at not behaving 'like a proper mother' 
• experiencing disturbed sleeping or eating patterns 
• having difficulty concentrating on even the most simple task 
• feeling full of nervous energy 
• experiencing a loss of interest in sex 
• having suicidal thoughts. 

If the feelings on this list describe how you are feeling, it is important to get help. Post natal depression 
does not last and it can be properly treated. 

continued...

Domestic Violence & Incest Resource Centre, continued
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Early parenting 
For many survivors of child sexual abuse, raising a child and creating a family has a special significance. 
You are probably acutely aware of the preciousness of childhood. Despite the difficulties survivors may 
face at this time, raising your child can also be 'good therapy'. You have the ability to give love and 
affection to your child and to be a central contributor to a loving childhood. 
'Today my daughter is 17 years old. She is a wonderful daughter. Her childhood was filled with love and 
caring'. 
If you didn't have a good parental role model as you grew up, it may help to ask for the assistance and 
support of a friend or family member whose parenting skills you respect. Remember, parenting does not 
necessarily come naturally and there is help if you need it. 
Once you have your baby home, a number of feelings may arise for you. You may feel nervous or wary of 
touching (eg: at bath time, when changing nappies) or of showing affection for your baby. You may fear 
that you are a threat to your baby or that someone else will abuse your baby. 'I felt very fearful when I first 
took my baby home. I was scared to let her out of my sight, and feared that she would be taken from me'. 
Problems may arise at the time your child turns the age you were when you were first abused. This may 
trigger memories and you may feel distant from your child. Some survivors fear they will hurt their child. 
Seeing your child's innocence, you may feel angry all over again at what happened to you. You may want 
to deny your child's vulnerability by distancing yourself from him or her. You may also feel intensely 
protective toward your child. All of these feelings are understandable given your past experiences. It may 
help to talk to a friend, get parenting assistance, or to see a counsellor. 
Advice for supporters 
'Although at times I felt incapable, having my husband's support allowed me to take time off to gather my 
thoughts and go back to the baby.' 
Supporting a partner or friend through pregnancy and childbirth will probably be both rewarding and 
exhausting. It may be difficult for you to understand her fears and concerns. Your consistent and caring 
support is very important. The following tips may help you support your partner or friend and experience 
this time together as enriching of your relationship. 

• Reaffirm her feelings. Feelings of pain, fear, anger are all natural at this time. 
• Avoid ignoring or 'smoothing over' the effects of the abuse. It is normal that your partner or friend 

may feel anxious. 
• Resist the temptation to take charge. It is important to allow her to make her own choices. 
• Ask your partner or friend what she needs from you. 
• Help on a practical level, such as by doing housework, bathing the baby, cooking etc. 
• Encourage your partner or friend to seek a variety of resources and supports that feel right for her. 
• You may find it helpful to understand the effects of the abuse. Talk to her about it and/or obtain 

information. 
• Avoid offering support you can't give, and recognise your limits.
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Physical and Sexual Abuse Questions
1. Define domestic violence.

2. Define sexual assault.

3. What circumstances increase risk of domestic violence?

4. Describe the difference in occurrence of domestic violence  between: 
Caucasian and African-American women.
urban and rural women.
women living below poverty level and above poverty level .

5. What are some indicators of abuse?

6. What legal obligation do midwives have to report domestic violence?

7. What is a woman experiencing domestic violence at risk for?

8. How does alcohol and substance use effect domestic violence?

9. Describe the dynamic that occurs between abuser and abused. 

10. What pattern can be anticipated with domestic violence?

11. What is the strongest risk factor that a man will be abusive?

12. What kinds of things can trigger response to previous physical or sexual 
abuse?  

13. How can a woman’s history of abuse effect her pregnancy, birth, and 
parenting?

14. Given the national incidence of domestic violence and sexual abuse, each 
of us is likely to have either directly experienced or encountered some 
form of abuse. What is your personal experience with abuse? How does 
your experience inform your work in midwifery?

         Continued...
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Physical and Sexual Abuse Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Create a list of recommended books addressing physical abuse, domestic 
violence, and sexual abuse. List author and brief description.

2. Research in your own community and locate women’s shelters and 
services for responding to domestic violence. Create a list with specific 
information such as who may access the services (mothers and children?), 
length of stay, secure location, contact info, counseling services available, 
and volunteer programs.

3. Identify the rape crisis center nearest you. Contact them and learn about 
their process in response to a reported rape.

4. Create a referral list for your clients dealing with their history of sexual 
and/or physical abuse. Include therapists and support groups.

5. Research the laws in your state regarding the arrest and prosecution of 
abusers. Does your state prosecute automatically or is the victim the only 
party who may press charges?

6. Review for yourself the ways that you keep centered, especially in times of 
difficulty. Read The Peace Book Chapters 1, 2, 3,  9. review Chapter 7. Do 
the self inventory exercises in Chapter 9. Prepare yourself to be stable 
when you next encounter challenges such as domestic violence in our 
culture. Write about your process. You may send it in or keep it private. 

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for:  

2. Abuse issues: emotional, physical and sexual
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Placenta
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the growth and development of the placenta in pregnancy.
• Review the normal physical characteristics and variations of the placenta 

and umbilical cord.
• Identify hydatidiform mole.
• Consider the position of the placental site and its effect on fetal position.
• Identify the normal physiologic function of the placenta as a endocrine, 

nutritive, respiratory, and excretory organ.
• Review the screening and risk factors and treatment for Rh negative 

mothers, Rh sensitization and ABO incompatibility.
• Identify viruses capable of crossing the placenta.
• Identify the risks and symptoms of placental insufficiency.
• Identify the current thought regarding post-dates and placental function.
• Identify the symptoms and make a plan of action for placental abruption 

and placenta previa.
• Identify the signs of placenta acreta and review your plan of action for its 

management.
• Review Third Stage module.
• Review the steps of inspecting the placenta after birth and checking for 

complete membranes and cotyledons.
• Identify signs of disease that can be observed in the placenta.
• Identify developmental variations of the placenta including velamentous 

insertion, vasa previa, cysts, infarcts, extrachorial placentas, battledore 
and marginal cord insertions.

• Understand the possible implications of two vessels in the cord.
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Placenta

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Human Anatomy and Physiology, Marieb
Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Human Labor and Birth, Oxorne and Foote

Related Topics
Third stage labor
Embryology and Fetal Development
Fetal/Newborn Circulation
Uterine Size and EDD Discrepancies
Teratogens
Substance
Jaundice
Nutrition
Hemorrhage
Hypertension
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Placenta Questions

1. Describe the embryonic formation of the placenta.  

2. Describe the respiratory function of the placenta.

3. Name four hormones secreted by the placenta, and briefly describe what 
these hormones are responsible for doing.

4. Name the two membrane layers that are the “bag of waters.”  

5. How much blood does a mature placenta contain at any given time?

6. What is Wharton’s jelly and what purpose does it serve? How does this 
substance change at birth? 

7. There are three vessels in the umbilical cord. Do the umbilical arteries pump 
blood into the baby’s circulatory system, or into the placenta?  

8. Generally speaking, how long are most umbilical cords? 

9. How may the MSAFP be effected by the placenta?

10. Where is the placenta most likely to implant? 

11. Explain how a placenta may be seen by sono to be in the lower uterine 
segment (possibly even threatening a partial placenta previa), but then in 
later sonograms be shown to have ‘migrated’ upward? 

12. Describe how the placenta is evaluated by sonogram.

13. Describe how you inspect a placenta after delivery.

14. Describe the maternal side of the placenta, including variations of normal 
that you might see.  

15. What disease processes may be observed in the condition of the 
placenta?

   Continued...
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Placenta Questions, continued

16. Describe a velamentous insertion.

17. Describe a hydatidiform mole and its origin.

18. What are the symptoms of a hydatidiform mole?

19. How does hypertension effect placental circulation?

20. List ten substances that are able to cross the placenta to the fetus.

21. How much amniotic fluid is there at the peak volume?

22. What is the current thought regarding the function of the placenta post-
dates?

23. Why might a placenta be tinged green? 

24. Your client gave birth 20 minutes ago, the cord has stopped pulsing now 
and the mother wishes to cut it so that she can more easily maneuver the 
baby to her breast. You clamp and cut the cord.   The baby’s cord is 
securely clamped, but inadvertently the cord clamp on the placenta’s 
cord  comes unclamped, allowing a spurt of blood from the end of the 
cord. Whose blood is this? 

25. Briefly but clearly describe, as you would if your client asked you, the 
mechanism that allows oxygen and waste gases to be exchanged 
between the mother and fetus.

26. Describe a placenta acreta. How would this be discovered?

27. What are the symptoms of an abrupted placenta? 

28. What are the risk factors for placental abruption?

29. Who is at increased risk of placenta previa? 
   

     Continued...
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Placenta Questions, continued

30. How may a low lying placenta effect fetal position?

31. What would indicate a possible vasa previa?

32. How might you, as a midwife, discover a placenta previa? 

33. If you suspected a placenta previa, would you do a vaginal exam? How 
could you be sure that it was or was not a previa?  

34. How might placental insufficiency effect the baby? 

35. Describe calcifications on a placenta, and give a theory about what 
contributes to them.

36. Describe the possible placental formations in a twin pregnancy.

37. What do variations in the number of vessels in the umbilical cord indicate?

38. What becomes of the umbilical arteries and vein after birth?

Project (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for suspected placental abruption, placenta 
previa, and placental insufficiency in your own practice. Include reference 
to your consultation and transport plan, and informed consent. Submit this 
draft and include it later in your Practice Guidelines projects (in the Charting 
and Practice Guidelines Module.)

Continued...
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Placenta Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

5. Cord clamp  6. cord tape 
3. Maternal Health Assessment:

K. Recognizes and responds to potential prenatal complications by 
12. Identifying and referring placenta abruptio
13.  Identifying placenta previa by assessing for:  

a) painless bleeding, 
  b) indentification by ultrasound results
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Post Dates Management and Post Maturity

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the difference between post dates pregnancy and post maturity 
syndrome.

• Identify the risks of post dates pregnancy.
• Identify the risks of post maturity syndrome.
• Identify the physical signs of post maturity in a newborn.
• Identify the risks of oligohydromnios.
• Review Meconium and Newborn Apnea modules.
• Review Informed Consent/Informed Choice.
• Define expectant management.
• Identify methods to stimulate the onset of labor at home.
• Identify the screening mechanisms available for post dates management.
• Identify the contraindications for induction of labor.
• Review the Pharmacology for Midwives module.
• Review  the Physical Assessment module (newborn exam).
• Learn about newborn gestational age assessment.
• Identify the standard of practice among physicians in your community 

regarding post dates management.
• Determine your practice guidelines for post dates pregnancies.
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Post Dates Management and Post Maturity

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
The Natural Pregnancy Book, Romm
Herbal for the Childbearing Year, Weed

Related Topics
EDD determination
Prenatal lab work and assessment
Physician Consultation 
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Post Dates Management and Post Maturity Questions 

1. What is the most reliable method of estimating a baby’s due date?

2. Explain the difference between post dates pregnancy and post maturity 
syndrome.

3. What is considered post dates? 

4.  What are the risks of post dates pregnancy?

5. Describe what occurs in the baby’s skull bones as the baby gets older (post 
term). 

6. What can you suggest to stimulate the onset of labor at home?

7. What actions can you take, as the midwife, to help stimulate labor at 
home?  

8. Do you make any referrals to other practitioners to help expectant mothers 
prepare for labor, or to stimulate the onset of labor with a post dates 
pregnancy?

9. When is post maturity syndrome diagnosed? 

10. What causes post maturity syndrome?  

11. What are the signs of a post mature baby?

12. What are the risks of post maturity syndrome?

13. What are the risks associated with oligohydromnios?

14. What does the abbreviation AFI represent?

15. How is an AFI determined?

         Continued...
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Post Dates Management and Post Maturity Questions , cont’d

16. How may the level of amniotic fluid be effected with post dates 
pregnancy?

17. Define expectant management.

18. What methods can you, as the midwife, utilize to screen for placental 
insufficiency?

19. Who makes the decision to induce labor in a post dates pregnancy?  

20. Describe the role of prostaglandins in the context of post dates 
pregnancy.

21. What indicates that an induction of labor will be constructive?

22. What are the contraindications for labor induction?

23. What are the risks of oxytocin induction of labor?

Projects (send completed projects with  the rest of your course work for this module)

1. What is the medical community standard in your area for post dates 
management? What is the preferred method of labor induction in your 
local hospital?

2.  Draft practice guidelines for post dates pregnancies in your own practice. 
Include reference to your consultation plan, accessing fetal surveillance 
mechanisms, Informed Consent, labor stimulation at home, and transferring 
to hospital for induction. Submit this draft and include it later in your Practice 
Guidelines projects (in the Charting and Practice Guidelines Module.)

3. Perform a newborn gestational age assessment. Chart it and send a copy 
with the newborn’s name removed.
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Post Dates Management and Post Maturity Skills

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

8. Doppler 9. Fetoscope
10. Gestation calculation wheel/calendar 

 F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

3. Maternal Health Assessment:
F. Performs routine prenatal physical exams, including ongoing assessment of:

6. Hemoglobin and hematocrit  
7. Glucose level
8. Urine for: 

a) Appearance, b) Protein, c)Albumin, d)Glucose, e)Ketones, f)pH, 
g) Leukocytes, h) Nitrites,  i) Blood

9. Breast condition
10. Costovertebral angle tenderness (CVAT)
11.Deep tendon reflexes (DTR) of the knee
12. Signs of clonus
13. Fundal height measured with:       

 a) Finger breadths        b) Tape measure
14. Evaluation of estimated time of delivery
15. Fetal activity and responsiveness to stimulation
16. Fetal heart rate/tones auscultated with:       a) Fetascope       b) Doppler
17. Fetal position, presentation, lie, and the volume of amniotic fluid
18. Fetal weight
19. Signs of edema
20. Vaginal discharge or odor
21. Signs of abuse including:      

a) Maternal substance abuse      
b) Emotional/physical/sexual abuse to the mother

Continued...
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Post Dates Management and Post Maturity Skills

G. Refers to alternate health care practitioners for non-allopathic treatments
L. Refers for performance of ultrasounds
M. Uses doppler
N. Refers for performance of biophysical profile

3. Maternal Health Assessment:
D. Assesses fetal weight, size, lie, or lightening
E. Assesses correlation of weeks gestation to fundal height 
F. Performs routine prenatal physical exams, including ongoing assessment of:

1. Maternal psychosocial, emotional health and well-being
2. Maternal physical health and well-being, by tracking variations and changes in: 

a) color of mucous membranes, b) General reflexes, 
c) Elimination/urination patterns, d) Sleep patterns, e) Patterns of sexuality, 
f) Movement, gait and energy level

3. Nutritional patterns
4. Vital signs
5. Weight

G. Evaluates laboratory and medical records from other practitioners
H. Obtains assistance evaluating laboratory and medical records from other practitioners
K. Recognizes and responds to potential prenatal complications by 

9. Assessing, evaluating, and treating a post-date pregnancy by 
monitoring/assessing: 

a) the need for consultation, 
b) fetal movement, growth, and heart tone variability, 
c) estimated due date calculation, 
d) previous birth pattern, 
e) amniotic fluid volume, 
f) maternal tracking of fetal movements, 
g) referal for ultrasound, 
h) referral for non-stress test, 
i) referral for contraction stress test, j)referral and collaboration for 
biophysical profile

10. Treating a post-date pregnancy by:      
a) Stimulating the onset of labor by encouraging: 

1) Sexual/nipple stimulatio, 
2) Assessment of emotional blockage, 
3) Stripping the membranes, 
4) Cervical massage, 5) Castor oil induction,  
6) Non-allopathic therapies, 7) Physical activity
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Post Partum Care
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review Third Stage and Hemorrhage modules.
• Understand the importance of post partum care and support.
• Review the appropriate application of Rhogam.
• Understand the use of sitz baths and other support measures for healing 

birth tears.
• Identify the range of normal emotional response post partum.
• Identify the normal post partum healing cycle: birth tears, lochia, uterine 

involution, breast feeding, gradual weight loss and return to fertility.
• Understand how recovery from cesarean section differs from recovery 

from vaginal birth.
• Identify normal newborn behavior, feeding, urination and bowel 

movement patterns.
• Identify appropriate treatment for the newborn’s umbilical cord.
• Identify the post partum blues.
• Identify appropriate post partum exercise.
• Identify normal newborn development.
• Identify support measures for thrush, cradle cap and colic.
• Identify signs of infection or health concerns in the newborn.
• Identify “failure to thrive.”
• Identify the issues surrounding circumcision.
• Identify the circumcision medical procedure.
• Identify the signs and symptoms of thrombophlebitis.
• Identify post partum complications including uterine infection, UTI and 

mastitis.
• Identify the normal stages of a family’s adjustment to their newborn.
• Identify allopathic and non-allopathic remedies for prolonged lochia.
• Identify the occurrence of prolapsed uterus and bladder and appropriate 

support measures.
• Understand the return to fertility and options for birth control.
• Identify the recommended timing for introduction of solid foods to babies.

Continued...
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Post Partum Care

Learning Objectives, continued

• Identify aspects of early child development.
• Define the family bed.
• Review the Breastfeeding module.
• Review the Physical Assessment module.
• Review the Jaundice module.
• Review the Meconium module.
• Review the Well Woman Care module (birth control).
• Review the Pharmacology for Midwives module .
• Review the Homeopathy module.
• Review the Nutrition module.
• Review the Post Partum Depression module.
• Identify the state health insurance programs and pediatric services 

available for children in your area.
• Identify the incidence and risk factors for Sudden Infant Death Syndrome.
• Create a referral list of pediatricians and other health care providers 

specializing in infant care.
• Create a referral list of post partum community resources.
• Draft practice guidelines for post partum care in your own practice.
• Demonstrate your ability to provide post partum care in the context of your 

preceptor’s practice.
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Post Partum Care, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Varney’s Midwifery
Myles Textbook for Midwives
Holistic Midwifery, Vol. I, II, III (when available), Frye 
Birth Emergency Skills Training, Gruenberg
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Breastfeeding: A Guide for the Medical Professional, Lawrence & Lawrence 
The Baby Book, Sears & Sears

After the Baby’s Birth: A Woman’s Way to Wellness, Lim
Our Bodies, Ourselves, Boston Women’s Health Book Collective

Herbal for the Childbearing Year, Weed
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
Naturally Healthy Babies and Children, Romm

Related Topics
Suturing
Parenting
Female sexuality
Siblings
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Post Partum Questions

Essay
1. Describe the care that you provide as a midwife in the first few hours after 

birth.

2. What instructions do you give parents about “when to call the midwife” 
with post partum concerns or questions?

3. What does post partum care provide to new mothers and newborns?

4. What do you suggest to your clients to prepare for the post partum 
period?

5. Describe what you do during each of your scheduled post partum visits.

6. What instructions and advice do you provide for new parents during the 
first three days post partum? Be specific.

7. What additional  advice do you have for a mom recovering from a 
cesarean?

8. Describe when and how you review the birth with parents.

9. How do you involve siblings or other family members in post partum care?  

10. Describe the use of sitz baths for healing birth tears. What is your recipe?

11. What  additional support can you offer for the healing of birth tears?

12. Why do babies cry?

13. What can be done, or tried, to calm a fussy baby?

14. Describe the behavior of a baby with colic. What support measures do you 
advise for colic?

                Continued... 
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Post Partum Questions, continued

15. What advice do you offer in response to thrush? Include instructions for 
treating thrush in mouth and on skin.

16. Describe insecure and avoidant attachment.

17. What information do you provide to parents regarding circumcision? What 
information do you provide about the care of a circumcised or intact 
penis?

18. What do you recommend for exercise post partum?

19. Your client gave birth last week. Her lochia has been wavering between 
serosa and alba, but tonight she reports that she spent the afternoon at the 
farmer’s market and now her lochia is bright red. How do you respond?

20. What is your experience/observation with the family bed?

21. What do you discuss with post partum moms regarding their interest in and 
return to sexual activity?

Questions
1. What are the indications for post partum Rhogam, and when is it 

administered?

2. What tests are included in the “PKU” screen?

3. How do you direct parents regarding the PKU screen? Do you provide it or 
refer for it?

4. During the initial post partum period, what medication is used for eye 
prophylaxis?

5. What general guidelines confirm that a baby is doing well? 

6. What are the danger signs to watch for in the care of a newborn?

     Continued...
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Post Partum Questions, continued

7. What urination and bowel movement patterns do you expect in the first 
days post partum? 

8. What are the symptoms of thrombophlebitis, both superficial and deep?

9. What is the appropriate response to thrombophlebitis?

10. What is the greatest risk concern with thrombophlebitis?

11. What is lochia? Describe the stages of lochia flow.

12. How soon do you anticipate a newly post partum woman’s fundus to be at 
her pubic bone height?

13. How warmly should infants be dressed?

14. What is your post partum visit schedule?

15. Why do post partum women experience increased perspiration? 

16. Your client gave birth last week. She’s been taking it easy, staying horizontal 
to ease the heavy feeling she has in her perineum. She tells you that when 
she’s on her feet, she feels like her inards could just drop out. What do you 
suggest? 

17. How much weight might a woman lose in the first week post partum?

18. What is a diastasis?

19. What prevents diaper rash?

20. What causes cradle cap?

21. What do you recommend in response to cradle cap?
     Continued...

______
NMI Study Group Modules, Third Edition                                                                         323



Post Partum Questions, continued

22. Define “failure to thrive.”

23. How do you advise new parents regarding sleep and infant demands?

24. What contributes to postpartum blues, and when are they likely to occur?

25. Why might a woman with a great partner, a healthy baby and wonderful 
birth story still experience grief? 

26. What are the symptoms of a uterine infection?

27. Your client has a fever of 103.6. What is the differential diagnosis? What 
must you rule out as sites of infection post partum to focus on the 
problematic site? What is your response?

28. Your client has had serosa/alba lochia for three weeks. What can you 
recommend?

29. What is the pharmaceutical medication for prolonged lochia?

30. When is it appropriate to introduce food other than breastmilk to the 
infant?

31. Which solid foods, when?   

32. In the context of returning to fertility after childbirth and continued nursing,  
what are the pros and cons of the following forms of birth control:

condoms
cervical cap
diaphragm
IUD
birth control pills
Depo-Provera
Norplant

natural family planning      Continued...
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Post Partum Questions, continued

33. When do babies begin to hold their heads up?

34. At what age do most babes hold their head steady while sitting upright?

35. When do signs of teething begin, and what are these signs?

36. When can babies usually begin to roll over, tummy to back?

37. When can babes begin to sit in high chairs?

38. When do babies begin crawling?

39. When do babies begin walking?

40. When do babies begin talking in words?

41. What age is reasonable to begin toilet training?

     Continued...
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Post Partum Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Make a referral list  for your clients of local resources. Include:
yoga and post partum exercise classes
mom’s support groups
breastfeeding support and pump rentals

2. Create a referral list of pediatricians and other health care providers 
specializing in infant care. Include referrals for circumcision.

3. Research the state health insurance programs and pediatric services 
available for children in your area. Make a referral sheet with access info 
for clients.

4. Choose a book about the post partum period to recommend to your 
clients. Write a review about your recommendation, include title, author, 
publisher and date of publication.

5. Draft practice guidelines for post partum care in your own practice. 
Include reference to your visit schedule, physical assessments made during 
visits, consultation resources, specific areas that you monitor and chart. 
Submit this draft and include it later in your Practice Guidelines projects (in 
the Charting and Practice Guidelines Module.)

         

       Continued...
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Post Partum Skills,

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

4. Diet, nutrition and supplements
6. Situations requiring an immediate call to the midwife
8. Complications
10. Newborn care including normal/abnormal newborn activity, responses, vital 
signs, appearance, behavior, etc. 
11. Postpartum care concerning complications and self-care 

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

4. Bulb syringe
5. Cord clamp  6. cord tape 
13. Lancets 
14. Newborn and adult scale
23. Thermometer 

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments

Continued...
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Post Partum Skills, continued

H. Treats for shock by:
1. Recognizing the signs and symptoms of shock, or impending shock
2. Assessing the cause of shock 
3. Assessing the cause of shock and providing treatment for shock by:    

a) Positioning mother flat, legs elevated 12 inches
 b) Keeping the mother warm, avoiding overheating
c) Administering/using non-allopathic remedies
d) Encouraging deep, calm, centered breathing
e) Administering oral isotonic/electrolyte fluids
f) Activating emergency medical services
g) Preparing to transport

K. Administers the following pharmacologic (prescriptive) agents:
3. Methergine
4. Prescriptive ophthalmic prophylaxis ointment (e.g., erythromycin)

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

1.Identifying pregnancy-induced hypertension
2. Assessing, educating and counseling for pregnangy-induced hypertension 
with:     

a) Nutrition/hydration assessment, 
b) Administration of calcium/magnesium supplement     
c) Stress assessment and management, 
d) Non-allopathic remedies, 
e) monitor for signs and  symptoms of increased severity, 
f) Assessment for drug abuse, g)increased frequency of  maternal 
assessments

3. Identifying preeclampsia 
4. Collaborating and managing preeclamptic mothers
5. Identifying breech presentations 
6. Turning breech presentations with: 

a) Alternative positions (tilt boards, exercises),     
b) Non-allopathic methods

Continued...
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Post Partum Skills, continued

4. Labor, Birth and Immediate Postpartum
D. Assesses the condition of, and provides care for the newborn by:

1) keeping baby warm, 
2) making initial newborn assessment
3. Determining APGAR score at:

 a)1 minute, b)5minutes, c)10 minutes (as appropriate)
4. Performing routine suctioning 
5. Keepng mother and baby together 
6. Monitoring respiratory and cardiac function by assessing:

a)the symmetry of the chest,  
b)the sound and rate of heart tones and respirations, 
c)nasal flaring, d)grunting, e)retractions,  f)circumoral cyanosis, 
g)central cyanosis (check color)

10. clamping the cord after the cord stops pulsing
11. cutting the cord 
12 caring for the cord including: 

a)evaluating the cord stump, b)collecting a blood sample,  c)treating the 
cord stump with:1)alcohol, 2)non-allopathic remedies

13. Administering eye prophylaxis
14. Performing a newborn examination by assessing: 

a)newborn general appearance, b)newborn alertness, c)the head for: 
1)molding, 2)hematoma, 3)caput, 4)sutures, 5)fontanels, 
6)measurement, 

d) the eyes for: 
1) jaundice, 2) pupil conditions, 3) tracking, 4) spacing, 

e) the ears for:
1) positioning, 2) response to sound, 3) patency, 4) cartilage, 

f) the mouth for: 
1) appearance and feel of palate, 2) lip and mouth color, 
3) tongue, 4) lip cleft, 5) signs of dehydration, 

g) the nose for: 
1) patency, 2) flaring nostrils,  

h) the neck for: 
1) enlarged glands, 2) trachea placement, 

i) the clavicle for: 
1) integrity, 2) symmetry, 

Continued...
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Post Partum Skills, continued

 j) the chest for: 
1) symetry, 2) nipples, 3) breast enlargement including 
discharge, 4) measurement (chest circumference, 5) monitor heart 
for irregularitieds and count heart rate, 6) ausultate the lungs, front 
and back for: 

a) breath sounds, b) auscultate the bronchioles, c) equal 
bilateral expansion, d) respiration count,

k) the abdomen for: 
1) enlarged organs, 2) masses, 3) hernias, 4) bowel sounds,

l) femoral pulses, 
m) the groin for swollen glands, 
n) the genitalia for: 

1) appearance, 
2) testicle for: 

a) descent, b) rugae, c) hernaition, 
3) labia separation, 
4) discharge,  

o) the rectum for: 
1) patency, 2) meconium,  

p) the hips for abduction, 
q) the legs for: 

1) symmetry, 2) equal length, 3) sickle foot/ankle, 
r) the feet for: 

1) digits, number, webbing, 2) creases, 3) reflexes, 4) length of 
toenails, 

s) the arms for symmetry in: 
1) structure, 2) movement, 

t) the hands for: 
1) number of digits, 2) finger taper, 3) Simian crease, 4) length of 
nails,  

u) the backside of baby for: 
1) symmetry of hips, 2) condition of the spine: 

a) dimpling, b) holes, c) straightness, 
v) temperature via: 

1) axillary, 2) rectal, 

Continued...
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Post Partum Skills, continued

w) reflexes: 
1)f lexion of extremities and muscle tone, 3) sucking, 3) moro, 
4) Babinski, 5) Plantar/palmar, 6 )stepping, 7) grasp, 8)rooting, 

x) gestaional age,
y) skin condition for: 

1) color, 2) lesions,  3) birthmarks, 4) milia, 5) vernix, 6)lanugo, 
7)peeling, 8)rashes, 

z) length of baby, 
aa) weight

4. Labor, Birth and Immediate Postpartum
F. Assesses general condition of mother and newborn by:

1. Assessing bladder distention 
3. Assessing lochia 
5. Assessing condition of vagina, cervix and perineum for: a) cystocele, 

b) rectocele, c) hematoma, d) tears, e) lacerations, f) hemorrhoids, 
g) bruising

 7. Providing instruction for care and treatment of the perineum
8. Facilitating breastfeeding by assisting and teaching about: 

a) positioning for mother and baby,  
b) skin-to-skin contact, c) latching on, 
d) adequate maternal hydration, 
e) adequate maternal nutrition, adequate maternal rest, 
g) feeding patterns, 
h) maternal comfort measures for engornement, 
i) letdown reflex,
j) milk expression 

5. Postpartum
A. Performs post partum reevaluation of mother and baby at:

1. Day-one to day-two 
2. Day-three to day-four 
3. One to two weeks 
4. Three to four weeks 
5. Six to eight weeks

B. Completes the birth certificate
C. Provides contraceptive education and counseling

Continued...
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Post Partum Skills, continued

D. Assessses for, and treats jaundice by:
1. Administering non-allopathic treatments to nursing mother 
2. Administering non-allopathic treatments to baby 
3. Encouraging mother to breastfeed every two hours 
4. Exposing front and back of newborn to sunlight through window glass 
5. Assessing baby for lethargy,    
6. Consulting or referring

E. Provides direction for care of circumcised penis 
F. Provides direction for care of uncircumcised penis
G. Performs maternal four- to six-week post-partum chech-up assessing for:

1. Post partum subjective history 
2. Lochia 
3. Return of menses 

H. Treats thrush on nipples by encouraging/administering:
1. Drying nipples after nursing 
2. Changing the pH of nipples by using non-allopathic remedies 
3. Rinsing nipples before next nursing 

J. Treats mastitis by:
1. Providing immune system support including: 

a)nutrition/hydration, 
b)vitamins, 
c)non-allopathic remedies, 

2. Encouraging multiple nursing positions, 
3. Applying herbal compresses, 
4. Applying warmth, soaking in tub or by shower, 
5. Teaching mother to empty breasts at each feeding,  
6. Providing/teaching gentle massage of sore spots,  
7. Encouraging adequate rest/relaxation, 
8. Wearing brassiere, 
9. Assessing for signs and symptoms of infections

Continued...
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Post Partum Skills, continued

7. Well-Baby Care
A. Provides well-baby care during the first two - six weeks
B. Assesses the general health and appearance of baby including:

1. Temperature, 
2. Heart rate, rhythm and regularity, 
3. Respirations, 
4. Weight, 
5. Length,  
6. Measurement of circumference of head, 
7. Neuro-musclar response, 
8. Level of alertness, 
 9. Wake/sleep cycles, 
10. Feeding patterns, 
11. Urination and stool for frequency, quality and color, 
12. Appearance of skin, 
13. Jaundice, 
14. Condition of cord

C. Provides treatment of skin conditions such as:
1. Diaper rash
 2. Cradle cap 

D. Provides treatment of thrush 
E. Provides treatment for colic
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Post Partum Depression

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the Post Partum Care module. 
• Identify the risk factors for post partum depression.
• Learn the identified 11 signs of post partum depression.
• Determine the appropriate response to PPD.
• Learn non-allopathic methods/remedies for responding to post partum 

blues and depression.
• Identify the signs of post partum psychosis.
• Understand when to refer for medical consultation.
• Identify resources and referrals for responding to post partum depression.
• Consider your post partum practice guidelines and make additions to 

include post partum depression and post partum psychosis.

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Varney’s Midwifery
Myles Textbook for Midwives
After the Baby’s Birth: A Woman’s Way to Wellness, Lim
Our Bodies, Ourselves, Boston Women’s Health Book Collective

The Baby Book, Sears & Sears

Herbal for the Childbearing Year, Weed
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz

Related Topics
Physical Assessment 
Grief
Intervention in birth
Post Partum Care
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Post Partum Depression Questions

1. What is the time frame that post partum depression occurs?

2. What are the identifiable risk factors for post partum depression?

3.  Why does post partum depression happen?

4. What may be diagnostically confused with PPD?

5. What are the 11 symptoms of PPD?

6. How would you discuss the possibility of  PPD with your client?

7. How would you respond to a client who acknowledges post partum 
depression?

8. What non-allopathic remedies can you recommend in response to PPD?

9. How do herbal remedies help with post partum blues or depression? 

10. When would you begin herbal therapies for post partum blues or 
depression?

11. What are the signs of post partum psychosis? 

12. What is the necessary response to identifying post partum psychosis?
How would you access such help?

Projects (send completed projects with  the rest of your course work for this module)

1. Create a referral list of community resources appropriate to post partum 
depression. Include support groups, counselors/therapists, and non-
allopathic practitioners. Be sure each resource is familiar with PPD and 
prepared to respond.

2. Consider your post partum practice guidelines and make additions to 
include post partum depression and post partum psychosis.
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Post Partum Depression Skills

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

3. Prenatal testing 
4. Diet, nutrition and supplements
6. Situations requiring an immediate call to the midwife
8. Complications
11. Postpartum care concerning complications and self-care 

2. General Health care Skills: 
G. Refers to alternate health care practitioners for non-allopathic treatments
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Pre-eclampsia

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the Hypertension module.
• Define pre-eclampsia and eclampsia.
• Identify the effects of PIH and pre-eclampsia on placental function, and 

the resulting effects on the fetus.
• Identify the triad of symptoms used to diagnose pre-eclampsia, and the 

additional symptoms and their causes.
• Understand the basis for prevention of pre-eclampsia.
• Identify techniques for treatment of pre-eclampsia.
• Identify lab work useful in the screening of pre-eclampsia.
• Identify the apparently increased risk of gestational diabetes present with 

developing pre-eclampsia.
• Learn about related syndromes: HELLP, DIC.
• Review the Nutrition module.
• Review the Liver module.
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Pre-eclampsia

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Understanding Diagnostic Tests in the Childbearing Year, Frye
Varney’s Midwifery
Myles Textbook for Midwives
Nutritional Almanac, Kirschmann
Herbal for the Childbearing Year, Weed

Related Topics
Physical Assessment
Nutrition and exercise
Hypertension
Liver
Gestational Diabetes
Uterine Size and EDD Discrepancies
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Pre-eclampsia Questions

1. Define pre-eclampsia and eclampsia.

2. How often does pre-eclampsia occur?

3. When does pre-eclampsia onset?

4. What are the triad of symptoms used to diagnose pre-eclampsia?

5. What additional symptoms of pre-eclampsia are commonly screened for? 

6. Which pre-eclamptic symptoms are resulting from central nervous system 
effects?

7. What can you tell from the hemoglobin and hematocrit levels of a 
pregnant woman in terms of her risk for pre-eclampsia?

8. What effect does a restricted salt diet have on blood volume?

9. What effect may PIH conditions have on the placenta?

10. What is the best prevention of pre-eclampsia?

11. What effect does stress have on the increased risk for pre-eclampsia?

12. Why does the consumption of enough protein but too few calories 
contribute to pre-eclampsia?

13. What is the RDA of calories for pregnant women?

14. How much fluid intake does a pregnant woman require?

15. What are some non-allopathic techniques for treatment of pre-eclampsia?

16. What lab work is useful in the screening of pre-eclampsia?

            Continued...
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Pre-eclampsia Questions, continued

17. If a pregnant woman is being screened for pre-eclampsia, what other 
pregnancy induced condition is she at risk for?

18. What is the allopathic response and treatment of pre-eclampsia?

19. What does the acronym DIC represent, and what are the implications?

20. What is HELLP syndrome?

What do you think?
Your client has a usual American diet: pretty lousy. She’s working on it, and in fact 
it has improved considerably. You encourage her to do the usual pregnancy 
support with herbs, she is reluctant but eventually does follow your suggestions. At 
each visit you inquire about edema, headaches, visual disturbances, and other 
indicated pre-eclamptic signs. Everything appears normal. All abnormal findings 
are listed. Look over her chart and see what you think.

Your client at her 15 week visit has a BP 110/72.
17 wks BP 102/70
21 wks BP 130/76 edema, will begin usual liver 

        support
24 wks BP 128/76
27 wks BP 118/72
29 wks BP 130/82
31 wks BP 130/72
33 wks BP 128/88, 122/74 after rest on side.

discussed modified bed rest and reviewed liver support, 
which has fallen off her daily routine.

35 wks BP 130/84, 120/72 after rest on side
36 wks BP 122/80, +2 edema, Continuing liver 

support & rest
37 wks BP 120/82
38 wks BP 144/88, 134/74 after rest on side.  no 

protein in urine, Labs done for liver panel, all labs normal.
39 wks BP 122/84, 120/76 laying down
40 wks BP 132/84, 140/100 standing, 122/84 lying 
40 1/2 wks BP 144/82 

Continued...
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Pre-eclampsia Questions, continued

At the 40 1/2 wk visit, you hear a deceleration in the baby’s heart rate. The 
decel goes from 150’s to 100, lasts about 30 seconds and recovers. Your sense 
of her is that something could be up; you haven’t entirely relaxed about her BPs. 
You consult with the local hospital OB and she recommends a biophysical profile.
You all go in together for the BPP and it is normal. However, at the hospital her 
blood pressure is in the 130’s over 80’s. The OB discusses pre-eclampsia with your 
client and presses for an induction. The parents are now quite concerned. They 
agree to induction.

Once Pitocin is started, contractions begin slowly. Her BPs are no higher 
than 140/90. She is 2cm dilated 16 hours into the induction. An OB comes into the 
room to tell your client that the hospital protocol for someone induced for pre-
eclampsia is to administer mag sulfate by IV; they want to start that medication 
now. Your client still has no protein in her urine, her BP is now 146/80,  with slight 
edema on her ankles. You argue that she wasn’t induced for pre-eclampsia, only 
for the risk of it with her borderline BP. The woman is not concerned with the 
course of events and doesn’t offer any resistance to the impending medication. 
The mag is started.

She dilates to 7 cm in the next ten hours. When the baby begins having 
decels to 100, she is put on oxygen. Her BP 169/83, 200/ 98 sitting upright. Another 
drug is given to bring down her BP and it never again rises above 160/88. Five 
hours later her contractions have spaced out. The Pitocin is halved, then 
increased again.  An internal pressure catheter is inserted. Seven hours later she is 
completely dilated!

The Pitocin IV is as high as they can set it. The pit/mag combination is 
slowing everything. She pushes for four hours with slow progress but she keeps at 
it and you keep convincing the OBs she is making progress. The FHT are looking 
flat with some decels to the 90’s. The OB decides to try the vacuum extractor; 
four attempts bring the baby out.

She has a third degree extended episiotomy with a bleeder that is tied off 
as soon as the birth permits. When her placenta doesn’t come after one hour, a 
manual removal is done. Her total estimated blood loss is 800 cc, almost all of it 
with the manual removal.

The whole induction lasted about 52 hours. Your client is happy with her 
baby and not really curious or upset with anything that transpired during her labor 
and birth. She doesn’t like the puffy edema that remains for 5 days after the mag 
IV is removed, but otherwise she is quite agreeable. Her post partum hct. is 25.3. 
Her husband is wildly relieved that nothing bad happened.

What do you think about this scenario? Do you think she was pre-eclamptic?

Continued...
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Pre-eclampsia Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Using the food checklists in Holistic Midwifery, Vol. I, pages 236-243, review 
a client’s diet journal. Make recommendations based on your assessment.

2. Identify the lab services in your area and their screening panels you would 
utilize for ruling out or diagnosing pre-eclampsia.

3. Draft practice guidelines for screening for and responding to indications of 
pre-eclampsia in your own practice. Include reference to nutritional 
counseling, herbal support, lab work, your consultation and transport plan. 
Submit this draft and include it later in your Practice Guidelines projects (in 
the Charting and Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
F. Uses alternate health care practices (non-allopathic treatments) and  modalities

1. Herbs 2. Hydrotherapy (baths, compresses, showers, etc.)
2. General Health care Skills: 

G. Refers to alternate health care practitioners for non-allopathic treatments
3. Maternal Health Assessment:

K. Recognizes and responds to potential prenatal complications by 
1. Identifying pregnancy-induced hypertension
2. Assessing, educating and counseling for pregnancy-induced hypertension 
with: 

a) nutritional/hydration assessment, 
b) Administration of clacium/magnesium supplement, 
c) stress assessment and management, d)non-allopathic remedies, 
e) monitoring for signs/symptoms of increased severity, 
f) assessment for drug abuse,  
g) increased frequency of maternal assessment

3. Identifying preeclampsia 
4. Collaborating and managing preeclamptic mothers
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Prenatal Lab Work and Assessment

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the Genetic and Prenatal Screening module.
• Identify the standard prenatal lab work and the established lab work 

schedule for low risk pregnant women.
• Understand the risk of Rh sensitization and the use of Rhogam.
• Identify the four blood groups.
• Describe syphilis, gonorrhea and chlamydia and their effects.
• Explore the implications of Beta Strep infection.
• Identify how a sonogram can be used to establish an estimated due date.
• Identify the limitations of sonograms to establish EDD or estimate fetal 

weight. 
• Identify the components of the biophysical profile and determine how this 

screen might be used.
• Understand the PUBs procedure and identify when it may be utilized.
• Understand the NST and  contraction challenge test and how they may be 

utilized to determine fetal well being.
• Review the purpose of glucose screening and testing.
• Identify the GTS and GTT and their appropriate application.
• Identify the theoretical link between HIV and AIDS.
• Determine useful screening questions for HIV risk status, and establish 

appropriate screening guidelines for your own practice.
• Identify the local community standard for hepatitis screening.
• Identify the local community standard for vaginal Beta Step screening and 

treatment.
• Identify the local lab services for newborn cord blood, PKU and bilirubin 

counts.
• Review the TORCH infections and identify the correlating lab work for their 

detection.
• Review the Herpes module.
• Review the Gestational Diabetes module.
• Review the Urinary Tract Infection module.

Continued...
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Prenatal Lab Work and Assessment, continued

Learning Objectives, continued

• Review the Well Woman Care module.
• Review the Pre-eclampsia module.
• Review the Jaundice module.
• Review the Fertility and Conception module.
• Review the Liver module (Hepatitis).
• Review the Post Partum module.
• Identify the collection materials and procedure in preparation for learning 

venipuncture skills.
• Draft practice guidelines for prenatal and post partum lab work in your own 

practice.
• Create or adapt prenatal and post partum forms for recording lab work 

results.
• Demonstrate your ability to discuss with clients, use informed consent, and 

secure the collection of the appropriate lab samples.
• Demonstrate your ability to comprehend and apply the requested 

information provided in the lab reports.
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Prenatal Lab Work and Assessment, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Understanding Diagnostic Tests in the Childbearing Year, Frye
Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives                            
Human Anatomy and Physiology, Marieb
Natural  Healing in Gynecology, Nissim
The Natural Pregnancy Book, Romm

Related Topics
Nutrition
Fertility and conception
Gestational diabetes
Rh sensitization and Rhogam
IUGR
Size and EDD discrepancy
Post dates pregnancy
UTI screening
Informed Choice/Informed Consent
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Prenatal Lab Work and Assessment Questions

1. List the standard initial prenatal lab work performed for low risk women.

2.  List the standard 2nd trimester lab work. 

3.  List the standard 3rd trimester lab work. 

4. When is a PAP smear performed during pregnancy?

5. What vaginal cultures are recommended during pregnancy?

6. What sort of organism is gonorrhea? What does it do?

7. Your client was diagnosed and treated for gonorrhea 18 months ago. She 
is holding her newborn. Is this baby at risk of having contracted gonorrhea?

8. Where may gonorrhea reside?

9. What sort of organism is chlamydia?

10. How common is chlamydial infection?

11. What are the effects of chlamydia infection?

12. What tests are available for detection of chlamydia?

13. What sort of organism is Beta Strep?

14. How prevalent is GBS colonization among women?

15. Where does GBS reside in the body?

16. What are the possible effects of GBS infection, for a mother during 
pregnancy and post partum, and for the newborn?

            Continued...
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Prenatal Lab Work and Assessment Questions, continued

17. How is a specimen collected for the culture of GBS?

18. What do the VDRL and RPR detect?

19. What sort of organism is syphilis?

20. Why is syphilis able to cross the blood brain barrier?

21. How is syphilis spread?

22. Who is at risk for Rh sensitization? 

23. When is Rhogam indicated?  

24. Briefly describe how Rh  sensitization  happens, and how Rhogam is used to 
benefit mothers and babies.

25. What does the CBC include?

26. How does pregnancy effect a woman’s white blood cell count?

27. Which tests indicate or rule out anemia?

28. List the four blood types and their corresponding tolerance for 
compatibility.

29. What does it mean if a woman’s Rubella titre is positive?

30. What do the acronyms HIV and AIDS represent?

31. What is a syndrome?

32. What is the current perception regarding the connection between HIV and 
AIDS?             

      Continued...
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Prenatal Lab Work and Assessment Questions, continued

33. List some useful screening questions for helping a woman determine her 
HIV risk status. 

34. When is a sonogram most useful in establishing an estimated due date.

35. What are the limitations of sonograms in establishing an EDD or estimating 
fetal weight?

36. Briefly describe the PUBs procedure. What does it provide? When might it 
be utilized? 

37. List the components of the biophysical profile and describe how this screen 
might be used. 

38. Describe the NST and  contraction challenge test and how they might be 
utilized to determine fetal well being.

39. What is indicated if glucose screening reveals a high level of blood 
glucose? When would a GTT be recommended?

40. Do physician or hospital practice guidelines in your area differ in the 
treatment of post dates pregnancies depending on whether gestational 
diabetes screening has been performed?

41. List the TORCH infections. 

42. What are the symptoms of possible TORCH infection?

43. What is the current standard in your community for hepatitis screening 
during pregnancy?

44. What is the current standard in your community for tuberculosis screening 
during pregnancy?

45. Describe your use of informed choice/consent as pertains to lab work in 
pregnancy.

      Continued...
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Prenatal Lab Work and Assessment Questions, continued

46. What tests are ordered for cord blood post partum?
              

47. List the collection materials/supplies used in venipuncture. 

48. Describe the various tubes for blood collection.

Projects (send completed projects with  the rest of your course work for this module)

1. What is the current standard in your community for Group B Strep screening 
and treatment during pregnancy, and the subsequent follow-up for 
newborns?

1. Draft practice guidelines for Group B Strep screening and treatment in your 
own practice.  Submit this draft and include it later in your Practice 
Guidelines projects (in the Charting and Practice Guidelines Module.)

2. Draft practice guidelines for prenatal and post partum lab work in your own 
practice.  Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)

3. Create or adapt prenatal and post partum forms for recording lab work 
results. This may be done as part of a more comprehensive charting form.

4. What are the local lab services in your area, and what are their hours of 
operation? Where are PKU tests, jaundice screens and cord blood 
processed? What is the availability of stat lab reports?
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Prenatal Lab Work and Assessment Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

8. Identifying and dealing with pre-term labor with:     
B) Consultation and/or treatment including: 

1) Increase of fluids, 
2) Non-allopathic remedies,  
3) Discussion of the mother’s fears, 
4) Food to be eaten at least every two hours, 
5) Consumption of alcoholic beverage, 
6) Evaluation of urinary tract infection, 
7) Evaluation of maternal infection 

9. Assessing and evaluating a post-date pregnancy by monitoring /assessing:    
a) The need for consultation, 
b) Fetal movement, growth, and heart tone variabliity,  
c) Estimated due date calculation, 
d) Previous birth patterns, 
e) Amniotic fluid volume, 
f) Maternal tracking of fetal movements , 
g) Referral for ultrasound,
h) Referral for non-stress test
i) Referral for contraction stress test, 
j) Referral and collaboration for biophysical profile, 
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Preterm Labor
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Define preterm labor.
• Identify the signs and symptoms of preterm labor.
• Identify appropriate consultation and transfer of care to physician for the 

treatment and response to preterm labor.
• Identify the current theories regarding the causes of preterm labor.
• Identify the predictability and risk factors for preterm labor.
• Identify premature rupture of membranes.
• Identify the screening mechanisms currently utilized for the prevention of 

preterm labor.
• Compare the current morbidity and mortality statistics for preterm labor 

with those from a decade ago.
• Understand the current limitations of preventing preterm labor and 

premature birth.
• Identify the pharmaceutical medications for the treatment of preterm 

labor.
• Identify the medical sequela for premature infants.
• Identify support measures the midwife can implement when advocating 

for a client who has given birth to a premature infant.
• Identify “kangaroo care.”
• Identify the role of breastmilk in the care of premature infants.
• Review Ruptured Membranes module.
• Review Pharmacology for Midwives module.
• Create an information/instruction sheet for prevention of preterm labor to 

give to clients.
• Demonstrate your ability to inform and monitor clients regarding preterm 

labor, in the context of your preceptor’s practice.
• Draft practice guidelines for the screening of and responding to preterm 

labor in your own practice.
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Preterm Labor, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I,  Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
The Natural Pregnancy Book, Romm
Pharmacotherapeutics, Kuhn 
Breastfeeding: A Guide for the Medical Professional, Lawrence & Lawrence 
After the Baby’s Birth: A Woman’s Way to Wellness, Lim
The Baby Book, Sears & Sears

Related Topics
Nutrition
Hypertension
Pre-Eclampsia
Grief
Charting
Uterine Size and EDD Discrepancies
Fetal Development
Newborn Apnea/Hypoxia/RDS
Transporting
Post Partum Care
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Preterm Labor Questions

1. How is preterm labor defined?

2. Define premature rupture of membranes.

3. What is the weight often designated to determine the prematurity of a 
newborn?

4. How has our medical research in the last 20 years impacted the rate of 
premature birth in the U.S.?

5. What are some of the statistics for preterm labor or premature birth?

6. When is the appropriate time to educate clients about preterm labor signs 
and symptoms?

7. How effective is risk assessment in predicting preterm labor?  

8. How frequently is it estimated that infection contributes to preterm labor?

9. Which infections seem to contribute to preterm labor?

10. How may a UTI contribute to preterm labor?  

11. List the presently identified risk factors or predisposing factors for preterm 
labor.

12. What are the routine screening mechanisms currently utilized for the 
detection and prevention of preterm labor?

13. What is the recommended additional prenatal screening for clients with a 
history of preterm labor or birth?

14. What are the signs and symptoms of preterm labor?

                  Continued...
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Preterm Labor Questions, continued

15. How frequent are preterm labor contractions?  

16. A client phones to report that she’s having contractions. What questions 
must you ask to determine if she is experiencing preterm labor?

17. In the context of preterm labor, when does the midwife involve a 
physician?

18. List the historic treatments for preterm labor that are no longer 
recommended  because they have not proven to be effective.

19. When are bedrest and external monitoring of uterine activity and FHR 
patterns recommended?

20. Why is breast stimulation and sexual activity contraindicated during 
preterm labor risk periods?

21. How long do we anticipate that the current medical interventions can 
suppress preterm labor?

22. When are the tocolytic medications best indicated?

23. Why are corticosteriods administered during preterm labor?

24. What decisions must be made when preterm labor is progressing?

25. What is “kangaroo care?”

Essay
1. Describe the challenges faced by a premature infant and his/her family.

2. Describe the benefits of breastmilk for premature infants.

3. Describe the midwife’s role in instances of progressive preterm labor and 
premature birth.

 Continued...

______
NMI Study Group Modules, Third Edition                                                                         355



Preterm Labor Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Choose a book about the parenting of premature infants to recommend 
to your clients. Write a review about your recommendation, include title, 
author, publisher and date of publication.

2. Research local and national support resources for families with premature 
infants. Make a referral list to keep on hand.

3. Create an information/instruction sheet for prevention of preterm labor to 
give to clients.

4. Draft practice guidelines for the screening of and responding to preterm 
labor in your own practice. Include reference to your client education 
plan, your physician consultation and referral plan, and your continued 
midwifery care of a client with preterm labor and/or premature baby. 
Submit this draft and include it later in your Practice Guidelines projects (in 
the Charting and Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

8. Identifying and dealing with pre-term labor with:  
 a) Referral 

 B) Consultation and/or treatment including: 
1) Increase of fluids, 
2) Non-allopathic remedies,  
3) Discussion of the mother’s fears, 
4) Food to be eaten at least every two hours, 
5) consumption of alcoholic beverage,
6) Evaluation of urinary tract infection,
7) Evaluation of maternal infection 
8) Bed rest, 
9) Pelvic rest (including nursing previous baby), 
10) No breast stimulation (including nursing previous baby) 
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Renal System
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the embryonic stages of renal system development.
• Identify the position of the kidneys, ureters,  bladder and urethra in the 

body.
• Identify the meatus and urethral opening.
• Understand the basic structure of the kidneys and renal system.
• Understand the basic function of the kidneys.
• Identify the most common congenital abnormalities of the renal system.
• Understand how blood pressure is regulated by the kidneys.
• Understand how pregnancy can effect kidney function, and how kidney 

function can effect pregnancy; identify changes in metabolism during 
labor and the effect on maternal renal function.

• Review why pregnant women are more at risk for UTI and kidney infection.
• Understand why you do not expect to find protein in the urine.
• Understand what it means when protein is present in the urine.
• Identify nutritional and herbal support for the renal system.
• Define stress incontinence. 
• Review universal precautions.
• Review the Urinary Tract Infection module.
• Review the Hepatitis module.
• Review the Prenatal Lab Work and Screening module.
• Review the Physical Assessment module.
• Review the Post Partum Care module.
• Demonstrate use of urinary catheter.
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Renal System

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Human Anatomy and Physiology, Marieb
Varney’s Midwifery
Myles Textbook for Midwives
Understanding Diagnostic Tests in the Childbearing Year, Frye
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Herbal for the Childbearing Year, Weed
Healing Wise, Weed
The Natural Pregnancy Book, Romm

Related Topics
Hypertension
Pre-eclampsia
Preterm labor
Diabetes
Liver
Fetal Development
Uterine Size and EDD Discrepancies
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Renal System Questions

1. Briefly describe the embryonic formation of the renal system.

2. What are two words that mean “urinate?”

3. What are nephrons?

4. Describe the function and structure of nephrons.

5. Generally speaking, how much of the body’s blood is within the kidneys’ 
nephrons at any given time?

6. What is urine, and why is it produced?  

7. What two hormones are produced by the kidneys? 

8. What is erythropoietin responsible for accomplishing?

9. Describe what role renin plays in kidney function. 

10. What is ADH and what does it do?

11. What causes blood creatinine to rise during pre-eclampsia?

12. With a urine dip stick, your client shows +1 protein in her urine. She has no 
pre-eclamptic symptoms. What can account for this finding? 

13. If you are concerned with the findings on a urine dip stick, how could you 
double check its accuracy? 

14. Why you do not expect to find protein in the urine?  

15. List the components of a urinalysis.

16. Which area of the bladder tends be implicated in the hosting of infections?

                  Continued...
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Renal System Questions, continued

17. Why does increased blood glucose increase urine output?

18. Why was pre-eclampsia once thought to be a kidney malfunction?

19. What herbs offer good renal system support? 

20. List herbs that are good for renal support, but contra-indicated for 
pregnancy.

21. What is stress incontinence?

22. When does fetal urine production begin?

23. What may be observed during prenatal care that may lead to investigation 
of fetal kidneys?

24. At what stage of fetal development can ultrasound effectively evaluate 
the fetal kidneys?

25. Define hydronephrosis.

26. Describe the effects of hydronephrosis in pregnant women.

27. Your client decided to have a sonogram at 26 weeks. The sonogram 
revealed  hydronephrosis in her baby. What is the likely outcome?

28. Define hypospadias.

29. What is the concern with polycystic kidneys?

30. At what age do we begin to be aware of urinary control? 

______
NMI Study Group Modules, Third Edition                                                                         361



Renal System Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
C. Demonstrates the application of aseptic technique
D. Demonstrates the use of instruments and equipment including: 

25. Urinary catheter 
3. Maternal Health Assessment

G. Performs routine prenatal physical exams
2. Maternal physical health and well-being, by tracking variations and changes in:

8. Urine for:
a) Appearance, b) Protein, c) Albumin, d) Glucose,
e) Ketones, f) pH, g) Leukocytes, h) Nitrites, i) Blood

10. Costovertebral angle tenderness (CVAT)
L. Recognizes and responds to potential prenatal complications by:

7. Assessing, evaluating, and treating a post-date pregnancy
e) amniotic fluid volume

4. Labor, Birth and Immediate Postpartum
B. Evaluates and supports a laboring mother during the first stage oflabor by assessing a 
variety of factors

1. Maternal physical and emotional condition based upon assessment of:
b) food and fluid intake/output,
c) dipstick urinalysis for ketones,
i) maternal hydration and/or vomiting by administering

1) fluids by mouth,
2) ice chips,
3) oral herbal/homeopathic remedies,
4) deep immersion in warm water

F. Assesses general condition of mother and newborn by:
1. Assessing bladder distention 
2. Encouraging urination 
3. Performing catheterization (this may be a simulation with your preceptor)

Continued...
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Renal System Skills, continued

H. Assesses general condition of mother and newborn by a variety of criteria
I. Performs catheterization when needed

1. Assessing bladder distention
2. Encouraging urination
3. Performing catheterization
5. Management of maternal exhaustion

2) ensuring adequate hydration,
8) evaluating urine for ketones,
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Ruptured Membranes
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Learn ways to determine that a woman’s water has broken.
• Define Prolonged Rupture of Membranes and Premature Rupture of 

Membranes.
• Define chorioamnionitis.
• Identify precautions for preventing infection with ruptured membranes.
• Identify the signs and symptoms of chorioamnionitis.
• Learn about specific lab work that can help detect infection and the risk of 

infection.
• Understand the importance of Beta Strep in the management of PROM.
• Identify the local standard of practice regarding ruptured membranes.
• Understand the use of Informed Consent and the management of PROM.
• Review universal precautions and sterile technique.
• Review the AROM module.
• Review the FHR Patterns module.
• Demonstrate your ability to provide information and discuss issues 

regarding ROM and PROM with clients.
• Demonstrate your ability to respond to ROM appropriately.
• Draft practice guidelines for responding to ROM in your own practice. 
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Ruptured Membranes

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Heart and Hands, Davis
Varney’s Midwifery
Myles Textbook for Midwives
Understanding Diagnostic Tests in the Childbearing Year, Frye

Related Topics
First Stage and Second Stage Labor 
Informed Consent
Physical Assessment
Respiratory Distress Syndrome
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Ruptured Membranes Questions

1. What evaluations are imperative with rupture of membranes?

2. List some ways that you, as a midwife, can tell if someone’s water broke.

3. What precautions do you take when assessing the status of a client’s 
membranes?

4. How do you instruct a client with ROM regarding precautions against 
infection? 

5. What things would you consider when deciding whether to stimulate labor?

6. What are the risks of prolonged rupture of membranes? 

7. What would you tell a client about the risks of prolonged rupture of 
membranes?

8. What does Beta Strep have to do with ruptured membranes?

9. What is chorioamnionitis?

10. What is indicated in the case of chorioamnionitis?

11. How can lab work help you in PROM management?

12. List the signs and symptoms of chorioamnionitis.

13. You’ve decided to transport for PROM. What do you expect to experience 
in a hospital transport situation? What action will the hospital most likely 
take?

            
         Continued...
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Ruptured Membranes Questions, continued 

Essay Questions
1. How can you, as a midwife, monitor for signs of infection? Give details of 

your plan of action/management and instructions for your client.

2. Your client’s water broke this morning around 5am. She’s had copious 
amounts of clear fluid several times today. It’s 11pm and she is wired and 
restless. She did not sleep well last night. What will you do?

3. What can you do to stimulate labor at home, and how do your options 
change when ROM? Give details of your plan, considering possibilities for 
individual clients’ needs.

Projects (send completed projects with the rest of your course work for this module)

1. Research: 
a. What is the community obstetrical standard for labor induction after 

ROM (how many hours)?
b. Is antibiotic therapy mandatory during labor, regardless of GBS testing 

prenatally?
c. Does neg GBS culture prenatally effect the medical treatment of the 

newborn? 
d. Does prophylactic antibiotics during labor necessitate continued 

treatment of the newborn? 
e. Is the length of time of ROM indicative of newborn treatment with 

antibiotics?
f. How long is the newborn observation period, and must it occur in the 

nursery?
g. What is the medical sequela to chorioamnionitis for treatment of the 

newborn?

2. Draft practice guidelines for responding to ROM in your own practice. 
Include reference to prevention of infection, sterile technique, labor 
stimulation, and your transport plan in response to need for: labor 
augmentation, maternal exhaustion, cord prolapse, fetal distress, 
worrisome FHT patterns, and signs of chorioamnionitis. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)
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Ruptured Membranes Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

6. Situations requiring an immediate call to the midwife
2. General Health care Skills: 

A. Demonstrates Universal Precautions
C. Demonstrates the application of aseptic technique
D. Demonstrates the use of instruments and equipment including: 

8. Doppler 
9. Fetoscope
15. Nitrazine paper
19. Speculum
23. Thermometer 

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

L. Refers for performance of ultrasounds
M. Uses doppler

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by 

14. Identifying premature rupture of the membranes
15. Managing premature rupture of the membranes in a full-term pregnancy by: 

a) monitoring fetal movement, 
b) monitoring vital signs signs for signs of infection, 
c) encouraging increased fluid intake, 
d) inducing labor, 
e) consult after 24 hours without labor progression 

16.Consulting and referring premature rupture of the membranes in pre-term labor
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Second Stage
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the critical importance of maintaining maternal rest, hydration and 
nutrition during labor.

• Review the cardinal movements of birth.
• Identify the usual uterine contraction pattern during second stage labor.
• Review the importance of voiding bladder prior to second stage labor.
• Review how emotional changes in labor effect the labor’s progress.
• Identify the normal plateau at complete cervical dilation, preceding the 

spontaneous pushing urge.
• Understand the contributing factors of second stage management to 

puerperal infections.
• Identify how second stage labor may differ for first time mothers and for 

those who have previously given birth.
• Identify herbs and homeopathic remedies for supporting progress in 

second stage labor.
• Identify when the second stage of labor is no longer within the realm of 

what is considered normal, and determine the parameters of safety based 
on your own experience and knowledge base.

• Review signs and symptoms of uterine rupture.
• Review the relationship between maternal exhaustion, ketoacidosis and 

fetal well being.
• Determine the necessity for midwife-guided pushing in second stage. 
• Identify the benefit of the laboring woman (not the midwife) determining 

her own best birthing position.
• Examine different pushing and birthing positions for their specific benefits 

and suitability to various situations.
• Identify when it may be appropriate for the midwife to guide the woman 

during pushing.
• Identify methods to aid a woman in getting the urge to push, or in pushing 

more effectively.

         Continued...
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Second Stage, continued

Learning Objectives, continued

• Identify exhale pushing.

• Identify assessment findings which inform birth attendants that immediate 
birth is indicated.

• Identify the application of fundal pressure as an emergency tactic and 
review the steps of its application.

• Identify the application of episiotomy as an emergency tactic and review 
the steps of its application.

• Demonstrate the extraction of a nuchal arm.
• Demonstrate the management of a loose and a tight nuchal cord.
• Identify the application of the Ritgen maneuver as an emergency tactic 

and review the steps of its application.
• Identify second stage arrest.
• Identify medical interventions appropriate to certain second stage labors.
• Review informed consent/informed choice.
• Review Fetal Heart Rate Patterns, First Stage Labor, and Birth Bag and Set-

Up modules.
• Review AROM,  Meconium, and Cesarean and VBAC modules. 
• Review OP, Brow and Face Presentations, Breech and Twins, and Shoulder 

Dystocia modules. 
• Review Pharmacology for Midwives, Physical Assessment,  and Physical and 

Sexual Abuse modules.
• Review Hypertension and Pre-eclampsia modules.
• Review Placenta and Third Stage Labor modules.
• Explore the use of a client’s birth plan in the context of the actual labor and 

birth.
• Identify ways to constructively involve family in the process of second 

stage.
• Draft practice guidelines for attending second stage labor in your own 

practice.
• Demonstrate your ability to discuss second stage and educate clients 

about their options during labor.
• Demonstrate appropriate hands-on skills and response for second stage 

labor, in the context of your preceptor’s practice.
• Demonstrate primary care during second stage labor, in the context of 

your preceptor’s practice.
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Second Stage, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Oral Tradition and Living Knowledge are critical to understanding the pushing 
phase of labor and its accompanying variations, and key to the integration of  
supporting and facilitating descent and birth. Attend peer review, meet midwives 
and listen to discussions of second stage approaches. If you are unable to 
casually participate in such discussions,  request interviews with midwives or 
organize guest speakers at community Study Group. Come prepared with 
questions.

Holistic Midwifery, Vol. II,  Frye
Human Labor and Birth, Oxorne and Foote
Varney’s Midwifery
Myles Textbook for Midwives
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
Acoucher’s Emergency Manual, Yingling
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Second Stage Questions

1. What are the cardinal movements of birth?

2. How is second stage labor defined?

3. Describe the usual uterine contraction pattern during second stage labor.

4. How long is second stage labor expected to last?

5. How is progress measured during second stage labor?  

6. What are the contributing factors of second stage management to 
puerperal infections?

7. What is the likely result of pushing before the cervix is fully dilated?

8. How do you expect a woman’s blood pressure to respond during second 
stage labor?

9. Using your own experience and observation, give examples and discuss 
how too much facilitating of second stage by the midwife (or doctor) can 
be detrimental.

10. When is it appropriate for the midwife to verbally guide the birthing 
woman’s pushing efforts in second stage? Give examples from your own 
observation, if possible.

11. Why is it important that a birthing woman determine her own best birthing 
position?

12. Consider the following pushing and birthing positions and describe their 
specific benefits and suitability in various situations:

squatting
hands and knees
lying on her side
standing squat

McRobert’s          
         Continued...
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Second Stage Questions, continued

13. Your client has been completely dilated for some time now. She has been 
trying to get the feel for pushing, but she has no urge at all. Her pushes feel 
unfocused to her, like she can’t tell what she needs to do. What can you 
do or suggest she try to help bring down her baby? 

14. Describe exhale pushing, and when it may be useful. 

15. What is fundal pressure, and when would you use it?

16. What are options instead of performing an episiotomy? 

17. Describe how you respond to a loose nuchal cord?

18. Describe how you respond to a tight nuchal cord?

19. Your client has been pushing for one hour and twenty minutes. This is her first 
baby. Fetal heart tones have sounded mostly fine, with some sporadic 
decels into the 70’s that are brief and followed with good recovery. The 
baby’s head is born and then nothing happens. The baby’s head begins to 
turn a deeper color. What do you do? 

20. Describe the Ritgen maneuver. When might you need this skill?

21. Under what circumstances in second stage are you likely to extract one or 
both of the infant’s arms?

22. What is a deep transverse arrest? When is it most likely to happen?

23. Your client has been pushing well for awhile and she has not been able to 
move the baby down. Together you have determined that transport to the 
hospital is indicated. What interventions are available in hospital to help 
facilitate her birth? What do you anticipate upon arrival?

24. How many different positions might you expect to see a woman choose to 
move through during the same second stage?

  Continued..
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Second Stage Questions, continued

Essay
1. Describe the transitional period of first stage labor as it merges into second 

stage. What are the physical and emotional changes?

2. What things do you, as the midwife, double check as second stage 
begins? List the things you want to have ready, within reach or in process. 
Include instructions for your assistant.

3. Describe how family members may be incorporated constructively into a 
client’s second stage labor plan.

4. Describe your techniques of preventing tears during second stage.

5. What is your belief regarding episiotomy?

6. What is your opinion regarding the clamping of the umbilical cord? 

Projects (send completed projects with  the rest of your course work for this module)

1. Using a model, demonstrate the cardinal movements of birth. Human 
Labor and Birth is an excellent two dimensional resource to follow as you 
move through this three dimensional demonstration. This is a hands-on 
exercise and requires no written work. Just enjoy doing it.

2. Draft practice guidelines for attending second stage labor in your own 
practice. Include reference to your monitoring of FHR , maternal vital signs, 
role of supporting family members, and charting. Also include your 
transport plan in response to second stage need for labor augmentation, 
maternal exhaustion, fetal distress, worrisome FHT patterns or second stage 
arrest. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)
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Second Stage Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

4. Diet, nutrition and supplements
8. Complications

2. General Health care Skills: 
C. Demonstrates the application of aseptic technique
D. Demonstrates the use of instruments and equipment including: 

4. Bulb syringe
8. Doppler 
9. Fetoscope
11. Hemostats
17. Scissors (all kinds)
25. Urinary catheter 

Continued...
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Second Stage Skills, continued

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

H. Treats for shock by:
1. Recognizing the signs and symptoms of shock, or impending shock
2. Assessing the cause of shock 

I. Administers Oxygen
K. Administers the following pharmacologic (prescriptive) agents:

2. Medical oxygen
5. Pitocin ®

L. Refers for performance of ultrasounds
M. Uses doppler

4. Labor, Birth and Immediate Postpartum
A. Facilitates maternal relaxation and provides comfort measures throughout labor by 
administering/encouraging:

1) massage,
2) hydrotheraypy, 
3) warmth for physical and emotional comfort (e.g., comresses, moist warm 
towels, heating pads, hot water bottles, friction heat), 
4) communicating in a calming tone of voice, using kind encouraging words, 
5) the use of music and/or silence, 6)continued mobiity throughout labor, ...

4. Labor, Birth and Immediate Postpartum
C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth 
complications such as:

c) variations in presentation such as: 
2) nuchal hand, arm presentation 

a) applying counter pressure to hand or arm and the 
perineum, 
b) sweeping the arm out

Continued...
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Second Stage Skills, continued

3) nuchal cord presentation 
a) looping a finger under the cord and sliding it over the 
newborn’s face, 
b) looping finger under the cord, sliding it over the shoulder, 
c) clamping the cord in two places, cutting the cord 
between the two clamps, 
d) preparing to resuscutate the baby
e) Management of maternal exhaustion by: 

1) providing nutritional support, 
2) ensuring adequate hydration, 
3) providing non-allopathic treatments, 
4) evaluating the mother’s psychological condition, 
5) encouraging rest, 
6) monitoring vital signs, 
7) monitoring fetal well-being, 
8) evaluating urine for ketones, 
9) evaluating for consultation and/or referral

4) Face and brow presentation: 
a)preparing for imminent birth by: 

i) preparing resuscitation equipment,
ii) preparing treatment for newborn bruising and 
swelling, 
iii) administering Arnica, 
iv) positioning the mother in a squat, 
v) performing an episiotomy of needed, 
vi) preparing for potential eye injury

5) Multiple birth presentation and delivery

Continued...
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Second Stage Skills, continued

6) Shoulder dystocia: 
a)repositioning shoulder to oblique diameter, 
b)repositioning the mother to:

i) hands and knees (Gaskin maneuver,
ii) McRobert’s position, 
iii) end of bed, 
iv) squat, 

c) flexing the shoulders of the newborn, the corkscrewing, 
d) extracting posterior arm, 
e) applying supra-pubic pressure, 
f) applying gentle traction while encouraging pushing, 
g) sweeping arm across newborn’s face,
h) performing and episiotomy to allow the midwife to insert hand, 
i) perfoming pelvic press, 
j) fracturing the newborn’s clavical

F. Assesses general condition of mother and newborn by:
1. Assessing bladder distention 
2. Encouraging urination 
3. Performing catheterization

H. Treats for shock by:
3. Assessing the cause of shock and providing treatment for shock by:    

a) Positioning mother flat, legs elevated 12 inches
b) Keeping the mother warm, avoiding overheating
c) Administering/using non-allopathic remedies
d) Encouraging deep, calm, centered breathing
e) Administering oral isotonic/electrolyte fluids
f) Activating emergency medical services
g) Preparing to transport

4. Labor, Birth and Immediate Postpartum
A. Facilitates maternal relaxation and provides comfort measures throughout labor by 
administering/encouraging:

7)response for pain with: 
a) differentiation between normal and abnormal pain, 
b) validation of the woman’s experience/fears, 
c) counter-pressure on back, 
d) relaxation/breathiing techniques, 
e) non-allopathic treatments, 
f) position changes
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Shoulder Dystocia
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Define shoulder dystocia and the degree of severity.
• Understand the physical relationship between baby and pelvis which 

create opportunity for shoulder dystocia.
• Identify risk factors for shoulder dystocia.
• Identify the occurrence of shoulder dystocia, with and without risk factors.
• Identify second stage warning signs of shoulder dystocia.
• Demonstrate hand skills for resolving shoulder dystocia, using models.
• Identify additional complications of birth that may accompany shoulder 

dystocia.
• Identify brachial plexus injuries in the newborn.
• Identify signs of a broken clavicle in the newborn.
• Identify the Zavenelli maneuver and rational for its application.
• Review the application of Vitamin K for newborns.
• Identify your own techniques for remaining calm.
• Review Newborn Resuscitation and Newborn Apnea, Hypoxia and RDS 

module.
• Review Hemorrhage module.
• Review Physical Assessment module (newborn exam).
• Demonstrate your hand skills and plan of action for responding to a 

shoulder dystocia.
• Draft practice guidelines for responding to shoulder dystocia and the 

possible sequela, including newborn resuscitation, maternal hemorrhage, 
brachial plexus and clavicle injuries.
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Shoulder Dystocia

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Oral Tradition and Living Knowledge are critical to understanding the pushing 
phase of labor and its accompanying variations, and key to the integration of  
supporting and facilitating descent and birth. Attend peer review, meet midwives 
and listen to discussions of second stage approaches. If you are unable to 
casually participate in such discussions,  request interviews with midwives or 
organize guest speakers at community Study Group. Come prepared with 
questions.

Human Labor and Birth, Oxorne and Foote
Heart and Hands, Davis
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Assessment and Care of the Well Newborn, Thureen, Deacon, O’Neill, Hernandez
Holistic Midwifery, Vol. III,  Frye

Related Topics
First and Second Stage Labor
Gestational Diabetes
large for gestational age
Post Dates Management and Post Maturity
Nutrition
Newborn Resuscitation
Hemorrhage
Suturing
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Shoulder Dystocia Questions
1. Define shoulder dystocia.  

2. What risk factors have been identified for increased incidence of shoulder 
dystocia? 

3. What is the occurrence of shoulder dystocia?

4. What is the difference between snug shoulders and a shoulder dystocia?

5. What things are likely to be observed during a labor and birth that could 
alert you to the possibility of shoulder dystocia?

6. Describe what you feel with your hands as you assess for and diagnose that 
you are indeed faced with a shoulder dystocia.

7. What things must you not do in response to a shoulder dystocia?

8. What can your assistant do to help you during a shoulder dystocia?

9. How long do you continue to attempt to get the baby unstuck?     

10. As you are getting the baby unstuck, what additional complications are 
you preparing for?

11. Describe what you observe with newborn brachial plexus injuries.  

12. Describe what you observe/palpate with a newborn clavicle injury?

13. What is the appropriate response to newborn brachial plexus or clavicle 
injuries?

14. Briefly describe the Zavenelli maneuver.

            
Continued...
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Shoulder Dystocia Questions, continued

Essay
1. Describe what you do to remain calm in a critical situation.

2. What do you think about the commentary offered by Varney regarding 
the use of hands and knees position to resolve shoulder dystocia?

3. Your client has been pushing for two hours. For the past 30 minutes or so 
she has been moving toward crowning. She is semi-reclining. Now the 
baby’s head crowns slowly, the head is born and before restitution can 
happen, the baby’s chin is pulling back, pressing against her perineum. 
What are you going to do? List steps, in order, that you would perform to 
get this baby born.Take me through to your last resort. What would you 
change if she was squatting and a shoulder dystocia occurred?

Project (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for responding to shoulder dystocia in your own 
practice. Include reference to your assistant’s role, preparing for related 
post partum sequela including newborn resuscitation, maternal 
hemorrhage, brachial plexus and clavicle injuries, pediatric consultation 
and charting. Submit this draft and include it later in your Practice 
Guidelines projects (in the Charting and Practice Guidelines Module.)

works for me
I watched videos of unobstructed waterbirth and births of large aquatic 
mammals (dolphins and Orca whales). I observed the way the newborns 
continued to rotate, spinning slightly as they emerged fully into water. I imagined 
myself responding to a shoulder dystocia. As I moved my hands to effect the 
rotation of the baby’s shoulders, I thought of it as “restoring the spin.” 
When I was later faced with shoulder dystocias, I remembered this vividly. I 
persevered in my determination not to be stuck,  reminding myself that our bodies 
are extremely fluid and elastic. Even with the eleven pound, four oz baby, this 
vision stayed with me throughout. And the moms did not tear. So then I had a little 
saying for myself: Stay Calm and Spin Out.
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Shoulder Dystocia Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
L. Refers for performance of ultrasounds

4. Labor, Birth and Immediate Postpartum
C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth 
complications such as:

6)Shoulder dystocia: a)repositioning shoulder to oblique diameter, 
b)repositioning the mother to:
i)hands and knees (Gaskin maneuver,
ii)McRobert’s position, 
iii)end of bed, 
iv)squat, 

c)flexing the shoulders of the newborn, then 
corkscrewing, 
d)extracting posterior arm, 
e)applying supra-pubic pressure, 
f)applying gentle traction while encouraging pushing, 
g)sweeping arm across newborn’s face,
h)performing and episiotomy to allow the midwife to insert 
hand, 
i)perfoming pelvic press, 
j)fracturing the newborn’s clavical
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Stillbirth and Miscarriage
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Identify the terminology used in statistical documentation of pregnancy 
and newborn loss.

• Understand the statistical occurrence of miscarriage and stillbirth.
• Review the Embryology and Fetal Development module.
• Define the terms used to describe pregnancy loss:  missed abortion, 

spontaneous abortion, intrauterine fetal death, fetal demise.
• Identify the progression of normal, resolving miscarriage and identify when 

it is appropriate to consult with additional allopathic or holistic practitioners.
• Identify signs of missed abortion.
• Review the Ectopic Pregnancy module.
• Review the Placenta module (hydatidiform mole).
• Identify the occurrence of a miscarried twin and the ‘vanishing twin.’
• Identify the signs and symptoms of fetal death.
• Identify the indications for D&C after miscarriage.
• Define expectant management of intrauterine fetal death.
• Identify the screening mechanisms for prevention of DIC after fetal death.
• Review the appropriate application of Rhogam.
• Understand the healing process of the body after miscarriage.
• Learn ways to support the body to resolve lactation after miscarriage or 

stillbirth.
• Review the Grief module.
• Understand the importance of emotional support and listening to the birth 

mother’s experience. 
• Identify the recommended resting period before attempting to conceive 

again.
• Identify community and national resources for support after miscarriage 

and stillbirth.
• Draft practice guidelines for response to miscarriage in your own practice.
• Draft practice guidelines for response to stillbirth in your own practice.
• Create a referral list of physicians and therapists appropriate to pregnancy 

loss.
• Identify the laws and regulations in your state regarding the reporting of 

spontaneous abortion and stillbirth.
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Stillbirth and Miscarriage

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Our Bodies, Ourselves, Boston Women’s Health Book Collective

Herbal for the Childbearing Year, Weed
“Stillborn At Home” by Kenna Lee Ribas, CAM News, Spring 2000

Also recommended by a student:
Silent Sorrow, Pregnancy Loss: Guidance and Support for You and You Family, 
by Ingrid Kohn, Perry Lynn Moffitt, NY Rutledge 2000

Related Topics
Well woman care
Twins
DIC
Substance abuse
Hypertension
Gestational Diabetes

Language used to describe fetal/neonatal death:
Stillbirth rate: number of stillbirths per 1000 births. Stillbirths are babies that 

have no sign of life present at or after birth. 
Fetal death: death of 20 weeks gestation or more, until birth.
Perinatal death: includes 20 weeks gestation to 28 days after birth.
Neonatal death: from birth to 6 weeks of age
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Stillbirth and Miscarriage Questions

1. Define the following terms:  
abortion
spontaneous abortion 
missed abortion
incomplete abortion
intrauterine fetal death
fetal demise

2. List signs that a missed abortion has occurred.  

3. What are the concerns during a missed abortion? 

4. What are the signs of miscarriage? 

5. If a miscarriage was threatened or underway, what precautions would you 
give your client?  

6. You suspect that your client has had a missed abortion. How is this 
confirmed?

7. What screening mechanisms are available for the prevention of DIC after 
fetal death? What is the recommended schedule?

8. Sadly, your client has had an intrauterine fetal death. She is Rh-. When 
should she receive Rhogam?

9. Describe the progression of a normal, resolving first trimester miscarriage.  

10. How much bleeding is too much bleeding during a miscarriage?  

11. Which trimester is potentially the most problematic during spontaneous 
abortion? Why?

12. When is consultation with a physician appropriate during the course of  
suspected or progressing abortion?

            
        Continued...
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Stillbirth and Miscarriage Questions, continued

13. Describe the appropriate follow-up care for a woman who has had a 
miscarriage.  

14. What is the medical treatment for an incomplete abortion?  

15. After what point do you become concerned about the risk of 
disseminated intravascular coagulation (DIC)?  

16. How can you summon EMS if you know someone needs emergency 
transport but you are not with them?   

17. How long would you recommend a woman wait to get pregnant again 
after a miscarriage? After a stillbirth?

18. What main herb would you recommend for nourishing the uterus at any 
time?

19. What can you do to assist the breasts in ceasing milk production?  

20. You are with your client and she is in her second trimester. Everything in her 
pregnancy has been normal and healthy. During your visit, you are unable 
to hear FHT with your fetascope. What would you do?  
How would your response change if you were unable to hear FHT in her 
third trimester?

21. List some things you can assist a mother and her family in doing in the 
immediate post partum after a stillbirth.  

22. Describe your long term post partum support following a stillbirth.

                   Continued...
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Stillbirth and Miscarriage Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for miscarriage in your own practice. Include 
reference to your plan for physician and/or holistic practitioner consultation 
and referral, your continued participation in care, and instructions for 
clients. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)

2. Draft practice guidelines for stillbirth in your own practice. Include 
reference to your plan for physician and/or holistic practitioner consultation 
and referral, your continued participation in care, and instructions for 
clients. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)

3. Draft practice guidelines for post partum care after miscarriage and 
stillbirth in your own practice. Submit this draft and include it later in your 
Practice Guidelines projects (in the Charting and Practice Guidelines 
Module.)

4. Research the laws and regulations in your state regarding spontaneous 
abortion and stillbirth. What reporting is required by you as a midwife? Does 
the gestational age effect your responsibilities of reporting?

5. Choose a book about pregnancy loss to recommend to your clients. Write 
a review about your recommendation, include title, author, publisher and 
date of publication.

6. Create a referral list of community and national resources for support after 
miscarriage and stillbirth. 

7. Create a referral list of physicians and therapists appropriate to pregnancy 
loss. Include, if possible, an acupuncturist, homeopath and herbalist.
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Stillbirth and Miscarriage Skills

Skills
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
optimal pregnancy outcomes 
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mother and her family/support unit to share responsibility for optimal 
pregnancy outcome
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

3. Prenatal testing 
6. Situations requiring an immediate call to the midwife
7. Sexually transmitted diseases
8. Complications
9. Environmental risk factors

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

11. Postpartum care concerning complications and self-care 
2. General Health care Skills: 

D. Demonstrates the use of instruments and equipment including: 
8. Doppler 
9. Fetoscope

Continued...
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Stillbirth and Miscarriage Skills, continued

L. Refers for performance of ultrasounds
M. Uses doppler

3. Maternal Health Assessment:
K. Recognizes and responds to potential prenatal complications by: 

9. Assessing and evaluating a post-date pregnancy by monitoring /assessing:    
a) The need for consultation, 
b) Fetal movement, growth, and heart tone variabliity,  
c) Estimated due date calculation, 
d) Previous birth patterns, 
e) Amniotic fluid volume, 
f) Maternal tracking of fetal movements, 
g) Referral for ultrasound, 
h) Referral for non-stress test
 i) Referral for contraction stress test,
 j) Referral and collaboration for biophysical profile, 
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Substance Abuse
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the teratogens categories from the Embryology and Fetal 
Development Module.

• Identify what substance abuse may include; consider tobacco and 
caffeine.

• Identify the signs and symptoms of substance abuse.
• Understand who is at risk for substance abuse, and that it happens outside 

of those risk groups.
• Identify times of potential risk for substance abuse within the childbearing 

cycle.
• Define fetal alcohol syndrome.
• Identify the presence of alcohol  and nicotine in the breastmilk of women 

consuming alcohol or smoking.
• Review the legal obligations care providers face when identifying 

substance abuse.
• Review issues around confidentiality.
• Become familiar with the 12 Step Program and smoking cessation 

programs.
• Understand the problems facing care providers when dealing with 

substance abuse, and identify community resources the midwife may 
introduce or initiate.

• Review your health history and client interview process to determine if you 
are able to screen for substance abuse.

• Identify the laws in your state regarding mandatory reporting of maternal 
drug use.

• Draft practice guidelines for screening and accepting clients in your own 
practice, with regard to drug, alcohol and tobacco use/abuse.
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Substance Abuse

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Nutritional Almanac, Kirschmann
Pharmacotherapeutics, Kuhn 
“Substance Abuse Treatment” by Margaret T. Johnson, MD 
Breastfeeding: A Guide for the Medical Professional, Lawrence & Lawrence 
The Baby Book, Sears & Sears

Related Topics
Physical Assessment
Charting and Practice Guidelines
Embryology and Fetal Development
General Pregnancy and Post Partum Ailments
Uterine Size and EDD Discrepancy
Physical and Sexual Abuse
Post Partum Care
Nutrition
Breastfeeding
Grieving
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Substance Abuse Treatment
...........................................................................

Margaret T. Johnson, MD 
 
Detoxification is not treatment for addiction. 
Nobody cured an alcoholic or an addict by 
detoxification. The critical issue in the 
treatment of addiction is preventing relapse. 
It is not detox. So let’s try not to let the patient 
confuse that issue or confuse yourself on the 
issue. That being said, detoxification is 
clearly a critical medical management issue. 
Basically we look at varying ways of trying to 
wean people off medications that they’ve been 
abusing or alcohol or drugs and do it in ways 
that avoid either intoxication or withdrawal. 
It is, again, a trial and error process. You do an 
assessment, you start with clear-cut vital 
signs. You try varying doses. You adjust the 
doses depending on how they respond.
The most important new changes here are the 
great merit of using withdrawal scales. 
Rather than simply checking pulse and blood 
pressure or kind of eye-balling the patient and 
guessing what the dose should be there are 
now very well worked out scales and I’ve 
included them in the syllabus and this 
measures a whole variety of symptoms. It 
looks complicated but you can teach nurses to 
use it very quickly. It permits you to track in a 
very formal way and a very objective way how 
the patient is progressing through 
withdrawal.
The reason that this is important is that if you 
use these scales, you often can get people 
through withdrawal not only faster but you 
will actually end up using less medication 
and that's been demonstrated a number of 
times and proven in some very adequate 
research models.
When you use the SEWA scale it helps you 
decide with the alcoholic how severe the 
problem is. If someone scores less than 8 on a 
SEWA scale you really do not need to medicate 
them at all. In fact, even up to 15 there are 
some patients that you might not want to 
medicate particularly if it was a very young 
person and the first time they had gone 
through withdrawal. 8-20 we consider mild to 
moderate withdrawal and standard 
detoxification procedures are called for.
Drugs to be recommended at this point are the 
old-fashioned long acting benzodiazepines. 
There really is nothing better at this stage. 
There are a lot of other drugs including the 
anticonvulsants that are used. Some of them 
appear to work quite effectively but all of them 
need more research. I would not recommend 
any of them at this point as reasonable 
treatment. One of the real problems is that we 
have absolutely no clear-cut information on 
standardized dosing for most of these other 
drugs so we still need to do a lot more research 

before we’re sure of what works best. For severe 
withdrawal, diazepam is the drug of choice. It 
has the advantage of rapid IV use, easily 
switched to IM and then oral if you need to. The 
other specific thing is the short acting 
benzodiazepines.
There are two things to remember about short 
acting benzodiazepines. Number one they 
work reasonably well. Number two they’re 
labor intensive. It requires more nursing 
time. The patients have to be monitored more 
carefully and if there’s any concern you have 
that the patient’s going to leave the hospital 
you basically want to avoid a short acting 
benzo. Because if you’ve given them a longer 
acting drug and they leave early you’ve at 
least got the chance that they’re going to walk 
home with some Librium in their system and 
may continue to detoxification adequately at 
home without major problems.
The other major advantage of the short acting 
benzodiazepines are the older individuals, 
individuals with multiple medical problems, 
individuals with liver disease. In all of these 
circumstances, you need to be very careful 
about fine tuning the dose of benzo that you’re 
giving. You do not want to give too much. You 
could get into very serious problem so a short-
acting drug that permits you to titrate very 
carefully is the preferred drug in that 
circumstance.
There are a number of drugs that I clearly 
would not recommend. I think the biggest 
problem here is that we’ve got other classes of 
drugs – the beta blockers, the alpha blockers, 
adrenergic blockers – that are quite good at 
managing and handling certain physiologic 
symptoms but do nothing for the seizures or do 
nothing for the disordered perceptions – that 
is, severe hallucinations – that are the most 
problematic elements of the withdrawal 
syndrome.
Benzodiazepines at this point are the only 
class of drugs that really directly affect all 
three of the major problems that are associated 
with alcohol withdrawal. You can supplement 
benzodiazepines, for instance, with a beta 
blocker and that may permit you to use 
somewhat lower doses and get the patient 
through the syndrome more rapidly without 
so much intoxication from the drug you’re 
using but you can never use these drugs alone. 
You should never use them without other 
medication.
I'm going to move on now because we’ve got a 
lot of material to cover to spend a little bit of 
time on talking about drugs not for 
detoxification but for drugs that really 
prevent relapse or reduce craving. Drugs to 
primarily treat the alcoholism itself. First of 
all, what doesn’t work. Librium, lithium, the 
benzodiazepines. Drugs that are designed 
specifically as mood stabilizers. At this point, 
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we do not have any evidence that as primary 
treatment for addiction that they work. So I 
would not recommend anything like that. The 
old standby Antabuse is still quite an effective 
drug. You need to understand with this drug 
as well as everything else that I’m going to 
mention, these drugs never work outside of a 
treatment relationship or a treatment 
program. You can’t give them a prescription 
and say, "Come back in 30 days." You’re just 
wasting everyone’s time. Secondly, you’ll see 
criticism of Antabuse because the data is very 
clear it really doesn’t work any better than 
placebo. On the other hand, placebo can be a 
very useful intervention particularly for 
somebody who’s having serious problems.
Antabuse works in patients who take it and 
people take it if they believe in it. If they’re 
more compliant following doctor’s orders 
they’re more likely to do it. If they believe that 
it’s going to work and they walk into your 
office and ask for it, give it to them. You’ve 
identified a placebo responder and you’re 
likely to see a more positive effect. They do not 
cure disease in the long run but they certainly 
reduce the amount people drink and the 
frequency with which they drink so it can be a 
very helpful add-on.
There are a number of psychiatric drugs that 
are affected by Antabuse and you need to 
understand some of the problems here. Elavil 
will potentiate the Antabuse dose so you can 
use a lower dose. On the other hand, Antabuse 
inhibits other tricyclics, some of the 
benzodiazepines so in those circumstances 
you need to use lower doses of the tricyclics 
and the benzodiazepines. You need to be 
careful using Antabuse in schizophrenics. It 
may induce a psychosis but often if you 
simply lower the Antabuse dose and make 
sure they’re on an antipsychotic, you can use 
it successfully in that patient population.
A couple of new drugs that I think everyone’s 
probably aware of. Certainly naltrexone. 
Naltrexone has been around for more than 20 
years. It’s an opiate antagonist. I think it was 
only in the last few years when we began to 
pick up this research data that suggested that 
alcohol was affecting opiate systems or that 
there were deficits in the endorphin system 
associated with alcoholism that people began 
to play with all this. Without going into all the 
detail, there’s interesting evidence that 
blocking opiate receptors reduces craving not 
only for alcohol but for a lot of other drugs and 
data has now proven very clearly that 
naltrexone is quite effective in reducing 
alcohol craving and reducing relapse. Most 
interestingly if people drink on it they don’t 
get sick the way they do on Antabuse but often 
they say the alcohol tastes funny, they don’t 
get high on it and they don’t like it anymore. 
You’ll hear patients often telling you that for 

the first time in their life they went into a bar, 
had two drinks, got up and went home. They’ll 
often act clueless. They won’t know what 
happened. It is such a strange experience for 
them.
A couple of tricks in using naltrexone. We’re 
still struggling with identifying the patients 
that it really works in. It may only work in 30, 
40, 50% of the population, we don’t know for 
sure yet. We do know that most people, if it’s 
going to work, it works pretty clearly within 
the first two weeks. So if you prescribe it to 
someone and after two weeks you see 
absolutely no effect, they say they’re still 
craving, they still want a drink, whatever, it 
probably isn’t going to work and I think you 
can stop it.
My sense is that, again, it may be like a 
placebo effect. The patients that want to use it 
will comply and it will be helpful. I think if a 
patient specifically complains about craving 
and you ask them, you have to sort of monitor 
that, are they struggling day to day, hour to 
hour with this overwhelming urge to drink. 
That kind of patient may be particularly 
helped by naltrexone. That’s quite different 
from the guy who says, "I’m feeling fine and 
then all of a sudden I wake up in a bar and I 
don’t quite know how that happened." So the 
grand denial about all sorts of things. It’s the 
craving that seems to be affected by the 
naltrexone. There’s conflicting reports out as 
to whether it is or isn’t safe to combine 
naltrexone with Antabuse. At this point I 
would not do it but I would watch for more 
research studies. It may turn out that it’s 
actually safe to use together but both of these 
drugs are potentially hepatotoxic. In both 
cases, with Antabuse and naltrexone, you 
need to monitor liver function and you should 
not prescribe it to people with any acute 
hepatic problems.
Interesting issues about the use of the SSRIs. 
SSRIs work very effectively in monkeys to 
reduce craving in alcohol consumption and 
people quite logically thought that we should 
try it on humans. The early results showed an 
interesting phenomenon. One of which is that 
it worked and number two is that it worked for 
about a week. Number three was it didn’t work 
on week two. So for uncomplicated alcoholism, 
no other condition, you’re simply hoping that 
somehow you’re going to reduce craving and 
alcohol consumption, the data at this point 
does not support the use of an SSRI. It does not 
appear to reduce drinking or prevent relapse. 
Now, I’ll come back to that in a second when I 
come back to depression.
Now let me talk briefly about acampersate. 
This drug has been in Europe for at least 10 
years. It’s been highly successful. It’s used 
very much like naltrexone. It impacts on 
different systems. It seems to affect the GABA 
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system and the NFDA receptors. We don’t 
totally understand the neurobiology of why it 
works. We do know that it reduces craving and 
it reduces relapse. It is very well tolerated by 
patients. You don’t get addicted to it. You don’t 
get sedated. The final trials have been 
completed. I think everything’s already been 
submitted to the FDA or will be fairly shortly 
so I would expect sometime within the next 
year that this drug will probably be approved. 
It’s been used very safely in Europe for a long 
time and I think it will give us one more 
effective drug to add to the population.
There’s another drug, nalmefene, which is 
another opiate antagonist. Also very early 
preliminary data that it’s probably 
comparable to naltrexone except nalmefene is 
better tolerated and does not have any 
hepatotoxicity.
Now let’s talk about dual diagnosis patients. 
This gets more complicated and I’ll try to go 
through this information in a way that’s 
helpful. First of all, with any of these other 
conditions, primarily anxiety disorders, 
primarily depression but also psychosis, all of 
these things can be precipitated, aggravated, 
induced, complicated by alcohol. It’s 
extraordinarily difficult to separate out what 
is alcohol induced from what is a separate 
condition particularly when you’re dealing 
with an acute patient. Particularly when 
you’re dealing in a managed care 
environment where someone tells you you 
have three days to detoxification the patient 
and they have to be out the door with a 
comprehensive treatment plan which some 
idiot has somehow gotten the idea that you 
can, as a responsible clinician, determine for 
sure in three days this patient really does 
have a major depression or has an 
independent anxiety disorder.
I do not believe you can do that clinically and I 
think we have to fight tooth and nail with any 
of these systems we work in that hold us to a 
standard that I think is grossly unreasonable 
and bad patient care. It takes at least a week if 
not two weeks, in the old days before managed 
care I’d say a month, to have someone dry, 
monitor them carefully and then make a 
reassessment about the anxiety complaints or 
the depression. You simply cannot do it 
ethically and accurately early on.
That being said, there are at least a few tricks 
that will help you when you try to speed this 
process up a little. First of all, what’s the 
patient’s prior history. If any of these patients 
have had extended periods of sobriety – and by 
that I mean three to six months – were they 
depressed then? Were they psychotic then? 
Were they having anxiety complaints? What 
do they look like during that six month period 
when they weren’t drinking. Extraordinarily 
valuable information to help you decide right 

now when you maybe don’t have the accurate 
information.
The second important issue is the family. Both 
in terms of what’s an adequate family history 
and is there a family history of depression or 
anxiety disorders and secondly can you get a 
family member in there to tell you what 
Freddie looked like when he was 18 before he 
started drinking. Or what did he look like 
those two years when he didn’t drink because 
you’ll get far better information from some of 
the family members than you may get from 
the patient and that will really make it much 
easier for you to decide whether these 
symptoms were present before the drinking 
started or whether they were present when the 
patient was sober.
Now the next couple of slides go through some 
fairly complicated information. We’ve been 
working, for the last couple of years, to try and 
come up with easier ways to deal with anxiety 
disorders in people with substance abuse 
problems.
But what I’ve included in the syllabus and 
what you’ll see in more detail in that article if 
you’re really interested in following up on it is 
very specific algorithms for working your way 
through from the point of detoxification to 
getting them dry to trying to make the 
diagnosis, to try and decide what’s going on 
and then what medications or cognitive 
behavioral therapy to use.
A couple of major points. Lots of these patients 
have two or three diagnoses so you need to look 
very carefully not only at the specific anxiety 
disorder but if there is a comorbid depressive 
disorder because a lot of them will have both 
and you will make mistakes in management if 
you don’t ferret that out. But rather than going 
through all this in detail it’s there for you to 
look at. I think the important point as far as 
the boards are concerned are simply to look for 
two or three diagnoses and to be clear that 
they’ve got different diagnoses and that they 
need to be treated. That’s the bottom line.
But the algorithms are available on the web if 
you’re interested and they’re actually easy to 
use once you get over the terror of seeing them 
for the first time. They look pretty complicated 
but I encourage you to follow up on that.
Just a few words about PTSD. This is one area 
where I would really caution you about trying 
to manage these patients in an office based 
practice. Certainly if someone has been highly 
traumatized and I would include any combat 
person there, anybody who was exposed to 
ongoing repeated trauma, you cannot really 
work very effectively if they’re actively 
addicted to anything if you’re still trying to 
process these symptoms in your office. They 
need specialized programs and they often take 
many years of intensive work but the 
treatment works. But in almost all cases they 
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need intensive substance abuse treatment 
first to get sober and then gradually ease them 
into working on their trauma. So clearly stage 
the substance abuse treatment first before I 
got into the treatment of the PTSD.
Now a question about attention deficit 
disorder. As I mentioned in the earlier lecture 
there’s a high overlap in the alcohol 
population certainly with attention deficit 
disorder. There has always been this question 
about is it dangerous to treat these people? 
Since the standard treatment is often 
methylphenidate and people were concerned 
about stimulant abuse, quite legitimately an 
issue, is it safe to do.
The answer, I think, right now is fairly clear. 
It is safe to do. If you have appropriately 
diagnosed the patient and you’re careful about 
the existence of this condition, you’ll find that 
using methylphenidate in most of these people 
works and they don’t abuse it. There is now 
very good data in adolescents that treating 
attention deficit disorder with 
methylphenidate does not in any way prime 
them for future alcoholism and other drug 
use. In fact, it’s just the opposite. If you 
effectively treat this condition in adolescence 
you significantly reduce the likelihood these 
kids will go on to abuse anything. So good 
treatment appropriately delivered to the right 
patient is going to be helpful. So I would 
simply just be careful diagnostically but I 
wouldn’t avoid that.
Now, in general, if you have carefully 
screened someone for anxiety disorder and 
find that there is no legitimate condition 
there, and what I’m really talking about is 
formal careful diagnosis for all of these 
things, not simply he’s a nervous, twitchy 
patient but look at the criteria and make sure 
they meet them. If they don’t meet the criteria, 
you’re mainly looking at prolonged alcohol 
withdrawal, anxiety and dysphoria can 
continue for up to twelve months after people 
stop drinking.
The most effective treatment that we really 
have data for at this point is drug free 
supportive psychotherapy, AA, behavioral 
therapy. Do not use minor tranquilizers. It’s a 
little bit less clear with chronic dysphoria 
whether antidepressants will be helpful with 
that population and I don’t think that question 
has been adequately answered yet. But at the 
moment, particularly with anxiety disorders, 
if you cannot diagnose a bona fide anxiety 
disorder then drug free treatment, which is 
quite robust, is still the way to go.
What about depression? As I mentioned before, 
lots of these people, particularly male 
alcoholics are severely depressed when they 
begin treatment. The incidence drops to 2% in 
males and about 13% in women once you dry 
them out. However, that does not capture 

adequately the real patient presentation 
because most of these people even though two 
weeks out are sober and no longer meet criteria 
for major depression, most of these people don’t 
feel good. They’re not sleeping well. Their 
moods are depressed. Their moods are 
irritable. They are not happy campers and if 
you’re simply using standard depression 
scales what you’ll see is that they don’t meet 
criteria for diagnosis but they sure as hell 
aren’t normal. That cluster of symptoms and 
complaints can continue for long periods of 
time.
There’s been a lot of problems in the past 
figuring out what to do with all of these 
patients. Errors were made years ago using 
the tricyclics because at that point we didn’t 
understand that alcohol induced the 
metabolism of most of the tricyclics and at 
that point standard doses of tricyclics gave 
you inadequate blood levels but you got lots of 
side effects so it made the patients more 
miserable rather than better and you literally 
had higher relapse rates when you tried to use 
tricyclics.
That’s not a problem with the SSRIs and I 
think clearly SSRIs are the drugs of choice for 
people with bona fide major depression and 
substance abuse. There are now a couple of 
studies that show very clearly that that one 
subset of patient population and this is people 
with very severe depression and very severe 
substance abuse – I’m talking about people 
who have had four or five hospitalizations, 
several suicide attempts in their history – 
that subpopulation responds to SSRIs not only 
in terms of improved depression but also 
improved substance use. The only 
subpopulation where we can show the SSRIs 
that you actually reduce drinking. Not in the 
normal, healthy population.
Paroxetine is probably the preferred drug for 
using in an alcoholic. They seem to tolerate it 
better. Trazodone is usually a good 
supplement for sleep. I’ve found nefazodone to 
be particularly helpful because it not only 
helps normalize sleep but it reduces anxiety 
and you get fairly rapid robust effects from 
them. The patients generally tolerate it fairly 
well.
If you’re going to use the tricyclic in any 
alcoholic, for the first two months at least, you 
need to monitor plasma levels because you 
cannot use your standard dosing. You’re going 
to get inadequate blood levels so you need to 
monitor them to make sure you’re using 
adequate doses.
For bipolar patients, bipolar I lithium is, at 
the moment, the preferred recommendation. 
Bipolar II, valproic acid works better. This is 
one population where you may find that you 
get something close to a magical effect. If you 
have a true manic depressive patient who 
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responds well to medication, you often may 
find that it is very easy for them to stay sober 
once you’ve stopped their cycling. Most of these 
people do relatively well until they begin to get 
hypomanic and then they start drinking to 
slow themselves down and then that rapidly 
precipitates out of control drinking. If you can 
prevent that, they often have relatively little 
trouble staying sober. On the other hand if it’s 
clear that that really isn’t working you need to 
follow through with the standard treatment 
approach for anyone who needs to get into AA 
or get into counseling for sobriety.
Other sedative hypnotics work primarily like 
alcohol. It’s often very hard to distinguish the 
two presentations when you see them 
clinically. With benzodiazepines and someone 
stops using them, there are a number of 
things you need to worry about in terms of 
trying to figure just what it is you’re looking at 
because once they’re off the benzodiazepines 
you may have simply a return of the anxiety 
disorder symptoms that precipitated the benzo 
use the first time.
You may have benzo withdrawal symptoms 
that are totally different from the initial 
anxiety complaints but are time limited and 
will go away if you just do nothing. Lastly, you 
may have a rebound effect – an 
intensification. The worst anxiety they’ve ever 
had in their life. Far worse than when they 
started using benzodiazepines in the first 
place. Again, that intensification is time 
limited and if you just watch for a couple of 
weeks that will go away. But it’s a little hard to 
figure sometimes what it is you’re seeing and 
try to decide whether that’s benzo withdrawal 
or return of the original symptoms and 
obviously your management may be different 
in those two circumstances.
Whenever possible, particularly with any 
benzo addict, if it’s somebody who was not a 
street addict, that they often simply got 
addicted as the result of more organized 
medical treatment I would just do a very slow 
and gradual detoxification on an outpatient 
basis and taper them over six months. If 
someone is a street addict, a very different 
problem and they often clearly need to get 
much more structured and organized 
substance abuse treatment programs.
When you think about withdrawal from the 
CNS depressants the two critical things are at 
the bottom of that slide. The minor symptoms 
are very similar to alcohol withdrawal. The 
major symptoms are the big problems – the 
seizures and psychosis. One of the difficulties 
with benzo withdrawal is that the time frame 
for these symptoms – particular for seizures – 
is not well established and seems to vary all 
over the landscape. You know, unlike the 
alcoholic where you could say the first 48 
hours, very unlikely after that you can 

detoxification a benzo addict in a safe 
environment with appropriate treatment and 
two or three weeks later after they’re off the 
benzodiazepines they’ll suddenly start seizing 
on you. It’s really unpredictable and 
fortunately not that common but nonetheless 
those are the two major risks you need to be 
concerned about.
There are a number of options for detoxifying 
from the benzodiazepines. The simplest is 
often just tapering the drug that they’re on. 
The protocol is provided there for switching 
them either to short acting barbs and tapering 
or long acting barb and tapering. Clonazepam, 
a long acting benzodiazepine is often the drug 
of choice for tapering these individuals 
particularly for long term outpatient tapers 
this can be very effective. There’s reasonable 
data that valproic acid is useful but we need 
more data, I think, to feel totally comfortable 
about determining doses with that.
There are some particular problems with 
Xanax. Xanax is the only benzo that appears 
to be not equally cross-tolerant with all the 
other benzodiazepines. Fortunately it is cross-
tolerant with clonazepam. But if you try to 
take someone who’s been on Xanax, for 
instance, and simply switch them to Librium 
for the purpose of a detoxification it may not 
work. You may get worse symptoms and 
withdrawal symptoms and inadequate 
coverage. So if you’re going to switch them to a 
long acting benzo, clonazepam is the drug.
These are just somewhat more details on how 
you might do that. There’s some interesting 
protocol starting people on BuSpar. I think we 
need to look much more carefully at BuSpar 
both as an alternative once people are off these 
drugs but also as an overlapping technique as 
you taper them from the benzo, start them up 
on BuSpar and keep them going on it.
I think one of the bigger problems we’re 
learning with BuSpar is that we may need to 
use much higher doses. This protocol dose that 
I’ve shown you here is the more standard 
detoxification procedure but I’ve often found 
in the long run that trying to manage 
alcoholics with real anxiety disorders BuSpar 
works but it works in the range of 50 or 60 mg a 
day not 15 mg a day. So you may need to titrate 
patients up to these higher doses. Not for 
detoxification purposes but for long term 
control of their complaints.
If you’ve got a patient who is addicted to both 
sedative hypnotics and opiates, the 
appropriate technique is to stabilize them 
initially on both drugs but withdraw the 
sedative hypnotics first while keeping the 
methadone dose stable. Once they’re off the 
sedative hypnotic you then withdraw the 
opiate.
Now, we’ll talk a little bit about cocaine. I’ve 
included some information there that’s really 
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more appropriate for the E.R. not for general 
psychiatry practice in terms of handling 
overdoses, acute treatment. The major issue in 
cocaine withdrawal is not a pharmacologic 
intervention but its depression and suicide 
risk and clearly these people need to be 
hospitalized usually for 24-48 hours most of 
the time. Within that time frame they’re over 
the acute depression and they’re over that 
acute suicide risk if you can treat them 
symptomatically during that period of time.
A more interesting question, if you will, is the 
long term treatment of cocaine abusers to 
prevent relapse. When we first really became 
sophisticated about cocaine we thought we 
were quite smart and everybody thought that 
this affected dopamine. If we could somehow 
manipulate the dopamine system we would 
have a simple way to impact or block or 
prevent cocaine relapse or eliminate cocaine 
craving.
There have been any number of studies done 
looking at all sorts of drugs that one way or the 
other affect dopamine receptors, affect 
dopamine transport, do all sorts of things to 
manipulate the dopamine system. The bottom 
line is that none of them work and most of the 
preliminary trials were done on small 
populations, were open labels, were not double 
blinded, they looked promising until people 
went back and did rigorous double blind 
control studies. So at this point I think there’s 
very, very little data out there that 
dramatically suggests we use a med to prevent 
cocaine relapse.
On the other hand, the data for cognitive 
behavior therapy and cocaine relapse is 
actually quite good and certainly can be 
confidently recommended. The other thing to 
think about is that a lot of these people, in fact 
a majority of the people that we see, use alcohol 
along with their cocaine. Even if they are not 
technically alcoholic, they link the two drugs 
together and starting to drink is usually the 
first step in going out to get cocaine and you 
may learn very quickly that if you can simply 
prevent the drinking, you may have a much 
better control of the cocaine use and even 
going ahead and using Antabuse in someone 
who is not physically addicted to alcohol may 
be a very powerful intervention and there’s 
actually fairly good data that it will eliminate 
both the drinking and the cocaine use.
There is some evidence that SSRIs may reduce 
cocaine craving. Not terribly robust but there 
is some evidence there. I think that what’s 
coming clearer now is that cocaine, while it 
may primarily impact the dopamine 
transporter, the acute effects are clearly 
flooding the synapses with dopamine and the 
chronic effect is dopamine depletion. It really 
turns out that this probably equally impacts 
the serotonin system. There may be some 

impact on the opiate systems and if we’re 
going to have medications at all that work, 
they may have to be much more complicated 
than what we ever thought in the beginning.
Methamphetamine abuse has been around for 
years. It’s just come back again. A very potent 
stimulant. The major advantage to the user is 
that it’s cheap, it lasts for 24 hours. You can 
consume it as a crystal, it can be smoked. So it 
has unfortunate advantages in terms of cost 
and accessibility over cocaine and some other 
drugs. So it’s become a very major problem. A 
huge psychiatric problem in terms of 
psychotic reactions and very severe brain 
damage that seems to be associated with abuse 
of this drug. From that point of view, it may 
well be that there’s a lot more brain damage 
from cocaine than we are picking up but that’s 
a subject for another lecture, I guess.
I’d like to comment now a little bit about opiate 
use. Most of you probably are not working in 
settings where you see a lot of heroin addicts. 
That may change over the next couple of years 
because the Feds are in the process of 
rewriting the methadone regulations. They’re 
committed to move in the direction of what 
they call office based treatment which 
basically means that for younger addicts or 
healthier addicts, the more middle class, less 
psychopathic addicts, they want to get them 
out of the methadone clinics and get them into 
other treatment settings and certainly one of 
those settings may well be your private office 
and I don’t know if you’re ready yet but I think 
it’s coming down the road.
I think we’re moving in the direction of a 
model that will often have people begin 
perhaps in methadone treatment programs 
but if they do well in that setting for two or 
three years trying to shift them into a private 
office setting. That shift will probably involve 
switching to drugs like LAM and 
buprenorphine which we’ll talk about in a 
second.
Approach for managing opiate withdrawal, 
here, very clearly, having withdrawal scales, 
tracking vital signs, beginning with the 
patient who starts out mistrusting the 
physician. But I think one trick in managing 
these patients beyond the pharmacology is 
that most opiate addicts aren’t stupid and 
most opiate addicts know that most hospitals 
and most physicians don’t like them. They 
begin treatment with the assumption that you 
will deliberately mistreat them and the 
easiest way to do that is to not give them 
enough medication and their expectation is 
often that this is a conscious decision on the 
part of the nurses or the doctors.
I think it’s very helpful to take just a few 
minutes to establish a relationship with these 
patients. To let them know that you care. To let 
them know that you know what you’re doing 
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and I find it’s very helpful to use withdrawal 
scales and to point out to them that we’re going 
to follow their pulse, we’re going to follow this, 
we’re going to follow that, we’ll adjust doses 
depending on the symptoms we see. One of the 
messages is that… you may not make it very 
explicit but it is that we give more to the people 
we like and less to the people we don’t like that 
that isn’t how we operate and also it doesn’t 
depend on how loud you scream and yell. If you 
just come to the nurse and we’ll assess you, 
we’ll make a decision and this is how we’re 
going to do it. I think if you can kind of 
reassure them that they’ll be treated with 
respect you’re going to find it an easier patient 
population to manage.
If you’re having a lot of trouble in any setting 
you’re working in I would look at staff 
behavior before I’d go to patient behavior 
because the patients are right. They don’t get 
treated well and that often ends up as sort of 
"blame the victim". We don’t treat you well, 
you complain and then we throw you out 
because you’re complaining. I think we can do 
better than that. So follow their vital signs. 
Adjust doses depending on that.
Remember that methadone detoxification is 
not a treatment addiction. You can begin with 
20 mg of methadone as a standard dose for 
detox. Now because of the high quality of 
heroin in the Boston area we’re generally 
getting up into the range of 50 mg of 
methadone on the first 24 hours just control 
symptoms. Doses less than that aren’t really 
adequate to control withdrawal symptoms.
I still would recommend slow gradual detox. I 
struggle within our own system and with 
many people that I talk to about these rapid 
three day patient detoxifies either using 
methadone or anything else. I would caution 
you that as far as I'm concerned nobody has 
published any data that adequately 
documents rapid brief opiate detoxification 
using anything. I was part of a consensus 
panel simply looking at even using 
methadone and clonidine for detoxification 
and I can assure you there is no data out there 
that anybody feels is adequate even 
documenting the use of clonidine. So I think 
that this is another one of those areas where 
managed care has driven us rapidly into areas 
of bad medicine and I think we need to really 
look carefully at what we’re doing and how 
we’re doing it.
I’ve included information in the syllabus on 
some of the techniques for rapid opiate 
detoxification and you may well have heard 
more details about that. Clonidine works. It 
can work rapidly. In these new systems now 
where they’re basically rapidly stabilizing 
you on clonidine, dropping it quickly while 
they will up naltrexone or any other opiate 
antagonist as a way to switch you from an 

opiate to leaving the hospital in 24 hours or 48 
hours on naltrexone. They’re now doing this in 
what they call ultra rapid detoxification 
under anesthesia.
As of today the best study that’s been 
published looking at the efficacy of ultra rapid 
detoxification under anesthesia has followed 
patients for eight days. Now, if any of you can 
convince me that an eight day followup on a 
heroin addict permits you to say you’ve got a 
treatment that works I’ve got a couple of 
bridges I’d like to sell you. I mean, this is not 
adequate medicine as far as I’m concerned and 
I know that people here in Boston are working 
on other studies that hopefully will come up 
with better techniques and things that will 
work but I don’t think we have them today and 
to charge a patient $5000 or $10,000 for a 
treatment that has no outcome data beyond 
eight days I think is certainly questionable.
Certainly for any of us in this day and age to 
think that detoxification cures opiate 
addiction and whether it’s… the issue is not 
eight days. The issue is what’s going to happen 
for the next eight years and why waste $10,000 
on a process when you can better spend it on 
treatment for the next eight years. Those are 
the kinds of issues we have to look at.
When you think about treatment, particularly 
pharmacologic treatment for opiate addicts, I 
would try to frame the questions this way and 
if you’re dealing with a board setting and 
you’re trying to figure out what treatment do I 
recommend, someone who’s just presented this 
addict, if it’s a young person, if they’ve been 
addicted for three months to maybe a year or 
two, it may be perfectly reasonable to think 
about detoxifying them and then putting 
them into drug free treatment and following 
them that way.
If they’re an older patient like most of the ones 
that we see – that is, 35 years old, they’ve got a 
10-15 year history of heroin addiction, they’ve 
been in six methadone clinics, they’ve been 
detoxified twenty times. It’s methadone 
maintenance probably forever and the 
number of patients at that end of the spectrum 
that can successfully detoxification beyond 
the age of 35 you can count on one hand. It’s 
probably less than 5% of the population.
Think about it this way. If you’ve got a heroin 
addict who’s had a heroin problem for 15 years 
and they haven’t cleaned up yet it’s probably 
not going to happen. That’s the bad news. The 
good news is that methadone or what’s now 
called opiate substitution therapy is very 
effective treatment and most of the patients 
who get in it do well.
Methadone has a bad rap because it’s one of 
those areas of medicine where the general 
public really expects perfection and they’re 
highly intolerant of slow, gradual partial 
progress. They’re highly intolerant to the 
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whole idea that this is a relapsing condition 
and that someone may do well for months and 
then fall off the wagon. Unfortunately, that’s 
what happens. That doesn’t mean that the 
treatment for eight months that kept them 
straight and sober was wrong or wasn’t 
working. I think we’re learning now the hard 
way that this is a chronic relapsing business 
and long term treatment works but progress is 
often slow and gradual and you’re going to see 
the same thing with opiates.
Just a few comments about what we’re 
defining as opiate substitution therapy. 
Methadone is the model. We’ve got 20-30 years 
of very good data. Probably the most 
adequately researched treatment that any 
psychiatrist will provide to any patient. 
There’s more data on this than practically 
anything else. The data shows very clearly 
that treatment works but you have to have 
people on adequate doses, minimum probably 
60-120 mg particularly to start off with 
treatment. They may need to stay in that dose 
range for a couple of years.
You may take a year before you really get 
clean urines but most patients gradually shift 
from occasional use and if you’re doing 
adequate counseling you can then get them to 
no use at all and they’re going to do well unless 
they lose a job, lose a wife, get a bad medical 
diagnosis and then they’re probably going to 
relapse and they’ll get back on the wagon and 
do better if you keep working with them but 
that’s just the nature of the condition.
LAM is a derivative of methadone that was 
approved about eight years ago. It has the 
advantage of long action. There are two things 
there to be aware of one of which is simply the 
convenience of avoiding take home doses and 
regulators love that but I think far more 
important clinically is the long duration of 
action. Methadone is metabolized on a bell-
shaped curve like every other drug we use and 
that means there are some patients that 
methadone doses hold for 26 hours and other 
patients they hold for 20 hours. The patient 
that it holds for 20 hours are the ones we don’t 
like. They’re the ones that keep having dirty 
urines that bitch and complain that the 
medications aren’t working.
We’re now beginning to recognize that they’re 
right but that boosting the methadone dose 
doesn’t solve the problem. Changing to a drug 
like LAM may dramatically alter the 
behavior. We’ve had some very dramatic 
successes with a few patients who literally 
were on methadone for 10 years and never did 
well, continued to have dirty urines and 
problems and putting them on LAM just 
reversed that. I’m quite sure it’s the 
pharmacology of the drug that’s different and 
that makes a big difference.
Buprenorphine is a partial opiate agonist. It’s 

probably going to be approved by the FDA 
sometime in the next six months. I said that 
same thing last year but I’m a little bit more 
confident that they’re almost there. 
Buprenorphine has the advantage of a sort of 
window effect. The higher the dose beyond that 
window you get no more opiate effect so you 
can’t kill yourself with buprenorphine.
Most addicts when they’re stabilized on 
buprenorphine literally feel normal. They feel 
more normal than they do on methadone. Now 
for some addicts that’s highly desirable and 
it’s a good, positive step in their addiction 
recovery. For other addicts, particularly just 
coming from the street, they don’t want to feel 
normal and I think you have to sometimes 
respect their ambivalence and the state that 
they’re in and often methadone may be a better 
choice for addicts just getting into treatment 
because they’re more aware of an active opiate 
effect and I think it makes them feel safer and 
certainly more comfortable.
I’ve included a little bit more detailed 
information on drugs that interact with 
methadone. Nowadays since I think there are 
a lot more of you in general practice who may 
have AIDS patients, you might have patients 
who are being treated for depression that’s 
related to their AIDS who may also be on 
methadone, you need to be aware of some of the 
interactions of these drugs. It’s unfortunately 
getting more complicated, interactions both 
with AIDS drugs and antidepressants.
No one in the course has talked about Ambien 
or the use of that drug for sleep. Ambien 
appears to be less addictive than the 
benzodiazepines. I think though the last 
report that I’ve seen suggests that there’s an 
old story in play here and that is that we come 
up with a new sedative hypnotic. It doesn’t look 
like it causes addiction and it gets marketed as 
a very safe drug and then ten years down the 
road we begin to notice that people are 
accumulating scenarios of individuals who 
got addicted to it.
That’s happening with Ambien. I have no idea 
what percentage of patients really are 
vulnerable to abusing that drug. I suspect it’s 
relatively small but I don’t think at this point, 
certainly within the context of substance 
abuse treatment if you’re looking to find drugs 
that you can use to deal with sleep problems I’d 
suggest nefazodone or trazodone. People will 
not abuse them and there’s no reason to get 
yourself in another problem. 
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Substance Abuse Questions

1. What kinds of things may alert you to a client’s (or potential client’s) drug or 
alcohol use/abuse?

2. What things may increase risk of substance use or abuse?

3. How do you feel about caffeine use? During pregnancy?

4. What effect does pregnancy have on the body’s ability to clear caffeine?

5. What are some effects of caffeine?

6. What would you recommend to a woman who uses caffeine daily, in what 
you determine to be large quantities?

7. List three sources of caffeine.

8. How do you feel about tobacco use? During pregnancy?

9. What effects does nicotine have on the circulatory system?

10. What toxin is detected in the breastmilk of a woman who smokes 
tobacco?

11. How does the baby’s body clear this toxic substance?

12. What hormone does smoking suppress?

13. What is the increased risk of SIDS for babies exposed to second hand 
smoke?

14. What vegetables contain measurable amounts of nicotine?

15. How do you feel about marijuana use? During pregnancy?

                 CONTINUED...
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Substance Abuse Questions, continued

16. What is the concern with newborns’ contact with second hand marijuana 
smoke or breastfeeding from a mother who smokes marijuana?

17. How much alcohol may be safely consumed during pregnancy? At what 
point does fetal-alcohol syndrome become a risk?

18. What is fetal alcohol syndrome?

19. How often does fetal alcohol syndrome occur?

20. How does the blood alcohol level compare to the simultaneous level of 
alcohol in breastmilk?

21. What are the risks of cocaine use in pregnancy?

22. What risks are particular to heroin use in pregnancy?

                 Continued...
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Substance Abuse Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Create a plan to help a client stop smoking tobacco. Include local 
resources.

2. Contact a local chapter of Alcoholics Anonymous and Narcotics 
Anonymous and put together a list of local meetings. Familiarize yourself 
with the concepts in the Twelve Step programs.

3. Research within your local area the options for a pregnant woman to 
receive treatment for a drug or alcohol problem. Are there any residence 
programs? What sort of prenatal care is provided? Also research the 
resources for non-pregnant adults and teens, as there may be need for 
referrals to help with a client’s family member.

4. Create a referral plan for your clients, should you decide out-of-hospital 
birth is inappropriate.

5. Research the laws and regulations in your state regarding the mandatory 
reporting of drug use in pregnancy, and the current standard of response 
to newborns of mothers who are known or suspected to be drug users. 

6. Draft practice guidelines for screening and accepting clients in your own 
practice, with regard to drug, alcohol and tobacco use/abuse. Include 
reference to your health history gathering, charting, and referral system. 
Submit this draft and include it later in your Practice Guidelines projects (in 
the Charting and Practice Guidelines Module.)

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

5. Effects of smoking, drugs and alcohol use
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Suturing
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Observe a variety of vulvas and review the basic structures of female 
genitalia.

• Review the function of the various structures of female genitalia.
• Identify the theory and practice of episiotomy.
• Identify the mechanism of natural tearing in birth, and measures to support 

minimal tearing.
• Determine the difference between 1st, 2nd, 3rd and 4th degree perineal 

lacerations.
• Identify the presence of a hematoma, and appropriate response.
• Review concepts of informed choice/informed consent.
• Consider the need for suturing, optional or recommended, for varying 

degrees of lacerations.
• Identify labial tears and splits or ‘skid marks’ and determine when suturing is 

appropriate.
• Determine your own suturing skill level and make a plan for action in dealing 

with tears beyond your capability to repair.
• Understand the cycle of healing birth lacerations and the time involved to 

determine how a vulva will look and how sexual function or continence 
may be effected.

• Review importance of KEGELs.
• Identify the four vaginal wall herniations: cystocele, urethracele, rectocele, 

enterocele.
• Identify prolapsed uterus.
• Review the Second Stage module.
• Review the Pharmacology of Midwives module.
• Review the Post Partum Care module.
• Create a care plan for your clients as they heal from a birth tear or 

episiotomy.
• Draft practice guidelines for suturing in your own practice.

______
NMI Study Group Modules, Third Edition                                                                         412



Suturing

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Healing Passage (Suturing Manual), Frye
Varney’s Midwifery
Myles Textbook for Midwives
New View of a Woman’s Body, Gage
Herbal for the Childbearing Year, Weed
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz
After the Baby’s Birth: A Woman’s Way to Wellness, Lim

Related Topics
Female Sexuality
Second stage
Episiotomy
Post partum care
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Suturing Questions

1. Describe how you, as the midwife, work to minimize birth tearing. 

2. From the time of birth, how long do you have to secure and complete 
laceration repair? 

3. Describe the difference between 1st, 2nd, 3rd and 4th degree 
tears/lacerations.  

4. What muscles are most often involved in a perineal laceration?

5. How does muscle tissue heal?  

6. Describe the use of informed choice/informed consent as pertains to 
laceration repair. 

7. Give examples of circumstances in which  you would consider and discuss 
with the mother the suturing of a labial split or ‘skid mark’ or a small 1st 
degree tear. 

8. Name one problem that can arise from using a cutting edge needle. 

9. What type of suture material would you choose for repairing birth 
lacerations? Why?   

10. What size suture material is commonly used for birth laceration repair? With 
muscle repair?  

11. Why is epinephrine sometimes included in a local anesthetic preparation?

12. What are the adverse side effects one may experience when given 
epinephrine in a local anesthetic?

13. What are the possible systemic reactions to amide or ester based local 
anesthetics?          

           Continued...
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Suturing Questions, continued

14. What homeopathic remedy is indicated for birth related tissue trauma? 

15. Describe what you observe during a post partum assessment in which you 
identify the following structural weaknesses:

cystocele
urethrocele
rectocele
enterocele 

16. Why is it important to stay in bed while healing from birth related tissue 
trauma? 

17. What do you  use for an herbal sitz bath or compresses for a healing 
bottom? 

Essay
1. You are suturing a tear after a short labor and quick birth. You notice a 

quarter-sized reddish and swollen area in the woman’s vagina. What is this 
most likely to be, and what do you do about it? 

2. Describe what you observe during your post partum vaginal assessment if 
your client has a prolapsed uterus.

3. Your client birthed her baby slowly and beautifully. Still, she has a deep 1st 
degree tear on her perineum. The tear approximates well, and after 
discussing suturing with you and looking at her bottom in the mirror, she 
decides she wants to allow her body to heal itself. Describe your plan for 
post partum care with with her, including what you will do and what you will 
instruct her to do.

4. Describe your own preferred method of suturing repair.

5. Your client gave birth 2 weeks ago. She had a tear that you felt needed 
suturing, and she was agreeable to it. The suturing was straight forward and 
she had a normal course of immediate post partum healing. She calls you 
frantic, saying that she looked at her bottom in the mirror and it looks really 
weird. She’s afraid she didn’t heal right. What do you tell her and what do 
you do?

 

      Continued...
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Suturing Questions, continued

6. Your client healed well from her birth tear. At 10 weeks post partum she 
calls you to report that her vagina is not at all comfortable during 
intercourse, the tissue feels tight and burns. It’s really painful. What do you 
suggest? 

Projects (send completed projects with  the rest of your course work for this module)

1. Build the pelvic model provided in Healing Passage.

2. Practice tying suturing knots, including instrument ties.

3. Using a foam block and suturing material, practice making various stitches 
and tying them off.

4. Do KEGELs every day for two weeks. Notice any changes in your bladder 
continence,  existing hemorrhoids or sexual awareness/enjoyment.

5. Draft practice guidelines for suturing in your own practice, including review 
of client drug sensitivity and choice of anesthetic. Also include reference to 
your consultation or transport plan in response to the need for repair that is 
beyond your ability. Submit this draft and include it later in your Practice 
Guidelines projects (in the Charting and Practice Guidelines Module.)
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Suturing Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
A. Demonstrates Universal Precautions
C. Demonstrates the application of aseptic technique
D. Demonstrates the use of instruments and equipment including: 

11. Hemostats
16. Needle and syringe
17. Scissors (all kinds)
21. Suturing equipment 

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs, 2. Hydrotherapy (baths, compresses, showers, etc.)

K. Administers the following pharmacologic (prescriptive) agents:
1. Lidocaine 

L. Refers for performance of ultrasounds
4. Labor, Birth and Immediate Postpartum

E. Assists in placental delivery and responds to blood loss by:
3. Facilitating hte delivery of the placenta by: 

a) encouraging nursing, 
b) draining the cord, 
c) positioning the mother on the toilet, 
d) changing the mother’s positions, 
e) administering non-allopathic treatments, 
f) manually removing the placenta, 
g) performing guarded cord traction 

4. After delivery, assessing the condition of the placenta 
5. Estimating the amount of blood loss   

F. Assesses general condition of mother and newborn by:
6. Repairing the perineum by: 

a) referring for repair, 
b) administering local anesthetic, 
c) performing basic suturing of: 

1) 1st degree tears, 2) 2nd degree tears, 3) labial tears, 
d)providing alternate repair methods (non-suturing) 
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Third Stage
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the physiology of normal third stage labor.
• Review physiologic management (expectant management) of third stage 

labor.
• Identify active management of third stage labor.
• Identify herbs and homeopathic remedies that aid in third stage labor.
• Identify when active management of third stage labor may be 

appropriate.
• Understand the possible iatragenic sequela of active management of third 

stage.
• Review the Placenta module.
• Describe collection of a cord blood sample.
• Identify abnormal third stage labor.
• Review the Hemorrhage module.
• Review the signs of retained placenta, partial separation and placenta 

acreta.
• Review and demonstrate the techniques of manual removal and manual 

uterine exploration.
• Understand that retained membrane fragments increase the risk of 

endometritis.
• Identify the causes of uterine inversion and the catastrophic effects.
• Understand the contributing factors of third stage management to 

puerperal infections.
• Review the Pharmacology for Midwives module.
• Review the Transporting module.
• Review the Post Partum Care module.
• Draft practice guidelines for responding to normal third stage labor and 

third stage complications.
• Demonstrate your ability to provide primary care during third stage labor, in 

the context of your preceptor’s practice.
• Demonstrate manual removal of placenta, and internal and external 

bimanual compression and treatment for shock
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Third Stage

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 
Oral Tradition and Living Knowledge are critical to understanding the third stage 
of labor and its accompanying variations. Attend peer review, meet midwives 
and listen to discussions of second stage approaches. If you are unable to 
casually participate in such discussions,  request interviews with midwives or 
organize guest speakers at community Study Group. Come prepared with 
questions.

Holistic Midwifery, Vol. II, III (when available), Frye
Varney’s Midwifery
Myles Textbook for Midwives
Birth Emergency Skills Training, Gruenberg
Human Labor and Birth, Oxorne and Foote
Herbal for the Childbearing Year, Weed
Homeopathic Medicines for Pregnancy and Childbirth, Moskowitz

Related Topics
Nutrition
Second Stage Labor
Breastfeeding
Physical Assessment
Hemorrhage
Pharmacology for Midwives
Placenta
Post Partum Care
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Third Stage Questions

Essay
1. What causes the placenta to separate from the uterine wall?

2. Describe a usual third stage labor. Include signs of placental separation 
and how you, as the midwife, respond.

3. List the herbs and homeopathic remedies that you are familiar with for aid 
in third stage labor. Describe when each is appropriate.

4. Describe active management of third stage labor. What do you think 
about its routine application?

5. Your client gave birth 30 minutes ago. There is no sign that the placenta has 
detached. What is your plan?

6. Describe how you check for placental separation.

7. Your client’s placenta has detached but her pushing efforts are not 
bringing the placenta out. What are some tricks for aiding in expulsion of 
the placenta?

Questions
1. What is the height of a woman’s uterus immediately after the baby is born 

and before the placenta comes?

2. What is the retroplacental clot, or hematoma?

3. Why is it necessary to “guard the uterus” when doing cord traction?  

4. Describe your hand positions and technique of “guarding the uterus” 
during cord traction.

5. Why is it helpful to get the baby nursing during 3rd stage?

6. When is a cord blood sample collected? How is it collected?

7. Describe the signs of retained placenta.
                 Continued...
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Third Stage Questions, continued

8. When is manual removal of the placenta indicated?

9. Describe the signs of partial separation of the placenta.

10. Describe the signs of  placenta acreta.

11. What are the signs and symptoms of hypovolemic shock?  

12. What does “draining the cord” achieve?

13. What causes uterine inversion? 

14. What are the effects of uterine inversion?

15. What are the contributing factors of third stage management to puerperal 
infections?

Project (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for third stage labor in your own practice. Include 
reference to indications for herbs, homeopathy and/or Pitocin, charting 
and your transport plan in response to retained placenta or excessive 
bleeding. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)
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Third Stage Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
regarding her relationships with her significant others and other health care providers
C. Provides education and counseling based on maternal health/reproductive/family 
history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 
3. How to prepare, equip and supply birth site

E. Educates the mot
F. Educates the mother concerning the natural physical and emotional processes of 
pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

3. Prenatal testing 
8. Complications

2. General Health care Skills: 
C. Demonstrates the application of aseptic technique
D. Demonstrates the use of instruments and equipment including: 

5. Cord clamp  
6. cord tape 
11. Hemostats
17. Scissors (all kinds)
25. Urinary catheter 

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 
2. Hydrotherapy (baths, compresses, showers, etc.)

Continued...
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Third Stage Skills, continued

H. Treats for shock by:
1. Recognizing the signs and symptoms of shock, or impending shock
2. Assessing the cause of shock 

2. General Health care Skills: 
H. Treats for shock by:

3. Assessing the cause of shock and providing treatment for shock by:    
a) Positioning mother flat, legs elevated 12 inches
b) Keeping the mother warm, avoiding overheating
c) Administering/using non-allopathic remedies
d) Encouraging deep, calm, centered breathing
e) Administering oral isotonic/electrolyte fluids
f) Activating emergency medical services
g) Preparing to transport

I. Administers Oxygen
K. Administers the following pharmacologic (prescriptive) agents:

2. Medical oxygen
3. Methergine
5. Pitocin ®

L. Refers for performance of ultrasounds
4. Labor, Birth and Immediate Postpartum

A. Facilitates maternal relaxation and provides comfort measures throughout labor by 
administering/encouraging:

1) massage, 2)hydrotheraypy, 
3) warmth for physical and emotional comfort (e.g., comresses, moist warm 
towels, heating pads, hot water bottles, friction heat), 
4) communicating in a calming tone of voice, using kind encouraging words, 
5) the use of music and/or silence, 
6) continued mobiity throughout labor, 
7) response for pain with: 

a) differentiation between normal and abnormal pain, 
b) validation of the woman’s experience/fears, 
c) counter-pressure on back, 
d) relaxation/breathiing techniques, 
e) non-allopathic treatments, 
f) position changes

Continued...
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Third Stage Skills, continued

C. Demonstrates the ability to evaluate and support a laboring woman during the second 
stage of labor by:

11. Demonstrating the ability to recognize and respond to labor and birth 
complications such as:

e) Management of maternal exhaustion by: 
1) providing nutritional support, 
2) ensuring adequate hydration, 
3) providing non-allopathic treatments, 
4) evaluating the mother’s psychological condition, 
5) encouraging rest, 
6) monitoring vital signs, 
7) monitoring fetal well-being, 
8) evaluating urine for ketones, 9)evaluating for consultation and/or 
referral

D. Assesses the condition of, and provides care for the newborn by:
10. clamping the cord after the cord stops pulsing 
11. cutting the cord 
12 caring for the cord including: 

a) evaluating the cord stump, 
b) collecting a blood sample,  
c) treating the cord stump with:

1)alcohol, 
2)non-allopathic remedies

E. Assists in placental delivery and responds to blood loss by:
1. Reminding the mother of the onset of third stage labor 
2. Determining signs of placental separation such as:

a) lengthening of cord, 
b) separation gush, 
c) rise in fundus, 
d) contractions, 
e) urge to push 

4. After delivery, assessing the condition of the placenta 
5. Estimating the amount of blood loss

Continued...
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Third Stage Skills, continued

6. Responding to a trickle bleed by: 
a) Assessing the origin of the blood, 
b) responding to uterine bleeding with: 

1) nipple stimulation/breastfeeding, 
2) fundal massage, 
3) assessment of fundal height and uterine size, 
4) non-allopathic treatments, 
5) Administration of medication, 
6) expression of clots, 
7) emptying the bladder, 
8) assessment of vital signs,  

7. Responding to postpartum hemorrhage with: 
a) fundal massage, 
b) external bimanual compression, 
c) internal bimanual compression, 
d) manual removal of clots, 
e) administration of medication, 
f) non-allopathic treatments, 
g) maternal focus on stopiing the bleeding:tightening the uterus, 
h) administration of oxygen, 
i) administration of IV fluids or appropriate freferral for IV fluids,

 j) treatment for shock, 
k) consulting and/or transferring, 
l) activating emergency backup plan

F. Assesses general condition of mother and newborn by:
1. Assessing bladder distention 
2. Encouraging urination 
3. Performing catheterization
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Transporting
This module should be completed near the end of your clinical training.

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review appropriate indications for transport from an out-of-hospital birthing 
location to the hospital.

• Identify the practical steps of creating physician collaboration, consultation 
and transport plan.

• Understand the critical importance of having a reliable hospital transport 
plan for home birth.

• Examine and consider various transport arrangements available in your 
community.

• Identify specific steps you can follow to make a smooth transport transition.
• Understand the role of the midwife as advocate in a hospital setting.
• Identify how your chart is your ally and a critical link in establishing clear 

communication in a clinical setting.
• Identify effective methods of trouble shooting in a difficult transport 

situation.
• Understand the role of paramedics and the EMS services in transport 

situations.
• Identify the training and skills specific to the EMS services in your transport 

vicinity.
• Identify when transport by ambulance is appropriate.
• Draft practice guidelines for arranging medical consultation, transfer of 

care and transporting in your own practice.
• Demonstrate your ability to discuss issues of medical consultation, transfer 

of care, and transporting to the hospital with clients in the context of your 
preceptor’s practice.

• Demonstrate wheelchair safety.
• Demonstrate car seat installation and safety.
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Transporting

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

This is a critical area of expertise that, unfortunately, is not written about very 
much in the current resources. Oral tradition is vital, including: experience with 
facilities in your community and individual doctors, and your midwifery 
community’s experience, learned and observed through peer review and 
interview.
Holistic Midwifery, Vol. I, II, III (when available), Frye
Heart and Hands, Davis
MANA Statement of Values and Ethics

Related Topics
Artificial Rupture of Membranes Birth Bag and Set Up  
Breast Feeding Breech and Twins
Cesarean and VBAC Ectopic Pregnancy 
Fetal Heart Rate Patterns Fetal/Newborn Circulation 
First Stage Genetic and Prenatal Screening 
Gestational Diabetes Grieving
Hemorrhage Herpes 
Hypertension Jaundice
Meconium 
Newborn Apnea, Hypoxia and Respiratory Distress 
OP, Brow and Face Presentations Pharmacology for Midwives 
Physical Assessment Post Partum Care  
Post Dates Management and Post Maturity Preterm Labor 
Post Partum Depression Pre-eclampsia Ruptured Membranes 
Second Stage Shoulder Dystocia Stillbirth and Miscarriage 
Substance Abuse Suturing 
Third Stage 
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Transporting Questions

1. List the indications for transport by personal car.

2. How distant are the homes of your clients from the hospital to which you 
transport?

3. What preparations do you make for each client, so that you are familiar 
with the route to the hospital from their home? Do you require your clients 
to provide detailed directions from their home (or planned place of birth) 
to the hospital? 

4. To which hospitals do you transport from your clients’ home birth setting? 

5. How do you determine which hospital will receive your transport?

6. How does the issue of insurance coverage effect your options for medical 
transport? 

7. How do you initiate a non-emergency transport?

8. Identify specific steps you can follow to make a smooth transport transition. 

9. Describe the role of the midwife as advocate in a hospital setting. How 
does informed choice/consent aid you, as the midwife, in advocating for 
your client?

10. Describe some effective techniques for communicating in a difficult 
transport situation.

11. How long do you stay at the hospital when you have transported a client?

12. When do you visit a client following a transport situation?

13. What is the role of paramedics and the EMS services in transport situations? 
When does the midwife defer to the paramedics?

14. List the instances when transport by ambulance is indicated.
                     Continued...
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Transporting Questions, continued

15. Are the EMTs and paramedics in your EMS response area able to start IVs in 
the field?

16. What occurs when you dial 911 in your community? Who arrives first?

17. Have the EMS responders in your area received instruction and/or training 
specific to appropriate participation in a transport from a planned home 
birth?

Projects (send completed projects with  the rest of your course work for this module)

1. Imagine the perfect instructional class or presentation about home birth to 
inform first responders, EMTs and paramedics about how their participation 
in a transport situation can best meet the needs of home birth families. 
Create an outline for such a presentation. Consider offering this service to 
the local  first responders, EMTs and paramedics in your area. Be prepared 
to demystify the process and calm many fears and misunderstandings. I 
recommend a panel or team teaching approach with great visual aids. 
These folks can be a hard sell, but among them there may be home 
birthers who are already in the know!

2. Research in your community to identify car seat availability and resources. 
Is there a free car seat distribution service?

3. Create or adapt a transport cover sheet for use in your own practice.

4. Draft practice guidelines for medical consultation and transfer of care in 
your own practice. Include reference to your use of informed consent and 
charting. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)

5. Draft practice guidelines for medical transport in your own practice for the 
following instances. Consider both mother and baby. Include reference to 
your continued advocacy, use of informed consent and charting. Submit 
these drafts and include them later in your Practice Guidelines projects (in 
the Charting and Practice Guidelines Module.)

 
__ Transporting with Cord Prolapse

__ Transporting in 1st Stage Labor: FHT concerns,  meconium, maternal 
exhaustion, ruptured membranes issues, fever

__ Transporting in 2nd Stage Labor: prolonged pushing, fetal distress, 
maternal exhaustion, fever

__ Transporting in 3rd Stage Labor: retained placenta, hemorrhage, fever,
 suturing 

__ Transporting Newborn : newborn consultation, continued newborn 
resuscitation                      

       Continued...
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Transporting Skills

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
     regarding her relationships with her significant others and other health care providers
B. Provides education, support, counseling and/or referral for the possibility of less-than-
    optimal pregnancy outcomes 
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 3. How to prepare, equip and supply birth 
    site

E. Educates the mother and her family/support unit to share responsibility for optimal 
    pregnancy outcome
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

3. Prenatal testing 
8. Complications

2. General Health care Skills: 
C. Demonstrates the application of aseptic technique
K. Administers the following pharmacologic (prescriptive) agents:

5. Pitocin ®
2. General Health care Skills: 

L. Refers for performance of ultrasounds
3. Maternal Health Assessment:

G. Evaluates laboratory and medical records from other practitioners
H. Obtains assistance evaluating laboratory and medical records from other 
     practitioners
L. Establishes and follows emergency contingency plans for mother and/or newborn

Continued...
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Transporting Skills, continued

4. Labor, Birth and Immediate Postpartum
C. Demonstrates the ability to evaluate and support a laboring woman during the      

second stage of labor by:
11.Demonstrating the ability to recognize and respond to labor and birth  
     complications such as: c)Variations in presentation such as: 

1) breech presentation
d) Management of meconium stained fluids by: 

1) eliciting the mother’s cooperation to deliver head quickly, 
2) instructing the mother to stop pushing, 

3) wiping out the inside of the baby’s mouth, 
4) clearing the airway with suction of mouth and nose, 
5) preparing to resuscitate the baby

e) Management of maternal exhaustion by: 
1)  providing nutritional support, 
2)  ensuring adequate hydration, 
3)  providing non-allopathic treatments, 
4) evaluating the mother’s psychological condition,
5) encouraging rest, 
6) monitoring vital signs,
7) monitoring fetal well-being, 
8) evaluating urine for ketones, 
9) evaluating for consultation and/or referral

E. Assists in placental delivery and responds to blood loss by:
6. Responding to a trickle bleed by: 

a) Assessing the origin of the blood, 
b) responding to uterine bleeding with: 

1) nipple stimulation/breastfeeding, 
2) fundal massage, 
3) assessment of fundal height and uterine size, 
4) non-allopathic treatments, 
5) Administration of medication, 
6) expression of clots, 
7) emptying the bladder, 
8) assessment of vital signs, CONTINUED...

Continued...
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Transporting Skills, continued

2. General Health care Skills: 
H. Treats for shock by:

3. Assessing the cause of shock and providing treatment for shock by:    
g) Preparing to transport

K. Recognizes and responds to potential prenatal complications by: 
3. Identifying preeclampsia 
4. Collaborating and managing preeclamptic mothers

4. Labor, Birth and Immediate Postpartum
E. Assists in placental delivery and responds to blood loss by:

6. Responding to a trickle bleed by: 
c)Responding to vaginal tear and bleeding with: 

1) application of direct pressure on tear, 
2) suturing, 
3) continued assessment of blood color and volume, 

4) non-allopathic treatments CONTINUED...
7. Responding to postpartum hemorrhage with: 

a) fundal massage, 
b) external bimanual compression, 
c) internal bimanual compression, 
d) manual removal of clots, 
e) administration of medication, 
f) non-allopathic treatments, 
g) maternal focus on stopiing the bleeding:tightening the uterus, 
h) administration of oxygen, 
i) administration of IV fluids or appropriate freferral for IV fluids, 
j) treatment for shock, 
k) consulting and/or transferring, 
l) activating emergency backup plan

In addition to the required NARM skills, demonstrate wheelchair safety. 
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Urinary Tract Infection
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the Renal System module.
• Identify risks factors for UTI in pregnancy.
• Identify symptoms of UTI.
• Understand why UTI in pregnancy may be asymptomatic.
• Practice assessing for the presence of CVA tenderness.
• Identify lab work for diagnosing UTI.
• Identify appropriate follow-up for UTI in pregnancy and post partum.
• Understand the risk of pyelonephritis with UTI in pregnancy.
• Identify symptoms of pyelonephritis.
• Identify the risk of complications from pyelonephritis.
• Understand appropriate treatments for UTI and pyelonephritis.
• Identify how symptoms of UTI can appear to be preterm labor.
• Identify the impact of various birth control methods on UTI risk.
• Create a non-allopathic practitioner referral list for clients wishing to pursue 

renal system health.
• Review your medical consultation and referral plan for clients.
• Draft practice guidelines for responding to clients’ UTIs in your own 

practice. 
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Urinary Tract Infection

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II, III (when available), Frye
Understanding Diagnostic Tests in the Childbearing Year, Frye
Varney’s Midwifery
Myles Textbook for Midwives
Our Bodies, Ourselves, Boston Women’s Health Book Collective

Nutritional Almanac, Kirschmann
The Natural Pregnancy Book, Romm
Herbal for the Childbearing Year, Weed
Healing Wise, Weed

Related Topics
Prenatal lab work
Renal System
Preterm labor
Diabetes
Well Woman Care
Birth Control
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Urinary Tract Infection Questions

1. Give three possible names for the condition in which one has pathogenic 
organisms in her bladder. 

2. What are the risk factors for UTI in pregnancy?  

3. Why does pregnancy increase a woman’s risk of UTI? 

4. What are the symptoms of UTI?  

5. Why might a pregnant woman who has a UTI have no symptoms?  

6. Describe how you check for CVAT. 

7. Why would you check for CVAT?  

8. What lab work is appropriate for diagnosing UTI? 

9. Your client may be showing symptoms of a urinary tract infection. You have 
facilitated the proper lab work to screen for a UTI. Now you must determine 
if your lab results reveal the existence of a UTI. How do you determine this? 

10. In the case of UTI, when is antibiotic therapy indicated?  

11. If antibiotic therapy is indicated for a UTI, how is it determined which 
antibiotic to give? 

12. What is pyelonephritis? 

13. Is a pregnant woman with a urinary tract infection at risk for pyelonephritis? 

14. List the symptoms of pyelonephritis. 

15. What possible complications does a pregnant woman with pyelonephritis 
face?

         
         CONTINUED...
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Urinary Tract Infection Questions, continued

16. Your client phones you at 11pm. She is having low backache and 
cramping. What information will you need to make an assessment? 

17. Your client has a history of recurrent urinary tract infections. She is 25 weeks 
pregnant. She calls you because she has had the flu for a couple days, 
feeling achy all over and tired, but today she has spiked a fever of 103.4. 
What do you do?  

18. What dietary factors contribute to UTI?

19. Which herbs are beneficial for UTI or pyelonephritis in pregnancy? Are they 
curative?

20. Give instructions for obtaining a clean catch urine sample.

21. How is a urine sample stored until it can be processed?

22. Your client was treated for cystitis last year. She is now 10 weeks pregnant. 
What lab work will you use to monitor her renal well being during her 
pregnancy?

23. Another client has just been treated for her bladder infection; she is 26 
weeks pregnant. What will your follow-up response include?

24. What is the recommended follow-up for treatment of a kidney infection in 
pregnancy?

25. Describe the effect of the following contraceptive methods on UTI risk:
diaphragm
oral contraceptives
contraceptive foam

         Continued...
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Urinary Tract Infection Questions, continued

Projects (send completed projects with  the rest of your course work for this module)

1. Create a non-allopathic practitioner referral list for clients wishing to pursue 
renal system health.

2. Draft practice guidelines for responding to suspected or confirmed UTI in 
your own practice. Include reference to your health history process, 
routine lab work schedule and response to symptoms. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

Continued...
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Urinary Tract Infection Questions, continued

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

2. General Health care Skills: 
C. Demonstrates the application of aseptic technique
D. Demonstrates the use of instruments and equipment including: 

24. Urinalysis strips
25. Urinary catheter 

F. Uses alternate health care practices (non-allopathic treatments) and  modalities
1. Herbs 2. Hydrotherapy (baths, compresses, showers, etc.)

G. Refers to alternate health care practitioners for non-allopathic treatments
2. General Health care Skills: L. Refers for performance of ultrasounds
3. Maternal Health Assessment:

G. Performs routine prenatal physical exams 

10. Costovertebral angle tenderness (CVAT)
H. Evaluates laboratory and medical records from other practitioners
I. Obtains assistance evaluating laboratory and medical records from other 
     practitioners
K. Recognizes and responds to potential prenatal complications by: 

8. Identifying and dealing with pre-term labor with:     
B) Consultation and/or treatment including: 

1) Increase of fluids, 
2) Non-allopathic remedies,  
3) Discussion of the mother’s fears, 
4) Food to be eaten at least every two hours,
5) consumption of alcoholic beverage, 
6) Evaluation of urinary tract infection, 
7) Evaluation of maternal infection 

6. Well-Women Care
C. Performs urinalysis 
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Uterine Size and EDD Discrepancy

Learning Objectives
Review the following Learning Objectives as an organized beginning to 

your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review EDD calculations.
• Define IUGR, SGA and LGA.
• Identify the risks for IUGR or SGA babies, once they are born.
• Identify the risks for babies considered to be LGA.
• Understand the significance of polyhydromnios and oligohydromnios.
• Identify possible signs of twin pregnancy.
• Review possible signs of breech presentation in pregnancy.
• Understand why an abnormal fetal presentation can result in size/dates 

discrepancy.
• Review uterine abnormalities that can contribute to fetal position and 

size/dates discrepancy .
• Understand how fibroids may be effected during pregnancy and birth.
• Understand how uterine and ovarian cancers may present by size/dates 

discrepancy during pregnancy.
• Draft practice guidelines for responding to uterine size and EDD 

discrepancy.
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Urinary Tract Infection Questions, continued

Study Sources
The following texts are recommended for completion of this module. Use 

them to cross reference and build a more comprehensive understanding. 
Using key words from the Learning Objectives, search the index. Read 

those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

Holistic Midwifery, Vol. I, II,  Frye
Varney’s Midwifery
Myles Textbook for Midwives
Human Labor and Birth, Oxorne and Foote

Related Topics
Nutrition
Placenta
Gestational diabetes
Breech
Twins
Establishing estimated due dates
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Uterine Size and EDD Discrepancy Questions

1. What is the method used to establish a baby’s expected due date, using 
the mother’s last menstrual period?

2. What are the most common explanations for uterine size and EDD 
discrepancy?

3. Define SGA and LGA.

4. Define symmetrical and asymmetrical IUGR.

5. What may cause the size/dates discrepancy in the first or second 
trimester?

6. When is a sonogram indicated to assess fetal size?

7. How is IUGR confirmed prenatally?

8. Your client is 36 weeks pregnant. Her fundal height has been within normal 
range. Her baby was head down at your last visit. Today when you palpate 
her baby’s position, she flinches a little on her left side, under her ribs. She 
says that she’s really tender there, so you don’t press very hard there. 
When you measure her fundal height, you find it measures 33 cm. What 
would you do now? 

9. Your client is pretty sure about her dates. She grew normally up to 24 
weeks, then at her 27 week visit she measured  25 cm. What would you do 
next? Describe your course to follow through to the conclusion that there is 
IUGR, and your course should IUGR be ruled out. 

10. List 5 possible causes of IUGR. 

11. What is the management of a pregnancy diagnosed as IUGR?

12. What does oligohydromnios indicate?

13. What does decreased fetal movement indicate?

         
        Continued...
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Uterine Size and EDD Discrepancy Questions, continued

14. If a non-reactive nonstress test is recorded, what is implicated? 

15. What are your concerns when anticipating the birth of small-for-dates 
baby? 

16. Your client has been diagnosed with IUGR and this has been confirmed. The 
nonstress tests appear normal and reactive, and she is within two weeks of 
her due date when labor begins. Why is hospital birth indicated?

17. What are the risks for a baby considered to be LGA? s

18. What may polyhydromnios indicate? 

19. Describe the possible signs of twin pregnancy. 

20. What uterine abnormalities can contribute to size/dates discrepancy and 
fetal position? 

21. How may fibroids be effected during pregnancy? 

Project (send completed projects with  the rest of your course work for this module)

1. Draft practice guidelines for size/dates discrepancies in your own practice. 
Include reference to your schedule of visits, medical consultation and 
screening. Submit this draft and include it later in your Practice Guidelines 
projects (in the Charting and Practice Guidelines Module.)
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Urinary Tract Infection Questions, continued

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
A. Provides interactive support and counseling and/or referral services to the mother 
    regarding her relationships with her significant others and other health care providers

1. Midwifery Counseling, Education and Communication: 
B. Provides education, support, counseling and/or referral for the 
possibility of less-than-optimal pregnancy outcomes 
C. Provides education and counseling based on maternal 
     health/reproductive/family history and on-going risk assessment
D. Facilitates the mother's decision of where to give birth

1. The advantages and the risks of different birth sites 
2. The requirements of the birth site 3. How to prepare, equip and 
    supply birth site

E. Educates the mother and her family/support unit to share responsibility 
    for optimal pregnancy outcome
F. Educates the mother concerning the natural physical and emotional 
    processes of pregnancy, labor, birth and post partum
G. Applies the principles of informed consent
H. Provides individualized care 
I. Advocates for the mother during pregnancy, birth and postpartum 
J. Provides education, counseling and/or referral, where appropriate for: 

3. Prenatal testing 
4. Diet, nutrition and supplements
5. Effects of smoking, drugs and alcohol use
8. Complications
9. Environmental risk factors

Continued...
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Urinary Tract Infection Questions, continued

2. General Health care Skills: 
D. Demonstrates the use of instruments and equipment including: 

10. Gestation calculation wheel/calendar 
22. Tape measure

L. Refers for performance of ultrasounds
N. Refers for performance of biophysical profile

3. Maternal Health Assessment:
C. Estimates due date based upon:

5. Date of positive pregnancy test
6. Date of implantation bleeding/cramping/pelvic congestion
7. Changes in the cervix
8. Changes in the uterus
9. Auscultation of the fetal heart
10. Date mother reported quickening
11. Measurement of fundal height
12. Palpation of body parts
13. Calendar date of conception or unprotected intercourse

D. Assesses fetal weight, size, lie, or lightening
E. Assesses correlation of weeks gestation to fundal height 
F. Performs routine prenatal physical exams, including ongoing assessment of:

1. Maternal psychosocial, emotional health and well-being
2. Maternal physical health and well-being, by tracking variations and changes 

in: a) color of mucous membranes, b) General reflexes, 
c) Elimination/urination patterns, d) Sleep patterns, e) Patterns of 
sexuality, f)Movement, gait and energy level

3. Nutritional patterns
4. Vital signs
5. Weight
6. Hemoglobin and hematocrit  
7. Glucose level
8. Urine for: a) Appearance, b) Protein, c) Albumin, d) Glucose, e) Ketones, f) pH, 

g) Leukocytes, h) Nitrites,  i) Blood
9. Breast condition
10. Costovertebral angle tenderness (CVAT)
11.Deep tendon reflexes (DTR) of the knee
12. Signs of clonus

Continued...
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Urinary Tract Infection Questions, continued

13. Fundal height measured with:        
a) Finger breadths        
b) Tape measure

14. Evaluation of estimated time of delivery
15. Fetal activity and responsiveness to stimulation
16. Fetal heart rate/tones auscultated with:       

a) Fetascope       
b) Doppler

17. Fetal position, presentation, lie, and the volume of amniotic fluid
18. Fetal weight
19. Signs of edema
20. Vaginal discharge or odor
21. Signs of abuse including:      

a) Maternal substance abuse      
b) Emotional/physical/sexual abuse to the mother

G. Evaluates laboratory and medical records from other practitioners
H. Obtains assistance evaluating laboratory and medical records from other 
     practitioners
K. Recognizes and responds to potential prenatal complications by: 

5. Identifying breech presentations 6. Turning breech presentations with: 
a) Alternative positions (tilt boards, exercises),                                                                   
b) non-allopathic methods

7.  Identifying multiple gestation pregnancies
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Well Woman Care
Learning Objectives

Review the following Learning Objectives as an organized beginning to 
your study of this module. As you read the Learning Objectives, note key words 
which will aid you in finding the information in the texts. When you complete the 
module, revisit this list and check for areas that require further investigation.

• Review the Physical Assessment module.
• Review the Prenatal Lab Work and Assessment module.
• Review the Female Sexuality and Fertility & Conception modules. 
• Review the Embryology and Fetal Development module, particularly the 

pregnancy termination section.
• Review the Post Partum Care module, particularly the birth control section.
• Identify the best time during a woman’s monthly cycle to perform a well woman 

exam.
• Understand risks of DES exposure.
• Identify risk factors for cervical, ovarian and breast cancers.
• Identify the recommendations for cervical and breast cancer screening.
• Review vaginal speculum use.
• Learn the PAP smear technique.
• Review manual breast exam and self breast exam.
• Identify methods of emergency contraception.
• Identify methods of contraception and their rates of effectiveness.
• Identify community resources for consultation and referral for birth control, 

pregnancy testing and counseling, emergency contraception and abortion.
• Identify community resources for HIV and Hepatitis testing.
• Review safer sex practices and use of latex barriers.
• Identify when a woman is at risk for STI (sexually transmitted infection.)
• Identify the tests for Bacterial Vaginosis, Trichomonas, Gonorrhea, Chlamydia, 

Herpes and HIV.
• Identify the symptoms of STIs.
• Identify the onset and cycle of menopause.
• Choose an appropriate pregnancy test for use with your well woman clients.
• Practice several well woman care interviews, charting each one.
• Identify volunteer or job opportunities in the county public health services and 

community/women’s clinics in your area.
• Create or adapt a well woman care chart for use in your own practice.
• Determine the regulations in your state regarding midwives providing well woman 

care.
• Demonstrate your well woman care skills.

• Draft practice guidelines for providing well woman care in your own practice.
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Well Woman Care
Study Sources

The following texts are recommended for completion of this module. Use 
them to cross reference and build a more comprehensive understanding. 

Using key words from the Learning Objectives, search the index. Read 
those pages listed, and read the chapter in which they are found. Establish a 
context for the information so that you understand how other topics are related. 
In addition, read the chapter headings in the Table of Contents, and flip through 
each text to familiarize yourself with the content of chapters. As you work through 
Study Group modules, you will eventually read each text in its entirety. 

New View of a Woman’s Body, Gage
Understanding Diagnostic Tests in the Childbearing Year, Frye
Varney’s Midwifery
Contraceptive Technology, Hatcher, Trussell, Stewart and Kowal

Additional Suggested Reading
Healing Choice 

by Candace De Puy, Ph.D and Dana Dovitch, Ph.D.
“This is a book for any woman who feels psychological pain from her 

abortion... this is not a book about judgment, politics, or religion.”
- from the authors’ introduction

Related Topics
Breast Feeding Cesarean and VBAC 
Digestion Diversity Awareness 
Ectopic Pregnancy Embryology and Fetal Development 
Female Sexuality Fertility and Conception 
Grieving Herpes 
Homeopathic Remedies Hypertension 
Liver Nutrition 
Pharmacology for Midwives Physical Assessment
Physical and Sexual Abuse Post Partum Care  
Prenatal Lab Work and Assessment Renal System  
Stillbirth and Miscarriage Substance Abuse
Urinary Tract Infection   
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Well Woman Care Questions

1. Imagine a group of 100 women. All of these women are experiencing 
normal fertility cycles. They are also having consensual, fun, heterosexual 
sex with loving partners. Although each woman states that she doesn’t 
intend to become pregnant, none of them are using contraception. If we 
track them for one year, how many of the 100 will likely conceive during 
that time?

2. How effective is coitus interuptus at preventing pregnancy?

3. How effective is the use of condoms in preventing pregnancy?

4. When is condom use indicated?

5. What barrier products can you recommend to someone concerned 
about latex sensitivity?

6. Is it ok to use baby oil or olive oil as a lubricant with latex condoms?

7. When is the use of spermicidal foam, cream or gel indicated?

8. How do the mortality risks of toxic shock syndrome (TSS) with the use of 
female barrier contraceptives compare to the risks of  pregnancy related 
mortality? 

9. What is the current theory explaining the effectiveness of IUD 
contraception?

10. What is done to provide surgical sterilization for women? For men?

11. Why is it important that women have PAP tests?

12. Why is it important that a woman learn and perform self-breast exams?

13. What do you recommend to a woman who was exposed in utero to DES?

14. How often are PAPs recommended?
         

         Continued...
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Well Woman Care Questions, continued

15. What types of cells cover the cervix and vagina?

16. In the context of cervical cancer, where does abnormal cell growth 
generally occur?

17. What seems to be the main contributing factor in cervical cancer?

18. How does smoking effect a woman’s cervical cancer risk?

19. List the risks currently identified for cervical cancer.

20. How does HIV infection effect cervical cancer risk?

21. What indicates that a woman is at risk for STIs?

22. Do most women who have contracted a sexually transmitted infection 
experience symptoms?

23. Does oral sex expose one to STIs?

24. How do you determine if a client has chlamydia? Gonorrhea?

25. How is Trichomonas typically detected?

26. How might Gardnerella (or bacterial vaginosis) effect the outcome of a 
woman’s pregnancy?

27. What test is routinely done to rule out syphilis?

28. What follow up is necessary if you detect an STI with a client?

29. What are the risks for contracting hepatitis B?

         Continued...
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Well Woman Care Questions, continued

30. Will you attend (as a midwife advocate) gyn follow up appointments with 
your clients, for example, if your client needs a biopsy or colposcopy 
procedure?

31. How will you counsel someone who is unsure about keeping her baby, and 
who may be considering abortion?

32. What is the leading cause of GYN cancer deaths among women?

33. How does oral contraceptive use effect ovarian cancer risk?

34. Does hysterectomy or sterilization remove ovarian cancer risk?

35. What is the frequency of breast cancer?

36. What are the risk factors for breast cancer?

37. How many women diagnosed with breast cancer actually fall into the 
breast cancer risk groups?

38. When is the ideal time in a woman’s cycle to perform a breast exam?

39. What are the recommendations regarding mammograms?

40. How important is contraception during menopause?

41. What is the recommended calcium intake for women during and after 
menopause?

                     Continued...
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Well Woman Care Questions, continued

Essay
1. What are the emergency contraception methods currently available and 

what are the guidelines for their application? How do they provide 
contraception?

2. How effective are emergency contraception methods? 

         
3. Describe menopause and its onset.

4. Discuss the pros and cons of estrogen replacement treatment.

Projects (send completed projects with  the rest of your course work for this module)

1. Create or adapt a well-woman care chart for use in your own practice. 
Include reference to your medical consultation and referral plan for clients 
who need antibiotic treatment or gyn follow up. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

2. Draft practice guidelines for  providing pregnancy testing to well woman 
clients,  through referral or within your own practice. Submit this draft and 
include it later in your Practice Guidelines projects (in the Charting and 
Practice Guidelines Module.)

3. What referral resources will you utilize for a client choosing abortion?

4. Research in your community and identify services for HIV and Hepatitis 
testing . Make a referral list for clients.

5. Interview some friends to find out which condoms are their favorite; 
consider how you could make condom and latex glove samples available 
to clients. 

                    Continued...

______
NMI Study Group Modules, Third Edition                                                                         453



Well Woman Care Questions, continued

Projects ( No course work for these items, just practice.)
1. If you have limited experience with condoms, practice putting one on a 

banana. 

2. The Handshake Game
Here we liken handshaking with unprotected sex. Get together with some 
friends, the more the better. Each person is given a small card; one or two 
of these cards have a blue spot on them. Ask people to mill about the 
room, shaking hands with people as they meet. When people shake hands, 
they also show each other their cards. After a few minutes of this 
handshaking, ask how many people met someone with a blue spot on their 
card.
If the blue spots were STIs, how many people would have risked being 
exposed to an STI?

Skills 
Following are excerpts from the NMI forms for assessment of midwifery skills, 

which include all skills identified and required by NARM. Review the following skills 
and consider how they each relate to the content of this module. If you are 
currently working with a preceptor, take this opportunity to focus on these areas. 
During Supervised Primary Care you will formally evaluate these skills together 
using the NMI form Preceptor Evaluation/Student Self-Assessment of Midwifery 
Skills. 

1. Midwifery Counseling, Education and Communication: 
J. Provides education, counseling and/or referral, where appropriate for: 

7. Sexually transmitted diseases
2. General Health care Skills: 

D. Demonstrates the use of instruments and equipment including: 
19. Speculum
27. Vaginal culture equipment

3. Maternal Health Assessment:
C. Estimates due date based upon:      

1. Date of mother’s last menstrual period
2. Last normal menstrual period
3. Length of cycles
4. Changes in mucus condition or ovulation history

Continued...
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Well Woman Care Questions, continued

5. Postpartum
G. Performs maternal four- to six-week post-partum chech-up assessing for:

1. Post partum subjective history 
2. Lochia 
3. Return of menses 
4. Physical condition by performing an examination including assessment of: 

a) vital signs, 
b) systems function, 
c) breastfeeding, condition of breast and nipples, 
d) muscle prolapse of vagina and rectum (cystocele, rectocele, etc.), 
e) strength of pelvic floor, 
f) condition of uterus, ovaries and cervix, 
g) condition of the vulva, vagina, perineum and anus 

6. Well-Women Care
A. Obtains a client history including:

1. Identifying information/demographics, 
2. Personal history, including religion, occupation, education, marital status, 
    economic status, changes in health or behavior and woman’t evaluation of 
    her health and nutrition, 
3. Potential exposure to environmental toxins, 
4. Medical condition,  
5. Surgical history
6. Reproductive history including: 

a) menstrual history, 
b) gyn history, 
c) sexual history, 
d) childbearing history, 
e) contraceptive practice, 
f) history of STIs, 
g) history of behavior posing risk for STI exposure 

7. Family midical history, 
8. Psychosocial history, 
9. History of abuse, 
10. Mental health history,  
11. Relationship with significant other

Continued...
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Well Woman Care Questions, continued

B. Performs a general physical examination including assessment of:
1. General appearance, 
2. General symptoms, 
3. Skin condition, 
4. Torso, extremeties for bruising, abrasions, moles, unusual growths, 
5. HEENT (head, eyes, ears, nose, throat) including: 

a) hair and scalp, 
b) eyes: pupils, whites, conjunctiva, 
c) thyroid by palpation, 
d) lymph glands of neck, chest and under arms, 
e) mouth, teeth, mucous membranes and tongue, 

6. Weight and height,  
7. vital signs,
8.breast condition by examination, 
9.heart and lungs (auscultate), 
10. Abdomen (palpage and auscultate), 
11. (CVAT) Costovertable Angle Tenderness,  
12. Deep tendon reflexes of the knee, 
13. lower extremeties for varicosities,  
14. extremeties for edema

C. Performs urinalysis 
D. Provides gynecological examination including assessment of:

1. External genitalia
2. The cervix by speculum (observe) 
3. Vulva, vagina,anus, perineum, urethra, clitoris, Bartholin’s and Skeene’s glands 

4. Vaginal discharge: a)odor, b)color, c)consistency, d)amount, e)obtain PAP 
    smear and cultures
E. Provides education and communicates about:

1. Nutrition 
2. Female reproductive anatomy and physiology: a)monthly breast self 
    examination techniques (BSE), b)implications for the nursing mother, 

c)prevention of HIV/AIDS and other STIs, 
d)the practice of Kegel exercises

F. Assesses client's family planning history and needs: counsels/prescribes
G. Provides opportunity for client to discuss problems or concerns
H. Refers client to other health care professionals, services, agencies, or other, as 

     indicated
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