
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 
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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 

______
NMI Study Group Modules, Third Edition                                                                         62



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... 
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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...

______
NMI Study Group Modules, Third Edition                                                                         72



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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