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DEDICATION

To women, the bearers and guardians of life.
We thank and praise those who love, inspire,
teach, and bless while walking this earth,
and also our dear foremothers
who did the same before us
and without whom we would not exist.
May we continue our great journey

in peace and prosperity together.



INTRODUCTION

This manual was first written many years ago by pioneering midwives in the state of New
Mexico. These midwives envisioned a time where the art and science we practice would
become a socially and legally sanctioned profession. Through the formalization of
midwifery practice guidelines, they were able to take a giant step in the direction of that
vision. Although midwifery still has not taken its necessary place within the health care
profession, its practice and accessibility is even more essential to the liberation and
freedom of women, of all peoples. This updated Practice Guidelines could not exist
without the struggles and vision of those midwives.

Through this most recent revision process, the New Mexico Midwives Association and
the State Board of Midwifery decided to take a different approach to the formalization of
guidelines. Based on research into the way similar health care professions create
guidelines, we planned to separate the original book or detailed “guidelines” into two
separate and distinct publications:

1. New Mexico Midwives’ Practice Guidelines: a concise list of the legal parameters
within which licensed midwives practice; and

2. Resource Guide for New Mexico Midwives: a detailed description of avenues for
practice for midwives on a wide variety of topics. This Resource Guide is created
to enable the midwife to have a handbook of suggestions for the management of
both normal issues and complications as they arise in the course of care.

Due to legislation the division of Guidelines and Resource Guide cannot take effect at
this time. For midwives of New Mexico to practice by current midwifery model of care
this updated manual will serve as current guidelines of practice as of June 2008 until the
above is completed by the state.

The Practice Guidelines for New Mexico Midwives includes six practice sections: well
woman care, prenatal care, labor and birth care, birth of the placenta, postpartum care for
mother, and newborn care. In addition, this book opens with a general information
section in which issues of midwifery practice are explained.

It is to be expected that there will be overlapping topics among these sections. We have
tried to place overlapping guidelines in the section where the situation may first occur.
For example, placenta previa may first be diagnosed prenatally; therefore it appears in the
prenatal section. All sexually transmitted infections are in the well woman section.
Where treatment differs for pregnant women, this is noted. The phrase “natural
therapies” is used throughout the Practice Guidelines. These therapies are not detailed as
each midwife has many alternative health care modalities she uses (e.g. herbs, oils,
homeopathic, emotional and spiritual)



We have tried to represent the art and science of midwifery in this Practice Guidelines. It
reflects a philosophy that allows for the personalization of care and creativity of each
midwife. We have also tried to represent the way midwives actually practice, as this
Resource Guide encompasses our commitment to our clients and ourselves.

The continued creation of this Practice Guidelines has been a wonderful group endeavor
which helped us discover and record our own abundance of wisdom and knowledge.

May this Resource Guide serve as a rich resource for the holistic care we provide women
and families.



PROCESS FOR REVISION

In order to continue to well serve women and families, this Practice Guidelines will need
to be reviewed, updated, and periodically revised. We would like to ask for your input in
this arduous task. So, when you are reading, using, or otherwise browsing through this
great book, please take the time to jot down any ideas you may have on corrections,
deletions or additions. Any grammatical errors may be brought to the immediate attention
of the committee, as they may be changed without process. Any other, more detailed
changes, however, need to be forwarded to the Practice Guidelines Revision Committee
of the

New Mexico Midwives Association.

P.O. Box 40647

Albuquerque, NM 87196
All your suggestions will be taken under advisement as submitted at the annual meeting
of the committee.

Thank you
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GENERAL
INFORMATION



MIDWIFERY SCOPE OF PRACTICE

Licensed Midwifery care occurs independently within the healthcare system of the
community, using appropriate resources for referrals to meet psychosocial, medical,
economic, cultural, or family needs. Midwives may provide care for women of all ages.
We offer holistic care that encompasses the needs of the well woman including the
specific needs of the adolescent, pregnant, intrapartum, postpartum, peri- and post-
menopausal woman. More specifically, the midwife’s care includes

A. ANTEPARTUM, INTRAPARTUM AND POSTPARTUM CARE

1. Elicit an accurate medical history, identifying risk factors

2. Perform appropriate physical examinations

3. Perform routine antepartum laboratory work and order ultrasound as
needed

4. Perform complete pelvic examinations, including bimanual and speculum
examination, collection of laboratory, specimens and clinical pelvimetry
as indicated

5. Diagnose minor conditions, such as uncomplicated upper respiratory
infection (URI); asymptomatic bacteriuria or cystitis, and treat and/or
consult

6. Identify abnormal conditions and consult with physician

7. Provide individual and group counseling and teaching
8. Provide education for clients such as nutrition, childbirth, informed
consent, newborn feeding, parenting skills and child development
9. Manage the normal labor, birth and postpartum
a. Evaluate labor
b. Confirm rupture of membranes
C. Perform pelvic and cervical examinations
d. Assess the status of the woman/fetus during labor
e. Perform amniotomy when needed
f. Catheterize when needed
g. Initiate intravenous therapy as needed
h. Administer local anesthesia as needed
I. Perform and repair laceration and/or episiotomy as needed
J. Facilitate birth of infant and placenta
k. Administer anti-hemorrhagic medications as needed
l. Utilize natural therapies as needed
m. Facilitate family participation and bonding
n. Give woman and family postpartum instructions
0. Provide routine follow up of mother and newborn during the
postpartum period
p. Manage common problems of the immediate postpartum period

Practice Guidelines for NM Midwives — June 2008



10.
11.
12.
13.
14.
15.

16.

Manage any complications of childbirth and transfer as needed

Support breastfeeding and its common problems

Perform final examination at completion of postpartum period

Provide family planning and sexual counseling

Provide community resources and referrals

In special situations, the midwife may manage, in collaboration with the
appropriate care providers, care of woman who develop complications
which is appropriate to the skills and knowledge of the particular midwife
Consult and refer as appropriate to other health care professionals

B. PEDIATRIC CARE

1.

N

Manage care of the normal newborn

a. Provide routine follow-up for the newborn
b. Obtain an accurate history of the labor and birth
C. Perform physical assessment, including gestational age assessment

of the healthy newborn

Identify deviations from normal in the newborn

Obtain labs as needed

Offer routine prophylaxis for the newborn's eyes

Offer anti-hemorrhagic prophylaxis for the newborn
Offer Newborn Metabolic and refer for Hearing Screening
File a birth certificate, request for social security number, and
paternity statement as needed with the State

Manage emergency resuscitation

Provide guidance and counseling to parents regarding

issues such as early childcare, feeding, safety, etc.

Midwives will recommend consultation with a family physician,
pediatrician, or other health care provider

—SQ oo

C. WELL WOMAN CARE

1.
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Provide periodic gynecologic exams, including

a. Perform physical exam, history and obtain appropriate lab work

b. Perform breast examinations, including instructions for self-
examination by the client

C. Perform pelvic examinations and collect appropriate laboratory
specimen. Diagnose and treat common gynecological problems

d. Educate and counsel on family planning issues and unexpected
pregnancy

e. Fit and dispense birth control options as trained

f. Consult or refer for abnormal conditions as needed

g Develop a comprehensive plan of care on issues such as nutrition,

exercise, family violence, relaxation, emotional and spiritual health
h. Implement treatment for women and for other family members or
sexual partners as appropriate
i. Provide needed counseling/and or teaching
Consult and refer as necessary to other health care professionals



CLIENT AND MIDWIFE RIGHTS AND RESPONSIBILITIES

Midwives and their clients share in both the joys and the responsibility of pregnancy,
birth and postpartum and well woman care. A birth at home or in a birth center setting
requires a high level of self awareness, respect, and responsibility on the part of the
mother, her family and/or support system, and the midwife. Clients and midwives also
have rights in the health care system.

l. CLIENT RIGHTS: An ethical midwife will respect the personal rights of her
clients, including

A
B.

nmmo o

@

-

The right to be treated with respect, dignity and without prejudice

The right to informed consent concerning her care and to have access to
relevant information upon which to base decisions

The right to freedom from coercion in decision making

The right to accept or decline treatment

The right to full disclosure of the costs of her care

The right to know who will participate in her care and to obtain additional
consultation of her choice

The right not to be abandoned, neglected, or discharged from care without
an opportunity to find other care, or appropriate closure

The right to absolute privacy except where this right is preempted by law
The right to timely access of her midwifery records

. MIDWIFE RIGHTS: A midwife recognizes the importance of respect for her
own rights as care provider, including

A.

B.
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The right to refuse care to clients with whom no midwife/client
relationship has been established

The right to discharge clients from her care, provided adequate referral to
other care is established

The right to receive honest, relevant information from clients upon which
to base care

The right to receive reasonable compensation for services rendered



I1l.  CLIENT RESPONSIBILITY: A thorough commitment from the client and her
family is necessary to ensure the safety and well-being of mother and baby. Most
parents seeking a birth at home or in a birth center accept responsibility for their
health, sharing information about changes and matters that may affect their
pregnancy and birth. Maintaining communication is important in response to the
particular needs a client may have during this special time of life. A client will:

A.

B.

nm

o

Care for her physical, emotional and spiritual health to the best of her
ability.

Make a commitment to learn about her body, the changes that occur
during pregnancy, the birth process, the postpartum period, and throughout
her life cycle.

Work with the midwife to change or improve nutrition, health, and
environment as needed.

Consider additional screening/tests or other health care provider visits as
needed.

Communicate any concerns or changes that affect any aspect of her care.
Respect appointment schedule, changing times only when necessary and
with suitable notification.

Discuss, sign and abide by a financial agreement.

Agree to a transport or transfer of care, if necessary, after all aspects are
considered and discussed.

IV.  MIDWIFE RESPONSIBILITY: A midwife recognizes certain responsibilities

including

A. To serve as the guardian of normal birth

B. To honor confidentiality of information and details of the client's
condition

C. To provide complete, accurate and relevant information to the client (and
obtain a signed consent) so she can make informed choices regarding her
health care

D. To remain responsible for the client when referring to another health care
provider, until she is either discharged or formally transferred

E. To develop and utilize a safe and efficient mechanism for consultation,
collaboration and referral

F. To continue professional development through ongoing evaluation of
knowledge and skills and continuing education, including study of
subjects relevant to midwifery practice

G. To know and comply with all legal requirements related to midwifery
practice within the state of New Mexico

H. To maintain accountability for all midwifery care delivered under her

supervision. Assignment and delegation of duties to other midwives or
apprentices should be equal to their educational preparation and
demonstrated proficiency

To accurately document the client's history, condition, physical progress
and other vital information obtained during client care
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J. To file quarterly reports with the Maternal Child Health Office of the

Department of Health

To participate in Peer Review as a reviewer and/or a reviewee

To be informed about and to implement safety and infection control

methods for the protection of mothers, babies and their families as well as

of the midwife, her family, other clients and staff

M. To obtain a signed authorization to release midwifery and medical records
for the purpose of insurance reimbursement, medical consultation or
referral, or for the woman's own records

A
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STATEMENT OF PHILOSOPHY

The Midwives Model of Care is based on the fact that pregnancy and birth are normal life
processes.

The Midwives Model of Care includes:

monitoring the physical, psychological, and social well-being of the mother
throughout the childbearing cycle;

providing the mother with individualized education, counseling, and prenatal care,
continuous assistance during labor and birth, and postpartum support;

minimizing technological interventions; and

identifying and referring women who require obstetrical attention.

(adapted from the Midwifery Task Force, 1996)

As midwives, we believe the practice of midwifery to be distinct from the practice of
medicine. We base our profession on a model of care which believes:

1.

2.

o o
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Each woman is unique and her care should be tailored to meet her individual
needs.

Attending to a woman's emotional and spiritual needs is as important as
providing adequate medical care.

Midwives are trained by other midwives, whether that training takes place in
schools or through apprenticeships.

Midwives maintain a professional attitude and practice which promotes
collegial and respectful relationships among all health care providers.

The relationship between midwife and client is collaborative.

Midwives support the inter-relationship of midwifery and communities.
Midwives promote the awareness of the connection between health of women,
babies, and families; the environment; and the world communities.



MANA STATEMENT OF VALUES AND ETHICS

We, as midwives, have a responsibility to educate ourselves and others regarding our
values and ethics and reflect them in our practices. Our exploration of ethical midwifery
is a critical reflection or moral issues as they pertain to maternal/child health on every
level. This statement is intended to provide guidance for professional conduct in the
practice of midwifery, as well as for MANA's policy making, thereby promoting quality
care for childbearing families. MANA recognizes this document as an open, ongoing
articulation of our evolution regarding values and ethics.

First, we recognize that values often go unstated and yet our ethics (how we act), proceed
directly from a foundation of values. Since what we hold precious, that is, what we value,
infuses and informs our ethical decisions and actions, the Midwives' Alliance of North
America wished explicitly to affirm our values as follows:*

l. Woman as an Individual with Unique Value and Worth:

A. We value women and their creative, life-affirming and life-giving powers
which find expressions in a diversity of ways

B. We value a woman's right to make choices regarding all aspects of her
life.

. Mother and Baby as Whole:

A We value the openness of the pregnant woman and her unborn child — an
inseparable and interdependent whole.

B. We value the birth experience as a right of passage: the sentient and
sensitive nature of the newborn; and the right of each baby to be born in a
caring and loving manner without separation from mother and family.

C. We value the integrity of a woman’s body to be totally supported in their
efforts to achieve a natural, spontaneous vaginal birth.
D. We value the breastfeeding relationship as the ideal way of nourishing and

nurturing the newborn.

I11. The Nature of Birth:

A. We value the essential mystery of birth.?

B. We value pregnancy and birth as natural processes that technology will
never supplant.®

C. We value the integrity of life's experiences; the physical, emotional,
mental, psychological and spiritual components of a process are
inseparable.

D. We value pregnancy and birth as personal, intimate, internal,* sexual and

social events to be shared in the environment and with the attendants a
woman chooses.

We value the learning experiences of life and birth.

We value pregnancy and birth as processes which have lifelong impact on
a woman's self esteem, her health, her ability to nurture, and her personal
growth.

nm
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IV.  The Art of Midwifery:

A.

B.
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We value our right to practice the art of midwifery. We value our work as
an ancient vocation of women which has existed as long as humans have
lived on earth.

We value expertise which incorporates academic knowledge, clinical skill,
intuitive judgment and spiritual awareness. °

We value all forms of midwifery education and acknowledge the ongoing
wisdom of apprenticeship as the original model for training midwives.
We value the all of nurturing the intrinsic normalcy of birth and recognize
that each woman and baby has parameters of well-being unique unto
themselves.

We value the empowerment of women in all aspects of life and
particularly as that strength is realized during pregnancy, birth and
thereafter. We value the art of encouraging the open expression of that
strength so women can birth unhindered and confident in their abilities
and in our support

We value skills which support a complicated pregnancy or birth to

move toward a sate of greater well-being or to be brought to the most
healing conclusion possible. We value the art of letting go. ®

We value the acceptance of death as a possible outcome of birth. We value
our focus as supporting life rather than avoiding death.’

We value standing for what we believe in the face of social and political
oppression.

Woman as Mother:
A.

We value a mother's intuitive knowledge of herself and her baby before,
during and after birth.?

We value a woman's innate ability to nurture her pregnancy and birth her
baby; the power and beauty of her body as it grows and the awesome
strength summoned in labor.

We value the mother as the only direct care provider for her unborn child.’
We value supporting women in a non-judgmental way, whatever their
state of physical, emotional, social or spiritual health. We value the
broadening of available resources whenever possible so that the desired
goals of health, happiness and personal growth are realized according to
their needs and perceptions.

We value the right of each woman to choose a care giver appropriate to
her needs and compatible with her belief systems.

We value pregnancy and birth as rites of passage integral to a woman's
evolution into mothering.

We value the potential of partners, family and community to support
women in all aspects of birth and mothering.'



VI.  The Nature of Relationship:

A. We value relationship. The quality, integrity, equality and uniqueness of
our interactions inform - and critique our choices and decisions.

B. We value honesty in relationship.

C. We value caring for women to the best of our ability without prejudice

against their age, race, religion, culture, sexual orientation, physical
abilities, or socioeconomic background.

D. We value the concept of personal responsibility and the right of
individuals to make choices regarding what they deem best for
themselves. We value the right to true informed choice, not merely
informed consent to what we think is best.

E. We value our relationship to a process larger than ourselves, recognizing

that birth is something we can seek to learn from and know, but never

control.

We value humility in our work.

We value the recognition of our own limits and limitations.

We value direct access to information readily understood by all.

We value sharing information and our understanding about birth

experiences, skills, and knowledge.

We value the midwifery community as a support system and an essential

place of learning and sisterhood.

K. We value diversity among midwives; recognizing that it broadens our
collective resources and challenges us to work for greater understanding of
birth and each other.

L. We value mutual trust and respect, which grows from a realization of all
of the above. Making decisions and acting ethically: These values reflect
our feelings regarding how we frame midwifery in our hearts and minds

—Iom

(&)

However, due to the broad range of geographic, religious, cultural, political, educational,
and personal backgrounds among our membership, how we act based on these values will
be very individual. Acting ethically is a complex merging of our values and these
background influences combined with the relationship we have to others who may be
involved in the process taking place. We call upon all these resources when deciding how
to respond in the moment to each situation.

We acknowledge the limitations of ethical codes which present a list of rules which must
be followed, recognizing that such a code may interfere with, rather than enhance our
ability to make choices. To apply such rules we must have moral integrity, an ability to
make judgments, and we must have adequate information; with all of these an appeal to a
code becomes superfluous. Furthermore, when we set up rigid ethical codes we may
begin to cease considering the transformations we go through as a result of our choices as
well as negate our wish to foster truly diversified practice. Rules are not something we
can appeal to when all else fails. However, this is the illusion fostered by traditional
codes of ethics. ** MANA's support of individual's moral integrity grows out of an
understanding that there cannot possibly be one right answer for all situations.
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We acknowledge the following basic concepts and believe that ethical judgments can be
made with these thoughts in mind:

Moral agency and integrity are born within the heart of each individual. Judgments are
fundamentally based on awareness and understanding of ourselves and others and are
primarily derived from ones' own sense of moral integrity with reference to clearly
articulated values. Becoming aware and increasing our understanding are ongoing
processes facilitated by our efforts at personal growth on every level. The wisdom gained
by this process cannot be taught or dictated but one can learn to realize, experience and
evaluate it. The choices one can or will actually make may be limited by the oppressive
nature of the medical, legal or cultural framework in which we live. The more our values
conflict with those of the dominant culture, the more risky it becomes to act truly in
accord with our values. The pregnant women and midwife are both individual moral
agents unique unto themselves, having independent value and worth.

We support both midwives and the women and families we serve to follow and make
known the dictates of our own conscience as our relationship begins, evolves and
especially when decisions must be made which impact us or the care being provided. It is
up to us to work out a mutually satisfactory relationship when and if that is possible.

It is useful to understand the two basic theories upon which moral judgments and
decision making processes are based. These processes become particularly important
when one considers that in our profession, a given woman's rights may not be absolute in
all cases, or that in certain situations the woman may not be considered autonomous or
competent to make her own decision.

One of the main theories of ethics states that one should look to the consequences of the
act (ie. the outcome) and not the act itself to determine if it is appropriate care. This point
of view looks for the greatest good for the greatest number. The other primary ethical
theory states that one should look to the act itself (e.g. type of care provided) and if it is
right, then this could override the net outcome. This is a more process oriented, feminist
perspective. Midwives weave these two perspectives in the process of making decisions
in their practice. Since the outcome of pregnancy is ultimately an unknown and is always
unknowable, it is inevitable that in certain circumstances our best decisions in the
moment will lead to consequences we could not foresee.

In summary, acting ethically is facilitated by:

o Carefully defining our values.

« Weighing the values in consideration with those of the community of midwives,
families, and culture in which we find ourselves.

e Acting in accord with our values to the best of our ability as the situation
demands.

« Engaging in on-going self-examination and evaluation.

There are both individual and social implications to any decision making process. The

actual roles and oppressive aspects of a society are never exact, and therefore conflicts
may arise, and we must weigh which choices or obligations take precedence over others.
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There are inevitably times when resolution does not occur and we cannot make peace
with any course of action or may feel conflicted about a choice already made. The
community of women, both midwives and those we serve, will provide a fruitful resource
for continued moral support and guidance.

Notes:

1. The membership largely agrees with the values that follow. However, some may word
them differently or may leave out a few. This document is written to prompt personal
reflection and clarification not to represent Absolute opinions.

2. Mystery is defined as something that has not or cannot be explained or understood; the
quality or state of being incomprehensible or inexplicable; a tenet which cannot be
understood in terms of human reason.

3. Supplant means to supersede by force or cunning; to take the place of.

4. In this context internal refers to the fact that birth happens within the body and psyche
of the woman. Ultimately she and only she can give birth.

5. An expert is one whose knowledge and skill is specialized and profound, especially as
the result of practical experience.

6. This addresses our desire for an uncomplicated birth whenever possible and recognizes
that there are times when it is not possible. For example, due to problems with the birth, a
woman may be least traumatized to have a surgical delivery. If a spontaneous vaginal
birth is not possible, then we let go of that goal in order to achieve the possibility of a
healthy mother and baby. Likewise, the situation where parents choose to allow a very ill,
premature or deformed infant to die in their arms rather than being subjected to multiple
surgeries, separations and ICU stays. This too, is a letting go of the normal for the most
healing choice possible within the framework of the parent's ethics given the
circumstances. What is most healing will, of course, vary from individual to individual.
7. We place the emphasis of our care on supporting life (preventive measures, good
nutrition, emotional health, etc.) and not pathology, diagnosis, treatment of problems, and
heroic solutions in an attempt to preserve life at any cost of quality.

8. This addresses the medical model's tendency to ignore a woman's sense of well-being
or danger in many aspects of health care, but particularly in regard to her pregnancy.

9. This acknowledges that the thrust, of our care centers on the mother, her health, her
well-being, her nutrition, her habits, her emotional balance and, in turn, the baby benefits.
This view is diametrically opposed to the medical model which often attempts to care for
the fetus/baby while dismissing or even excluding the mother.

10. While partners, other family members, and a woman's larger community can and
often do provide her with vital support, in using the word potential we wish to
acknowledge that many women find themselves pregnant and mothering in abusive or
otherwise unsafe environments.

11. Hoagland, Sarah, paraphrased from her book, "Lesbian Ethics."
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CLIENT EDUCATION

Education is an essential part of midwifery practice. The midwife is a supportive teacher
and guide. She promotes understanding of physical, emotional, and social changes
brought about by pregnancy and parenting as well as throughout the cycles of a woman's
life. The midwife encourages her client's involvement in her own health care.

Education during pregnancy and well woman care are based on models of self-care
including natural therapies. Education may include explanation of changes and needs
related to pregnancy and childbirth, anticipatory guidance, short-term counseling, crisis
intervention, and referral to other services. Women and their families who take
responsibility for their part in improving pregnancies, births, and well women cycles
participate in a process that supports truly preventive health care.

It is impossible to write exhaustive plans of client education because real learning
requires that each client be assessed individually for her educational needs. Tailoring
education to client interests and needs follows the principles of personalized midwifery
care. Certainly, education will evolve as new information along with continued
experience becomes available to midwives.

The following components should be part of clients' education in their care:

1. Nutrition: prenatal, during lactation, and well woman

2. Exercise and activity

3. Sexuality during pregnancy and early postpartum, well woman and
peri/post-menopausal

4. Fertility counseling/Family planning/contraception

5. Options for unplanned pregnancy

6. Drugs/smoking/alcohol/work-place environmental hazards during
pregnancy or well woman

7. Family relationships/dysfunction/violence

8. Child development and family integration

9. Routine well woman schedule

10. Well woman testing

11. Prenatal visit schedule

12. Maternal changes and common experiences/discomforts

13. Fetal development

14, Routine and special prenatal and newborn testing

15. Normal labor, birth and postpartum, newborn

16. Preparation for giving birth in the selected birth site, including sibling
preparation and comfort measures

17. Essentials of newborn care

18. Danger signs of pregnancy, birth, and newborn

19.  Complications of pregnancy, labor, birth, postpartum, and newborn
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20. Emergency plans
21. Breastfeeding and bonding
22. Loss and grief

Practice Guidelines for NM Midwives — June 2008
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MEDIATION

In any relationship, disagreements may arise. If unresolved, disagreements can

become problematic for individuals, professionals, clients and the community. Disputes
may arise between individual midwives, between midwives and clients, between
midwives and student midwives, and between committees and groups. These issues and
concerns can ultimately harm not only the individuals involved but the whole of the
midwifery and birth communities. Mediation is a mature, healthful, and positive way of
dealing with disputes. This process is created for building integrity, self development
and confidence, and a strong midwifery community. The process is one of growth and
reclamation of power and mutual resolution, not reprimanding or punitive.

l. If disagreement or dispute occurs, individuals must attempt to deal with
those concerns with each party involved.

Il. Put efforts to resolve concerns and responses by other parties in writing.

I1. If all parties are unwilling or unable to resolve issues, consider a
confidential mediation process. The process can help develop a better
understanding of issues and relationships in a neutral setting (see
mediation process below).

MEDIATION PROCESS

Mediation is a voluntary, confidential method of working through concerns or
issues of two or more parties with an outside, uninvolved, third party. It involves
listening to and striving to understand each others concerns. This is essentially
done with cooperation, trust, and a collaborative decision making process. The
purpose of this process is to work constructively to:

A Improve situations

B. Create better working relationships

C. Resolve differences

D. Resolve legal issues, breech of contracts, wrong doings, etc.

Failure in this process can be due to being locked in adversarial positions, or
negative and abusive patterns. Completion of mediation may be completed in one
meeting, but may require up to 2 to 4 meetings.

A mediator is a facilitator, not an advocate or counselor. They will assist in

negotiating changes or resolutions that are mutually acceptable. A mediator can

be chosen in two ways:

A. Another midwife, association or community member trained for this
purpose (not personally involved with negotiating parties).

B. A paid professional mediator
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1. Steps to initiate mediation:
A. One or both parties approach mediator via phone, letter, or in person
B. Mediator will approach second party via phone, letter, or in person to
explain mediation concerns and request voluntary participation

1.

2.

If one party is in disagreement with a mediation process, then
mediator will do all possible to elicit voluntary participation

If second party will not agree to voluntary participation, mediation
is not an option.

a. Redefine severity of issues
b. Determine importance of resolving issues
C. If still feel resolution is necessary, see section below “if

agreements unsuccessful.”

3. Initial interview set up
4. Voluntary participation by all parties confirmed
5. Mediation process explained to all parties
IV.  Mediation Process
A. Come together in joint session with all parties
1. Introductions
2 Mediation process reviewed
3. Ground rules explained
4. All parties agree to participate
5 Define the issues:
a. Each party makes opening remarks about how each
perceives the issues
b. Each party describes the situation from her point of view
C. Mediator helps involved persons identify all issues they
need to resolve in order to improve and/or clarify areas of
differences
B. Processing the issues
1. Each party has a private session with mediator
2. Mediator helps each party clarify and simplify individual needs
3. Mediator attempts to clarify understanding of other party’s feelings
and point of view
4, Mediator helps create a clearer understanding of the similarities
and differences in their views, and concerns which will be helpful
for resolution and/or positive changes
5. Identify possible alternatives to resolve the issues
C. Resolving the issues
1. In a joint session, each party presents suggestions for solutions to
issues.
a. Prioritize issues, e.g. most urgent to least urgent; easiest to
most difficult
b. Summarize issues and negotiations
2. Explore areas of compromise
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3. Make decisions about specific points in agreement, duties,

obligations, and expectations
D. Making an agreement

1. Restate verbally all points of agreement

2. Put into writing agreement in detail

3. All parties, including mediator sign agreement, each receive copies

4 Verbal acknowledgement of agreements may be acceptable to all
parties for simple issues

5. Schedule future review if indicated

6. Congratulate all parties on their participation and work
accomplished

E. Agreements unacceptable or unsuccessful

1. Consider another mode of resolution:
a. Professional mediation
b. Co-mediation
C. Counseling
d. Bringing issues to NMMA
e. Bringing issues to State Midwifery Board

2. Do nothing else

3. Consider legal options
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SAFETY AND INFECTION CONTROL

OSHA, the Occupational Safety and Health Administration, publishes rules and
guidelines which, if followed, will assist in maintaining safety in the work environment
and protection from blood-borne pathogens and toxic chemicals. Midwives in New
Mexico are required to comply with these standards. Rule, Section 1910.1030 of the
Federal Register, see www.osha.gov/SLTC/bloodbornepathogens

Individual requirements include

l. A written exposure control plan: including but not limited to:

A Exposure determination
B. Methods of implementation such as:
1. Standard precautions
a. Hand-washing and clean—up facilities
b. Clean-up activities
C. Engineering control equipment
d. Personal protective equipment
e. Appropriate transportation and handling of blood,
hazardous waste and infectious wastes
f. Labeling
2. Training

3. Record keeping

Il. Fire safety in a birth center or midwives’ office to include but not limited to:
A Fire extinguishers
B. Minimum of two exits
C. Plan of building and exit routes labeled
D Written plan in case of fire
E Practice fire drills

Il. Disaster Plan (may adopt your community's disaster plan)

IV.  Automobile Safety

A. Pregnant women should wear their seat belts. The lap belt is placed below
the enlarged abdomen and the shoulder harness should be worn.
B. Infants should always be transported in a car seat, placed on the back seat,

rearward facing, up to 20 pounds.

V. Client rights and responsibilities, including but not limited to:
A. Confidentiality of client records and Informed consent
1. Keep records in office in locked, fire-proof file cabinet
2. Obtain release for chart
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SEXUALLY TRANSMITTED INFECTIONS PREVENTION
GUIDELINES

Prevention and control of sexually transmitted infections (STI) is based on four concepts:

1. Education on means of reducing risk of transmission

2. Detection of asymptomatic individuals and those who are symptomatic but
unlikely to seek treatment services

3. Effective diagnosis and treatment

4. Evaluation, treatment and counseling of sex partners

Midwives as health care providers have a role in the prevention of STIs. In addition to
interrupting transmission by treating (or referring for treatment) those with STls,
midwives should provide client education and counseling and may participate in
identifying, treating and/or referring infected partners. Public Health authorities should
be notified as appropriate, reporting as required per the New Mexico Department of
Health Regulations Governing the Control of Disease and Conditions of Public Health
Significance. (NMAC 7.4.3) (See attached list of reportable infections in the State of
New Mexico)

Effective evaluation of a client's risk of STIs requires that accurate and complete
information be elicited from the client. When risks have been identified, then appropriate
prevention messages can be delivered. Counseling skills of respect, compassion, and a
non-judgmental attitude are essential to the effective delivery of prevention information.
Prevention messages should be tailored to the patient, with consideration given to her
individual needs and risks.
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TRANSFER or DISCONTINUATION OF CARE BY THE MIDWIFE

For the midwife, the primary goal in any birth is to have a healthy, safe outcome. This is
true whether her practice setting is at home, in a birth center, or in a hospital. There are
times when the out-of-hospital setting is no longer safe or desirable and transfer of care is
appropriate. These times can occur during the antepartum, intrapartum, postpartum, or
interconception. Reasons for transfer can be psychosocial or physiological. In any event,
it is the legal and ethical obligation of the midwife to transfer or discontinue care in a
sensitive, respectful, and efficient manner.

"Risking a client out"” is not an easy task. When transfer of care occurs, every effort must
be made to assist the woman in locating a suitable health care provider. Upon consent,
all pertinent records should be given to the woman or to the new provider in a timely
manner to facilitate and promote continuous care. If the transfer occurs intrapartally, the
midwife should accompany the client to the hospital and remain with her until the case is
transferred or resolved, as appropriate. The New Mexico Midwifery Practice Guidelines
provides a detailed list of when transfer of care and consultation for care should occur.

On occasion, it is also necessary to discontinue a client/midwife relationship for other
pertinent reasons. Some indications from the client are:

Irresponsibility, unwillingness to change habits

Lack of compliance within necessary time frame

Dishonesty, intentional breach of contract

Unstable or dangerous home environment

Immaturity, questionable emotional status

Refusal to agree to necessary specified testing, emergency medical care or

transport

7. Unresolved conflicts or personality differences between client and
midwife

8. Not honoring financial contract/commitment

SourwdE

The midwife is not ethically, morally or legally bound to keep a client if it is not in the
best interest of both parties. This is a difficult decision to make and should be done with
integrity.

In the event of discontinuation or transfer of care:

1. Set a date.

2. Notify the client in person if possible and/or send notification by certified
mail.

3. Document in chart.

4. Give referrals to other care providers.
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5. Upon written consent, a copy of the chart is mailed or given to the woman
or the new health care provider, in a timely manner.

6. Client makes payment to date for services rendered. Refer to financial
contract between client and midwife and reimburse client if applicable.

Midwifery care is known as "the extra mile" care. Time and effort spent with a client is
meant to support the client’s awareness of herself as a woman and/or mother. It is
difficult to let go of a relationship. However, a midwife must remember that the purpose
of these boundaries is for the safety and protection of all involved.
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WELL WOMAN CARE SCHEDULE

Midwives are able to independently assume responsibility for the care of the woman
seeking gynecological and well woman care.

l. INITIAL EVALUATION
A. History taking
1. Family history
Cardiac disease and hypertension
Diabetes
Cancers - breast, colon, etc.
Thyroid abnormalities
Alcohol and drug use
Mental illness
Congenital abnormalities
. History of twins
ifestyle history
Smoking
Alcohol and drug use
Diet and or eating disorders
Exercise, sleep patterns, stress management
Support systems
Family violence, sexual assault
Work
enstrual history
Age at menarche
Frequency, duration, amount, character
Dysmenorrhea
Dysfunctional uterine bleeding
Toxic shock syndrome
PMS
. Perimenopausal symptoms
eneral health
Acute
Chronic
exual history
Nature
Frequency
Satisfaction
Problems
Bleeding and pain
Number of partners currently, over lifetime
Risk for STI
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6. Contraceptive history

a. Present method
I. Type
ii. Satisfaction
iii. Side effects
iv. Consistency of use
V. Length of time used
b. Previous methods
I. Types
ii. Duration of use for each
iii. Side effects
iv. Reasons for discontinuing
V. Compliance

7. Obstetric history

a. Blood type

b. Gravida and parity
C. Date of all births
d

Obstetrical problems during previous pregnancies, births,

and postpartum
Spontaneous or induced abortions
ynecologlc history
Infertility
Infections
DES exposure
STls
PID
Cysts
Endometriosis
Pelvic relaxation
i. Cystocele
ii. Rectocele
iii. Uterine prolapse
Vaginal integrity
Polyps
Breast masses
Breast exam frequency
Myomas
Abnormal cervical cancer screening and treatment
Surgery
Cancer/biopsies
|story of current complaint, if present
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B. Physical Examination as Indicated

1
2
3.
4.
5
L
1

4.
5.
6.

Complete physical exam for risk screening
Review of systems

Breast examination

Pelvic examination

Rectal exam

aboratory Work as Indicated

Collection of blood for relevant tests, such as

a. CBC

b Type and Rh, antibody screen

c Hepatitis B and C

d HIV

e Thyroid, FSH, or other hormonal levels

f. Cholesterol

Collection of gynecological specimens, such as:

a. Cervical Cancer Screening (Pap, Thin Prep)
b. Gonorrhea

C. Chlamydia

d. Viral and bacterial cultures

Collection of other appropriate specimens, including those needed
from partners or family members, such as:

a. Throat

b. Urine

Collection of specimens for microscopic examination
Pregnancy testing

TB skin testing

1. ASSESSMENT
A. Data interpretation and problem identification

1.

Rule out presence of current gynecological disorders
Tumors/masses of the reproductive system
Lesions of the reproductive system
Infestations

Fistulas

Uterine anomalies

Pelvic relaxation

Vaginal foreign body

Polyps/cysts

Other disorders

Gynecologic infections, such as:

i. Candida

ii. Chlamydia

iii. Trichomoniasis

(\2 Syphilis

V. HPV

Vi. Herpes
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vii.  Gonorrhea
viii.  Bacterial vaginosis
IX. Group B strep

2. Rule out presence of other infectious disease processes:
a. UTI
b. TB
C. HIV
d. Upper respiratory infections
e. Other viral and/or bacterial infections
3. Anticipate potential problems which may be precipitated by
present problems
4. Determine need for consult/referral
5. Evaluate need for immediate intervention, consultation, or referral
Il. MANAGEMENT
A. Develop comprehensive plan of care
1. Teach and counsel for health enhancement, such as:
a. Nutrition and exercise
b. Gynecologic disorders
C. Breast health/monthly exam
d. Contraception
e. Conception
f. Decision—making about unplanned and/or unwanted
pregnancy
g. Psychosocial issues
h. Current condition and plan of care
i. Natural therapies
J. Conditions relative to general health
2. Provide referrals to community, social services and
other practitioners
B. Implement plan of care
1. Follow through with protocols for treatment of current condition
2. Use natural treatment as indicated
3. Schedule follow-up to re-evaluate condition, treatment, and need

for referral at appropriate intervals.
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WELL WOMAN CARE
INTERCONCEPTIONAL AND POSTPARTUM

DEFINITION
Care for the interconceptional woman, from 6 weeks to 18 months postpartum

SPECIAL NEEDS

May be trying to reintegrate into the work force

May have increased nutritional needs due to breastfeeding
May be making psychosocial adjustments to new roles
May be having trouble obtaining enough rest and exercise
May be having trouble making sexual readjustment

May be seeking contraceptive education/products

TmMmooOw>

MANAGEMENT

A Counseling

B. Teaching

C. Appropriate referrals

OTHER NEEDS: See "Well Woman Care Schedule"
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ADNEXAL MASS

l. DEFINITION
A pathological
cyst, ectopic pr

enlargement, such as a follicular cyst, dermoid
egnancy, abscess, endometriomas, polycystic ovaries, benign or

malignant tumor.

1. SIGNS & SYMPTOMS

Unilateral pelv
back pain, pain

ic pain, swelling, heaviness, bloating, low
with intercourse, defecation, or menstruation. Mass may be

tender or non-tender.

A If torsion or rupture:
1. Signs and symptoms of shock
2. Acute, severe abdominal pain, may be intermittent
B. Bimanual Exam:
1. Palpation of adnexal mass or enlargement, usually unilateral
2. Possibly tender to palpation
C. Lab:
1. Negative pregnancy test
2. Ultrasound if needed

V. MANAGEMENT

A. Premen
1.
2.

3.
4.
5

6.

B. Postme
1

2.
3.
4.

opausal women:

Note size, consistency, location, mobility and tenderness

If 5-6 centimeters, or less, smooth and non-tender, observe and
follow up with client every. 2weeks for 2 months. Most cysts will
spontaneously resolve.

Provide for symptomatic relief

Consider natural therapies

Consider ultrasound to determine size/differential diagnosis, and
lab work

Refer if painful, infection is present, or if mass is larger than 5-
6cms

nopausal women:

Much greater likelihood of malignancy

Consider ultrasound

Labs (CA 125)

Refer for diagnosis and treatment
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AMENORRHEA

l. DEFINITION

A Primary Amenorrhea: has never had a menstrual period

B. Secondary Amenorrhea: absence of menstrual periods for 6 months in a
woman who previously had regular periods or for 12 months in a woman
who previously had irregular periods.

C. Can be further defined as False Amenorrhea when the flow is obstructed at
level of the cervix, vagina or vulva and True amenorrhea due to
pathological or physiological causes.

1. ETIOLOGY

A. Physiological

1. Normal until menarche; usually menses is established
by age 16-18

2. Pregnancy

3. Lactation

4. Menopause

B. Pathological

1. Disturbances of the hypothalamus
a. Disease or injury in the region of the midbrain
b. Cerebral cortex influences
C. Drugs
2. Pituitary
a. Tumors in or near pituitary gland
b. Disease of anterior pituitary
3. Ovarian
a. Underproduction of estrogen and progesterone
b. Continuous production of estrogen and
progesterone
C. Overproduction of androgens
d. Polycystic ovary syndrome
4. Uterine
a. Congenitally absent or blocked uterus
b. Uterus removed
C. Uterus underdeveloped
d. Uterus damaged
5. Other Endocrine diseases
a. Thyroid
b. Pancreas
C. Adrenal Cortex
6. General Constitutional Upset and Disease
a. Any acute illness
b. Chronic Diseases
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7. Nutrition

a. Malabsorption syndromes
b. Starvation
C. Anorexia nervosa/bulimia
d. Obesity
8. Environmental Changes
a. Climate
b. Occupation
C. Living Conditions
d. Worry
e. Overexertion/exercise
f. Stress/abuse
0. Psychological Imbalances

I11. SIGNS AND SYMPTOMS
A. No menstruation
B. May have pain

V. MANAGEMENT
A. Exclude
1. Systemic disease
2 Gross endocrine dysfunction
3. Cryptomenorrhea-hidden periods
4. Galactorrhea
5 Polycystic ovaries
I

B. f before menarche
1. Rule out pregnancy and other physiologic causes
2. Counsel on management of
a. Nutrition
b. Exercise
C. Stress
3. Suggest waiting until 16-18 years of age
C. Primary or secondary amenorrhea
1. Perform full clinical history and examination
2. Pregnancy Test
3. Rule out
a. Pituitary tumor
b. Glycosuria
C. Hormonal malfunctions
d. Chromosomal abnormalities
e. Streak gonads, testes, small ovarian tumors, polycystic
ovaries
4. Consider referral to other health care professionals
5. Consider natural therapies
D. If possibly menopausal, see Menopause Guideline
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ANAPHYLAXIS

l. DEFINITION
An acute, life—threatening allergic reaction

1. ETIOLOGY
Allergic reaction to ingested, inhaled, injected, or absorbed substances to which
the individual has become sensitized.

A.

Medications associated with anaphylactic shock

1. Antibiotics; e.g., Penicillin, Ampicillin, etc.

2 Foreign serum; e.g., RhoGam, Blood, etc.

3. Anesthetics; e.g., Lidocaine, Xylocaine, etc.

4. Hormones; e.g., Methergine, Pitocin, etc.

5. Antiseptics: e.g., lodine

6. Immunizations: e.g., Flu (egg allergy)

Other; e.g., insect bites/stings, foods, latex, environmental
exposures/chemical substances, etc.

I1l.  SIGNS & SYMPTOMS

m

—Ioem

A
B
C.
D.
E
F
G
H

M
A.
B.
C
D

Apprehension, agitation

Hives, swelling of affected extremity
Wheezing, coughing, difficulty breathing
Dizziness, fainting

Possible dilated pupils

Sudden hypotension

Shock

Cardiac arrest

ANAGEMENT

Activate emergency medical system (EMS)

Be prepared to maintain an airway

Start IV of Normal Saline

In cases of local reaction, administer 25mg to 50mg Diphenhydramine,
(Benadryl) orally

In cases of systemic reaction, immediately administer aqueous
epinephrine 1:1000, .3ml to 1.0ml subcutaneously or intramuscular.
May repeat at 5 to 10 minute intervals three times.

Treat for shock, elevate legs, and keep warm.

Monitor vital signs and respiratory status throughout management.
Administer oxygen throughout management.

EMS may need to intubate or administer antihistamines or steroids.
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V. NOTE: To avoid anaphylaxis, note any abnormal reaction to drugs, anesthetics,

food, etc. on front of chart. Before administering any medication, ask again about

previous allergic reactions.
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ANEMIA

l. DEFINITION
Lower than normal concentration of hemoglobin or red blood cells in blood. In
itself, not a diagnosis, but a symptom of an underlying disorder resulting in
insufficient red cell production. Different types of anemia include

Normal physiologic anemia of pregnancy

Iron deficiency anemia (nutritional)

Megaloblastic anemia (folic acid deficiency)

Anemia resulting from blood loss

Anemia associated with infection

Acquired hemolytic anemia (toxic or congenital conditions, enzyme

deficiency)

Aplastic or hypoplastic anemia (deficient cell-formation in bone marrow)

Sickle cell disease (crescent and sickle shaped red blood cells, more

common in those of African descent)

Thalassemia (hemoglobin synthesis deficiency, more common in those of

African or Mediterranean descent)

J. Pernicious anemia (B12 deficiency)

TmooOw>
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Il. PREDISPOSING FACTORS

History of anemia

Prior or current inadequate diet, including pica

History of closely spaced pregnancies

Between 28-32 weeks gestation

Current lactation

History of heavy menses, other heavy blood loss, or chronic
long term blood loss

Inherited, e.g., sickle cell anemia

Infection

TmMmoOw>
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Il. SIGNS AND SYMPTOMS
A Fatigue, weakness, malaise, drowsiness

B Dizziness, dyspnea

C Skin pallor

D. Headaches

E. Sore or ulcerated tongue

F. Poor appetite, nausea, vomiting

G Pica

H Pallor (conjunctiva, nail beds, mucous membranes)
l. Heart murmur, tachycardia, or palpitations

J. Increased pain perception
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K. Lab values indicating anemia:
1. Mild: Hct 30%-35%, Hgb less than 12 gr/dl
2. Severe: Hct less than 30%, Hgb less than 10 gr/dl

V. MANAGEMENT

A. Mild
1. Diet history and nutritional counseling with emphasis on iron rich
foods, increased protein and fluid intake
2. Suggest iron supplementation with 500 mg Vitamin C, buffered or
sustained release.
3 Consider folic acid supplementation, 800-1200 mcgs as indicated
4 Consider natural therapies
5 Recheck labs in one month
6. If unresponsive to iron therapy, see treatment for severe anemia
B. Severe
1 Careful diet history with nutritional counseling in foods rich in

protein, iron and B12
2. Supplemental iron with divided doses of 60 — 80 mg for a total
daily dose of 200 mg elemental iron with buffered or time release
Vitamin C
3. Consider additional lab evaluations
a. CBC with morphology
b. Total iron and TIBC (total iron binding capacity)
C. Stool for ova and parasites
d. Sickle cell prep if appropriate
e. Serum iron and folate and B12 levels
f. Reticulocyte count
If unresolved in late in pregnancy
. All of the above
b. Consult

a
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BARTHOLINITIS

l. DEFINITION
Inflammation and enlargement of Bartholin's ducts and glands, leading to cyst
formation which can become secondarily infected. Occasionally the infection
persists in a chronic form with periodic exacerbations and abscess formation. The
gland can become permanently enlarged/fibrotic and can be felt as a hard, tender

lump.

. ETIOLOGY

A
B.

May be caused by gonococcal infection
Other causes

1. E. coli

2 Staphylococcus

3. Streptococcus faecalis

4, Trichomonas vaginalis

5 Other pyogenic organisms

I1l.  SIGNS & SYMPTOMS

A
B.
C

MmO

M
A
B.
C.
D
E

F

Local discomfort

Severe pain or heat in the presence of abscess

Tender swelling beneath the posterior part of the labium majus extending
inward to the base of the labium minus

Overlying skin is reddened

Surrounding tissues may be indurated and/or edematous

The position of the swelling is diagnostic

ANAGEMENT

Bed rest

Sitz baths

Consider natural therapies

Pain relief measures

Consult if not responsive

If abscess formation is certain, consult for treatment
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CANDIDIASIS MONILIAL VAGINITIS

DEFINITION

Inflammation of the vagina due to a fungal infection by Candida Albicans
ETIOLOGY

A. pH changes due to pregnancy

B. Diabetes

C. Use of antibiotics

D. High progestin levels, due to use of birth control pills, etc.
E. Diet high in simple sugars

F. Stress, fatigue

G. Sexual contact with infected partner

H. Tight/synthetic underwear

l.

Compromised immune system

OTHER LOCATIONS OF CANDIDA INFECTIONS

A Neonatal thrush

B. Candidiasis of the nipples of breastfeeding mothers whose infants have
thrush

C. May become systemic/chronic

SIGNS & SYMPTOMS

A Thick, white, cottage cheese—like vaginal discharge

B Itching and burning of the labia and vulva

C. Painful intercourse

D. Burning upon urination

E Yeasty odor

F. Red, inflamed vulva

G Red, sore, scaly, itchy breasts

H White plaques/patches of curdy discharge seen upon speculum exam, or in

an infant’s mouth (thrush)

KOH wet mount of discharge shows presence of spores and hyphae

Can be asymptomatic

H. Bimanual exam should not elicit pain and tenderness in uncomplicated
vaginitis.

— -

MANAGEMENT

Educate about hygiene and nutritional causes

Consider saline wet mount to rule out Trichomonas

Consider urinalysis to rule out UTI, glycosuria, increased bacteria
Consider natural therapies

Consider over-the-counter antifungal, topical preparations

If no improvement after above treatments, consult physician

TmooOw>
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VI.  PREVENTIVE ADVICE

A.
B.

nm

Eliminate simple sugars and improve quality of diet

Maintain good personal hygiene

Thorough hand washing

Wipe perineum front to back

Daily bathing

Frequent cleansing of perineum

Use clean, unused wash cloths and towels each time
Frequent changing of sweaty, wet garments

. Use of high temperature in washing clothing

Avoid chemical irritants, e.g.

1. Feminine deodorant sprays

2. Scented toilet paper

3. Perfumed soaps

4. Perfumed douches

5. Scented sanitary pads and tampons

Wear only cotton underwear; avoid tight-fitting clothes, girdles,
pantyhose

Go without underwear whenever possible

Advise male sexual partner to use condoms for intercourse until
infection is resolved

Explain possible relationship between vaginitis and life stress, consider
teaching or referring for stress management

Explain relationship for lactating woman, thrush development in the
newborn, and preventive measures

NogakowdnpE
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CERVICAL CANCER SCREENING

DEFINITION

Screening women through cellular sampling that can show cancerous, pre-
cancerous, and infectious conditions of the cervix and vagina. Two methods of
testing currently exist

A.

Papanicolaou (Pap) Test — consists of scraping the outermost layer of
cervical and vaginal cells with a cytology brush (or g-tip in pregnancy),
and wooden spatula. These cells are then smeared on a slide, fixed with a
cytology solution for analysis.

Thin Prep Test — consists of a circular brushing of the outermost layer of
cells. These cells are then rinsed in a collection solution and sent to the
lab for dispersal onto a slide for analysis. Although more expensive, the
thin prep has increased accuracy for both diagnosis of cervical cancer and
HPV.

SCHEDULING

A

Well Woman Care

As of 2007, cervical cancer screening recommendations have changed.

Due to advances in the understanding of the role HPV plays in cervical

cancer and the more accurate testing for HPV, there is a move to separate

the actual cervical cancer screening as the central part of yearly care.

1. Cervical cancer screening is generally recommended every year for
women within 3 years of becoming sexually active or by age 21.

2. At age 30 or above, low risk women may need screening only
every 2 or 3 years after two or three consecutive negative
screenings.

3. High risk women may need colposcopy screening depending on
their previous results.

4. HPV testing is recommended with each cervical cancer screening
of women age 30 or older with a screening result of ASCUS (see
HPV information).

Pregnant WWomen

1. Cervical cancer screening is recommended for all pregnant women
during the first 14 weeks due to an increased rate of growth of
abnormal cells in pregnancy. However, there is an increased risk
of getting an inadequate specimen during pregnancy due to normal
cervical changes. In particular, the endocervical component (or
sgquamocolumnar junction) may not be identifiable in pregnancy.
This is the area of testing for cervical cancer.

2. If previous normal testing was done within a year, can wait until
the postpartum period for screening.
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3. If unable to obtain cervical cancer screening in the first trimester,
still recommended to do later in pregnancy for those woman who
may only get care for themselves in pregnancy and to rule out

infections.
4, Colposcopy is recommended once during pregnancy dependant on
results.
C. Postpartum Women
1. Cervical cancer screening is recommended at the six to eight

weeks postpartum appointment if no endocervical component was
identified in the pregnancy screening.

2. If pregnancy screening is done before or during first trimester and
identifies an endocervical component, can wait until a year or three
for follow-up screening (depending on prior results and age).

I, RESULTS
A. Definition
1. Squamous abnormalities:

a. Atypical squamous cells of undetermined significance:
A.S.C.U.S.: due to infection, inflammation, atrophy, repair,
IUD, etc.

b. Squamous intraepithelial lesion:
New Oold Old terms
LSIL CIN1 mild dysplasia
LSIL or HSIL CIN 2 moderate dysplasia
HSIL CIN3 severe dysplasia or

carcinoma in situ

i. Old term is cervical dysplasia or cervical
intraepithelial neoplasia (CIN)

ii. New term is squamous intraepithelial lesion
(SIL) encompasses all epithelial
abnormalities that are precursors to invasive
squamous cell carcinoma. SIL isa
perversion of squamous cell maturation and
differentiation. The squamous cell covering
of the cervix is replaced by primitive
columnar cell epithelium with non-
differentiated growth and maturation. The
disease begins at the squamocolumnar
junction in the epithelium of the
transformation zone. The degree of severity
is judged by the proportion of epithelial
thickness with deranged maturation. Itisa
continuum of abnormality from mild to
moderate to severe to carcinoma in situ.
Carcinoma in situ represents a full thickness
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of abnormal cells with no differentiation or
maturation.
C. Invasive cancer of the cervix, vagina, or vulva: The
abnormal growth and maturation has spread to other areas.
(The more severe the dysplasia, the more likely and quickly
the lesion is to progress to invasive squamous cell cancer.)

2. Glandular cell abnormalities
a. Endometrial cells, cytologically benign in a post-
menopausal woman
b. Atypical glandular cells of undetermined significance:
A.G.C.US.
C. Adenocarcinoma: possible site of origin include

endocervical, endometrial, and extrauterine

V. RISK FACTORS FOR ABNORMAL CELLULAR CHANGES

2rx

STIOMmMOoOw >

Hormonal

Early age of sexual activity

Early childbearing

Multiple sexual partners

Low socioeconomic status

African American and Latina

"High risk™ male partner

STls

Immune status

Cigarette smoking/"passive smoke." Toxic metabolites of

cigarettes are greatly concentrated in cervical mucous.

Folate deficiency

DES exposure (larger T-zone) - not proven

Human Papilloma Virus infection: Biggest risk factor for lower genital
tract; may be necessary for the development of SIL. (more of a co-factor
than a cause.)

V. SIGNS AND SYMPTOMS

A.
B.

GmMmo o

May be asymptomatic

Increased discharge; may be normal-appearing, mucopurulent, or blood-

stained

Contact bleeding (e.g., with coitus or defecation)

Infertility

Backache

Pelvic discomfort

Bright red area continuous with endocervix with clearly defined outer

edge visualized

Abnormal Pap smear or Thin Prep results:

1. Pap smears have a 10%-30% false negative for SIL; Thin Preps
improve on Pap smear accuracy
a. Sampling errors account for 60%
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b. Screening errors for 40%
C. Up to 50% of invasive cancer may be erroneously read as
"atypical," "inflammatory," or "unsatisfactory"

VI. THE BETHESDA SYSTEM
Redefined nomenclature for reporting abnormalities. Each Pap smear should

indicate
A. Statement on Adequacy of Specimen:
1. Satisfactory for evaluation
2. Satisfactory but limited by . . .
3. Unsatisfactory (with reason)
B. General categorization of the diagnosis:
1. Normal
2. Other
C. Descriptive diagnosis:
1. Benign cellular changes
2. Infection
3. Reactive changes (repair, atrophy, inflammation, IUD)
4 Epithelial cell abnormalities
a. Squamous abnormalities:
I. A.S.C.U.S. (atypical squamous cells of
undetermined significance)
aa. Unqualified
bb. Reactive process favored
cc. Premalignant, malignant process favored
ii. Low-grade squamous intraepithelial lesion (LSIL)
iii. High-grade squamous intraepithelial lesions (HSIL)
(\2 Squamous cell carcinoma
b. Glandular cell abnormalities:
I. Endometrial cells, cytologically benign in a post-
menopausal woman
ii. A.G.C.US.
iii. Adenocarcinoma
D. Need for further evaluation

Squamous cell abnormalities (HPV is ASCUS)
Glandular cell abnormalities

Suggestive complaints

DES exposure

High-risk history

agrwdE

VIl.  MANAGEMENT

A.
B.

C.

Educate as to risk factors and possible management

Follow interim guidelines as described below; consult as appropriate to
co-manage care

Use natural therapies
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D. SIL in pregnancy: pregnancy should not delay or alter the evaluation of
an abnormal cervix with regard to the use of cytology alone versus
cytology with colposcopy and directed biopsies except:

1.
2.

3.

4.

Endocervical curettage is never performed in pregnancy.

Biopsies are entirely acceptable and safe; however, due to the
increase in bleeding, these are kept to a minimum.

If dysplasia is confirmed and the colposcopy cannot rule out
invasive cancer, a cone biopsy is not performed. Repeat evaluation
every 4-6 weeks if high grade.

Conization in pregnancy is rarely indicated.

VIIl. INTERIM GUIDELINES (from Bethesda) for the management of abnormal
cervical cytology (1994)

A. A.S.C.US.
1. Depends on HPV results
2. Treat any specific cause, repeat in 6 months.
3. If post-menopausal not on hormone replacement therapy, course of
topical estrogen with repeat Pap
4, If favors neoplastic process, treat as LSIL
5. High risk patients consider colposcopy
B LSIL
1. Pap smear every 4-6 months for 2 years until 3 consecutive,
negative, satisfactory results
2. Colposcopy, directed biopsies, etc., if Pap schedule is unrealistic or
if otherwise warranted
C HSIL
1. Colposcopic evaluation of transformation zone with directed
biopsies
2. Ablative procedures as necessary: cryotherapy and laser
vaporization (this destruction of the surface epithelium will cure
dysplasia in most cases)

NOTE:

a. Cryotherapy is low cost and favored when the dysplasia is
less than CIN 3 and/or covers less than 3 quadrants of the
transformation zone

b. Laser vaporization can treat vulvar warts simultaneously

C. Ablation is not appropriate if invasive cancer has not been
ruled out based on colposcopy, as it will not treat invasive
cancer

D. Glandular cell abnormalities
1. May imply neoplasia of endometrium or endocervical glandular
epithelium, manage with colposcopy
2. Adenocarcinoma of cervix requires colposcopy
3. Both conditions require further evaluation as soon as possible
4. Adenocarcinoma in situ usually requires cone biopsy
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5. Management of other AGCUS not established, individualize to

history and physical exam
E. Carcinoma in Situ

Excision procedures

1. Loop excision procedures
a. Loop electrosurgical procedures (LEEP)
b. Large loop excision of the transformation zone (LLETZ)

2. Laser conization

3. Cold knife conization

4. These are appropriate whenever invasive cancer has not been ruled
out with reasonable certainty by colposcopic exam

5. Hysterectomy to treat SIL or invasive cancer, as appropriate
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Classification/Bethesda Conversion System

Old New Old Verbal Old CIN New CIN Management
Class | Bethesda Classificatio | Classification Classification |/
Syste | System n Consult
m
Class I | Within Negative Within Normal Within Normal | Routine
Normal Limits - toinclude | Limits -to Follow-up
Limits - to reactive and include reactive
include reparative changes | and reparative
reactive and changes
reparative
changes
Class | Atypical Atypical Atypical consistent | Atypical Repeat Pap or
I squamous with: consistent with: | colposcopy if
(glandular) high grade or
cells of _ _ malignant
undetermine lesion
d suspected. Do
significance. HPV DNA
testing if over
30.
Class | Low-grade Mild to CIN Grade | Low Grade Colposcopy,
Il squamous moderate CIN biopsies and
intraepithelia | dysplasia endocervical
I lesion (SIL) curettage (in
CIN-1 and non-pregnant
HPV relate clients).
lesions
Class | High-grade Severe CIN Grade 2 -3 High Grade Colposcopy,
v squamous dysplasia CIN biopsies and
intraepithelia | carcinoma in endocervical
I lesion (SIL) | situ curettage (in
(CIN Grade non-pregnant
2-3) clients).
Class | Malignant Invasive Consistent with Consistent with | Colposcopy,
\% Lesions Cancer invasive cancer invasive cancer | biopsies and

endocervical
curettage (in
non-pregnant
clients).
Search for
other sites of
origin
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CERVICITIS

l. DEFINITION
Inflammation of the cervix characterized by irritation or erosion of the cervical

surface

Il. ETIOLOGY
Inflammation due to vaginal or cervical infections, cervical lacerations,
instrumentation, foreign objects and malignancy. If untreated can lead to
ascending infections and problems in conceiving or during pregnancy. Can be
caused by such organisms as Chlamydia, Gonorrhea, Trichomonas, Herpes
simplex, Staph, Strep, Bacteria VVaginosis, Enterococcus.

I1. SIGNS AND SYMPTOMS

J

K
A
B

© o

@mm

A
B
C.
D.
E
F.
G
H

May be asymptomatic

Irritating/purulent vaginal discharge

Dyspareunia

Spotting after sexual intercourse or douching

Dysuria

Pelvic pain

Fever, nausea

Pelvic exam

1. Cervix edematous, red and friable

2. Mucopurulent discharge

3. May be Nabothian cysts on cervix

4, Bimanual exam should NOT elicit pain and tenderness
Cervical cancer screening with atypia, infection, or mild dysplasia
Gonorrhea/Chlamydia culture positive

KOH and saline wet mount positive

MANAGEMENT

Remove/treat irritants

Labs

1. Cervical cancer screening

2. Gonorrhea/Chlamydia, Herpes culture

3. KOH and saline wet mount

If infection present treat as appropriate or refer

If cervix erosion recurrent and severe, or if positive cervical cancer screen,
refer for more diagnostics (e.g., colposcopy and biopsy)

Consider natural therapies

If cultures test positive for infection, treat partner

Educate client

1. Causes of cervicitis

2. Prevention of vaginal infections, e.g., good genital hygiene
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3. Importance of regular cervical cancer screenings
4. Pelvic rest while treating

5. Discuss pregnancy related risks

F

H. ollow-up depends on severity of condition
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CHLAMYDIA

l. DEFINITION
A sexually transmitted infection, caused by Chlamydia Trachomatis infection,
often asymptomatic, may be characterized by inflammation of the cervix resulting
in @ mucopurulent vaginal discharge.

1. ETIOLOGY
Transmitted through unprotected sexual activity. Transmitted to newborns
through maternal infection during birth.

I1l.  SEQUELAE

Pelvic inflammatory disease

Ectopic pregnancy

Salpingitis

Endocervicitis

Cystitis

Postpartum infection

Infertility

Premature rupture of membranes

Preterm labor and birth

Frequently coexists with gonorrhea

May result in Chlamydia ophthalmic infection in the newborn
May result in newborn Chlamydial pneumonia, onset from 1 to 3 months

FASTIOMmMODOWP

V. SIGNS & SYMPTOMS
A Often asymptomatic
B Purulent vaginal discharge
C. Abdominal or low back pain
D Pain or bleeding during or after sex
E Dysuria

F. Temperature normal to moderately elevated (98-101 F)

G Speculum exam: mucopurulent discharge at cervical os, cervix
edematous and friable

. Positive Chlamydia test
l. More than 10 WBCs per high-power field seen on wet prep slide

V. MANAGEMENT
A. Obtain Chlamydia and Gonorrhea culture, cervical cancer screen and other
testing to rule out other infections
B. Consult for antibiotic therapy

C. Counsel client about the importance of finishing the entire course of
antibiotics
D. Refer all sexual partners for treatment
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E. Counsel on the use of condoms and safe sex techniques until the infection
has cleared

F. Follow-up to include repeat Chlamydia test of cure 6 weeks after
treatment is complete

G. Provide educational material

H Consider natural therapies

I Counsel for decreased immunity to other STIs

J Notify Public Health Department
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ENDOMETRIOSIS

DEFINITION

A proliferation of endometrium in any site other than the uterine mucosa itself,
often manifesting by multiple and scattered lesions. It occurs in two forms: in the
uterine wall and in extra-uterine organs and tissues. It typically proliferates when
the ovaries are active and atrophies after menopause. Both glands and stroma
must be present in the lesion to justify the designation.

ETIOLOGY

Unknown but theories include

A. Retrograde Menstruation Theory: Endometrial cells are pushed backward
through fallopian tubes into abdomen.

B. Embryonic Tissue Theory: Endometrial tissue was present abnormally
when woman was an embryo and becomes active later in reproductive life.

C. Genetic Theory: Endometriosis may be hereditary.

D. Lymphatic Distribution Theory: Endometrial material gets distributed

throughout the body via the lymphatic system.

Immune System Dysfunction: Endometriosis may be classified as part of a

larger immune system disorder.

F. Environmental Influences: Toxins in the environment, which effect
reproductive hormones and immune system response may contribute to
the development of endometriosis.

m

SIGNS AND SYMPTOMS:

A. Pai

1 Just before or with period
2. During ovulation

3. In the bowel during menstruation
4 When urinating

5. During or after intercourse
6. In the lower back region
Diarrhea

Constipation

Abdominal bloating

Heavy periods

Irregular bleeding

Constant tiredness

GMmMmoOw

DIAGNOSIS

If a woman has pelvic pain, one possible cause will be endometriosis. However,
definite diagnosis is only possible with the direct observation of the misplaced
endometrium, which can be done only with laparoscopy. Sometimes tissue
samples are taken to confirm diagnosis.
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V.

MANAGEMENT
A Consider natural treatments:
1. Dietary changes: Relief may come from eliminating certain things

from the diet, such as caffeine, sugar, alcohol, dairy, red meat, and
processed foods.

2. Vitamins and herbs

a. Evening Primrose Oil: This is an essential fatty acid that is
associated with prostaglandin production. It is theorized
that women with endometriosis have an imbalance of
prostaglandins.

b. B Complex vitamins: These vitamins have been
scientifically linked to the breakdown of estrogen. They
have also reportedly improved emotional symptoms.

C. Chinese herbal remedies: Specific remedies prescribed by
a DOM may provide relief.

d. Vitamin E and Selenium: When taken together, these have
been reported to decrease endometriosis related
inflammation. There are mixed feelings by specialists
about the use of Vitamin E because it boosts production of
estrogen.

3. Acupuncture/Acupressure
4. Mayan uterine massage
5. Stress Reduction Techniques such as:

a. Yoga

b. Biofeedback

C. Meditation

d. Regular exercise

B. Consult with other healthcare practitioners. Treatments include:
1. Allopathic medicine: Ibuprofen 400 to 800 mg every 6 hours is
often helpful
2. Medical Treatment: Hormonal treatments generally attempt to
mimic the state of pregnancy by postponing ovulation and thereby
controlling the production of estrogen.
3. Surgical Treatment: Endometriosis can be removed by excision,

laser ablation, vaporization, or coagulation. Surgery can usually be
performed on an outpatient basis by laparoscopy. While surgery is
not considered to be a cure, it may provide extended pain relief.
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FERTILITY COUNSELING

l. INITIAL HISTORY TAKING

A.
B
C
D
E.
F.
G
A
A

AwbdhbEwm

Menstrual

Sexual

Contraceptive

Gynecologic

Obstetric

Breastfeeding

General health and nutrition

SSESSMENT

Discuss fertility goals
1. Pregnancy prevention
a. Natural methods
b. Natural family planning
C. Barrier methods
I. Condoms, male and female
ii. Cervical cap
iii. Diaphragm
iv. Chemical barriers such as spermicidal foams,
creams, jellies, suppositories, film
d. Hormonal methods
i. Pills
ii. Patch
ii. Cervical