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INTRODUCTION 
 

Purpose of the Record  

The Midwifery Clinical Record has the following main purposes: 

1. It serves as a record of the student’s experiences in clinical practice; 

2. It forms the basis upon which the student can reflect on their experiences in order to develop 

their midwifery skills and understanding; 

3. It contains the assessments of clinical competency; and 

4. Successful completion of all elements of the Clinical record is an essential component of the 

course. 

 

Completion of the Record 

1. Students should commence recording their clinical experiences from the time they begin 

clinical placement. The detail that is written is expected to become more sophisticated as the 

student’s understanding is developed. 

2. It is expected that the experiences will be recorded over the three years of the program, this 

is to show progress in the student’s learning and professional development. 

3. Experiences must be recorded at the time they occur. 

4. The student’s clinical supervisor is expected to check the record at the time of the 

experience and provide the student with appropriate feedback. 

 

Formative Clinical Assessments 

The purpose of the formative clinical assessment is to provide the student with the opportunity 

to demonstrate developing skills under the supervision of an experienced midwifery teacher. 

The teacher has the responsibility of giving the student detailed feedback on their performance, 

and provide guidance on areas for improvement as well as reinforcement of strengths. Students 

must have the opportunity for formative assessment in each skill before they attempt a 

competency assessment. The woman may also be invited to give the student feedback. 
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Clinical Assessment of Competency 

Students must attempt and master all competencies. This means that every element must be 

achieved. Students may attempt each competency a maximum of three times. If mastery has not 

been achieved at the third attempt, college processes relating to failure must be observed. 

Students may indicate when they are ready to attempt a competency assessment, however they 

must be attempted within a time frame determined by their college. 
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1. ANTENATAL MIDWIFERY CARE 
 

Antenatal Midwifery Care Guidelines 

It is expected that all students will be provided with experiences which will enable them to: 

·  Witness at least 5 normal vaginal births before assisting with a birth; 

·  Assess and examine 20 women during pregnancy, of whom 3 must be “follow through” 

experiences and must include assessment of fetal wellbeing using a range of techniques; 

·  Demonstrate skills for the competent use and interpretation of at least 3 episodes of 

antenatal electronic fetal monitoring; 

·  Work with women throughout the antenatal period, providing evidence of physical 

assessment and assessment of communication, support, education skills of the student 

midwife and health promotion skills; 

·  Work with at least 10 women throughout the antenatal period when complications arise; 

·  Detect obstetric, medical and surgical emergencies and provide midwifery management 

including consultation and referral. 
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Electronic Fetal Monitoring  

 

Cardiotocography (CTG) 

Number ................. Woman’s initials   Gestation ...................................  Parity   

Determine risk  

Explanation given to the woman  

Contractions  

Baseline heart rate  

Variability  

Accelerations  

Decelerations  

Fetal movements  

Overall assessment  

Plan for ongoing care  

Feedback given to the woman  

Name ……………………………… Signature ……………………….…………. Date ................................
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Electronic Fetal Monitoring  

 

Cardiotocography (CTG) 

Number ................. Woman’s initials   Gestation ...................................  Parity   

Determine risk  

Explanation given to the woman  

Contractions  

Baseline heart rate  

Variability  

Accelerations  

Decelerations  

Fetal movements  

Overall assessment  

Plan for ongoing care  

Feedback given to the woman  

Name ……………………………… Signature ……………………….…………. Date ................................
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Care of the Woman with Complications during Pregnancy 
 
Number ……… Woman’s initials……… Parity……….… EDB……….…Gestation…....  
Relevant history ........................................................................................................... 
...................................................................................................................................... 
  
  

Midwifery Care: Rationale: 

  

 
Psychosocial Assessment: 

Has this pregnancy deviated from the woman and her partner’s expectations?    
No �           Yes �  
 
 
If yes, what changes have been made to the woman’s care/birth plans? 
..................................................................................................................................… 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Name ...... ……………              Signature .................………..       Date................. 
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Care of the Woman with Complications during Pregnancy 

Number ……… Woman’s initials……… Parity……….… EDB……….…Gestation…...   
Relevant history ........................................................................................................... 
...................................................................................................................................... 
  
  

Midwifery Care: Rationale: 

  

 
Psychosocial Assessment: 

Has this pregnancy deviated from the woman and her partner’s expectations?    
No �  Yes �  
 
 
If yes, what changes have been made to the woman’s care/birth plans? 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Name ...... …………….                 Signature .............………       Date…………… 
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Student Midwife Clinical Assessment 
 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                     2nd Attempt �                                    3rd Attempt�  
   
Abdominal palpation > 36 weeks 
Element  Observable behaviour Yes No  

Communication 
(competency 
standard xxx 

Addresses woman by name 
Introduces self 
Explains purpose of the visit and procedures 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Disposes of equipment safely and appropriately 

  

Assessment  Ensures woman’s comfort throughout 
Positions woman comfortably 
Wedges under right side if necessary 
Exposes the abdomen 
Measures fundal height 
Notes abdominal shape 
Systematically examines the abdomen 
Determines lie 
Determines presentation 
Assesses foetal position 
Assesses foetal size 
Auscultates foetal heart sounds 
Describes findings accurately in relation to previous findings and 
gestation 
Notes anomalies and risk factors 

  

Counselling Explains findings to woman in the context of the stage of pregnancy   

Consultation and 
referral 

Consults senior colleague or doctor if required 
Refers woman to appropriate care 
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Assessors Comments 
I have assessed this student as competent / not competent because of the following: 
 
 

 
Signature 
 
 
 
Students Comments 
 
 
 
Signature 
 
 
 
Date 
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Student Midwife Clinical Assessment 
 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                          2nd Attempt �                             3rd Attempt�  
   
ANTENATAL HISTORY TAKING AND CARE PLANNING 
Element  Observable behaviour Yes No  

Communication 
(competency 
standard xxx 

Addresses woman by name 
Introduces self 
Explains purpose of the visit and procedures 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Disposes of equipment safely and appropriately 

  

History Explores previous obstetric, medical and surgical history 
Establishes estimated date of birth using Naegles rule 
Discusses history of present pregnancy including discomforts, 
bleeding etc 
Evaluates use of drugs and traditional medicines, including alcohol, 
nicotine and other recreational drugs  
Notes any risk factors 

  

Psychosocial Discusses woman’s specific cultural and emotional needs 
Explores woman’s expectations of pregnancy and birth 

  

Physical 
assessment 

Records baseline data regarding height and weight 
Measures and records blood pressure 
Examines woman’s abdomen for signs of pregnancy, fundal height 
and presentation/position 
Auscultates foetal heart sounds 
Compares findings of physical assessment to history 
Evaluates skin condition, nutritional status, varicosities etc 
Performs urinalysis 
Organises blood tests as required 
Notes any physical risk factors 
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Counselling Provides woman with culturally sensitive and appropriate advice  
regarding pregnancy care 
Engages the woman in plans of care 

  

Consultation and 
referral 

Consults senior colleague or doctor if required 
Refers woman to appropriate care 
Develops a plan of care with the woman for future antenatal care 
 

  

 
Assessors Comments 
I have assessed this student as competent / not competent because of the following: 
 
 
 
Signature 
 
 
 
Students Comments 
 
 
 
Signature 
 
 
 
Date 
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Student Midwife Clinical Assessment 
 
 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                      2nd Attempt �                               3rd Attempt�  
   
Antenatal care and assessment - subsequent visits  
Element  Observable behaviour Yes No  

Communication 
(competency 
standard xxx 

Addresses woman by name 
Introduces self 
Explains purpose of the visit and procedures 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Disposes of equipment safely and appropriately 

  

Assessment  Measures blood pressure 
Performs urinalysis 
Assesses weight gain 
Performs abdominal palpation 
Auscultates foetal heart sounds 
Compares finding to those expected from history and previous 
visits 
Organises any tests as appropriate 
Explores woman’s health and wellbeing and responds appropriately  
Notes risk factors 

  

Planning of care Discusses findings with woman 
Plans any tests required with the woman 
Discusses timing of next visit  

  

Counselling Explains actions and plans 
Encourages woman to ask questions 
Uses appropriate language    

  

Consultation and 
referral 

Consults senior colleague or doctor if required 
Refers woman to appropriate care 
Develops a plan of care with the woman for future antenatal care 
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Assessors Comments 
I have assessed this student as competent / not competent because of the following: 
 
 
 
Signature 
 
 
 
Students Comments 
 
 
 
Signature 
 
 
 
Date 
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2. MIDWIFERY CARE DURING 
LABOUR AND BIRTH 

 

Midwifery Care During Labour and Birth Guidelines 

It is expected that all students will be provided with experiences which will enable them to: 

·  Actively assisting twenty (20) women during labour and birth. Fifteen (15) of these 

women must have had spontaneous vaginal births. (5 2nd year, 10 3rd year). 

·  Care of the birthing woman must include: 

o third stage management; 

o immediate care of the newborn; 

o initial neonatal assessment; and 

o early care of the newborn baby; 

·  Detect obstetric, medical and surgical emergencies and provide midwifery management 

including consultation and referral. 

·  Work with women throughout labour and birth, providing evidence of physical 

assessment and assessment of communication, support, education skills of the student 

midwife and health promotion skills. 

·  Work with women throughout labour and birth when: 

o the pregnancy or birth have not gone as the woman and her partner had planned; 

o when the situation has become complex; 

 

Prior to assisting women to birth, the College requires the student midwife to witness five (5) 

normal births. 
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W itness Normal Vaginal Births 
 

Date/Initials Describe the birth you 
have witnessed 

Reflect upon your experience Name 
Signature 

1    

2    

3    

4    

5    
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Midwifery Care During Labour 
 
On Arrival/Handover of Care 
 
Number ……… Date ………… Woman’s initials ……….…Gestation .................... 
 
Overview of woman’s expectations for labour and birth 

...................................................................................................................................... 

...................................................................................................................................... 

......................................................................................................................................  

...................................................................................................................................... 

...................................................................................................................................... 

......................................................................................................................................  

...................................................................................................................................... 

...................................................................................................................................... 

......................................................................................................................................  

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 
  
History of labour (contractions, liquor, show etc) 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

......................................................................................................................................  

...................................................................................................................................... 

...................................................................................................................................... 

......................................................................................................................................  

...................................................................................................................................... 

...................................................................................................................................... 

......................................................................................................................................  

...................................................................................................................................... 

...................................................................................................................................... 

......................................................................................................................................  
...................................................................................................................... 
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Assessment of Progress of Labour 

 Time    

Inspection    

Fundal height 
   

Lie 
   

Attitude    

Presentation    

Position    

Engagement    

Auscultation of 
fetal heart-rate and 
method 

   

A
bd

om
in

al
 P

al
pa

tio
n 

Contractions 
frequency/intensity 
duration 

   

External genitalia    

Vagina 
   

Position and 
consistency of 
cervical os 

   

Cervical effacement 
   

V
ag

in
al

 E
xa

m
in

at
io

n 

Cervical dilatation    
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Application to 
presenting part 

   

Presenting part and 
station 

   

Membranes/Liquor    

Presence of 
moulding/ caput 

   

Draw your findings 
 
 
 

   

Vaginal 
examination 
performed by 

   

Position adopted    

Behaviour during 
contractions 

   

B
eh

av
io

ur
 A

ss
es

sm
en

t 

Woman’s 
perceptions of 
contractions 
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Management of Pain During Labour 

Describe your role in the management of pain. 

Non-Pharmacological Stage of labour Rationale for choice Effects 

    

    

 

 

  

 

 

  

Pharmacological Stage of labour Rationale for choice Effects 

Inhalational (type/dose)    

Narcotic 
(type/dose/route) 

   

Epidural (type/dose)    

Others 
(e.g. pudendal block, etc.) 
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Midwifery Care During the Birth 

  Date EDB Parity Gestation 

Length  
 

Reflection of care  

1st
 S

ta
ge

  

Midwifery/medical 
interventions 

 

Length  

Position adopted 
 
Rationale 

 

Type of birth �  Spontaneous 
�  Ventouse 
�  Forceps type ............................  reason ..........................  
�  Breech type ............................  
�  Caesarean type ............................  reason ..........................  

Describe the birth  

Midwifery/medical 
interventions 

 

2nd
 S

ta
ge

 

Birth 
attendant/accouche
ur 

�  Self �  Midwife 

�  Doctor �  Other 
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Reception and 
immediate care of 
infant by 

�  Self �  Midwife 

�  Doctor �  Other 

Supportive 
interventions 

 

Apgars  

Im
m

ed
ia

te
 C

ar
e 

of
 th

e 
N

ew
bo

rn
 

Resuscitative 
measures 
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Midwifery Care During Third and Fourth Stage 

Length  

Management of third 
stage 
Oxytocics used 

�  Physiological        �  Active        �  Manual removal 
�  Other – describe   

Placenta �  Complete  �  Incomplete 

Appearance  

Membranes �  Complete  �  Ragged 

Cord Vessels �  Number  Significance  .........................

Blood Loss ………. mls 

Perineum �  Intact  �  Tear              

Degree…………………… 

�  Grazes  �  Episiotomy 

Describe/illustrate 
perineal trauma and repair 

 

3rd
 S

ta
ge

 

Education given to 
woman for her perineal 
trauma 
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Describe initial skin to 
skin contact and initial 
breast feeding experience 

 

Maternal physical 
assessment 

Vital signs 
Fundus 
Lochia 
Bladder 

Midwifery care given in 
early postnatal period 

 4th
 S

ta
ge

 

Describe initial parental 
interaction 
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Initial Newborn Assessment 

Heart rate  

Respiratory 
rate/effort 

 

Temperature  

Weight  

Length  

Head circumference  

V
ita

l S
ig

ns
 

Vitamin K �  IMI              � Oral           �  Declined     reason ................................

Posture/tone  

Skin/colour  

G
en

er
al

 
A

pp
ea

ra
nc

e 

Cry  

Sutures/fontanelles  

Moulding/caput  

Eyes  

Nose  

Mouth/palate  

Ears  

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
   

H
ea

d 
an

d 
N

ec
k 

Neck  

Chest/nipples 

 

 

C
he

st
  

A
bd

om
en

 

Abdomen/cord 

 

 

Genitalia 
 

 

Anus 
 

 

G
en

ita
lia

 

Passed urine/meconium  
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Arms/hands/fingers/RO
M 

 

Legs/feet/toes/ROM  

E
xt

re
m

iti
es

 

Femoral pulses  

Spine  
 

S
pi

ne
 

Sacrum  
 

R
ef

le
xe

s Reflexes �  Moro �  Rooting �  Suck 

�  Grasp �  Stepping 

 

Significance of findings  

Describe the feedback 
and health promotion 
strategies provided to 
the parents 

 

F
ol

lo
w

 U
p 

Consultation and 
referral 
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Reflection of Midwifery Care 

Summarise the outcome of this woman’s labour and birth? 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................... 

If you had the opportunity to care for this woman again, would you do anything differently? 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

Were there any cultural/religious considerations that you took into account in providing this 

woman’s care?  

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

List two aspects of care you discussed with this woman and why they were important to her. 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

 

Name ......  Signature   Date......................................... 
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Student Midwife Clinical Assessment 
 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                                2nd Attempt �                                    3rd Attempt�  
   
First stage of labour 
Element  Observable behaviour Yes No  
Communication 
(competency 
standard xxx 

Addresses woman by name 
Introduces self 
Explains purpose of procedures and assessments 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Orientates woman to environment 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Wears personal protective equipment 
Disposes of equipment safely and appropriately 
Ensures appropriate management of blood and body fluids 

  

Assessment  Assesses woman’s vital signs (BP, Pulse Temperature and 
respirations) 
Evaluates contractions – frequency, strength and duration 
Evaluates woman’s response to pain 
Assesses foetal heart sounds regularly 
Assesses state of the membranes 
Performs vaginal examination to asses cervical dilation and 
effacement as indicated 
Monitors woman’s response to labour  

  

Planning of care Plans care in conjunction with woman 
Informs other members of the  team of the woman’s progress  
Responds appropriately to woman’s changing needs 
Demonstrates flexibility to changing circumstances  

  

Implementation 
of care 

Demonstrates judgement in provision of care 
Promotes normal outcomes of labour through supportive care 
Provides assistance with the management of pain 
Responds quickly and effectively to changes in maternal or foetal 
condition 
Explains the reasons for actions 
Evaluates the effectiveness of interventions 
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Counselling Supports the woman throughout labour both emotionally and 
physically 
Prepares woman for the second stage of labour 

  

Consultation and 
referral 

Consults senior colleague or doctor if required 
Refers woman to appropriate care 

  

 
 
Assessors Comments 
I have assessed this student as competent / not competent because of the following: 

     
 
 

Signature 
 
 

 
Students Comments 

 
 
 

Signature 
 
 
 

Date 
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Student Midwife Clinical Assessment 
 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                                 2nd Attempt �                                 3rd Attempt�  
   
Management of second and third stage of labour 
Element  Observable behaviour Yes No  
Communication 
(competency 
standard xxx 

Addresses woman by name 
Introduces self 
Explains purpose of procedures and assessments 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Orientates woman to environment 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Wears personal protective equipment 
Disposes of equipment safely and appropriately 
Ensures appropriate management of blood and body fluids 
Ensures environment is prepared for reception of the newborn 
Prepares equipment and drugs for use in late second and third stage 
Seeks assistance of colleagues for the birth 

  

Assessment  Assesses woman’s vital signs (BP, Pulse Temperature and 
respirations) 
Evaluates contractions – frequency, strength and duration 
Evaluates decent and rotation of the foetus 
Evaluates woman’s response to pain 
Assesses foetal heart sounds regularly 
Assesses state of the membranes and liquor 
Performs vaginal examination to asses cervical dilation and 
effacement as indicated 
Monitors woman’s response to labour  
 

  

Planning of care Plans care in conjunction with woman 
Informs other members of the  team of the woman’s progress  
Responds appropriately to woman’s changing needs 
Demonstrates flexibility to changing circumstances  
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Implementation 
of care 

Demonstrates judgement in provision of care 
Promotes normal outcomes of labour through supportive care 
Provides assistance with the management of pain 
Responds quickly and effectively to changes in maternal or foetal 
condition 
Explains the reasons for actions 
Evaluates the effectiveness of interventions 
Assists woman to adopt a comfortable position for second stage 
Encourages woman’s expulsive efforts when indicated 
Observes foetal descent  
Watches perineum and acts to maintain integrity if required 
Allows infant head to be born and checks for presence of cord 
Deals with cord safely 
Assists if necessary birth of the shoulders 
Supports birth of the body 
Notes time of birth 
Clamps and cuts cord  
Ensures safety of infant 
Waits for signs of placental separation, describes each 
Delivers placenta and membranes 
Notes time 
Ensures appropriate oxytocic is administered 
Observes blood loss and responds appropriately 
Checks fundus 
Checks genital tract for signs of trauma 
Responds to findings 
Assists woman to comfortable position 
Encourages and facilitates breast feeding 
Checks placenta and membranes for completeness 
Assesses total blood loss 
 

  

Newborn Keeps infant warm 
Performs Apgar scores at 1 minute and 5 minutes 
Ensures skin contact with mother 
Performs physical examination of infant  
Monitors infant’s adaptation to extrauterine life 

  

Counselling Support mother to engage with infant 
Explain infant’s appearance and behaviour as required 
Assist mother to breastfeed 

  

Consultation and 
referral 

Consults senior colleague or doctor if required 
Responds rapidly and effectively to deviations from normal 

  

�
�
�
�
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Assessors Comments 
I have assessed this student as competent / not competent because of the following: 
 
 
 
Signature 
 
 
 
Students Comments 
 
 
 
Signature 
 
 
 
Date 
 



 H E A D I N G  H E R E  

 37/94 

3. POSTPARTUM MIDWIFERY CARE 

 
Postpartum Midwifery Care Guidelines 

 

It is expected that all students will be provided with experiences which will enable them to: 

·  Undertake a clinical midwifery assessment of thirty (30) well women and babies across 

varying periods of days after birth.  

·  Work with at least fifteen (15) women who are breast feeding 

·  Work with women throughout the postpartum period, providing evidence of  physical 

assessment and assessment of communication, support, education skills of the student 

midwife and health promotion skills; 

·  Work with women throughout the postpartum period when there are complications 

·  Detect obstetric, medical and surgical emergencies and provide midwifery management 

including consultation and referral. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 H E A D I N G  H E R E  

 38/94 

 Midwifery Care During the Postpartum Period 
 

No .....................  Gestation……………Type of birth……………  Birth weight ………….. 

 

 Date……………... 
Day……………… 
Setting…………… 

Date…………… 
Day……………. 
Setting…………. 

Date…………… 
Day……………. 
Setting…………. 

Breast/nipples    
Fundus/abdomen    
Legs    
Lochia    
Perineum/wound    M

at
er

na
l P

hy
si

ca
l 

A
ss

es
sm

en
t 

Output    
Cultural/Religious 
considerations 

   

Discharge planning 
Mothercraft 

   

E
du

ca
tio

na
l 

N
ee

ds
 

Consultation and 
referral 

   

P
sy

ch
o-

S
oc

ia
l 

A
ss

es
sm

en
t Describe your 

debriefing and 
emotional assessment 
with the woman 

   

M
at

er
na

l 
C

ar
e 

Midwifery care 
 
Medications e.g.: 
analgesia, Rh D 
immunoglobulin etc. 

   

Fontanelles    

Eyes 
 

   

Mouth    

Cord    

Skin/colour    

N
ew

bo
rn

 P
hy

si
ca

l A
ss

es
sm

en
t 

Output    
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In
fa

nt
 F

ee
di

ng
 

Describe midwifery care 
related to infant feeding 
e.g. assess positioning, 
attachment and nutritive 
sucking (see legend 
below) 

   

In
fa

nt
 

C
ar

e 

Cares  
eg: NBST/Hep B/ Vit. K 
Other: e.g. Bilibed 

   

LEGEND 
Sucking Codes 
1 = offered but does not attach 
2 = interested but does not attach 
3 = attaches on and off 
4 = Attaches but has uncoordinated suck 
5 = good nutritive sucking – short feed 
6 = good nutritive sucking – long feed 

Name 
 
 
Signature 
 
 
Date 

Name 
 
 
Signature 
 
 
Date 

Name 
 
 
Signature 
 
 
Date 
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Student Midwife Clinical Assessment 
 
 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                             2nd Attempt �                                        3rd Attempt�  
   
Care of the mother after birth 
Element  Observable behaviour Yes No  

Communication 
(competency 
standard xxx 

Introduces self  
Explains purpose of procedures and assessments 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Wears personal protective equipment 
Disposes of equipment safely and appropriately 
Ensures appropriate management of blood and body fluids 

  

Assessment  Assesses physical recovery from birth 
Assesses emotional adaptation to motherhood 
Checks breasts for signs of engorgement 
Notes nipple condition 
Checks fundus for involution 
Checks lochia 
Checks perineum if repair has been necessary 
Checks legs for signs of swelling and or deep or superficial thrombi 
Discusses urine output and micturition 
Discusses bowel function 
Notes all findings 

  

Planning of care Plans care in conjunction with mother  
Supports breastfeeding and parenting skills 
Encourages hygiene measures 
Promotes fluid intake 
Supports nutrition 
Discusses discomforts in the postpartum period and provides 
appropriate advice care and support 
Discusses resumption of normal daily activities including work and 
sexual intercourse 
Discusses contraceptive measures 
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Implementation 
of care 

Demonstrates judgement in provision of care 
Provides care that is culturally sensitive 
Encourages woman to self care 

  

Counselling Support mother to engage with infant 
Explain infant’s appearance and behaviour as required 
Assist mother to breastfeed 

  

Consultation and 
referral 

Consults senior colleague or doctor if required 
Responds rapidly and effectively to deviations from normal 

  

 
Assessors Comments 
I have assessed this student as competent / not competent because of the following: 

 
 
 

Signature 
 
 
 

Students Comments 
 
 
 

Signature         
 
 
 
Date: 
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Student Midwife Clinical Assessment 
 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                    2nd Attempt �                                  3rd Attempt�  
   
Breastfeeding  
Element  Observable behaviour Yes No  
Communication 
(competency 
standard xxx 

Introduces self  
Explains purpose of procedures and assessments 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Wears personal protective equipment 
Disposes of equipment safely and appropriately 
Ensures appropriate management of blood and body fluids 

  

Assessment  Checks breasts for signs of engorgement 
Notes nipple condition 
Seeks history of feeding to date 
Observes mother’s interaction with infant 
Observes attachment of the infant to the breast 
Notes sucking behaviour 
Notes signs of let down reflex 
Evaluates effectiveness of attachment and sucking 
Notes all findings 

  

Planning of care Plans care in conjunction with mother  
Assists mother to attach and detach infant if required 
Promotes mother’s skill and confidence 
Encourages hygiene measures – hand washing 
Promotes maternal fluid intake 
Discusses short and long term health benefits of breastfeeding to 
both mother and baby 
 

  

Implementation 
of care 

Demonstrates judgement in provision of care 
Provides care that is culturally sensitive 
Encourages woman to self care 
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Counselling Support mother to engage with infant 
Explain infant’s appearance and behaviour as required 
Assist mother to breastfeed 

  

Consultation and 
referral 

Consults senior colleague or doctor if required 
Responds rapidly and effectively to deviations from normal 

  

 
Assessors Comments 
I have assessed this student as competent / not competent because of the following: 

 
 
 

Signature 
 

 
 
Students Comments 

 
 
 
Signature 

 
 
 
Date 
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4. CARE OF THE NEONATE 
 

Care of the Neonate Guidelines 

 

It is expected that all students will be provided with experiences which will enable them to: 

·  Assess and provide midwifery management of the well and unwell baby including: 

o hydration; 

o feeding; 

o warmth; 

o resuscitation; 

o respiratory support; 

as appropriate, (may need to utilise simulation); 

 

·  Detect and respond appropriately to neonatal events requiring emergency midwifery 

management including immediate support and referral; 

·  Develop the appropriate skills for Newborn Screening. 

 

The care should include at least: 

·  5 episodes of  care of the unwell neonate 

·  5 newborn screening tests 

·  5 resuscitation of the newborn 

·  5 naso/orogastric tube feeds 
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                            Resuscitation of the Newborn 
 

Examples may include: use of oxygen, suction, intermittent positive pressure ventilation, endotracheal 
intubation. 

 
Number Initials Type of birth 

Date Antenatal/intrapartum risk factors 

Gestation Equipment utilised 

Resuscitator’s actions 

Apgars 
 
1 5 10 

Resuscitator 

�  Self �  Midwife 

�  Doctor �  Other 

Outcome/comments/referral 

Name Signature Date 

 

 

 

 

 

 

 

 

 

 

 

 

 



 H E A D I N G  H E R E  

 46/94 

                                            Resuscitation of the Newborn 
 

Examples may include: use of oxygen, suction, intermittent positive pressure ventilation, endotracheal 
intubation. 

 
Number Initials Type of birth 

Date Antenatal/intrapartum risk factors 

Gestation Equipment utilised 

Resuscitator’s actions 

Apgars 
 
1 5 10 

Resuscitator 

�  Self �  Midwife 

�  Doctor �  Other 

Outcome/comments/referral 

Name Signature Date 
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                                      Care of the Unwell Neonate 
 

Number Initials Date 

Gestation Corrected age 

Diagnosis Current age in days 

 Rationale 

Observations type/frequency  

Appearance eg colour, tone, 
position etc. 

 

P
hy

si
ca

l 
A

ss
es

sm
en

t 

Behaviour  

Method of feeding e.g. IV, tube, 
breast, artificial 

 

Type of feed: - breast milk 
- formula 

 

Fluid requirements (ml/kg/day)  N
ut

rit
io

n 

Frequency  

M
ed

ic
at

io
n Drug 

Dose 
Frequency 
Indications 
Rationale 
 

 

Method of respiratory support 
Oxygen requirements 
 

 

R
es

pi
ra

to
ry

 

Care and rationale 
 

 

Equipment utilised (monitor/cribs) 
 
 

 

E
nv

iro
nm

en
t 

Developmentally supportive care 
 
 

 



 H E A D I N G  H E R E  

 48/94 

Ja
un

di
ce

 Assessment 
Care 
Rationale 
Treatment 
 

 
F

am
ily

 Parental/infant attachment 
e.g.: lactation 
Support and education 
Discharge planning 
 

 

R
ef

er
ra

l &
 

C
on

su
lta

tio
n 

 
 
 
 
 
 
 

 

Name…………………………Signature ………………..……………Date………..……………….. 
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             Newborn Screening Test 
 

Number 1 Initials Date Age 

Describe your method of 
collection 

 

Explanation given to parents  

Illustrate puncture site 

Name………………………… Signature…………………….. Date………………………… 

 

Number Initials Date Age Comments Name 
Signature 

2      

3      

4      

5      
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                                 Student Midwife Clinical Assessment 
 

 
Student Name  Assessor Name  
 
Date  
 
1st attempt  �                                      2nd Attempt �                                   3rd Attempt�  

   
Examination of the newborn 
Element  Observable behaviour Yes No  

Communication 
(competency 
standard xxx 

Introduces self to parent 
Identifies infant 
Explains purpose of procedures and assessments 
Seeks permission to proceed 
Asks questions in a way that optimises communication 
Uses language that the woman understands clearly 
Provides opportunity for the woman to seek clarification or more 
information 
Maintains privacy and confidentiality 
Documents and records findings 

  

Environmental 
safety 

Prepares environment 
Practices universal precautions 
Wears personal protective equipment 
Disposes of equipment safely and appropriately 
Ensures appropriate management of blood and body fluids 
Ensures environment is warmed and adequate lighting is available 
 

  

Assessment  Assesses infant’s vital signs (Colour, Pulse Temperature, reflexes, 
muscle tone and respirations) 
Notes infant’s behaviour 
Weighs infant accurately 
Measures length accurately 
Measures head circumference accurately 
Notes presence and degree of moulding and caput 
Checks fontanelles and sutures 
Checks presence of eyes 
Checks mouth, tongue and palate 
Checks patency of nares 
Checks formation of ears and patency of canals 
Checks level of eye to ear 
Notes skin tags 
Checks neck for webbing, tumours etc 
Checks chest, nipple tissue 
Checks abdomen and cord stump 
Checks arms, hands and fingers 
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Notes grasp reflex 
Checks genitalia 
Checks lower limbs and feet 
Checks anus for patency 
Checks spine for formation and defects 
Notes all findings 

Planning of care Plans care in conjunction with mother  
Supports breastfeeding and parenting skills 

  

Implementation 
of care 

Demonstrates judgement in provision of care 
Promotes normal outcomes of labour through supportive care 
Provides assistance with the management of pain 
Responds quickly and effectively to changes in maternal or foetal 
condition 
Explains the reasons for actions 
Evaluates the effectiveness of interventions 
Assists woman to adopt a comfortable position for second stage 
Encourages woman’s expulsive efforts when indicated 
Observes foetal descent  
Watches perineum and acts to maintain integrity if required 
Allows infant head to be born and checks for presence of cord 
Deals with cord safely 
Assists if necessary birth of the shoulders 
Supports birth of the body 
Notes time of birth 
Clamps and cuts cord  
Ensures safety of infant 
Waits for signs of placental separation, describes each 
Delivers placenta and membranes 
Notes time 
Ensures appropriate oxytocic is administered 
Observes blood loss and responds appropriately 
Checks fundus 
Checks genital tract for signs of trauma 
Responds to findings 
Assists woman to comfortable position 
Encourages and facilitates breast feeding 
Checks placenta and membranes for completeness 
Assesses total blood loss 
 

  

Counselling Support mother to engage with infant 
Explain infant’s appearance and behaviour as required 
Assist mother to breastfeed 

  

Consultation and 
referral 

Consults senior colleague or doctor if required 
Responds rapidly and effectively to deviations from normal 
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Assessors Comments 
I have assessed this student as competent / not competent because of the following: 

 
 
 

Signature 
 
 
 

Students Comments 
 
 
 

Signature 
 
 
 

Date 
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5. FOLLOW THROUGH EXPERIENCES 
 

The follow-through experiences are designed to provide the midwife with an understanding of 

the woman’s experiences through pregnancy, birth and the postnatal period. They aim to 

encourage the midwife to establish professional midwifery relationships with women. 

 

The midwife must follow the progress of the pregnancy, labour and birth of 3 women during her 

3rd year of the course. 

 

The minimum requirements are the completion of the care relating to: 

Booking/ first visit; 

Subsequent assessment; 

Care during labour – 1st stage and 2nd and 3rd stages; 

Examination of the newborn; 

Postnatal care of the woman; 

 

It is generally considered that the follow-through of each woman will take between 10-12 hours.  
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`       Booking In/First Visit  

Personal History 

Woman’s initials  .........................................Maternal age…………………………   

Menstrual history/cycle ............................................................................................... 

Relevant history (medical, surgical, family)................................................................. 

Allergies........................................................................................................................ 

Alcohol………………………………........................................................... Smoking  

History of prescribed/non-prescribed medication/recreational drugs........................... 

...................................................................................................................................... 

Blood group………………..Rhesus…………………Hb  g/dl 

Rubella………………………………………….. .............................................VDRL   

Hep B…………………………… Hep C …………………………… HIV ............... 

Further tests ................................................................................................................. 

Pap Smear history ........................................................................................................ 

 

Obstetric History 

Parity ............................................................................................................................ 

 

YEAR 
PREGNANCY 

Duration, 
Complications 

LABOUR Type, 
Length, 

Complications 
OUTCOME 

INFANT 
Weight, Gender, 

Condition 

PUERPERIUM 
Feeding, 

Complications 
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History of Present Pregnancy 

LMP .........  EDB ..............................................  Gestation.......................................... 
Revised EDB………………………………………Reasons date revised .................. 
Ultrasound .................................................................................................................... 
Prenatal screening ........................................................................................................ 
Risk factors associated with this pregnancy ................................................................ 
...................................................................................................................................... 
...................................................................................................................................... 
 
Physical Examination 

Height ...................  Weight ...................................... BMI ........................................ 
Breasts .................. Nipples ........................................................................................ 
Legs (varicose veins, oedema) ..................................................................................... 
Blood pressure ............................................................................................................. 
Urinalysis .....................................................................................................................  
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Psychosocial Assessment 
 
 
Consider the following: 
 
Psychosocial screening 
...................................................................................................................................... 
Cultural or religious considerations 
...................................................................................................................................... 
...................................................................................................................................... 
Family/support system 
...................................................................................................................................... 
...................................................................................................................................... 
Educational needs 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Options of care 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 

 

Abdominal Examination 

Inspection 
Signs of pregnancy          
      
Shape of abdomen          
      
Size of uterus ............................................................................................................... 
Scars/rashes .................................................................................................................. 
 
Palpation 
Fundal height ......................................................Size of fetus in relation to gestation  
Fetal movements .......................................................................................................... 
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Auscultation of fetal heart 
 
Pinnards �  Sonicaid/Doppler � .................... Rate   
 
Significance of abdominal examination findings  
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
 
Health Promotion Opportunities 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

Management/Midwifery Care Plan 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 
Consultation and Referral 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 
  
...................................................................................................................................... 
...................................................................................................................................... 
 
Name ......  Signature   Date......................................... 
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Parent Education Classes 

Did the woman and her partner attend parenting education classes? 
 
Yes �    No � Reason .......................................................................................... 
 
If no, how did the woman get the information? 
...................................................................................................................................... 
...................................................................................................................................... 
 
If yes, what value did these classes provide to the woman and her partner? 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
 
Did you attend a parenting education session with this woman and her partner? 
 
Yes �   No �  
 
If yes, what was the focus of this session? 
...................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
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Subsequent Assessment During Pregnancy 
 
Number ...................... Date ........................... EDB  ................................  Gestation   
Relevant history............................................................................................................ 
...................................................................................................................................... 
Woman’s general physical and psychosocial health .................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Abdominal palpation ................................................................................................... 
Shape of uterus .......................................................  Lie ............................................ 
Fundal height ........  Presentation ...........................  Position   
Engagement ............................................................  Fetal movement ........................ 
 
Fetal heart    Pinnards   Sonicaid/Doppler ............... Rate   
Information discussed .................................................................................................. 
...................................................................................................................................... 
Investigations offered .................................................................................................. 
...................................................................................................................................... 
Plan for ongoing care ................................................................................................... 
...................................................................................................................................... 
Referral and follow up ................................................................................................. 
...................................................................................................................................... 
Name.......    Signature ............................................  Date   
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Subsequent Assessment During Pregnancy 
 
Number ...................... Date ........................... EDB  ................................  Gestation   
Relevant history............................................................................................................ 
...................................................................................................................................... 
Woman’s general physical and psychosocial health .................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Abdominal palpation ................................................................................................... 
Shape of uterus .......................................................  Lie ............................................ 
Fundal height ........  Presentation ...........................  Position   
Engagement ............................................................  Fetal movement ........................ 
 
Fetal heart    Pinnards Sonicaid/Doppler ............... Rate   
Information discussed .................................................................................................. 
...................................................................................................................................... 
Investigations offered .................................................................................................. 
...................................................................................................................................... 
Plan for ongoing care ................................................................................................... 
...................................................................................................................................... 
Referral and follow up ................................................................................................. 
...................................................................................................................................... 
Name.......   Signature ............................................  Date   
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Midwifery Care During Labour 
 
On Arrival/Handover of Care 
 
Number ……… Date ………… Woman’s initials ……….…Gestation .................... 
 
Overview of woman’s expectations for labour and birth 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

 
History of labour (contractions, liquor, show etc) 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 
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Assessment of Progress of Labour 

 Time    

Inspection    

Fundal height 
   

Lie 
   

Attitude    

Presentation    

Position    

Engagement    

Auscultation of fetal heart-
rate and method 

   A
bd

om
in

al
 P

al
pa

tio
n 

Contractions 
frequency/intensity 
duration 

   

External genitalia    

Vagina 
   

Position and consistency of 
cervical os 

   

Cervical effacement 
   

Cervical dilatation    

Application to presenting 
part 

   

Presenting part and station    

Membranes/Liquor    

Presence of moulding/ caput    

Draw your findings    

V
ag

in
al

 E
xa

m
in

at
io

n 

Vaginal examination 
performed by 
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Position adopted    

Behaviour during 
contractions 

   

B
eh

av
io

ur
 A

ss
es

sm
en

t 

Woman’s perceptions of 
contractions 
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Management of Pain During Labour 

Describe your role in the management of pain. 

Non-Pharmacological Stage of labour Rationale for choice Effects 

    

    

 

 

  

 

 

  

Pharmacological Stage of labour Rationale for choice Effects 

Inhalational (type/dose)    

Narcotic 
(type/dose/route) 

   

Epidural (type/dose)    

Others 
(eg pudendal block, etc.) 
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                                      Midwifery Care During the Birth 

  Date EDB Parity Gestation 

Length  
 

Reflection of care  

1st
 S

ta
ge

  

Midwifery/medical 
interventions 

 

Length  

Position adopted 
 
Rationale 

 

Type of birth �  Spontaneous 
�  Ventouse 
�  Forceps type......................... reason.................... 
�  Breech type…………….….. 
�  Caesarean type………………… reason…………..... 

Describe the birth  

Midwifery/medical 
interventions 

 

2nd
 S

ta
ge

 

Birth 
attendant/accoucheur 

�  Self �  Midwife 

�  Doctor �  Other 

Reception and 
immediate care of 
infant by 

�  Self �  Midwife 

�  Doctor �  Other 

Skin to skin contact  

Apgars  

Im
m

ed
ia

te
 C

ar
e 

of
 th

e 
N

ew
bo

rn
 

Resuscitative measures  
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                 Midwifery Care During Third and Fourth Stage 

Length  

Management of third stage 
Oxytocics used 

�  Physiological        �  Active        �  Manual removal 
�  Other – describe   

Placenta �  Complete  �  Incomplete 

Appearance  

Membranes �  Complete  �  Ragged 

Cord Vessels �  Number  Significance   

Blood Loss ………. mls 

Perineum �  Intact  �  Tear              

Degree…………………… 

�  Grazes  �  Episiotomy 

Describe/illustrate perineal 
trauma and repair 

 

3rd
 S

ta
ge

 

Education given to woman 
for her perineal trauma 

 

Describe initial skin to skin 
contact and initial breast 
feeding experience 

 

Maternal physical 
assessment 

Vital signs 
Fundus 
Lochia 
Bladder 

Midwifery care given in 
early postnatal period 

 4th
 S

ta
ge

 

Describe initial parental 
interaction 
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Initial Newborn Assessment 

Heart rate  

Respiratory rate/effort  

Temperature  

Weight  

Length  

Head circumference  

V
ita

l S
ig

ns
 

Vitamin K �  IMI              � Oral           �  Declined     reason ................................

Posture/tone 

 

 

Skin/colour 

 

 

G
en

er
al

 A
pp

ea
ra

nc
e 

Cry 

 

 

Sutures/fontanelles  

Moulding/caput  

Eyes  

Nose  

Mouth/palate  

Ears  

   
   

   
   

   
   

   
   

   
   

   
   

   
   

   
H

ea
d 

an
d 

N
ec

k 

Neck  

Chest/nipples 

 

 

C
he

st
 A

bd
om

en
 

Abdomen/cord 

 

 

Genitalia  

Anus  

G
en

ita
lia

 

Passed urine/meconium  
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Arms/hands/fingers/ROM 

 

 

Legs/feet/toes/ROM 

 

 

E
xt

re
m

iti
es

 

Femoral pulses 

 

 

Spine 
 

 

S
pi

ne
 

Sacrum 
 

 

R
ef

le
xe

s Reflexes �  Moro �  Rooting �  Suck 

�  Grasp �  Stepping 

 

Significance of findings  

Describe the feedback and 
health promotion strategies 
provided to the parents 
 

 

F
ol

lo
w

 U
p 

Consultation and referral  
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Reflection of Midwifery Care 

Summarise the outcome of this woman’s labour and birth  
...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

 
If you had the opportunity to care for this woman again, would you do anything differently? 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

 

Name ......   Signature ....................................  Date................. 
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Summary of Care During Labour and Birth 

This summary is to be completed if the student midwife was not in attendance during the labour and/or 
the birth. 

1st
 s

ta
ge

 

Length 
Analgesia 
Fetal heart monitoring 

 

2nd
 s

ta
ge

 

Length 
Position adopted 
Type of birth 
Birth attendant/accoucheur 

 

3rd
 s

ta
ge

 

Length 
Placenta/membranes 
Blood loss 
Perineum 

 

4th
 s

ta
ge

 

Breast feeding experience 
Maternal physical assessment 

 

N
ew

bo
rn

 

Apgars 
Weight  
Length  
Head circumference 
Newborn assessment 
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                               Midwifery Care During the Postpartum Period 
 
 

No .....................  Gestation ……….. Type of birth ....……….. Birth weight ........... 

 

 Date……………... 
Day……………… 
Setting…………… 

Date…………… 
Day……………. 
Setting…………. 

Date…………… 
Day……………. 
Setting…………. 

Breast/nipples    
Fundus/abdomen    
Legs    
Lochia    
Perineum/wound    M

at
er

na
l P

hy
si

ca
l 

A
ss

es
sm

en
t 

Output    
Cultural/Religious 
considerations 
 

   

Discharge planning 
Mothercraft 
 

   

E
du

ca
tio

na
l N

ee
ds

 

Consultation and referral 
 

   

P
sy

ch
o-

S
oc

ia
l 

A
ss

es
sm

en
t Describe your debriefing and 

emotional assessment with 
the woman 
 
 
 
 

   

M
at

er
na

l 
C

ar
e 

Midwifery care 
 
Medications eg: analgesia, 
Rh D immunoglobulin etc. 
 
 

   

Fontanelles    
Eyes    
Mouth    
Cord    
Skin/colour    N

ew
bo

rn
 

P
hy

si
ca

l 
A

ss
es

sm
en

t 

Output    
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In
fa

nt
 F

ee
di

ng
 

Describe midwifery care 
related to infant feeding 
eg assess positioning, 
attachment and nutritive 
sucking (see legend below) 

   

In
fa

nt
 

C
ar

e 

Cares  
eg: NBST/Hep B/ Vit. K 
Other: eg Bilibed 

   

LEGEND 
Sucking Codes 
1 = offered but does not attach 
2 = interested but does not attach 
3 = attaches on and off 
4 = Attaches but has uncoordinated suck 
5 = good nutritive sucking – short feed 
6 = good nutritive sucking – long feed 

Name 
 
 
Signature 
 
 
Date 

Name 
 
 
Signature 
 
 
Date 

Name 
 
 
Signature 
 
 
Date 
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Community Follow Up 
 
In your follow-up conversations describe this family’s transition from hospital to home (eg: 
infant behaviour, breastfeeding, sleeping patterns, perinatal mood disorder). 
...................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 

What community resources have or will the family utilise? 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

 

Six Week Check 

Describe the care the woman and the baby received during their six-week follow-up check. 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Mother (eg: physical, contraception, psychosocial, maternal - infant attachment, social 
supports). 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Baby – (eg: growth and development, feeding) 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Did the mother or the baby require any further consultations or referral? 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
Were there any cultural/religious considerations that you took into account in providing this 
woman’s care? 
...................................................................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
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6. SUMMATIVE ASSESSMENT 
 
Summative Assessments Guidelines 

 
It is the responsibility of the student to: 

·  Undertake these summative assessments during their senior term in the appropriate 

clinical setting 

·  Ensure relevant clinical experience has been attained 

·  Liaise in advance with the clinical assessor to arrange a time for each assessment 

·  Both student and midwife assessor are required to be familiar with regards to the 

assessment item 

·  Be appropriately prepared for the assessment by engaging in relevant learning activities 

and skills practice prior to the scheduled assessment 

·  Ensure that the assessment is carried out during the course of routine work 

·  Ensure that the clinical environment /midwifery care provides the opportunity to meet 

the requirements of the assessment 
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Clinical Midwifery Practice Assessment Guidelines 
 

·  All assessments are to be performed by an experienced midwife  

·  The assessor must be designated by the employing Area Health Service, following 

training 

·  Each summative assessment must be completed under the guidance of one assessor 

·  After an unsuccessful attempt at a summative assessment the student must make an 

appointment with the same assessor (where possible), for continuity purposes 

·  The assessor must give specific feedback on each attempt at a summative assessment. 

The explanation must be sufficiently clear to allow the student to understand where the 

performance standard was not met, and to provide guidance that will assist the student 

to demonstrate clinical competence during a future attempt 

·  A plan which would enable the student to demonstrate competence should be 

formulated with the student during the feedback session. This may involve: 

o verbal instruction; 

o demonstration by assessor; 

o direct supervision of practice by assessor / educator; and/or 

o development of a learning contract. 

·  The College must be notified in writing (or via email) if the student is unable to 

demonstrate competence at a summative assessment 

·  When a student fails to demonstrate competence at the second attempt at the clinical 

assessment, the hospital liaison person will meet with the College to review all aspects 

of the student's performance and determine under what circumstances continuation in 

the course can proceed 

·  All clinical assessments performed must be consistent with the general principles of 

asepsis and body substance isolation as appropriate and comply with hospital policy and 

the midwifery unit protocol 
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·  Adequate explanation of clinical procedures must be given to the woman, prior to the 

commencement of the procedure and throughout the procedure where applicable 

·  The woman’s right to privacy must be observed at all times when performing clinical 

procedures 

·  The student is required to demonstrate sensitivity to the social, cultural, emotional and 

education needs to the woman and her significant other(s) 

·  The student communicates and interacts appropriately and effectively with other 

members of the multi-disciplinary team 

 

Assessment of the student must be suspended in the case of unsafe practice or events involving 

the woman that necessitate immediate intervention. The assessment may be continued or 

repeated at a later date following feedback and negotiation between the student and assessor. 

College MUST be notified of any situation where the student midwife demonstrates unsafe 

practice. 
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Health Promotion Education Session (page 1 of 2) 

Midwifery Clinical Summative Assessment 
 

Student’s name…………………………SID……………………. Signature………………………….. 
 

Topic:……………………………………. 

Audience:……………………………… 

 

Comments 

Planning and Organisation 

·  Learning objectives, clear and appropriate 
·  Content matched to objectives 
·  Content accurate, current and appropriate in complexity 

and quantity 
·  Use of a written lesson plan (see attached) 

  

Presentation 

·  Communication: 
o Speech audible, fluent, clearly articulated and 

appropriate 
o Tone of voice warm and encouraging 
o Awareness of individual woman’s needs 
o Appropriate body language – posture, gestures, 

facial expressions and eye contact 
·  Questions encouraged 
·  Discussion facilitated 
 

 

Use of Teaching Resources 

·  Teaching resources selected to enhance learning 
·  Familiarity with equipment used 
·  Handouts 
 

 

Time Management of Session 

·  Learning objectives met within timeframe provided 
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Comments & recommendations  
   
   
   
   
   
 
Competent / Not Competent 
 
Midwife Assessor…………….… Signature………………….Designation:……………....  
 
Date    

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 H E A D I N G  H E R E  

 79/94 

Health Promotion Education Session (2 of 2 pages) 
 

Midwifery Clinical Summative Assessment 
Student’s Name       SID       
Signature       
 
Lesson Plan (to be completed by student midwife) Topic  Audience 

 
Learning Aims 
and Objectives 

Activities / 
Strategies 

Size of Group Teaching Aids / 
Resources 

Length of Session 

 
 
 
 
 
 
 
 
 
 
 
 

    

 
Feedback 
What feedback did you receive from the group participants?    

           

           

            

Reflection 
Reflect on this teaching session provided.       

           

           

     

 

Midwifery Assessor        

Signature        Designation      
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Booking In/First Visit 

 

Midwifery Clinical Summative Assessment 

Student’s name…………………………SID……………………. Signature………………………….. 
 

Knowledge and Observable Criteria Comments 
Communication 

 and  
Safety 

 

·  Organises and checks equipment and clinical records 
·  Practises universal precautions 
·  Wears personal protective equipment 
·  Addresses woman by name 
·  Introduces self 
·  Provides clear and relevant explanations and feedback 
·  Listens to the woman and support person and responds 

appropriately 
·  Maintains privacy and confidentiality of information 
·  Actively involves the woman in the decision making 

process 
·  Responds appropriately to non-verbal communication 
·  Encourages the woman to express her thoughts 
·  Documents findings 

 

Education ·  Demonstrates skills in providing education throughout 
interview 

·  Discusses options / models for care 
·  Explains sequence of visits and nature of antenatal care 
·  Discusses resources available for birth and parenting 
·  Discusses feeding options 

 

History ·  Discusses previous reproductive, obstetric, medical and 
family history 

·  Discusses menstrual history and establishes date of last 
normal menstrual period 

·  Calculates EDD using Naegles rule 
·  Discusses use of prescription, non prescription and 

recreational drugs 
·  Discusses dietary and nutritional requirements 

 

Psycho-social ·  Obtains a history including cultural and religious aspects 
·  Establishes the woman’s expectations for pregnancy, 

labour and birth. 

 

Physical ·  Measures woman’s height, weight and calculates the 
BMI 

·  Measures woman’s BP 
·  Examines woman’s breasts and nipples 
·  Palpates abdomen, measures fundal height and 

auscultates fetal heart rate 
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·  Assesses legs 
·  Identifies date of last pap smear and initiates follow up 
·  Performs urinalysis and provides instructions for further 

urinalysis and weighing 

Antenatal Screening ·  Explains rationale for blood and urine tests 
·  Obtains informed consent and organises morphology 

scan 
·  Follows up on results of previous tests, investigations 

(nuchal translucency, blood tests) 

 

Consultation and 
Referral 

·  Refers appropriately to dietician, social worker etc 
·  Acts appropriately in relation to information obtained. 

 

 
 

Comments & recommendations         
         
         
        
 
Competent / Not Competent 
 
Midwife Assessor…………….… Signature………………….Designation:……………....  
Date    
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Midwifery Care During Labour and Birth 

Midwifery Clinical Summative Assessment 

Student’s name ................................................SID ..................................................... 
Signature ……................................................. 
 

Knowledge and Observable Criteria Comments 

Communication 
and  

Safety 

·  Organises and checks equipment and records 
·  Practises universal precautions 
·  Wears personal protective equipment 
·  Addresses woman by name 
·  Introduces self 
·  Provides clear and relevant explanations and feedback 
·  Listens to the woman and support person and responds 

appropriately 
·  Maintains privacy 
·  Actively involves the woman in the decision making process 
·  Documents findings 

 

1st stage 
 

Abdominal 
Examination 

and Assessment 
During First 

Stage 

·  Establishes the woman has an empty bladder 
·  Establishes labour history, contractions, ruptured membranes 

show 
·  Assesses maternal vital signs 
·  Positions woman appropriately 
·  Ensures the woman’s uterus is not contracting before 

commencement 
·  Inspects the woman’s abdomen 
·  Palpates the woman’s abdomen to determine fundal height, 

fetal lie, presentation, position, attitude 
·  Assesses fetal heart rate 
·  Palpates uterine contractions for frequency, strength and 

duration 
·  Assesses the woman’s response to labour 
·  Assesses the woman’s progress of labour 

 

2nd stage 
 

Normal Birth 

·  Maintains safe desent of the advancing fetal head 
·  Checks for presence of nuchal cord and acts appropriately 

(where appropriate) 
·  Shoulders and head are delivered 
·  Notes the time of birth 
·  Provides skin to skin contact as appropriate 
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·  Clamps and cuts umbilical cord according to 3rd stage 
management 

·  Obtains cord blood as required 

3rd stage 
 

Delivery and 
Examination of 

Placenta 

·  Checks uterus is contracted 
·  Observes for signs of separation 
·  Delivers placenta and membranes appropriately 
·  Notes the time of delivery of placenta 
·  Palpates uterus 
·  Examines placenta and membranes and cord 
·  Assesses perineal trauma and necessary repairs identified 

and referred 

 

4th Stage ·  Assesses total blood loss 
·  Assesses fundus, lochia and vital signs 

 

Newborn 
 

Examination of 
Newborn 

·  Verifies newborn’s identification 
·  Keeps baby warm and safe throughout examination 
·  Assesses vital signs, weight and length 
·  Performs head to toe assessment incorporating general 

appearance, head, chest, abdomen, genitals, extremities, 
spine, sacrum and reflexes. 

 

 
 
Comments & recommendations ................................................................................... 
...................................................................................................................................... 
...................................................................................................................................... 
 
Competent / Not Competent 
 
 
Midwife Assessor…………….… Signature………………….Designation:……………....  
Date .............................................................................................................................. 
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Postpartum Midwifery Care 

Midwifery Clinical Summative Assessment 

Student’s name ................................................ SID ....................................................  

Signature .....…………………………………. 

 

Knowledge and Observable Criteria Comments 
Communication 

and  
Safety 

 

·  Organises and checks equipment and records 
·  Practises universal precautions 
·  Wears personal protective equipment 
·  Addresses woman by name 
·  Introduces self 
·  Provides clear and relevant explanations and 

feedback 
·  Listens to the woman and support person and 

responds appropriately 
·  Demonstrates skills in providing education as 

appropriate throughout the procedure 
·  Maintains privacy 
·  Actively involves woman in decision making 

process 
·  Orientates the woman to her physical 

environment 
·  Documents findings. 

 

Physical 
assessment 

·  Assesses woman’s vital signs 
·  Attends maternal assessment, breasts, nipples, 

fundus, abdominal, rectus, separation, lochia, 
perineum, abdominal wound, legs, and output 

·  Ensures analgesic requirements are met 
·  Verifies the rhesus and rubella status and acts 

appropriately 

 

Psycho-social ·  Assesses emotional requirements of the woman  

Maternal 

Educational ·  Discusses dietary requirements 
·  Discusses infant and maternal care 

expectations for the next 24 hours 
·  Demonstrates continuation of discharge 

planning 
·  Discusses educational needs of postnatal 

family. 
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Newborn ·  Verifies newborn’s identification 
·  Attends physical assessment, fontanelles, eyes, 

mouth, cord, skin, colour, output 
·  Assesses infant’s vital signs and acts 

appropriately 
·  Verifies Vitamin K, Hepatitis B injections 

offered/given 
·  Performs Newborn screening test if appropriate 
·  Assesses infant feeding patterns 
·  Observes infant feeding process (positioning, 

attachment, nutritive sucking) 
·  Establishes safe sleeping position for newborn. 

 

Breastfeeding ·  Ensures that the woman positions herself 
comfortably 

·  Acts to promote maternal interaction 
throughout 

·  Assesses condition of the breasts and nipples 
prior to and following the feed 

·  Observes and evaluates the woman 
positioning, attachment and sucking 

·  Educates the woman on positioning, 
attachment, sucking, methods of detachment, 
breast and nipple care 

·  Educates the woman on how to hand express 
and discuss the safe storage of expressed breast 
milk 

·  Educates the woman on feeding patterns and 
the significance of the let down mechanism. 

 

 
 

Comments & recommendations ................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

Competent / Not Competent 
 
 
Midwife Assessor…………….… Signature………………….Designation:……………....  
Date .............................................................................................................................. 
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Reception of the Newborn 

Midwifery Clinical Summative Assessment 

Student’s name …………................................ SID………………………………. ...  

Signature .....…………………………………. 

Knowledge and Observable Criteria Comments 

Communication 
and  

Safety 

·  Organises and checks equipment and records 

·  Practises universal precautions 

·  Wears personal protective equipment 

·  Addresses woman by name 

·  Introduces self 

·  Provides clear and relevant explanations and feedback 

·  Listens to the woman and support person and responds 
appropriately 

·  Maintains privacy 

·  Actively involves the woman in the decision making 
process 

·  Documents findings 

 

Procedure ·  Prepares oxytocics if active management of third stage 

·  Auscultates and records fetal heart rate 

·  Identifies antenatal/intrapartum risk factors and acts 
appropriately 

·  Administers oxytocic at the appropriate time 

·  Notes and records time of birth 

·  Dries baby and ensures warmth and gentle handling 

·  Responds to newborn’s condition appropriately 

·  Assigns the 1 minute Apgar score 

·  Recognises and responds to the need for resuscitative 
measures 

·  Assigns the 5 minute Apgar score (and 10 minutes if 
appropriate) 

·  Checks and records sex 

·  Verifies and secures identification labels 

·  Positions baby to promote maternal/infant attachment 

·  Provides feedback to the mother 
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Comments & recommendations.................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

 
Competent / Not Competent 
 
 
Midwife Assessor…………….… Signature………………….Designation:……………....  
Date     
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Resuscitation of the Newborn 

Midwifery Clinical Summative Assessment 

Note: Simulation may be used for this clinical summative assessment 

Student’s name ................................................ SID ...................................  Signature   

Knowledge and Observable Criteria Comments 

Communication 
and  

Safety 

·  Organises and checks equipment and records 
·  Practises universal precautions 
·  Wears personal protective equipment 
·  Addresses woman by name 
·  Introduces self 
·  Provides clear and relevant explanations and 

feedback 
·  Seeks assistance 
·  Listens to the woman and support person and 

responds appropriately 
·  Maintains privacy 
·  Actively involves the woman in the decision 

making process 
·  Documents findings 

 

Procedure ·  Identifies antenatal and intrapartum risk factors 
that affect fetal well being 

·  Stimulates and dries the infant and minimise heat 
loss 

·  Demonstrates initial airway management following 
birth (suction/chin tilt) 

·  Demonstrates effective use of resuscitation 
equipment 

·  Evaluates effectiveness of interventions and 
modifies actions throughout 

·  Provides rationale for bag and mask/ ventilation 
·  Demonstrates bag and maskventilation 
·  Provides rationale for external cardiac compression 
·  Demonstrates external cardiac compression 
·  Provides rationale for endotracheal intubation 
·  Assists appropriately with endotracheal intubation 
·  Assists in obtaining umbilical venous access 
·  Verbalises knowledge of drugs used in newborn 
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resuscitation 
·  Evaluates newborns’ response to resuscitation 
·  States awareness of appropriate cessation 
·  Feedback given to the woman 

 
Comments & recommendations ................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

Competent / Not Competent 
 
Midwife Assessor…………….… Signature………………….Designation:……………....  
Date     



 H E A D I N G  H E R E  

 90/94 

Newborn Screening Test 

Midwifery Clinical Summative Assessment 

Student’s name……………………… SID ....………………………….. 

 Signature ....………………………… 

 

Knowledge and Observable Criteria Comments 

Communication 
and  

Safety 

·  Organises and checks equipment and records 

·  Practises universal precautions 

·  Wears personal protective equipment 

·  Introduces self 

·  Provides clear and relevant explanations to mother 

·  Obtains informed consent for procedure 

·  Prepares card and documents relevant information 

·  Identifies correct newborn 

·  Maintains privacy 

·  Promotes the comfort of the infant throughout 
procedure 

·  Documents procedure in the appropriate areas of 
the newborn’s records 

 

Procedure ·  Ensures the newborn’s foot is clean, dry and warm 

·  Punctures the newborn’s heel in the correct site 
using the appropriate heel incision device 

·  Wipes away first drop of blood 

·  Applies blood to one side of the card, completely 
filling the circles 

·  Ensures the surrounding tissues are not damaged 

·  Allows the card to air dry (minimum 4 hours) 
without contamination 

·  Rechecks the information on the card 

·  Places card in appropriate collection area 
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Comments & recommendations ................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

...................................................................................................................................... 

 
Competent / Not Competent 
 
Midwife Assessor…………….… Signature………………….Designation:……………....  
Date …………….... 
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IN THE RECORD BOOK ALL  
COMPETENCY ASSESSMENTS WILL 
APPEAR AGAERE 
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Summary of Midwifery Clinical Summative Assessments 

Student’s name…………………… SID ........…………………………..  

Signature…………………………. 

Clinical Assessment 
Date Assessed Competent 

/Not Competent 
Name and 
Signature of  
Midwife Assessor 

First attempt 
 
 

  Health Promotion 
Education Session 

Second attempt 
 
 

  

First attempt 
 
 

  Booking In/First Visit 

Second attempt 
 
 

  

First attempt 
 
 

   Midwifery Care during 
Labour and Birth 

Second attempt 
 
 

  

First attempt 
 
 

  Postpartum Midwifery 
Care 

Second attempt 
 
 

  

First attempt 
 
 

  Reception of the 
Newborn 

Second attempt 
 
 

  

First attempt 
 
 

  Resuscitation of the 
Newborn 

Second attempt 
 
 

  

First attempt 
 
 

  Newborn Screening Test 

Second attempt 
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7. CONTACT INFORMATION 
 

For notification please contact: 

Professor Jill White 

Dean, Faculty of Nursing and Midwifery (M02) 

The University of Sydney 

NSW 2006 Australia 

Ph: +61 2 9351 0519  

Fax: +61 2 9351 0506 

Email: jill.white@usyd.edu.au 

 


