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STANDARDS, DUTIES, AND GUIDELINES FOR PRACTICE
Practicing in the State of Washington

STANDARDS OF PRACTICE:

1. Practice will encompass the full well-being of both the birther and the baby during the
entire childbearing year: preconception, 1st trimester, 2nd trimester, 3rd trimester, and
postpartum.

2. It is the midwife’s responsibility to build a relationship centered around trust between the
client and themselves. When doing so, it is essential to remember that the client may have
a birthing partner that is equally as involved with the pregnancy and care of this baby.

3. Care will be respectful and welcoming of all cultures and will be catered around a client’s
unique cultural values and beliefs.

4. A client’s nutrition will be assessed and used to support the pregnancy from the
preconception through the postpartum period and ideally beyond.

5. A client’s physical exercise will be evaluated to best support the holistic health of both
the pregnant individual and the baby throughout the childbearing period.

6. External modalities may be accessed in order to offer care outside of the scope of
midwifery: acupuncture, chiropractic, massage, counseling, etc.

7. Nutritional and supplement recommendations will be made while taking into account the
individual’s means and resources that are available to them specifically. Education on the
resources available within the local community will be provided.

8. Midwifery care will prioritize client feedback and constructive criticism in order to
continuously improve upon the care that is being provided.

9. While it is a midwife’s responsibility to provide an outlined structure of topics to be
discussed at appointments, it is important that appointments are client-led and allow each
client to be able to ask questions and discuss matters that are important to them and their
current situation.

10. Holistic midwifery should include community-based activities and involvement
whenever possible. Creating connections within one’s community is beneficial to
individuals' health on multiple levels. Examples of this would be creating a community
garden, group prenatal visits, childbirth education courses, and volunteer-based events.

11. An important part of offering holistic care is ensuring that your client’s needs are met.
This means that care should be provided in a way that does not exceed your client’s
means: Do a virtual or home visit if your client can not find transportation to the office,
have resources available to offer the client’s childcare when it is necessary, help facilitate
parenting support groups, have information available for local resources such as WIC and
local food banks.
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12. It is important to provide the education and resources necessary for a client’s spouse to be
able to best take care of the family in whatever role they play in the overall family
dynamic.

13. Holistic midwifery care will ensure that the client and their family have the necessary
support throughout the childbearing process, including during labor and delivery and the
postpartum period. In areas that exceed the time available to be offered by the midwife, it
is the midwife’s responsibility to outsource to reliable sources such as local doulas,
lactation specialists, nannies etc.

14. Midwives will take the time to take care of themselves. It is impossible to offer
well-rounded care to others when not properly taking care of yourself in the process. It
will be just as much of a priority that a midwife will take care of themselves as it is for
clients.

15. All midwives will perform care with professional competence.
16. Midwives will remain up-to-date on their licensure at all times and will perform

continuing education credits as necessary to keep their skills up-to-date.

DUTIES AND RESPONSIBILITIES:

1. Job Description: Midwives are assuming the responsibility for the safety and well-being
of both the birth and baby throughout the childbearing process.

2. Client Records: Confidential client records will be maintained electronically through the
use of an electronic charting system. All aspects of care will be documented and available
for the client to access at all times. Records will be kept securely and will not be shared
with any entity without the client’s consent.

3. Disclosure Statement: A formal printed care disclosure will be provided to each client
upon entering care. The client will be expected to sign the document stating that they
understand the document. The disclosure statement will include the credentials of all
providers working within the facility and their information regarding licensure,
information on how to properly contact the care team, expectations of care, and financial
charges associated with care. A copy of the signed disclosure will be scanned into the
patient’s secured file and the original copy will be given to the client to keep.

4. Informed Consent: Informed consent documents will be provided to all clients in regard
to all interventions available during care. Clients will be thoroughly educated on the
intervention and the reasoning behind it and will be expected to sign the form and specify
how they would like to proceed. The disclosure statement will specify the expectations of
care (e.g. receiving a 20-week ultrasound, labwork at the initial and 28 weeks, etc). All
aspects of care outside of what is clearly specified in the disclosure statement are optional
and the client can choose how they wish to proceed. Any time a client does decline, they
will be educated on the risk factors associated with declining and the conversation will be
thoroughly charted in their patient chart.

5. Labwork: Labwork will be required at both the initial visit and the 28-week visit. Should
a client decline, they will be assumed as high-risk and will be transferred to a facility that
can handle the needs of a high-risk pregnant individual.

6. Team Practice: All births will be attended by a team of three. The team will consist of a
trained midwife, a trained birth assistant, and either a student midwife or an additional
licensed midwife who will operate in the capacity of an assistant.



7. Asepsis: All equipment will be properly washed and sanitized to the expectations
provided by the CDC asepsis guidelines (CDC, 2022).

8. Transfer of Care: Informed consent documents are provided and educated to ensure that
patients understand what a transfer of care entails and why they are recommended by the
midwives within the practice. Prior to labor commencing, patients are expected to sign an
informed consent stating that they agree to transfer to the hospital in the scenario that the
midwife deems it to be medically necessary.

9. Newborn Screening: Newborn screening until 2 weeks of age will be offered to all
families in care. Should the family decide to have newborn screening performed with the
newborn’s established pediatrician, they are asked to inform the practice to allow for it to
be documented.

10. Birth Certificate Filing: The midwife who attended the birth will be responsible for the
filing of the birth certificate. The client will be held responsible for ordering a copy of
their birth certificate with the state.

11. Risk Assessing: Formal risk assessments will be performed at the initial visit, the
28-week visit, and the 36-week visit to determine if the patient is still a good candidate
for out-of-hospital birth. At any point in care a client shows signs of being high-risk,
further investigation will be had and the patient and care provider will discuss options
around care. Transfers of care will be initiated at any point should the pregnancy indicate
needing a higher level of care.

GUIDELINES OF PRACTICE:

Part 1- Normal prenatal care

1. Upon entering care, all patients will be asked to fill out an in-depth patient history form
that includes history on the following prompts: personal, gynecological and sexual health,
general health, lifestyle, current pregnancy, past pregnancies, family medical and
obstetrical, and partner.

2. At the initial visit, patients will be given a client handbook binder containing ICs and
educational resources. Patients will be educated on initial paperwork and informed
consent,  how to get a hold of a midwife and when to use each type of communication
option, the financial agreement for care, and non-covered services. The midwife will
educate on genetics testing options and make a plan with the patient to arrange for this
type of testing at the appropriate gestation should they be interested. An in-house dating
ultrasound will be offered with the use of the handheld ultrasound machine. The midwife
and patient will review the purpose of risk assessing and will perform the first-trimester
risk assessment and make a plan based on any identified risk factors.

3. Visits will be scheduled 4 - 5 weeks apart until 28 weeks gestation. At 28 weeks
gestation, appointments will be dropped down to every 3 weeks until the 36-week visit.
Patients will be seen every week after 36 weeks of gestation until delivery.

4. Labwork will be offered routinely in-house. Quest labs will be the primary source of
labwork for this practice. At the initial visit, the midwife will collect both blood and urine
samples with consent and run the following tests: OB panel, ferritin, TSH/T4, CMP,
Urine Complete, Urine Analysis, Chlamydia/Gonorrhea, TPO/TPA, Hep C. Depending
on if the patient is interested, there will be additional testing ran to acquire genetics



testing results. At the 28-week visit, both blood and urine samples with consent, and run
the following tests:  1hr GTT, CMP, Urine complete, ferritin, TSH (PRN), antibody
screen (if Rh neg), RPR, CBC. Labs will then be performed again at 36 weeks gestation
to obtain GBS status as well as a CBC to determine anemia. If a patient has a platelet
count under 150, a CBC will be drawn every week until delivery in order to assess that
platelets remain above 100. If platelet count drops below 100, the patient will be
transferred to the care of an OB to deliver in a high-risk facility.

5. Each prenatal visit consists of the following: a verbal assessment of the patient’s health
and wellness since last being seen. The patient will be asked to rule out any symptoms
that could indicate an underlying health issue such as painful ctx, visual changes, RUQ
pain, edema, LOF, abnormal vaginal discharge or bleeding, dysuria, constipation, itching,
headaches, or N/V. There is time set aside for patients to ask any questions they may have
for the midwife. Each visit will have a different set of preestablished educational topics
and prompts to discuss between the midwife and the patient. These can be located on the
Prenatal Checklist document. The midwife will then invite the patient onto the exam
table where the midwife will assess the physical aspects of the patient: vitals, Leopold’s
maneuver and fundal height measurement for patients 20 weeks gestation and over, and
bloodwork should it be necessary at that appointment.

6. Each visit will be charted in real-time and will be posted after the visit onto the patient’s
online electronic chart. Charts will be maintained with every aspect of care, including all
verbal and written communication, all referrals, ultrasounds, labwork results, etc. Charts
will be up-to-date at all times so that in the event of a transfer, records are easily
attainable for the new provider. At 36 weeks gestation, patients’ charts will be
automatically faxed over to the local hospital’s L&D unit in the case of an emergency
transfer as previously agreed upon with the hospital.

7. At the 36-week visit, the patient’s partner or a family member is encouraged to be present
at the appointment to discuss details surrounding labor and the birth. Topics discussed
include: Reviewing reasons to transfer in labor or immediately postpartum, reviewing
precipitous birth, educating on meconium present in amniotic fluid, discussing when to
call in labor, and reviewing fetal positioning and how to encourage LOA position. At this
visit, all ICs from the patient’s binder will be signed and collected.  The final risk
assessment will be performed at it will be agreed upon by all parties that the patient is a
good fit for out-of-hospital birth. At this visit, patients will be given a birth kit containing
chux pads, postpartum maternal care items, a bulb syringe, an umbilical clamp, all
single-use items (e.g. gloves, gauze, lube packets, etc) and the patient will take this home
with them at this time. If the labor happens precipitously, the birth kit will allow whoever
is with the birther to have access to items necessary for physiological birth.

Part 2- Contradictions for Midwifery Care

1. Any disease that requires pharmaceutical and/or medical intervention (e.g. diabetes,
epilepsy, heart, lung, liver or kidney disease, cancer, bleeding disorders, etc).

2. Active substance abuse or testing positive for any illicit drugs throughout the course of
pregnancy.

3. Diagnosed preeclampsia at any gestation.
4. Use of psychotropic medication or presence of severe mental illness present.



Part 3- Prenatal Conditions Requiring Consultation and or Referral

1. Active syphilis, gonorrhea, or chlamydia past 36 weeks gestation.
2. Persisting blood pressure over 140/90 (either systolic or diastolic, does not need to be

both to qualify for transfer).
3. Anemia with hemoglobin under 10 g/dL and/or hematocrit under 30 after 30 weeks

gestation.
4. Decreased FM.
5. Sx of PTL.
6. S >D or S<D after 20wk gestation with concern regarding GDM or other forms of insulin

resistance.
7. Unexplainable persisting vaginal bleeding.
8. PROM (under 37 weeks gestation).
9. Positive HIV test.
10. A pregnancy that tests positive for genetic abnormalities on either a blood test or

ultrasound.
11. Poly or Oligohydramnios </= 5cm.
12. Uterine or placental abnormalities (e.g. bicornate uterus, placenta previa, placenta acreta).
13. Malpresentation at term (>37 wks).
14. Sx of PTL.
15. Gestation of over 42 weeks with a primip and 43 weeks with a multip.
16. Fever exceeding 102 degrees for over 24hrs.
17. Herpes: Initial primary outbreak at any time during pregnancy.
18. Abnormal FHT (e.g. tachycardia, bradycardia, arrhythmia).
19. IUGR at any gestational age.
20. Sx of placental abruption.
21. Active herpes infection at the time of labor.

Part 4: Normal Intrapartum Care

1. Upon arrival, FHTs are established and monitored for a consecutive 5 minutes. After a
baseline is established and tones have been monitored before, during, and 60 seconds
after a contraction, vitals will be taken on the birther. Vitals will consist of blood
pressure, temperature, pulse, and SP02.

2. Once baseline FHTs and vitals have been established, the patient will be offered a vaginal
exam to assess fetal station, cervical dilation, cervical effacement, and fetal position.
Should the client consent, this will be performed. Should the client decline, this will be
charted.

3. One team member will then begging both an electronic and paper chart. Electronic
charting will be maintained throughout the labor until the pushing through the immediate
postpartum period unless an internet connection is unavailable. During the pushing
through the immediate postpartum phase, paper charting will be available at the bedside.
In the situation of no internet connection, paper charting will be used throughout the
entire labor. The top of the paper chart will contain the birther’s name, address,



age/gestational age, allergies, and ABO type to be used in the situation of an emergent
transfer/911 call for easy accessibility.

4. Once the patient is established to be in active labor and the birth team will be staying for
the remainder of the labor, the team will set up the birth trays containing all necessary
equipment. There will be 3 trays. One tray will be dedicated to medical supplies
necessary for delivery. The second tray will be set up with resuscitation equipment for
both the birther and baby. The last tray will contain a warming pad, a neck roll, and
roughly 5 receiving blankets and will be used in the situation of newborn resuscitation.
Once set up, the trays will be placed in a secure location easily accessible to where the
birther plans to deliver.

5. If the patient presents with risk factors for a postpartum hemorrhage, the patient will be
offered the use of active management to control blood loss. This will consist of an IV
placement, and 30 units of Pitocin will be placed in a bag of 500mL of Lactated Ringers
and hung on the IV pole at the ready for delivery.

6. FHTs will be monitored every 30 minutes in active labor and vitals will be performed
every 2 hours. FHTs will consistently monitor through and 60 seconds after a contraction
to assess for late decels.

7. Upon the initiation of spontaneous pushing, the birther will be offered an additional
vaginal exam to assess if the cervix is complete. Should the birther consent, this will be
performed. Should this be declined, it will be charted that consent was not given.

8. During the pushing phase, FHT monitoring will take place every other ctx. All progress
points will be charted.

9. As the baby begins to crown, the perineum will be manually supported by the midwife.
The midwife will support the delivery of the head as well as the delivery of the remainder
of the body.

10. In the situation of active management, the IV will be flushed as the newborn head has
been delivered by the birth assistant and the IV line will be attached. Upon delivery of the
newborn, the birth assistant will open up the line and ensure that it is flowing properly.

11. The midwife will ensure that the newborn is free of the wrapped umbilical cord and is
beginning to transition before passing up to the birther’s chest.

12. Once the newborn is safely on the birther’s chest, the midwife will monitor fundal height
and vaginal bleeding and await the physiological birth of the placenta. The birth assistant
will retrieve both maternal and fetal vitals within 5 minutes of delivery.

13. Upon the delivery of the placenta, it will be inspected to ensure that it was delivered in its
entirety and will be wrapped in a chux pad and placed next to the birther where it will
remain until the newborn exam.

14. Vitals and fundal height will be monitored every 20 minutes or PRN for the next hour as
the newborn and parents are given space and allowed time to bond with their newborn.
The parents will be encouraged to bring the baby to the breast if they plan on
breastfeeding or give a bottle in the situation of formula feeding.

15. While bonding is taking place, the birth team will focus on cleaning up and disinfecting
equipment that will no longer be utilized. Should sutures be indicated, a suturing tray will
be set up. A tray will be set up for all equipment necessary for the newborn exam.

16. Should suturing be indicated, the newborn will be passed to the other parent for
skin-to-skin bonding and the birther will be sutured.



17. After suturing or roughly an hour after delivery, the newborn exam will be performed. At
this time, newborn procedures that will be offered are a vitamin K injection and
erythromycin application. The cord will be clamped and cut and the birther will be
encouraged to go empty their bladder and will be offered a shower and a clean set of
clothes. In the event that they are not able to void, they will be offered to either transfer to
the hospital for additional monitoring or allow the midwife to place a urinary catheter
with the simultaneous use of a bedside ultrasound. In the situation that the birther is
Rh-negative, cord blood will be taken and delivered to the local hospital for STAT ABO
typing.

18. The birther and baby will then be tucked back in bed and a final set of vitals will be
performed, fundal height will be assessed, and postpartum instructions will be given to
both parents.

19. Once ensured that both birther and baby are stable, the remaining equipment will be
disinfected and put away and the birth team will depart the home.

Part 5: Intrapartum Conditions Requiring Consultation and/or Transport, and
Responsibilities During Transport

During labor or immediately postpartum, the following conditions will require hospital transfer.
1. Sx of preeclampsia
2. Acute fever
3. PROM w/o active labor within 24 hours
4. Sx of fetal distress
5. Meconium paired with additional sx (e.g. decels, irregular labor pattern, maternal vitals

outside of normal)
6. Uncontrollable bleeding (> 1,000 mL)
7. Stalled labor w/ maternal/fetal well-being diminishing
8. Sx of placental abruption
9. Sx of maternal shock
10. Retained placenta or placenta that will not deliver within an hour of birth
11. Inability to void w/o consent for the midwife to place a urinary catheter
12. Maternal desire (no matter the reason)

During delivery, the following conditions will require EMS/911 dispatch.
1. Shoulder dystocia (anything that is not immediately resolvable)
2. Loss of FHTs while pushing
3. Sx of placental abruption during the pushing phase
4. Unexpected breech

In the event of a hospital transfer, whether it is by EMS or by personal vehicle, the midwife will
transport the patient. The midwife will guarantee that they will stay with the patient until the
patient has become stable in their new location. The midwife will be expected to supply the
hospital with a complete patient chart upon arrival.



Part 6: Normal Postpartum Care

1. The patient will be provided with a home visit within 24 - 48 hours postpartum. The
home visit will consist of a verbal assessment of maternal and fetal well-being and a
physical assessment. The newborn will be offered a weight check, CCHD screen, the first
metabolic screening, vital signs, and a jaundice assessment. The hepatitis B vaccination
will be made available should the parents request administration. If the newborn cord
blood of Rh-negative birthers is positive, Rhogam administration will be offered to the
birther. At this time, the remaining postpartum appointments will be scheduled.

2. For primips or per the patient’s request, a 4-day home visit will be offered to assess
breastfeeding, newborn weight gain, and jaundice assessment.

3. A 10-day postpartum office visit will be scheduled to perform a maternal and newborn
verbal well-being assessment, an emotional screening for the birther, vitals for both the
birther and baby, a newborn weight check, the second metabolic screening, and the
newborn hearing test. At this point, the newborn will be discharged from midwifery care
and will transfer into pediatric care from this point forward. All newborn records will be
printed and provided for the birther to take to their pediatrician. For patients who
experienced a postpartum hemorrhage, a CBC will be run to assess anemia.

4. A 4-week postpartum assessment will be performed to assess maternal emotional and
physical well-being. If sutures were placed, the midwife will offer to assess for healing.
For patients who experienced a postpartum hemorrhage, a CBC will be run to assess
anemia.

5. A 6-week final postpartum assessment will be offered. This visit is intended to assess
maternal emotional and physical well-being, education on birth control options if desired,
preconception education will be offered for future pregnancy if the patient expresses that
this is not their final pregnancy, and offer a PAP smear if the patient is due for it (if PP
lochia is complete). This visit concludes midwifery care and patients will be instructed to
call as needed or in the situation of wanting to establish future care.

Part 7: Postpartum Conditions Requiring Consultation, Referral or Transport as Indicated

Newborn Indications:
1. CCHD below 94% persists
2. APGAR score less than 7 after 10 minutes past delivery
3. Newborn with visual anomaly
4. Respirations with tachypnea, retractions, and/or nasal flaring
5. Cardiac irregularities
6. Pale/grey appearance unresolving
7. EGA of <37 weeks
8. MAS
9. Absence of voiding/bowel movement within the first 12 hours after birth
10. Unresolved hypoglycemia
11. Noticeable oral ties and/or struggle to latch at the breast
12. Parental request



Maternal Indications:
1. Delayed postpartum hemorrhage
2. Laceration that exceeds the midwives comfort level of repair
3. Persistent uterine atony
4. Fever > 101 degrees Fahrenheit
5. Foul-smelling lochia indicating infection
6. Sx of preeclampsia (until 6 weeks postpartum)
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