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Guidelines for Reviewers: Chart Review

The following guidelines are meant to assist the reviewer in an objective analysis of the compliance of an individual or practice with the Standards for the Practice of Midwifery established by ACNM. These guidelines are an explanation of what should be reflected in a chart for it to receive a positive evaluation (“Yes” on the Review Checklist). Areas that are self-explanatory will not be addressed here.

Antepartumtc "Antepartum"
A.   Initial Visit

1. Menstrual History: age of menarche, frequency, duration amount of flow, LMP, normalcy of LMP.

2. Contraceptive History: most recent method used, if any; previous methods used, if any.

3. Health History: current medications, past hospitalizations, past surgeries; systems review (circulatory, respiratory, muscular-skeletal, urogenital, cardiac, neurological, metabolic diseases, diabetes, thyroid, renal, psychiatric); psychosocial review: alcohol usage, drug usage, smoking history, diet, occupational history, domestic violence, social supports, postpartum care plan, and planned contraception, if any, plans for infant feeding.

4. Family History: hypertension, cancer, diabetes, hemoglobinopathy, mother’s use of DES, multiple gestations, congenital abnormalities, mental and developmental delay, other inherited conditions.

5. Ob/Gyn History: past sexually-transmitted infections, cervical dysplasia or abnormal paps/management, history of uterine fibroids, urogenital surgeries or other gynecologic problems; planned pregnancy, infertility problems and treatment; previous pregnancies: weeks gestation, hours in labor, type of delivery, complications, sex of infant, weight of infant.

6. Physical Exam: weight, vital signs, skin, EENT, thyroid, extremities, heart, lungs, breasts, abdominal palpation, fundal height, Leopold’s, external genitalia, speculum, digital exam (cervix, vagina, clinical pelvimetry, adnexa) rectum, extremities (varicosities, reflexes). 

7. Diagnosis/Problems: Has an appropriate diagnosis been made or have all evident problems been identified? If yes, list them. Address deficiencies in comments section.

8. Management plan for the diagnosis/problems

B.  Review of Systems: check if found in chart

C. 
Individual Return Visit Information


Randomly choose a return visit to be reviewed. Did any new problems develop? If yes, were they appropriately identified and managed? Were previously identified problems appropriately addressed if still unresolved?


Intrapartum
tc "Intrapartum"
A. Existing Problems: List any problems in evidence at the onset of labor. Were these identified in the notes? Was the client within the written practice guidelines with regard to risk status?  Was a physician appropriately notified and/or consulted?

B. Documentation. This information should be documented in the notes to receive a “Yes”

1. 
Delivery Summary: length of 1st, 2nd, 3rd stage, type of delivery, episiotomy or lacerations, repair summary, condition of cervix as indicated, inspection of placenta, number of vessels in cord, medications given, estimated blood loss (EBL)

2. 
Condition of Newborn: Apgar score, resuscitation needed, gross appearance, initial vital signs, and type of feeding

3. 
Condition of Mother: status of uterus, lochia, vital signs, interaction with infant, client concerns

C. Procedures Performed/Practice Guidelines Followed: Indicate “yes” if the procedures were done when indicated and according to protocol. If indicating “no”, write in comment section how procedure was done inappropriately or why procedure should have been done.

D. List any problems that developed during the labor or birth. Were these identified in the notes? If “no”, list in comment section what should have been done if they had been identified appropriately. If “yes”, list the management of these problems. If the management was inappropriate, make a note in the comment section.

Postpartumtc "Post-Partum"
A.
In-hospital/home visit

1. 
Daily documentation: All of this information should be documented daily to receive a “yes.” Physician consultation should occur according to clinical practice guidelines. Discharge summary should occur only once, and should include a summary of the hospital course, discharge medications, and plans for family planning.

2. 
Education: notes should reflect that the patient received all appropriate education at some time during the postpartum stay (teaching need not be done by the CNM/CM).

3. 
Problems/Diagnosis: did any problems develop during the postpartum period? If “yes,” were these identified? If appropriate problems were not identified, list in comment section. Was appropriate follow-up instituted?

B.
Postpartum office evaluation

1. 
Documentation

a) 
History: present lochia and when it stopped, complaints, success of infant feeding, 
amount of sleep/24 hours, condition of breasts, condition of perineum, exercise, nutrition, emotional status, bowel/bladder habits, social supports, plan for resuming work or other activities, sexual activity including dyspareunia/bleeding/wound healing, family/sibling adjustment

b) 
Physical Exam: blood pressure/vital signs, weight, breasts, abdominal palpation, extremities, external genitalia, perineum, speculum exam, digital exam (cervix, vagina, uterus, adnexa), rectum as indicated

c) 
Pap smear performed if needed

d) 
Follow-up appointment is documented (e.g., return visit 1 year) and is appropriate

e) 
Documentation of infant care as appropriate

2. 
Education: Document contraceptive counseling and method provided, if any.  

Gynecology
tc "Gynecology"
A. 
Documentation—All information should be documented to receive a “Yes”

1. 
Menstrual history: age of menarche, frequency, duration, amount of flow, LMP, normalcy of LMP, PMS symptoms, age at menopause

2. 
Sexual history: age at first intercourse, sexual preference, specific behaviors, frequency, number of partners, pain, satisfaction

3. 
OB/GYN: sexually-transmitted infections, infertility problems and treatment, urogenital surgeries, breast abnormalities/management, previous pregnancies (weeks gestation, type of delivery, complications, weight, condition of infant now)

4.
Health history: current medications, past hospitalizations, past surgeries, systems review (circulatory, respiratory, muscular-skeletal, urogenital, cardiac, neurological, metabolic diseases, renal, psychiatric), psychosocial review (domestic violence, alcohol, drug abuse, smoker, diet)

5. 
Contraceptive history: most recent method used, if any, previous methods used, if any, reasons for stopping/changing methods, satisfaction, side effects, length of use

6. 
Family history: heart disease, hypertension, cancer (ovarian, colon, prostate, or breast), diabetes, hemoglobinopathy, mother’s use of  DES, others

7. 
Physical exam: vital signs, weight, skin, EENT, thyroid, extremities, heart, lungs, abdomen, external genitalia, speculum, digital (cervix, vagina, uterus, ovaries), rectum as indicated

8. 
Health screening/prevention: 


Pap smear as appropriate based on current guidelines and risk status: age, sexual activity, previous Pap history, presence of cervix 


Mammogram as appropriate for age and risk status based on current guidelines 


Hemoccult: yearly after age 50 in absence of colonoscopy 

9. 
Return visit: 


As appropriate, based on current clinical guidelines, method of contraception, age, and health needs

10.
Diagnosis/Problems: Was a diagnosis made or were problems identified? If yes, list them. Were any problems that should have been identified missed? If yes, list in comments section. Was an appropriate management plan identified for each diagnosis/problem?


B.
Health education (check if appropriate information was provided)

1.
Contraceptive method: how to use method prescribed and side effects.

2.
Health screening: appropriate screening times for age/risk status

3.
Breast Self-Exam (BSE): how to do it, limitations, and what to do about abnormal findings

4. 
Preventive education: occupational hazards, smoking, alcohol, drugs, nutrition, weight, exercise
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