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Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Health Assessment during the Antenatal visit (Booking visit and Follow up)  

Task Score Student Score Comments 

  
0 1 2 3 4 

 
1. Prepare client care area, 

necessary supplies. 
2       

2. Greet the woman & 2       



Introduce self 

3. Ensure that the woman's 

pregnancy has been 

confirmed according to 

clinical setting policy. 

2       

4. Tell the woman what you 

are going to do, encourage 

her to ask questions & 

listen to what she has to 

say. 

2       

5. Explain importance of 

regular antenatal visit. 
2       

Taking History        

Personal Information "First Visit"        

6. Obtain identifying 

information from the 

woman about name, age, 

level of education, marital 

status, religion, 

occupation,….etc. 

2       

Medical & Surgical History" First Visit"        

7. Ask woman about having 

any childhood diseases or 

chronic conditions such as 

D.M, Hypertension and 

mental Illness. 

2       

8. Ask the woman if she is 

having any allergies. 
2       

9. Ask the woman if ever 

received any blood 

transfusion "if so: Date, 

Cause". 

2       

10. *Ask the woman if she 

has been diagnosed with 

anemia in the last 3 

months. 

4       

11. Ask the woman if she has 

had a complete series of 

five Tetanus Toxoid 

2       



Immunizations. 

12. Ask the woman if she has 

ever been in the hospital or 

had any surgery. 

2       

Family History" First Visit"        

13. Ask the woman if she has 

any family history of such 

diseases: D.M, 

Hypertension, Mental 

Retardation , etc. 

2       

Daily Habits& Life Style "First Visit"        

14. Obtain information about 

her daily life & work 

including her sleeping 

hours, eating habits 

whether she is currently 

breastfeeding, use harmful 

substance & whether there 

is a history of violence or 

abuse. 

2       

A. Current pregnancy (Ask the woman 

about): 

       

15. First day of last normal 

menstrual period (LMP). ( 

inquire if it is a sure date or 

uncertain). 

2       

16. Calculate E.D.D. 4       

17. Calculate  G.A. 4       

18. Danger sign's of pregnancy 4       

19. Any pregnancy discomforts 

since LMP 
4       

B. Obstetric History (GTPALM) " First 

Visit" 

16       

20. Number of pregnancies. 2       

21. Number of living children. 2       



22. History of previous 

pregnancies: length of 

pregnancy, length of labor 

and birth, 

2       

23. Type of birth (vaginal, 

forceps or vacuum-assisted 

birth, cesarean). 

2       

24. Presence of any 

complications (antepartal, 

intrapartal, postpartal). 

2       

25. Neonatal status of previous 

children: Birth weights, 

complications, feeding 

method (breast, formula, or 

both). If breastfed, how 

long? 

2       

26. Loss of a child 

(miscarriage, elective or 

medically indicated 

abortion, stillbirth, neonatal 

death, death after the 

neonatal period). Cause of 

loss? 

2       

27. Blood type and Rh factor. 

(If Rh negative, was Rh 

immune globulin received 

after 

birth/miscarriage/abortion?) 

2       

Gynecologic history " First Visit"/ (Ask 

the woman about): 

       

28. Previous infections: 

vaginal, cervical, pelvic 

inflammatory disease 

(PID), sexually transmitted 

diseases. 

2       

29. Previous pelvic surgery 

(uterine, ovarian). 
2       

30. History of infertility. 2       

Menstrual & Contraceptive History 

"First Visit" (Ask the woman about): 

       



31. Menstrual history such as 

menarche, duration interval 

& regularity of menstrual 

cycle. 

2       

32. Previous family planning 

method 
2       

33. Plans to use family 

planning method in the 

future. 

2       

Present History " First Visit" (ask the 

woman about:) 

       

34. *If she has felt the baby 

move, when the baby first 

moved & whether she has 

felt it move in the last day. 

4       

35. How she & her partner or 

family feels about this 

pregnancy. 

2       

Interim History " Return Visit" (ask the 

woman about:) 

       

36. Having any problems or if 

there have been significant 

changes since her last visit. 

4       

37. Any changes in her 

personal information, daily 

habits or life style, or 

medical history since her 

last visit. 

2       

38. Medications prescribed and 

followed the advice 

provided at her last visit. 

2       

Antenatal Assessment        

A. Blood investigations:        

39. First visit: 

a. Blood group and rh 

b. Heamatocrit 

2       



c. Fasting blood sugar 

d. Urine analysis (Ketone, Protein, 

Sugar) 

40. Follow up visit: 

a. Heamatocrit at 24-28 weeks and 

at 36 weeks, repeat every 4 

weeks if anemic 

b. OGTT at 26-28 weeks 

Urine analysis (Ketone, Protein, 

Sugar) 

2       

Other investigations:        

41. Blood Pressure 

Weight chart 

2 

2 

      

Documentation 

 

 

 

 

2        

 

Total Score (             /100)  

 

 

 

 

 

 

 

 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Assessment of the Breast  

Task Score Student Score Comments 

  0 1 2 3 4  

 Assemble equipment and 

supplies: 

2       



 Greet the woman 

respectfully and with kindness 

2       

 Explain procedure  for the 

woman  

2       

 Wash hands thoroughly 

and dry them 

2       

 The woman is sitting up 

facing the examiner during 

inspection. During palpation 

when the woman is supine, 

cover one breast with the 

gown while examining the 

other.    

2       

 Use a sensitive but matter-

of-fact approach  

2       

 Teach the women breast 

self-examination  

2       

Inspect the breast for:  

 General appearance 

 Skin  

 Lymphatic drainage 

areas 

 Nipple 

 Maneuver to screen for 

12       



retraction:  

1. Ask the women to lift the 

arms slowly over the head. 

Both breasts should move up 

symmetrically.  

2. Ask her to push her hands 

on to her hips and to push her 

two palms together.  

3. Ask the woman with large 

pendulous breast to lean 

forward while you support her 

forearms. 

 Inspect and palpate the 

axillae ( Examine the axillae 

while the women is sitting)*. 

4       

Palpate the breasts:  

 Help the woman to a 

supine position. Tuck a 

small pad under the side 

to be palpated and raise 

arm over her head.   

 A careful exam 

should take 

approximately 3 min for 

the average size breast. 

 Use the pads of your first 

three fingers and make a gentle 

rotary motion on the breast 

20 

 

2 

 

 

 

2 

 

 

 

2 

      



 Vary your pressure so you 

are palpating light, medium, 

and deep tissue in each 

location. 

 The vertical strip pattern 

currently is recommended as 

the best to detect a breast 

mass, but two other patterns 

are in common use: from the 

nipple palpating out to the 

periphery as if you following 

spokes on a wheel and 

palpating in concentric circle 

out to the periphery *.  

 The examiner should use 

the following landmarks to 

cover all breast tissue: down 

the midaxillary line, across 

the inframammary ridge at 

the fifth/sixth rib, up the 

lateral edge of the sternum, 

across the clavicle, and back 

to the midaxilla * 

 Breast tissue in the upper 

outer quadrant and under 

the areola and nipple should 

be thoroughly searched, as 

these are the two most 

common sites for cancer to 

arise * 

 

 

 

2 

 

 

2 

 

 

 

 

 

 

 

 

 

 

 

2 

 

 

 

 

 

 



 Tissue at and beneath the 

nipple should be palpated, not 

squeezed 

 If the woman mentions a 

breast lump that she has 

discovered herself, examine the 

unaffected breast first to learn a 

baseline of normal consistency 

for this woman. If you do feel a 

lump or mass, note these 

characteristics:  Location, Size, 

Shape, Consistency, Movable, 

Distinctness, Nipple, Note the 

skin over the lump, 

Tenderness & 

Lymphadenopathy) 

 

 

 

2 

 

 

 

 

 

2 

 

 

 

 

2 

 

 Ensure that woman 

is appropriately covered 

and thank her 

2       

 Wash your hands 2       

  

Total mark (               /50) 

 

 

 



The University of Jordan  

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………… Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Assessment of Gravid Uterus 

Task Score Student Score Comments 

  
0 1 2 3 4 

 
1.Collect and prepare the equipment 2       



2.Explain the procedure to the 

woman 

2       

3. *Ask the woman to empty her 

bladder just prior to the 

procedure  

2       

4. *Place woman in dorsal 

recumbent position, supine with 

knees flexed to relax abdominal 

muscles. Place a small pillow 

under the head for comfort, a 

towel under her right hip  

4       

5.Wash and dry hands 2       

6.Draw the curtains around the bed 

and expose the woman's abdomen 

only 

2       

7. Inspect the size and shape of the 

uterus. If greater than 24 weeks 

possible to see the shape of the fetal 

back or limbs, fetal movements, the 

umbilicus dimpled or protrude 

4       

8.Observe for any scars, striae 

gravindarum (stretch marks'), and 

linea nigra 

2       

9. Observe fetal lie by noting 

whether the uterus projecting up and 

down or left to right.  

2       

10. *Place one hand on the 

fundus and estimate fundal height   

4       

11. Perform Leopold’s first 

maneuver (fundal grip) 

4       

12. Perform Leopold’s second 

maneuver (lateral grip) 

4       

14. Perform Leopold’s third 

maneuver (Pawlick’s grip (1
st
 pelvic 

4       



grip)) 

15. Perform Leopold’s fourth 

maneuver (2
ND

 pelvic grip) 

2       

16. *The fetal heart should be 

auscultated using the chosen 

method on the side of the 

abdomen on which the back if felt 

(fetal heart best heard over the 

baby’s shoulder), Differentiates 

sounds other than fetal heart 

sound 

4       

17.Explain the findings to the 

mother and answer any questions 

she may have 

2       

18.Wash and dry hands 2       

19. Document findings 

appropriately and according to 

clinical setting policy.  

 

 

 

2       

 

Total mark (          /50)  

 

 

 

 

 

 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Assessment of Lower Extremities 

Task Score 
Student Score 

Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies.                 

2       



2. Wash hands thoroughly 

with soap and water and 

dry them 

2       

3. Greet the women 

respectfully and with 

kindness and introduce 

your self 

2       

4. Tell the women what is 

going to be done, listen to 

her and encourage her to 

ask question 

2       

5. Observe the patient’s legs, 

feet and toes. Signs to note 

include 

a. Presence of any varicose 

veins.  

b. Presence of redness 

c. Difference in size  

d. Presence of edema  

4       

6.  Palpate the legs. This 

should include an 

assessment of the 

temperature of each leg. 

Starting distally, feel with 

the back of your hand and 

compare the legs to each 

other noting any 

difference. In addition, 

note any asymmetry  

 

(Measure difference in calf 

circumference diameter if 

asymmetry in size is 

4 

 

      



noticed). Palpate for 

tenderness.  

7. Interpret finding  2       

8. Document findings 

according to hospital or 

unit policy 

 

 

 

 

 

2       

 

Total mark (                /20) 

 

 

 

 

 

 

 

 

 

 

 

 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Uterine Activity Assessment by Palpation 

Task Score Student Score Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies.    

2       



2. Wash hands thoroughly with 

soap and water and dry them 

2       

3. *Ask women to void 
4       

4. *Have the women lie on her 

left side or to be in semi fowler 

position to prevent supine 

hypotension syndrome   

4       

5. Greet the women respectfully 

and with kindness and introduce 

your self 

2       

6. Tell the women what is going to 

be done, listen to her and encourage 

her to ask question 

2       

7. *Place the fingertips of one 

hand on the top of the uterus 

4       

8. Keep the hand relatively still 

because excessive movement may 

stimulate contractions or cause 

discomfort. 

2       

9. *Determine the frequency of 

the contractions by noting the 

time from the beginning of one 

contraction to the beginning of 

the next 

8       

10. *Determine the duration of 

the contraction by noting the time 

when tensing of the fundus is first 

felt (beginning of contraction) 

and again as relaxation occurs 

(end of contraction 

8       

11. *Determine intensity during 

the acme of the contraction, 

intensity can be evaluated by 

estimating the indentability of the 

fundus.   

8       

12. Interpret findings and document 

it 

 

 

4       

 

Total Score (             /50)  



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: …………………….   

 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

  Procedure:  Immediate Newborn care 

Task Score Student Score Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies. 

2       

2. Wash hands thoroughly 

with soap and water, dry 

4       



them, and wear gloves.  

3. *Wipe dry the infant 

with warmed towel 

4       

4. *Provide warmness by 

laying the infant on the 

radiant heat warmer  

4       

5. *Cover the infant's head 

with wrapped towel or 

cap and avoid external 

exposure to cold  

4       

6. *Suction infant, if 

needed, from mouth then 

nose by using suction tube  

4       

7. *Measure Apgar score 

after 1 minute of delivery 

then repeat after 5 

minutes of delivery  

4       

8. *Identification the infant 

using these two methods:  

a. Band/ bracelet: 

placed on the 

infant's right leg 

or right arm (write 

mother name, 

infant's gender, 

and date and type 

of birth) 

b. Infant's foot print 

and mother's 

finger print stamp 

method (thumb 

the mother and 

right foot of the 

infant) 

4       

9. *Weight the infant and 

record his/her weight 

4       

10. Measure the length of the 

infant and record his/her 

length 

4       



11. *Administer vitamin k 

according to institution's 

policy  

4       

12. Transfer the infant to 

normal nursery (if no 

abnormal observation were 

found) 

2       

13. Interpret findings  2       

14. Notify health care 

providers about assessment 

results. 

2       

15. Document findings 

according to hospital or 

unit policy 

 

 

 

2       

 

Total score (…../ 50) 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

 

The Rating Scale  

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Apgar Scoring  

Task Score Student Score Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies. 

2       

2. *Performed hand hygiene 

and donned clean gloves. 

4       



3. Completed the Apgar score as 

quickly as possible at 1 minute 

after birth according to table 

criteria. 

16       

4. Repeated the Apgar score at 5 

minutes of life. 

8       

5. *If the 5-minute Apgar score 

was less than 7, repeated 

scoring at 5-minute intervals 

until the score was 7 or 

greater or until 20 minutes of 

life 

(A score of 7 to 10 indicates a 

newborn in good condition and 

requires only nasopharyngeal 

suctioning. An Apgar score 

between 4 and 7 indicates the 

need for stimulation; a score 

under 4 indicates the need for 

resuscitation) 

16       

6. Removed gloves and performed 

hand hygiene 

2       

7. Documented the procedure in 

the newborn’s record. 

2       

Apgar Score 

Signs  0 1 2 

Heart Rate Absent Slow (<100 bpm) >100 bpm  

Respirations Absent  Slow, irregular Good crying  

Muscle Tone Limp Some Flexion of 

Extremities 

Well Flexed 

Reflex irritability 

(catheter in nares 

stimulation) 

No Response Grimace Cry, Sneeze 

Color Blue, Pale Body Pink, 

Extremities Blue 

Completely Pink 

Total score (…../ 50) 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

 

 The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

  Procedure: Assessment of Placenta 

Task Score Student Score Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies. 

1       

2. Wash hands; wear an apron 

and gloves 

1       



3. Prepare a flat surface with 

protection to a void blood 

spillage.  The delivery trolley 

is a good surface to use 

2       

4. Lay out the placenta and 

observe mechanism of 

placental delivery  

2       

5. *Examine the cord noting 

the length, the point of 

insertion and the presence 

of any knots or thrombi  

4       

6. *Count the vessels in the cut 

end of the cord 

8       

7. Observe the fetal surface for 

shape, size, color, smell and 

irregularities 

8       

8. *By lifting the cord and 

holding the placenta up, 

observe the membranes and 

inspect for completeness. 

There should be a single 

hole present 

8       

9. Return the placenta to the 

surface and spread out the 

membranes to ensure both 

amnion & chorion are present 

and to look for extra vessels, 

lobes, or holes in the surface 

as well 

5       

10. Turn the placenta over to 

inspect the maternal surface. 

Examine  

cotyledons ensuring all are 

present, noting the size and 

any areas of infarction, blood 

clots or calcification.  

4       

11. The lobes of a complete 

placenta fit neatly together 

without any gaps with edges 

forming a uniform circle. 

Broken fragments of 

cotyledon should be carefully 

replaced before making an 

accurate assessment e.g., 

4       



succenturate lobes, missing 

cotyledons, fatty deposits or 

infarctions  

12. Weigh the placenta 1       

13. Dispose of the placenta 

according to hospital policy  

1       

14. Wash hands 1       

15. Interpret & document findings  

 

 

 

2       

 

Total score (………/50) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Assessing the Status of the Uterine Fundus after Vaginal or Cesarean Birth 

Task Score Student score Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies… 

8       

2. Consider offering to pre-

medicate 30- 40 minutes 

8       



before assessing the fundus, 

especially if the patient has 

had a cesarean section  

3. Explain the procedure, the 

information it provides, and 

what it might feel like  

8       

4. Ask the woman to void* 
8       

5. Have the women lie flat in 

bed with her head on a 

pillow. If the procedure is 

uncomfortable, she may 

find that it helps to flex her 

legs. Flexing the legs and 

providing support under 

them with folded pillows is 

especially helpful with 

post-cesarean section 

patients* 

8       

6. Gently place one hand on 

the lower segment of the 

uterus.  Using the side of 

the other hand, palpate the 

abdomen until you locate 

the top of the fundus. * 

8       

7. Determine whether the 

fundus is firm. If it is, it 

will feel like a hard round 

object (similar to a 

grapefruit) in the abdomen. 

If it is not firm, massage 

the abdomen lightly until 

the fundus is firm * 

8       

8. Measure the top of the 

fundus in fingerbreadth 

above, below, or at the 

fundus.   

8       

9. Determine the position of 

the fundus in relation to 

the midline of the body. If 

it is not in the midline, 

locate it and then evaluate 

the bladder for distention 

* 

8       



10. If bladder is distended, use 

nursing measures to help the 

women void 

8       

11. Assess the lochia  8       

12. During the first few hours 

postpartum, if the fundus 

becomes boggy frequently 

or is located high above the 

umbilicus and the woman's 

bladder is empty, the 

uterine cavity may be filled 

with clots of blood, 

perform uterine message. 

* 

8       

13. Document findings. 4       

 

Total Score (          /100) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Assessment of Perineum 

Task Score Student score Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies. 

4       

2. Perform hand hygiene and 

donned clean gloves. 

4       



3. Greet the women 

respectfully and with 

kindness and introduce 

yourself 

4       

4. Explain the procedure to the 

mother to gain her 

assistance 

4       

5. Position the patient in 

supine or low semi-Fowler 

position with knees flexed. 

Or put the mother on 

Sims' position. * 

8       

6. Ask the mother about her 

pain perceptions (sever 

pain might indicate vulvar 

hematoma) * 

8       

7. Remove pad and discard 

into paper bag 

4       

8. Inspect the perineum for 

an episiotomy, if there is 

one, or any repaired 

lacerations and any other 

complications such as 

bruises or hematoma*.  

8       

9. Use REEDA to evaluate 

the episiotomy site if 

present* 

 

8       

10. During the inspection be 

alert for odors; typically the 

Lochia has an earthy odor, 

but not unpleasant.  

4       

11. Assess for hemorrhoids. To 

visualize the anal area lift 

the upper buttocks for better 

visualization. 

8       

12. Inform the mother, during 

the assessment about 

comfort measures for the 

perineum 

8       



13. Apply clean perineal pad 8       

14. Assist the mother to a 

comfortable position 

8       

15. Interpret finding  8       

16. Document findings 

according to hospital or unit 

policy 

4       

 

Total Score (          /100) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



The University of Jordan 

Faculty of Nursing 

Maternal and Child Health Nursing 

Maternal Health Nursing 

Evaluation Form 

 

Student Name: …………………………………….. Day/Date: ……………………............ 

Course Name: ……………………………………... Section: ……………….……………... 

Instructor Name: ………………………………….. Evaluator Name: ……………………. 

 

The Rating Scale 

Dependent (0): 0 % of the mark: Almost never exhibits safety, accuracy, skillfulness, efficiency 

and organization. Almost always requires direction, guidance, monitoring and support.  

Novice (1): 25% of the mark: Occasionally exhibits safety, accuracy, skillfulness, efficiency and 

organization, and prolonged time expenditure. Very often requires direction, guidance, 

monitoring and support.  

Assisted (2): 50% of the mark: Often exhibits safety, accuracy, skillfulness, efficiency and 

organization, and delayed time expenditure. Often requires direction, guidance, monitoring and 

support.  

Supervised (3): 75% of the mark: Very often exhibits safety, accuracy, skillfulness, efficiency 

and organization, and expedient use of time. Occasionally requires direction, guidance, 

monitoring and support.  

Self-Directed (4): 100% 0f the mark: Almost always exhibits safety, accuracy, skillfulness, 

efficiency and organization, and expedient use of time. Almost never requires direction, 

guidance, monitoring and support.  

Note: * point (safety point) if it is not done 25% of the total mark will be subtracted 

Procedure: Assessment of Lochia 

Task Score Student score Comments 

  0 1 2 3 4  

1. Prepare client care area, 

necessary supplies (gloves 

and clean perineal pad).  

4       



2. Ask the mother to put clean 

perineal pad an hour before 

the assessment of lochia 

4       

3. Perform hand hygiene. 4       

4. Greet the women 

respectfully and with 

kindness and introduce 

yourself 

4       

5. Explain the procedure to the 

mother to gain her 

assistance 

4       

6. Ask the mother to void 8       

7. Complete the assessment of 

uterine fundal height and 

firmness 

8       

8. Don gloves 4       

9. Assess the perineum for 

signs of trauma while 

assessing amount of lochia. 

8       

10. Observe the perineum 

for lochia on perineal pads 

and under the patient and 

estimate amount of 

bleeding. 

8       

11. Lower the perineal pad and 

observe the amount of 

lochia on the pad, ask the 

mother about the length of 

time the bad has been in use 

4       

12. If the mother reports 

heavy bleeding or clot, ask 

her to put on new pad and 

reassess the pad in one 

hour, ask her to call you 

before flushing any clots 

she passes to the toilet*  

8       

13. Weigh blood clots and 

items saturated with blood 

4       



(1 ml = 1 gm) * 

14. When the uterine fundus 

is firm and stabilized with 

the non-dominant hand, 

press down on it with the 

dominant hand while 

watching to see if any clots 

are expelled* 

8       

15. Assess source of bleeding. 8       

16. Assess color and odor of 

bleeding. 

4       

17. Interpret finding  4       

18. Document findings 

according to hospital or unit 

policy. 

4       

 

Total Score (          /100) 

 

 


