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Page
Call to Order — Rebecca Banks, CPM, Vice-Chair
Emergency Egress Procedures — William Harp, MD i
Roll Call — Beulah Archer
Approval of Minutes of May 28, 2021 1-3
Adoption of the Agenda
Public Comment on Agenda Items (15 minutes)
New Business
1. 2021 Legislative Update and 2022 Proposals ............ceeuuuriiiuneeerineiieniimmmeiinineeneenenn 4-5
Elaine Yeatts
2. Update on High Risk Pregnancy Disclosures Guidance Document ......................c.ceee. 6-76
Elaine Yeatts
3. Licensed Certified MAAWIVES .......o.iuiuininiieirniereet e ettt enrneteeaianeneneaenans 77 -89
Elaine Yeatts
4. Report of Midwifery Regulatory Study Workgroup ...........cooviviiiiiiiniin 90-98
William Harp
5. Review of Licensure Requirements and Applications ...........ccceiiviviniiiininiinn. 99-117
Michael Sobowale
6. Approval of 2022 Meeting Calendar ..........c..oooveiiviiiiiiiiiii 118
Rebecca Banks, CPM
7. Election of Officers
Rebecca Banks, CPM

Announcements: Next Scheduled Meeting: February 4, 2022 @ 10:00 a.m.

Adjournment



PERIMETER CENTER CONFERENCE CENTER
EMERGENCY EVACUATION OF BOARD AND TRAINING ROOMS
(Script to be read at the beginning of each meeting.)

PLEASE LISTEN TO THE FOLLOWING INSTRUCTIONS ABOUT EXITING THESE PREMISES IN THE EVENT OF AN
EMERGENCY.

Training Room 2

In the event of a fire or other emergency requiring the evacuation of the building, alarms will sound.

When the alarms sound, leave the room immediately. Follow any instructions given by Security staff

Exit the room using one of the doors at the back of the room. (Point) Upon exiting the doors, turn LEFT.
Follow the corridor to the emergency exit at the end of the hall.

Upon exiting the building, proceed straight ahead through the parking lot to the fence at the end of the lot. Wait
there for further instructions.
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ADVISORY BOARD ON MIDWIFERY
Minutes
May 28, 2021
Electronic Meeting

The Advisory Board on Midwifery held a virtual meeting on Friday, May 28, 2021 hosted at
the Department of Health Professions, Perimeter Center; 9960 Mayland Drive, Henrico,
Virginia.

MEMBERS PRESENT: Kim Pekin, CPM, Chair
Rebecca Banks, CPM, Vice-Chair
Erin Hammer, CPM
Natasha Jones, MSC, Citizen

MEMBERS ABSENT: Ami Keatts, M.D.

STAFF PRESENT: William L. Harp, M.D., Executive Director
Michael Sobowale, LL.M., Deputy Director
Colanthia Morton Opher, Deputy Director
Beulah Baptist Archer, Licensing Specialist

GUESTS PRESENT: Ben Traynham, JD, MSV
Idiko Baugus, CPM
Jeni Rector, The Village Midwives
Pamela Pilch, Esq., VFAM
Karen Kelly, LCPM
Call to Order
Kim Pekin called the meeting to order at 10:05 a.m.
Emergency Egress Procedures
Dr. Harp announced the Emergency Egress Procedures.

Roll Call

The roll was called, a quorum was declared.
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Approval of Minutes of January 29, 2021

Rebecca Banks moved to approve the minutes of the January 29, 2021 meeting. Erin
Hammer seconded. By roll call vote, the minutes were approved as presented.

Adoption of the Agenda

Natasha Jones moved to adopt the agenda. The motion was seconded by Rebecca Banks. By
roll call vote, the agenda was approved as presented.

Public Comment on Agenda Items (15 Minutes)

Pamela Pilch, from Virginia Families for Access to Midwifery (VFAM) asked the Advisory
Board keep their organization abreast of regulatory Licensed Certified Midwives legislation.

Ben Traynham, Esq., provided a brief discussion of House Bill 1913, which advocates for
and protects doctors seeking a safe haven for assistance when reporting effects of career

fatigue.

New Business

1. Summary of Legislation from the 2021 General Assembly

Dr. Harp discussed bills of interest that were passed into law in the 2021 General Assembly
with particular attention to the legislation providing for Virginia to join the Occupational
Therapy Interstate Compact. He also specially highlighted HB1817 which establishes
autonomous practice for certified nurse midwives with 1,000 practice hours.

2. Chart of regulatory and Policy Actions for Board of Medicine

Dr. Harp briefly reviewed the calendar dates of future policy and regulatory actions to be
taken by the Board of Medicine subsequent to various bills from the 2021 General
Assembly.

3. HB 1953 Licensed Certified Midwives

During a discussion of this legislation, Karen Kelly, LCPM, was called upon by the Chair to
provide clarification on the education and American Midwifery Certification Board (AMCB)
credentials for licensed certified midwives and certified nurse midwives. She explained that
hospital experience is not required for licensed certified midwives.

4. Update from the Ad Hoc Committee on Guidance Document 85-10

Kim Pekin led the discussion. Mr. Sobowale informed the Advisory Board that the final
changes approved by the Ad Hoc Committee have been completely incorporated into the
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final revised document. Dr. Harp explained that a thirty .(30) day public comment period
takes place prior to posting of the final guidance document.

Announcements

Ms. Archer provided the licensing report. The Advisory Board has a total of 100 licensed
midwives, 72 of which are currently in Virginia, and 27 current, active midwives have out-
of-state addresses. There is 1 inactive out-of-state licensee.

Kim Pekin announced that her term on the Advisory Board will end in June 2021. Dr. Harp
advised that she may continue to serve on the Advisory Board until a replacement is named.

Next Meeting Date

The next scheduled meeting date and time is October 8, 2021, at 10:00 a.m.

Adjournment

With no other business to conduct, Kim Pekin adjourned the meeting at 10:52 a.m.

Kim Pekin, CPM, Chair William L. Harp, Executive Director

Beulah Baptist Archer, Licensing Specialist
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Department of Health Professions
Regulatory/Policy Actions — 2021 General Assembly
Board on Medicine/Advisory Boards

|

EMERGENCY REGULATIONS: -
Legislative Mandate Promulgating Board adoption Effective date
source agency date Within 280 days

of enactment

' SB1189 Occupational therapy Medicine 8/6/21 By 12/23/21 {

compact

EXEMPT REGULATORY ACTIONS
Legislative Mandate Promulgating Adoption date | Effective date
source _ agency
HB2039 Conform PA regs to Code Medicine 6/24/21 9/15/21
HB2220 Change registration of surgical | Medicine 6/21/21 9/1/21

technologists to certification
SB1178 Delete reference to conscience | Medicine 6/24/21
clause in regs for genetic

[ counselors

APA REGULATORY ACTIONS
Legislative Mandate Promulgating Adoption date J Effective date r
source agency
HB1953 Licensure of certified Nursing & NOIRA Unknown |

midwives Medicine Nursing ~ 7/20/21 r
Medicine — 8/6/21 |

NON-REGULATORY ACTIONS
Legislative - Affected Action needed Due date
source agency

HB793 (2018) Medicine & Nursing

To report data on the number of nurse
practitioners who have been authorized to
practice without a practice agreement, the
geographic and specialty areas in which
nurse practitioners are practicing without a
practice agreement, and any complaints or
disciplinary actions taken against such nurse
practitioners, along with any recommended
modifications to the requirements of this act
including any modifications to the clinical
experience requirements for practicing
without a practice agreement

November 1, 2021

Budget bill Department

To study and make recommendations
regarding the oversight and regulation of
advanced practice registered nurses
(APRNS). The department shall review
recommendations of the National Council of
State Boards of Nursing, analyze the
oversight and regulations governing the
practice of APRNs in other states, and
review research on the impact of statutes and

November 1, 2021
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regulations on practice and patient
outcomes.

HB1953 Department

To convene a work group to study and November 1, 2021
report on the licensure and regulation of

certified nurse midwives, certified

midwives, and certified professional

midwives to determine the appropriate

licensing entity for such professionals.

Future Policy Actions:

HB2559 (2019) - requires the Secretary of Health and Human Resources to convene a work group to identify
successes and challenges of the electronic prescription requirement and offer possible recommendations for increasing
the electronic prescribing of controlled substances that contain an opioid and to report to the Chairmen of the House
Committee on Health, Welfare and Institutions and the Senate Committee on Education and Health by Nevember 1,

2022.
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Guidance document: 85-10 Effective: August 19, 2021

Disclosures by Licensed Midwives for High-Risk Pregnancy Conditions

Virginia Board of Medicine

The Code of Virginia (Law) requires that licensed midwives “disclose to their patients, when appropriate, options
for consultation and referral to a physician and evidence-based information on health risks associated with birth of a
child outside of a hospital or birthing center.” Regulations for Licensed Midwives specify that:

Upon initiation of care, a midwife shall review the client's medical history in order to identify pre-existing
conditions or indicators that require disclosure of risk for home birth. The midwife shall offer standard tests
and screenings for evaluating risks and shall document client response to such recommendations. The
midwife shall also continually assess the pregnant woman and baby in order to recognize conditions that
may arise during the course of care that require disclosure of risk Jor birth outside of a hospital or birthing
center.

The risk factors or conditions that require disclosures are listed in regulation. If any of these conditions or
factors are presented, the midwife is to:

1) Request and review the client’s medical history, including records of the current or previous
pregnancies;

2) Disclose to the client the risks associated with a birth outside of a hospital or birthing center; and
3) Provide options for consultation and referral.

Regulations require that if the risk factors or criteria have been identified that may indicate health risks
associated with birth of a child outside a hospital or birthing center, the midwife must provide evidence-based
information on such risks and must document in the client record the assessment of all health risks that pose a
potential for a high risk pregnancy and, if appropriate, the provision of disclosures and evidence-based
information. The disclosure for intrapartum risk factors should be given to a client at the first prenatal
visit.

For each of the risk factors or conditions identified, this guidance document provides evidence-based information
and a format to record in a client’s record the disclosure of information and options for consultation and referral.

To access the evidence-based information and disclosure for a particular conditions or risk factor, click
on the link in the index below. The midwife may then print the form for that condition or risk factor for
presentation and discussion with the client and have the form signed for inclusion in the client record.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition. J




Guidance document: 85-10 Effective: August 19, 2021

Intrapartum Risk Factors

Abnormal fetal cardiac rate or rhythm
Active cancer
Acute or chronic thrombophlebitis

Anemia (hematocrit less than 30 or hemoglobin less than 10 at term)

1
2
3
4
5. Any pregnancy with abnormal fetal surveillance tests
6. Blood coagulation defect

7. Body Mass Index (BMI) equal to or greater than 30

8. Cardiac disease

9. Chronic obstructive pulmonary disease or other pulmonary disorders

10. Ectopic pregnancy

11. Essential chronic hypertension over 140/90

12. Genital herpes or partner with genital herpes

13. History of hemoglobinopathies

14. HIV positive status or AIDS

15. Inappropriate fetal size for gestation — Macrosomia (Large for gestational age)

16. Inappropriate fetal size for gestation — IUGR (Small for gestational age)

17. Incomplete spontaneous abortion

18. Isoimmunization to blood factors

19. Multiple gestation

20. Persistent severe abnormal quantity of amniotic fluid

21. Platelet count less than 120,000

22. Position presentation other than cephalic at term or while in labor

23. Pre-eclampsia/eclampsia

24. Pregnancy lasting longer than 42 completed weeks with an abnormal non-stress test
25. VBAC (vaginal birth after cesarian) previous uterine incision or myomectomy

26. Mental Health Issues

27. Rupture of membranes 24 hours before the onset of labor

28. Seizure disorder requiring prescriptive medication

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54. 1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.




Guidance document: 85-10 Effective: August 19, 2021

29. Severe liver disease -- active or chronic

30. Severe renal disease - active or chronic

31. Significant 2nd or 3rd trimester bleeding

32. Significant glucose intolerance (Preexisting diabetes, gestational diabetes, PCOS)
33. Uncontrolled hyperthyroidism

34. Uterine ablation (endometrial ablation)

'35, Uterine anomaly

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,

opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Guidance document: 85-10 Effective: August 19, 2021

Intrapartum Risk Factors

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. it is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Conditions requiring on-going medical supervision or on-going use of medications

Clients with chronic medical conditions, on prescribed medications, or under medical care for a time-limited problem
that coincides with pregnancy should be advised to consult with their treating healthcare providers regarding the
impact of these conditions and medications on pregnancy, as well as any impact pregnancy may have on their other
diagnosed conditions. Women who choose not to disclose information regarding any medical conditions they have or
medications that they are taking may increase their risk of complications.

Current substance abuse {including alcohol and tobacco)
Obstetrical complications of cigarette smoking include:

®  Growth restriction (IUGR)
® Spontaneous abortion (miscarriage)
®  Sudden infant death syndrome (SIDS)

Alcohol abuse leads to:

¢ Nutritional deficiencies
®  Fetal alcohol syndrome

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Guidance document: 85-10 Effective: August 19, 2021

In addition to increased risk of preterm labor and baby being small for gestational age, complications resulting from abusing other
drugs include:

¢ Heroin and cocaine consumption result in medical, nutritional and social neglect

* Cocaine and amphetamine cause hypertension, placental abruption

* Intravenous abuse also increases the risk of contracting infectious disease.!

® Maternal substance use of opioids, benzodiazepines, barbiturates, and alcohol can cause NAS (Neonatal abstinence
syndrome).2 NAS is a set of drug withdrawal symptoms that affect the central nervous, gastrointestinal, and respiratory
systems in the newborn when separated from the placenta at birth.

Documented Intrauterine growth retardation (IJUGR)/small for gestational age (SGA) at term
Complications® for the growth-restricted fetus include:

®  Prematurity
e  Perinatal morbidity
e  Stillbirth

“IUGR is a serious problem, regardless of why the baby is small. About 20% of stillborn babies are IUGR, and perinatal mortality for
growth-restricted infants may be 6 to 10 times higher than for those of normal size. Most IUGR stillbirths occur after the 36 week
of pregnancy and before labor begins.”*

Suspected uterine rupture
Consequences of uterine rupture:

»  There have been no reported maternal deaths due to uterine rupture

¢ Overall, 14 percent to 33 percent of women will need a hysterectomy when the uterus ruptures

*  Approximately 6 percent of uterine ruptures will result in perinatal death

* Thisis an overall risk of intrapartum fetal death of 20 per 100,000 women undergoing trial of labor after previous cesarean
section

*  “For term pregnancies, the reported risk of fetal death with uterine rupture is less than 3 percent. Although the risk is
similarly low, there is insufficient evidence to quantify the neonatal morbidity directly related to uterinerupture.”>

Prolapsed cord or cord presentation

Prolapsed cord is a term describing a cord that is passing through the cervix at the same time or in advance of the fetal presenting
part. This occurs in approximately 1.4-6.2 per 1000 of pregnancies. Although uncommon, it is considered a true obstetrical emergency
most often necessitating a caesarean delivery. Prolapsed cord is associated with other complications of pregnancy and delivery as
well,

Pregnancy and substance abuse, G. Fischer, M. Bitschnau, A. Peternell, H. Eder, A. Topitz. Archives of Women’s Mental Health. August 1999, Volume 2, Issue 2, pp
57-65.

Casper, Tammy, and Megan W. Arbour. "Identification of the Pregnant Woman Who Is Using Drugs: Implications for Perinatal and Neonatal Care.” Journal of Midwifery §
Women’s Health (2013).

Lerner, Jodi P. "Fetal growth and well-being." Obstetrics and gynecology clinics of North America 31.1 (2004): 159-176.

Frye, Anne, Holistic Midwifery, Volume |, Labrys Press, Portland, OR, 2006, p. 990

Guise, Jeanne-Marie, et al. "Vaginal birth after cesarean: new insights.” (2010).

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consuit a qualified health care provider for advice regarding a medical condition.
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Guidance document: 85-10 Effective: August 19, 2021

Fetal risks:

¢ Hypoxia
e  Stillbirth/death

Suspected complete or partial placental abruption

Placental abruption results from a cascade of pathophysiologic processes ultimately leading to the separation of the placenta prior
to delivery. Pregnancies complicated by abruption result in increased frequency® of:

¢ Low birth weight
®  Preterm delivery
e  Stillbirth

e  Perinatal death

Suspected placental previa
Pregnancies complicated with placenta previa had significantly higher rates’ of

e  Second-trimesterbleeding

® Pathological presentations

¢  Placental abruption

e  Congenital malformations

®  Perinatal mortality

e  Cesarean delivery

e  Apgar scores at 5 minutes lower than 7
*  Placenta accreta

e  Postpartum hemorrhage

¢  Postpartum anemia

®  Delayed maternal and infant discharge from the hospital

Suspected chorioamnionitis
Chorioamnionitis is a potentially serious complication:?

¢ Chorioamnionitis is a major risk factor in the event of preterm birth, especially at earlier gestational ages, contributing to
prematurity-associated mortality and morbidity

® Increased susceptibility of the lung for postnatal injury, which predisposes for bronchopulmonary dysplasia.

¢  Chorioamnionitis is associated with cystic periventricular leukomalacia, intraventricular hemorrhage and cerebral palsy in
preterm infants

® Prenatal inflammation/infection has been shown a risk factor for neonatal sepsis

Ananth, Cande V., et al. "Placental abruption and adverse perinatal outcomes." JAMA: the journal of the American Medical Association 282.17 (1999): 1646-1651.
Sheiner, E., et al. "Placenta previa: obstetric risk factors and pregnancy outcome." Journal of Maternal-Fetal and Neonatal Medicine 10.6 (2001): 414-419.
Thomas, Wolfgang, and Christian P. Speer. "Chorioamnionitis: important risk factor or innocent bystander for neonatal cutcome?" Neonatology 99.3 (2010): 177-
187.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Pre-eclampsia/eclampsia
Complications of preeclampsia include:

e Eclampsia

*  HELLP (hemolysis, elevated liver enzymes, low platelets) syndrome
e Liver rupture

e  Pulmonary edema

e Renal failure

¢ Disseminated intravascular coagulopathy (DIC)

®  Hypertensive emergency

* Hypertensive encephalopathy

e  Cortical blindness

Maternal complications occur in up to 70% of women with eclampsia and include: °

e DIC

e  Acute renal failure

®  Hepatocellular injury

e liver rupture

® Intracerebral hemorrhage

®  Cardiopulmonary arrest

e  Aspiration pneumonitis

®  Acute pulmonary edema

e  Postpartum hemorrhage

® Maternal death rates of 0-13.9% have been reported

Fetal complications in preeclampsia are directly related to gestational age and the severity of maternal disease and include
increased rates of: 10

®  Preterm delivery

® Intrauterine growth restriction
*  Placental abruption

®  Perinatal death

Thick meconium stained amniotic fluid without reassuring fetal heart tones and birth is not imminent

Meconium staining of the amniotic fluid is a common occurrence during labor. Although a large proportion of these pregnancies

will have a normal neonatal outcome, its presence may be an indicator of fetal hypoxia and has been linked to the development of:
11

e Cerebral palsy

Norwitz, Errol R., Chaur-Dong Hsu, and John T. Repke. "Acute complications of preeclampsia.” Clinical obstetrics and gynecology 45.2 (2002): 308-329.

de Souza Rugolo, Ligia Maria Suppo, Maria Regina Bentlin, and Cleide Enoir Petean Trindade. "Preeclampsia: effect on the fetus and newborn." Neoreviews 12.4
(2011): e198-2206.

Rahman, Shimma, Jeffrey Unsworth, and Sarah Vause. "Meconium in labour.” Obstetrics, Gynaecology & Repraductive Medicine 23.8 (2013): 247-252.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Guidance document: 85-10 Effective: August 19, 2021

e Seizures
¢  Meconium aspiration syndrome

Abnormal auscultated fetal heart rate pattern unresponsive to treatment or inability to auscultate fetal heart tones

Sustained abnormal fetal heart rate patterns include bradycardia (abnormally low heart rate) and decelerations in the baby’s heart
rate. Additionally, tachycardia (abnormally high heart rate) is abnormal, and can also be an indication for the need for further
evaluation. Historically, a 30-minute rule from decision-to-incision time for emergent cesarean delivery in the setting of abnormal

FHR pattern has existed; however, the scientific evidence to support this threshold is lacking.
Excessive vomiting, dehydration, or exhaustion unresponsive to treatment

¢ Sufficient fluid intake during labor may prevent hemoconcentration, starvation, and activation of the thrombogenic and
fibrinolytic system?2

®  With extreme exhaustion, the chances of fetal distress and non-progressive labor are greatly increased

* Bleeding during or after the placental birth, followed by shock, are much more likely to occur when the woman and her
uterus are exhausted??

*  Maternal exhaustion is diagnosed with a combination of ketonuria, elevated temperature, and elevated pulse. This condition
is also known as ketoacidosis, in that the mother’s blood becomes abnormally acidic and less able to carry oxygen. Unless
this condition is reversed, fetal distress will result4

Blood pressure greater than 140/90 which persists or rises and birth is not imminent
Women with chronic hypertension are at increased risk of: 15

® Superimposed preeclampsia (25% risk)
®  Preterm delivery

¢  Fetal growth restriction or demise

¢  Placental abruption

e  Congestive heart failure

e Acute renal failure

e  Seizures
e Stroke
e Death

Maternal fever equal to or greater than 100.4°
Fever can indicate infection. Fever in labor is associated with: 6

e Early neonatal and infant death
®  Hypoxia

Watanabe, Takashi, et al. "Effect of labor on maternal dehydration, starvation, coagulation, and fibrinolysis." Journal of perinatal medicine 29.6 (2001): 528-534,
Frye, Anne, Holistic Midwifery, Volume I Labrys Press, Portland, OR, 2004, p. 1055.

Davis, Elizabeth, Heart and Hands: A Midwife’s Guide to Pregnancy and Birth, Celestial Arts, New York, NY, 2004, p. 141,
Hypertension. 2003; 41: 437-445 Published online before print February 10, 2003, doi: 10.1161/01.HYP.0000054981.03589.£9 PETROVA, Anna, et al. "Association
of maternal fever during labor with neonatal and infant morbidity and mortality." Obstetrics and gynecology 98.1 (2001): 20-27.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on heaith risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Guidance document: 85-10 Effective: August 19, 2021

¢ Infection-related death. These associations were stronger among term than preterm infants
e Meconium aspiration syndrome

¢ Hyaline membrane disease

* Neonatal seizures

e Assisted ventilation

Labor or premature rupture of membrane (PROM) less than 37 weeks according to due date

Premature rupture of membranes before 37 weeks’ gestation (and where there is at least an hour between membrane rupture and
the onset of contractions and labor) can have consequences for both the mother and the baby:

Risks to Baby:

e Neurologic injury

e Infection
e  Respiratory Distress
e Death

* Increased need for neonatal intensive care services
Maternal Risks:

e Infection

e  Prolonged Labor
e  (C-Section

e Death

Because the out-of-hospital birth setting does not provide for immediate access to medications, surgery, and consuitation with a
physician, there may be increased risks to mother and/or baby if any of these conditions present during the birth. In some
communities, the lack of availability of a seamless, cooperative hospital transfer process adds additional risk during intrapartum
transfer.

I understand that the intrapartum risks may not be apparent until labor, and my opportunity for referral to a physician, should |
choose that, would be limited to hospital transfer and transfer of care to the physician on call at that facility.

[ have received and read this document, discussed it with my midwife, and my midwife has answered my questions to my satisfaction.

Client Date

Midwife Date

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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1. ABNORMAL FETAL CARDIAC RATE ORRHYTHM

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects her autonomy.
This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical outcomes. Disclosure of risks isan
integral part of the informed consent process, as outlined by NARM (the North American Registry of Midwives).

“If o midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of informed consent.
The midwife must also be able to document the process that led to the decision and show that the client was fully informed of the
potential risks and benefits of proceeding with the new care plan. It is the responsibility of the midwife to provide evidence- based
information, clinical expertise, and when appropriate, consultation or referral to other providers to aid the client in the decision making

process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain conditions may present
increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-Inclusive. The condition/risk factor listed
may require medications and treatments outside of the scope of practice of Virginia Licensed Midwives and, thus may necessitate consultation
with a physician, additional testing, and careful consideration for the appropriateness of birth in an out-of-hospital setting. Some conditions in
preghancy should be optimally managed and supported by a multidisciplinary team that may include midwives, obstetricians, perinatologists,
family physicians, psychologists, social workers, and spiritual advisors.

Disclosure of risks related to: Abnormal fetal cardiac rate or rhythm
Fetal rhythm abnormalities (fetal heart rates that are irregular, too fast or too slow):
®  occurin up to 2% of pregnancies
* usually identified by the obstetrical clinician who detects an abnormal fetal heart rate or rhythm using a Doppler or
stethoscope
*  majority have isolated premature atrial contractions which may spontaneously resolve
® sustained tachyarrhythmia (rapid) or bradyarrhythmia (slow) may be of clinical significance
o may indicate severe systemic disease
o may have the potential to compromise the fetal circulation
¢ May require intensive antepartum and/or neonatal care

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

Q  Consult with a physician regarding my risk factors.
L Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Congenital heart disease: Rhythm abnormalities of the fetus. Lisa K Hornberger, David J Sahn, Heart 2007;93:10 1294-1300 doi:10.1136/hrt.2005.069369

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54. 1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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2. ACTIVE CANCER

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects her autonomy.
This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical outcomes. Disclosure of risks is an
integral part of the informed consent process, as outlined by NARM (the North American Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of informed consent.
The midwife must also be able to document the process that led to the decision and show that the client was fully informed of the
potential risks and benefits of proceeding with the new care plan. It is the responsibility of the midwife to provide evidence- based
information, clinical expertise, and when appropriate, consultation or referral to other providers to aid the client in the decision making
process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain conditions may present
increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-inclusive. The condition/risk factor listed
may require medications and treatments outside of the scope of practice of Virginia Licensed Midwives and, thus may necessitate consultation
with a physician, additional testing, and careful consideration for the appropriateness of birth in an out-of-hospital setting. Some conditions in
pregnancy should be optimally managed and supported by a multidisciplinary team that may include midwives, obstetricians, perinatologists,
family physicians, psychologists, social workers, and spiritual advisors.

Disclosure of risks related to: Active Cancer
Maternal risks:

* maternal infection due to immune suppression,
* deep vein thrombosis and pulmonary embolism during pregnancy and especially after delivery
¢ hemorrhage at delivery.

Fetal risks:
* Intrauterine growth restriction
e Preterm birth
*  Fetal health effects from exposure to maternal medications

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. I have decided to:

O Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

http://www.nim.nih.gov/medlineplus/cancerandpregnancy.html J Obstet Gynaecol Can. 2013 Mar;35(3):263-80.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on heaith risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
| opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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3. ACUTE OR CHRONIC THROMBOPHLEBITIS

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American
Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Deep vein thrombosis (DVT) and pulmonary embolism (PE) are collectively known as venous thromboembolism (VTE). VTE occurs
more frequently in pregnant women, with an incidence of 0.5 to 2.0 per 1000 pregnancies, four to five times higher than in the non-
pregnant population. The risk for VTE is further elevated in the postpartum period.

The risk for VTE in pregnancy is increased in women with:

e Prior history of VTE

* Advanced maternal age

* Collagen-vascular disease, especially antiphospholipid antibody syndrome

¢ Obesity (BMI > 30)

e Multiparity

®  Hypercoaguable state

¢  Nephrotic syndrome

e  QOperative delivery

¢ Prolonged bed rest

* Hematologic disorders (hemoglobin SS and SC disease, polycythemia, thrombotic thrombocytopenic purpura,
paroxysmal nocturnal hemoglobinuria, and some dysfibrinogenemias).

® Maternal medical conditions (diabetes, heart disease, inflammatory bowel disease)

®  Smoking

¢  Preeclampsia

Maternal complications:

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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e hypoxemia

e post-phlebitic syndrome
e pulmonary infarction

e death

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has provided me with options for
consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Chisholm CA, James AH, Ferguson JE. Thromboembolic disorders. In: Evans AE, Manual of Obstetrics, 8t edition. 2014, Wolters Kluwers Health.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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4. ANEMIA (HEMATOCRIT LESS THAN 30 OR HEMOGLOBIN LESS THAN 10 AT TERM)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects her autonomy.
This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical outcomes. Disclosure of risks is
an integral part of the informed consent process, as outlined by NARM (the North American Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of informed consent.
The midwife must also be able to document the process that led to the decision and show that the client was fully informed of the
potential risks and benefits of proceeding with the new care plan. It is the responsibility of the midwife to provide evidence- based
information, clinical expertise, and when appropriate, consultation or referral to other providers to aid the client in the decision making

process.” = NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain conditions may present
increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-inclusive. The condition/risk factor listed
may require medications and treatments outside of the scope of practice of Virginia Licensed Midwives and, thus may necessitate consultation
with a physician, additional testing, and careful consideration for the appropriateness of birth in an out-of-hospital setting. Some conditions in
pregnancy should be optimally managed and supported by a multidisciplinary team that may include midwives, obstetricians, perinatologists,
family physicians, psychologists, social workers, and spiritual advisors.

Disclosure of risks related to: Anemia (hematocrit less than 30 or hemoglobin less than 10 at term)
The World Health Organization (WHO) estimates that worldwide, 42% of pregnant women are anemic.??

Current knowledge indicates that iron deficiency anemia in pregnancy is a risk factor for preterm delivery and subsequent low birth
weight, and possibly for inferior neonatal health. Data are inadequate to determine the extent to which maternal anemia might

contribute to maternal mortality.®

..a woman who is already anemic is unable to tolerate blood loss that a healthy woman can.1®

Maternal Risks related to severe or untreated anemia:

® need for blood transfusion(s), resulting from a hemorrhage (significant blood loss) during delivery
*  postpartum depression

Fetal/Neonatal Risks related to maternal severe or untreated anemia:

prematurity
low-birth-weight
anemia
developmental delays

Benoist B, McLean E, Egli|, et al. Worldwide Prevalence of Anaemia 1993-2005. Geneva, Switzerland: World Health Organization; 2008.
Allen, Lindsay H. "Anemia and iron deficiency: effects on pregnancy outcome.” The American journal of clinical nutrition 71.5 (2000): 1280s-1284s,
McCormick, M. L., et al. "Preventing postpartum hemorrhage in low-resource settings.” International journal of gynecology & obstetrics 77.3 (2002): 267-275.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. I have decided to:

& Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assjst licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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5. ANY PREGNANCY WITH ABNORMAL FETAL SURVEILLANCE TESTS

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the client
was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility of the
midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral to other
providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Pregnancy with abnormal Fetal Surveillance Tests

There is no benefit in continuing a pregnancy at or post term after fetal surveillance is found to be non-reassuring. The
recommendation is delivery (Price, 2014).” Abnormal stress tests at any point in pregnancy are associated with an
increased risk of poor outcomes in pregnancy and during labor and delivery. Babies with diagnosed or undiagnosed
anomalies are more likely to have abnormal test results requiring specialized care before or after delivery. Antepartum
testing results, with regard to the overall clinical picture, should be taken seriously.

Risks to fetus:

Stillbirth

Asphyxia

Fetal Acidosis

Low Apgar scores
Respiratory distress
Surgical delivery
Meconium Aspiration
Death

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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0 Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

O'Neill, E. T. {2012). Antepartum evaluation of the fetus and fetal well-being. Clinical Obstetrics and Gynecology, 55 (3), 722.

Preboth, M. (2000). Practice Guidelines ACOG Guidelines on Antepartum Fetal Surveillance . Am Fam Physician .

Price, A. {2014, January}. MSN CNM. Assistant Clinical Professor VCUMC. (B. Sheets, Interviewer)

Singh, T. {2008). The prediction of intra-partum fetal compromise in prolonged pregnancy. Journal of Obstetrics and Gynecology, 28 (8), 779-782

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition.
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6. BLOOD COAGULATION DEFECT

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consentprocess, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the client
was fully informed of the patential risks and benefits of proceeding with the new care plan. It is the responsibility of the
midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral to other
providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Blood coagulation defect

Hereditary thrombophilia, or predisposition to thrombosis, ranges from the common (Factor V Leiden heterozygosity, present in 1-
15% of pregnant women) to the rare {antithrombin deficiency occurring in 0.02%). The risk of deep vein thrombosis or puimonary
embolism (collectively known as venous thromboembolism or VTE) ranges from 0.1-7% of pregnancies. The maternal medical history
determines the management during pregnancy, which can include anticoagulation with injections of heparin throughout the
pregnancy and post-partum period.

The presence of one of these disorders may contribute to the risk of obstetric complications as well, including:

s |UGR
® preeclampsia
e stillbirth

* Frequent fetal surveillance is recommended in most cases, as well as timed delivery in the last week before the estimated

date of delivery.
Alternatively, disorders of maternal hemostasis (such as von Willebrand disease) increase the risk of blood loss at delivery, and as

hereditary disorders also increase the risk for abnormal bleeding in the newborn.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

U Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date
Midwife Date

inherited Thrombophiiia in Pregnancy. Practice Bulletin 138, November 2013. American College of Obstetricians and Gynecologists.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hespital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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7. BoDY MaAss INDEX (BMI) EQUAL TO OR GREATER THAN 30

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared dei:ision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American
Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan, It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Body Mass Index (BMI) equal to or greater than 30

Obesity is defined as having a BMI of 30 or higher. The nhumber of obese women in the United States has increased greatly during the
past 25 years. Obesity has also become a major health concern for pregnant women. More than one half of pregnant women are

overweight or obese,
Risks of Obesity Include:

¢  Birth defects — Babies born to obese mothers have an increased risk of having birth defects, such as heart defects and neural
tube defects.

® Macrosomia — In this condition, the baby is larger than normal. This can increase the risk of the baby being injured during
birth. For example, the baby’s shoulder can become entrapped after the head is delivered. Macrosomia also increases the
risk of cesarean birth,

¢  Preterm Birth — Problems associated with a mother’s obesity may mean that the baby will need to be delivered early.
Preterm infants have an increased risk of health problems, including breathing problems, eating problems, and
developmental and learning difficulties later in life.

e Stillbirth ~The risk of stillbirth increases the higher the mather’s BMI.

¢  High Blood Pressure

®  Preeclampsia — Preeclampsia is a serious illness for both the woman and her baby. Although gestational hypertension is the
most common sign of preeclampsia, this condition affects all organs of the body. The kidneys and liver may fail. In rare cases,
stroke can occur. The fetus is at risk of growth problems and problems with the placenta. It may require early delivery, even
if the baby is not fully grown. In severe cases, the woman, baby, or both may die.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the hirth of a child outside of a haspital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified heaith care provider for advice regarding a medical condition. |
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® Gestational Diabetes — High blood glucose (sugar) levels during pregnancy increase the risk of having a very large baby and
a cesarean delivery. Women who have had gestational diabetes have a higher risk of having diabetes in the future, as do
their children.

e Challenges in Prenatal Care — Obesity can make it more difficult for the midwife to assess fetal position and fetal growth.

® Challenges in Labor Management ~ Obesity can create challenges in moving the woman quickly in the event of an emergency
during the birth, and can make auscultation of fetal heart tones more difficult.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
QO Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Bhattacharya, Sohinee, et al. "Effect of Body Mass Index on pregnancy outcomes in nulliparous women delivering singleton babies." BMC public Health 7.1 (2007): 168.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital, This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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8. CARDIAC DISEASE

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. it is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Cardiac Disease

Most women tolerate the cardiovascular changes of pregnancy without difficulty. Pregnancy in a patient with significant cardiac
disease is associated with significant risk. Despite occurring in only 0.2-4% of pregnancies, cardiac disease is associated with up to
30% of maternal deaths. A pregnant patient with cardiac disease will benefit from the coordinated care of a multidisciplinary team
including perinatologists, cardiologists and anesthesiologists. In particular, adults with repaired congenital heart disease may pose
complex management scenarios. They may require specialized cardiac monitoring during labor and birth, and some cardiac conditions
are associated with a high enough risk of labor complications that cesarean is recommended.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O  Consult with a physician regarding my risk factors.
O  Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Nanda S, Nelson-Piercy C, Mackillop L. Cardiac disease in pregnancy. Clin Med 2012;12:553-560.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of 2 hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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9. CHRONIC OBSTRUCTIVE PULMONARY DISEASE OR OTHER PULMONARY DISORDERS

Preambile:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the.new care plan. It is the responsibility
of the midwife to provide evidence-based information; clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Chronic Obstructive Pulmonary Disease (COPD) or other pulmonary disorders affect approximately 4% to 6% of adults
of all ages and is one of the most common medical conditions complicating pregnancy.

RISKS

® Preterm birth
¢ Decreased birth weight
¢ Increased neonatal and maternal death

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. I have decided to:

QO Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife

Leighton, B, Fish, J, Glob. libr. women's med., (IS5N: 1756-2228) 2008; DOI 10.3843/GLOWM.10170

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition. J
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10. ECTOPIC PREGNANCY (1)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This Is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American
Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Today, about 1 in 50 pregnancies is ectopic. An ectopic pregnancy occurs when a fertilized egg grows outside of the
uterus most commonly in the tube. As the pregnancy grows, it can rupture (burst). If this occurs, it can cause major
internal bleeding. This can be life threatening and needs to be treated. If there is evidence of ectopic pregnancy,
medical and surgical interventions are available, and a referral should be made to an appropriate health provider. If
there is a positive pregnancy test with follow-up ultrasound showing no intrauterine pregnancy, then referral should
be made to an appropriate healthcare provider.

RISKS

¢ Fallopian tube damaged, leading to an increased likelihood of having another ectopic pregnancy in the future.

* Ruptured ectopic pregnancy (when the fallopian tube splits) and severe internal bleeding, which can lead to
shock.

e Death

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O  Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Sivalingam VN, Duncan WC, Kirk E, et af, Diagnosis and management of ectopic pregnancy, Journal of Family Planning and Reproductive Health Care 2011;37:231-240.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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11, ESSENTIAL CHRONIC HYPERTENSION (1)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Elevated blood pressure, systolic >140 or diastolic >90 or both, that predates conception or is diagnosed before 20
weeks of gestation.

MATERNAL RISKS

¢ Preterm delivery

¢ Placental abruption

e Preeclampsia

¢ Eclampsia

e Seizures

e Maternal congestive heart failure
¢ Acute renal failure

¢ Death

FETAL RISKS

* Fetal growth restriction
e Fetal death

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to 3 physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition.
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As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O  Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Bramham, Kate, et al. "Chronic hypertension and pregnancy outcomes: systematic review and meta-analysis." Bmj 348 (2014).

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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12, GENITAL HERPES OR PARTNER WITH GENITAL HERPES

Preamble;

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of Risks Related to: Genital Herpes

Because of its serious and potentially lethal risks to the fetus and neonate, pregnant women and their partners should be tested for
HSV - Herpes Simplex Virus (HSV1 & HSV2).

In women with a previous diagnosis of genital herpes, cesarean delivery to prevent neonatal HSV infection is not indicated if there
are NO genital lesions at the time of labor. In an effort to reduce cesarean deliveries performed for the indication of genital herpes,
the use of oral acyclovir or valacyclovir near the end of pregnancy to suppress genital HSV recurrences has become increasingly
common in obstetric practice. Several studies with small sample sizes suggest that suppressive acyclovir therapy during the last weeks
of pregnancy decreases the occurrence of clinically apparent genital HSV disease at the time of delivery, with an associated decrease
in cesarean delivery rates for the indication of genital HSV. However, because viral shedding still occurs (albeit with reduced
frequency), the potential for neonatal infection is not avoided completely, and cases of neonatal HSV disease in newborn infants
of women who were receiving antiviral suppression recently have been reported.?®

Genital HSV, especially in primary infections, may be dangerous to the neonate if infected during delivery, as it can cause a severe
neonatal disease.?!

The frequency of neonatal infection ranged from 31% to 44% for primary first-episode, and 1 to 3% in recurrent.

Kimberlin, David W, et al. "Guidance on management of asymptomatic neonates born to women with active genital herpes lesions." Pediatrics 131.2 {2013):
e635-e646.

Meytal Avgil, Asher Ornoy, Herpes simplex virus and Epstein-Barr virus infections in pregnancy: consequences of neonatal or intrauterine infection, Reproductive
Toxicology, Volume 21, Issue 4, May 2006, Pages 436-445, ISSN 0890-6238, http://dx.doi.org/10.1016/j.reprotox.2004.11.014.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Risks of HSV infection to the fetus include:

intrauterine fetal demise (the death of the fetus while in the uterus)
skin scars {cutaneous manifestations),

ophthalmologic findings (chorioretinitis, microphtalmia),
neurological involvement (causing brain damage)

The clinical presentation of infants with neonatal HSV infection, that is almost invariably symptomatic and frequently lethal, is a
direct reflection of the site and extent of viral replication.?

Risks of HSV infection to the neonate (newborn) include:
¢ death
neurologic (brain) damage (intracranial calcifications, microcephaly, seizures, encephalomacia),
growth restriction,
psychomotor development impairment
skin vesicles or scarring,
eye lesions resulting in vision loss and/or blindness (chorioretinitis, microphthalmia, cataracts),
hearing loss and/or deafness

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Anzivino, Elena, et al. "Herpes simplex virus infection in pregnancy and in neonate: status of art of epidemiology, diagnosis, therapy and prevention.” Virol J 6.1
{2009): 1-11.

Brown ZA, Wald A, Morrow RA, Selke S, Zeh J, Corey L. Effect of serological status and cesarean delivery on transmission rates of herpes simplex virus from mother to
infant. JAMA. 2003;289(2):203.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospita!. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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13. HISTORY OF HEMOGLOBINOPATHIES

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If @ midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the client
was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility of the
midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral to other
providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: History of hemoglobinopathies

Hemoglobinopathies include sickle cell disease and its variants as well as alpha and beta thalassemia. The involvement of a
multidisciplinary team including perinatologists, hematologists and anesthesiologists can allow for development of a plan to screen
for and manage complications.

Maternal risks include:

¢ cerebral vein or deep vein thrombosis

e anemia and vaso-occlusive crisis

®  pheumonia

e pyelonephritis

* transfusion

e  pregnancy induced hypertension

*  postpartum infection, sepsis, and systemic inflammatory response syndrome
e cesarean delivery

Fetal risks include:

* preterm birth and its consequences including low birth weight
¢ intrauterine growth restriction

e  abruption placentae

e stillbirth

A Work Group comprised of members of the Board of Medicine and the Advisary Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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e genetic risk assessment is also recommended for individuals identified as carriers for hemoglobinopathy, as they may be
at risk to have affected offspring.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
QO Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Villers, Margaret S., et al. "Morbidity associated with sickle cell disease in pregnancy.” American journal of obstetrics and gynecology 199.2 (2008): 125-e1.

Naik, Rakhi P., and Sophie Lanzkron. "Baby on board: what you need to know about pregnancy in the hemoglobinopathies.” ASH Education Program Book 2012.1
(2012): 208-214,

John C. Morrison and Marc R. Parrish. "Sickle Cell Disease and Other Hemoglobinopathies" Protocols for High-Risk Pregnancies {2010): 158-159.

American College of Obstetricians‘and Gynecologists, Practice Bulletin 78, “Hemoglobinopathy in Pregnancy,” January 2007

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition. |




-36-

Guidance document: 85-10 Effective: August 19, 2021

14. HiV POSITIVE STATUS OR AIDS

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects her autonomy.
This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical outcomes. Disclosure of risks isan
integral part of the informed consent process, as outlined by NARM (the North American Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of informed consent,
The midwife must also be able to document the process that led to the decision and show that the client was fully informed of the
potential risks and benefits of proceeding with the new care plan. It is the responsibility of the midwife to provide evidence- based
information, clinical expertise, and when appropriate, consultation or referral to other providers to aid the client in the decision making
process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain conditions may present
increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-inclusive. The condition/risk factor listed
may require medications and treatments outside of the scope of practice of Virginia Licensed Midwives and, thus may necessitate consultation
with a physician, additional testing, and careful consideration for the appropriateness of birth in an out-of-hospital setting. Some conditions in
pregnancy should be optimally managed and supported by a multidisciplinary team that may include midwives, obstetricians, perinatologists,
family physicians, psychologists, social workers, and spiritual advisors.

Disclosure of risks related to: HIV positive status with AIDS

HIV transmission from mother to child during pregnancy, labor and delivery, or breastfeeding is known as perinatal transmission and
is the most common route of HIV infection in children. When HIV is diagnosed before or during pregnancy, perinatal transmission
can be reduced to less than 1% if appropriate medical treatment is given, the virus becomes undetectable, and breastfeeding is

avoided.?

Recommended medical treatment includes antiretroviral medication taken throughout pregnancy and during labor, regular
monitoring of the maternal viral load, cesarean delivery for viral load > 1000 copies/mL, and initiation of antiretroviral medication

for the newborn shortly after birth.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

Q Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

http://www.cdc.gov/hiv/risk/gender/pregnantwomen/index.htmi

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment, Individuals should consult a qualified health care provider for advice regarding a medical condition.
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15. INAPPROPRIATE FETAL SIZE FOR GESTATION — MACROSOMIA (LARGE FOR GESTATIONAL AGE)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of Risks Related to: Inappropriate Fetal Size for Gestation — Macrosomia {Large for Gestational Age)

Macrosomia (meaning big body), is arbitrarily defined as a birth weight of more than 4,000 g (8 Ib, 13 oz). Also known as large for
gestational age, fetal macrosomia complicates more than 10 percent of all pregnancies in the United States,?

Risks to the mother related to macrosomia include:
® increased risk of uterine rupture after previous cesarean section or other uterine surgery;
¢ increased likelihood of induction at or before 40 weeks;
® increased likelihood of an operative delivery: forceps, vacuum, or cesarean section;
* trauma to vagina and/or perineum; including perineal and/or vulvar lacerations, 3™ or 4t" degree episiotomy, short or
long-term urinary or fecal incontinence;
* increased blood loss and/or postpartum hemorrhage,
e damage to the coccyx (tailbone)

Risks to the baby related to macrosomia at the time of birth include:
o shoulder dystocia (the baby gets stuck at the shoulders after the delivery of the head), which may resuit in trauma to the
baby including;
*  broken clavicle (collar) bone(s);
*  brachial plexus injury, temporary or permanent nerve damage {sensory and motor) to either one or both
shoulders, arms, and hands;

= cerebral palsy;
*  hypoxia, resuiting in permanent brain damage;
»  death.

* injuries related to operative delivery (forceps, vacuum, or cesarean section) including:
®  bruising and/or injury to the scalp, head and/or face;

MARK A. ZAMORSKI, M.D., M.H.S.A., and WENDY S. BIGGS, M.D., University of Michigan Medical School, Ann Arbor, Michigan. Am Fam Physician. 2001 Jan
15;63(2):302-307.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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*  temporary weakness in the facial muscles (facial palsy);
= external eye and/or ear trauma;
*  broken clavicle {collar) bone(s);
®*  brachial plexus injury (see description above);
*  cerebral palsy;
= skull fracture;
»  bleeding within the skull;
& seizures;
* lacerations (during cesarean section) to the baby’s presenting part
* immature lungs and breathing problems, if the due date has been miscalculated and the infant is delivered before 39
weeks of gestation;
* need for special care in the neonatal intensive care unit (NICU);

Risks to the newborn related to macrosomia and later childhood risks:
¢ higher than normal blood sugar level (impaired glucose tolerance);
¢ childhood obesity (research suggests that the risk of childhood obesity increases as birth weight increases);
¢ metabolic syndrome (a group of conditions: increased blood pressure, a high blood sugar level, excess body fat, abnorn
cholesterol levels; that occur together, increasing the risk of heart disease, stroke and diabetes later in life.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has provided me with options for
consultation and referral to a physician for the risk factors that apply to me. | have decided to:

QO  Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54. 1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medica! condition.
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16. INAPPROPRIATE FETAL SIZE FOR GESTATION — [UGR (SMALL FOR GESTATIONAL AGE)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” ~ NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of Risks Related to: Inappropriate Fetal Size for Gestation — IUGR (Small for Gestational Age)

IUGR (Intrauterine Growth Restriction) is a serious problem, regardless of why the baby is small. About 20% of stillborn babies are
IUGR, and perinatal mortality for growth-restricted infants may be 6 to 10 times higher than for those of normal size. Most IUGR
stillbirths occur after the 36" week of pregnancy and before labor begins.?

Risks to the baby related to IUGR, known as Small for Gestation Age:

¢ low birth weight (LBW);

e difficulty handling the stresses of vaginal delivery;

e decreased oxygen levels (hypoxia);

¢ hypoglycemia {low blood sugar);
low resistance to infection;

e low APGAR scores (a test given immediately after birth to evaluate the newborn's physical condition and determine
need for special medical care);

* meconium aspiration {inhalation of stools passed while in the uterus), which can lead to breathing problems, lung

surfactant dysfunction, chemical pneumonitis, and persistent pulmonary hypertension;

trouble maintaining body temperature (hypothermia); .

abnormally high red blood cell count;

admission to NICU;

long-term growth problems;

intrauterine fetal demise (fetal death prior to labor);

Frye, Anne, Holistic Midwifery, Volume I, Labrys Press, Portland, OR, 2006, p. 990

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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o  stillbirth (fetal death during labor or birth).

Risks to the mother related to IUGR:

increased stress related to fetal monitoring and surveillance (serial ultrasounds and non-stress testing);
premature labor;

premature birth (delivery of the fetus before 37 weeks gestation);

induction and early delivery, before 40 weeks;

cesarean section.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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17. INCOMPLETE SPONTANEOUS ABORTION OR INCOMPLETE MISCARRIAGE (10)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent, The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. it is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Spontaneous abortion also known as early pregnancy loss refers to a miscarriage that happens before 20 weeks of
gestation and is seen in 13% to 20% of all diagnosed pregnancies. Incomplete spontaneous abortion occurs when some
tissue is retained in the uterus. Medication or a procedure may be needed to remove the tissue.

STILLBIRTH OR INTRAUTERINE FETAL DEMISE (IUFD)

Fetal death that happens after 20 weeks of gestational age is called stillbirth and has a rate of 3.2 per 1000 births.
Medical intervention is needed for delivery.

MATERNAL FETAL RISKS OF EARLY OR LATE FETAL LOSS

e [nfection

¢ Hemorrhage

® Maternal coagulopathy

s Gestational trophoblastic disease
¢ Rhisoimmunization

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

QO  Consult with a physician regarding my risk factors.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Metz, Torri D., et al. "Obstetric care consensus# 10: management of stillbirth:(replaces practice bulletin number 102, March 2009)." American Journal of obstetrics and
gynecology 222.3 (2020): B2-B20.

American College of Obstetricians and Gynecologists' Committee an Practice Bulletins—Gynecology. “ACOG Practice Bulletin No. 200: Early Pregnancy Loss.” Obstetrics a
gynecology vol. 132,5 (2018): e197-¢207. doi:10.1097/A0G.0000000000002899

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child gutside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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18. ISOIMMUNIZATION TO BLOOD FACTORS

Preamble:

The Midwives Model of Care® recognizes the clieht/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the respbnsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Isoimmunization to blood factors

Pregnant women with a negative Rh blood type (O-, A-, B-, AB-) or with other atypical antibodies have significant fetal and neonatal
risk factors. Clinical manifestations of RhD haemolytic disease (HDN) range from asymptomatic mild anemia to hydrops fetalis or
stillbirth associated with severe anemia and jaundice.?®

Use of anti-D immune globulin for prevention of D has decreased the risk of isoimmunization. Routine treatment includes prophylactic
dosage at 28 weeks of gestation, after delivery of a D-positive newborn and at any significant bleeding. Testing for Rh typing should be
performed with every pregnancy because revisions in lab procedures may present as a change in the Rh blood type.

Risks to the baby related to maternal isoimmunization include:

e destruction of fetal red blood cells {hemolysis);
*  mild to moderate hemolysis manifests as increased indirect bilirubin (red cell pigment).
* severe hemolysis leads to red blood cell production by the spleen and liver.

® severe anemia;

hepatic circulatory obstruction (portal hypertension);

placental edema, interfering with placental perfusion;

ascites (accumulation of fluid in the abdominal cavity);

hepatomegaly (swelling of the liver);

increased placental thickness;

polyhydramnios (increased amniotic fluid);

hydrops (fetal heart failure);

anasarca {extreme generalized edema);

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9{iv), which requires midwives to disclose to their patients options for cansultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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¢ effusions (abnormal accumulation of fluid);
e intrauterine fetal demise (fetal death);
e stilibirth.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. I have decided to:

O  Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Urbaniak, S. J., and M. A. Greiss. "RhD haemolytic disease of the fetus and the newborn.” Blood reviews 14.1 {2000): 44-61.

Sandler SG, Li W, Langeberg A, Landy H). New laboratory pracedures and Rh blood type changes in a pregnant woman. Obstet Gynecol. 2012;119(2 Pt 2):426.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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19. MULTIPLE GESTATION

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American
Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Multiple gestation

Maternal risks:
Anemia

Hemorrhage

Preeclampsia

Gestational diabetes

e  Cesarean delivery
Fetal risks:

*  Twin-to-twin transfusion syndrome (TTTS) in monochorionic twins
Vanishing twin/death of one fetus
Congenital anomalies
Hydramnios
Preterm birth
Malpresentation
Small for gestational age
Umbilical cord prolapse
Neonatal intensive care unit admission

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of 3 hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me
and has provided me with options for consultation and referral to a physician for the risk factors that apply to me. I have decided
to:

QO Consuit with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Rao, Anita, Shanthi Sairam, and Hassan Shehata. "Obstetric complications of twin pregnancies.” Best Practice & Research Clinical Obstetrics & Gynaecology 18.4
{2004): 557-576.

Spellacy, W. N. "Antepartum complications in twin pregnancies.” Clinics in perinatology 15.1 (1988): 79-86.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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20. PERSISTENT SEVERE ABNORMAL QUANTITY OF AMNIOTIC FLUID (OLIGOHYDRAMNIOS AND POLYHYDRAMNIOS)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American
Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the client
was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility of the
midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral to other
providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Persistent severe abnormal quantity of amniotic fluid

Oligohydramnios (decreased amniotic fluid) may be caused by fetal anomalies (bladder outlet obstruction, renal agenesis), premature
rupture of the membranes, or placental insufficiency occurring de novo or as a consequence of maternal conditions such as

hypertension.
Maternal risks:

®  antepartum hospitalization
¢ induction of labor
e cesarean delivery

Fetal risks:

* pulmonary hypoplasia (underdevelopment of the lungs)
e limb contractures

® abnormal fetal heart rate patterns

® acidosis

® neonatal intensive care unit admission

® need for surgical intervention if anomalies present

o  stillbirth or neonatal death

A Work Group comprised of members of the Board of Medicine and the Advisory Board an Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of 3 hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Polyhydramnios (increased amniotic fluid) is most commonly idiopathic (no identifiable cause) but may be seen in maternal diabetes
(especially uncontrolled or with large for gestational age fetus) and with fetal anomalies (diaphragmatic hernia, intestinal
obstruction).

Maternal risks:

e cesarean delivery
¢  post-partum hemorrhage

Fetal risks:

* malpresentation

* neonatal intensive care unit admission

¢ need for surgical intervention if anomalies present
¢ neonatal hypoglycemia

e stillbirth and neonatal death

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

QO Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Shanks, Anthony, et al. "Assessing the optimal definition of oligohydramnios associated with adverse neonatal outcomes.” Journal of Ultrasound in Medicine 30.3
(2011): 303-307.

Magann EF, Sandlin AT, Ounpraseuth ST. Amnictic fluid and the clinical relevance of the sonographically estimated amniotic fluid volume: oligohydramnios. J
Ultrasound Med 2011;30:1573-85.

Moore, Thomas R. "Abnormal Amniotic Fluid Volume." Protocols for High-Risk Pregnancies (2010): 399.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54,1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on heaith risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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21, PLATELET COUNT LESS THAN 120,000

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the client
was fully informed of the potential risks and benefits of proceeding with the new care plan. it is the responsibility of the
midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral to other
providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Platelet count less than 120,000

Platelet disorders in pregnancy include those that are time-limited to pregnancy (gestational thrombocytopenia, HELLP syndrome)
and those that may pre-date or be newly diagnosed during the pregnancy (idiopathic thrombocytopenic purpura {ITP), thrombotic
thrombocytopenic purpura (TTP)). With the exception of gestational thrombocytopenia, all of these platelet disorders place the
mother at increased risk for blood loss and need for transfusion.

Gestational thrombocytopenia: occurs in 7-8% of pregnancies and accounts for 70-80% of cases of thrombocytopenia in pregnancy,
typically diagnosed in the third trimester, rarely associated with platelet counts below 70,000, not associated with increased risks of
bleeding in the mother or fetus, platelet counts return to normal after delivery.

Itis important to differentiate gestational thrombocytopenia from more serious platelet disorders:

e ITP: chronic disorder associated with:
o fluctuating platelet counts that may be lower than 50,000
o need for steroid or immune globulin treatment and platelet transfusion to avoid excess blood loss at delivery,

particularly surgical delivery.

e TTP: acute or chronic disorder generally associated with:
o severe thrombocytopenia of 20,000 or less
o hepatic impairment
o renal impairment
o CNSimpairment
o increased risk of death for both mother and fetus.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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¢ HELLP syndrome: an acute condition occurring in up to 2% of pregnancies, usually seen in the setting of preeclampsia, and
characterized by:

o thrombocytopenia

o elevated liver enzymes

o hemolytic anemia

o potential for severe maternal illness including:

® liver failure

=  hepatic subcapsular hematoma
= excess maternal blood loss

= seizure

*  maternal death

*  preterm birth

= intrauterine growth restriction
» fetal death

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. I have decided to:

O Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Gernsheimer T, James AH, Stasi R. How | treat thrombocytopenia in pregnancy. Blood 2013;121:38-47.
Thrombocytopenia during pregnancy. Importance, diagnosis and management. Boehlen F. Hamostaseologie. 2006 Jan;26(1):72-4

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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22, POSITION PRESENTATION OTHER THAN CEPHALIC AT TERM OR WHILE IN LABOR

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care pian. it is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth In an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Presentation Risks

Non-cephalic presentations occur in less than 4% of all pregnancies. This would include breech, transverse lie, and
compound presentations. Non-cephalic presentations are associated with congenital abnormalities of the baby, multiple
pregnancies, placenta previa, and uterine abnormalities. These associations may increase risk to the mother/baby in addition to
the actual risks associated with non-cephalic delivery.

C-section has become the standard mode of delivery for babies in nonh-cephalic positions. Physicians and midwives may not have
adequate training in the vaginal delivery of non-cephalic presentations further increasing the risk of injury or death to both
mother and baby. A transverse presentation is considered incompatible with vaginal delivery. Posterior, Brow, and Face
presentations are associated with complicated delivery and increased maternal and/or fetal complications and may require C-
section if the fetal malpresentation does not resolve.

Disclosure of risks related to: Position presentation other than vertex at term or while in labor:
Risks to Babies:

Low APGAR scores

Ruptured organs (kidney, liver)
Neck Trauma

Genital edema

Prematurity

Cord Prolapse

Respiratory distress

Stillbirth

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Head entrapment

Edema to face and skull
Tracheal damage

Increased NICU admission rates
Shoulder/arm trauma

Hip and leg trauma

Intracranial hemorrhage

Death

Maternal Risks:

C-section
Prolonged/Dysfunctional labor
Placenta abruption

Increased risk of deep lacerations

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me
and has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided
to:

O  Consult with a physician regarding my risk factors.
Q  Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

de Leeuw, J. (2002). Mortality and early morbidity for abdominal and vaginal deliveries in breech presentation. Journal of Obstetrics and Gynaecology , 22 (2), 127-

139.
Tidy, C. R. (2010). patient.co.uk/doctor/malpresentations. Retrieved from patient.co.uk.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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23. PRE-ECLAMPSIA/ECLAMPSIA

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects her autonomy.
This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical outcomes. Disclosure of risks is an
integral part of the informed consent process, as outlined by NARM (the North American Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of informed consent.
The midwife must also be able to document the process that led to the decision and show that the client was fully informed of the
potential risks and benefits of proceeding with the new care plan. It is the responsibility of the midwife to provide evidence- based
information, clinical expertise, and when appropriate, consultation or referral to other providers to aid the client in the decision making
process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain conditions may present
increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-inclusive. The condition/risk factor listed
may require medications and treatments outside of the scope of practice of Virginia Licensed Midwives and, thus may necessitate consultation
with a physician, additional testing, and careful consideration for the appropriateness of birth in an out-of-hospital setting. Some conditions in
pregnancy should be optimally managed and supported by a multidisciplinary team that may include midwives, obstetricians, perinatologists,
family physicians, psychologists, social workers, and spiritual advisors.

Disclosure of risks related to Pre-eclampsia:

Pre-eclampsia is a leading cause of death in pregnant women and occurs in 5% of all pregnancies. The management of pre-
eclampsia may require medication and monitoring unavailable in an out of hospital setting.

Maternal Risks:

® Hypertension leading to brain injury
e Liver Failure

e Kidney Failure

e HELLP Syndrome

*  HELLP syndrome: an acute condition occurring in up to 2% of pregnancies, usually seen in the setting of
preeclampsia, andcharacterized by:

thrombocytopenia

elevated liver enzymes

hemolytic anemia

potential for severe maternal illness including: liver failure, hepatic supscapular hematoma, excess maternal blood
loss, seizure, maternal death, preterm birth, intrauterine growth restriction, fetal death.

o 0 0 o

¢  Clotting problems (DIC)
*  Pulmonary edema
¢  Seizure (Eclampsia)

¢ Stroke

e Placental Abruption
e (C-section

e Death

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Fetal Risks:

¢ Small for gestational age (IUGR)
¢  Premature Birth
o  Stilibirth

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me
and has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided
to:

O Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

American College of Obstetricians and Gynecologists. (2011). Frequently Aksed Questions: Pregnancy: High Blood Pressure During Pregnancy. ACOG.
Cunningham, C. L. (2010). Williams Obstetrics (23rd Edition ed.), New York, NY: McGraw-Hil.

Frye, A. (1998). Holistic Midwifery (Vol. 1). Portland, OR: Labry's Press.

Gernsheimer T, James AH, Stasi R. How | treat thrombocytopenia in pregnancy. Blood 2013;121:38-47,
Thrombocytopenia during pregnancy. Importance, diagnosis and management. Boehlen F. Hamostaseologie. 2006 Jan;26(1):72-4

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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24. PREGNANCY LASTING LONGER THAN 42 COMPLETED WEEKS WITH AN ABNORMAL STRESS TEST

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent, The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. it is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Pregnancy is considered to be postdates at 42 weeks of gestation. There is limited research available to outline the
risks of a pregnancy continuing beyond 42 weeks with an abnormal stress test. Current medical standard of practice is
that beginning at 41 weeks, a non-stress test (NST) be combined with other indicators of fetal well-being, i.e., amniotic
fluid index (AF1) or biophysical profile (BPP). There is no benefit in continuing a pregnancy at or post term after fetal
surveillance is found to be non-reassuring. The recommendation is delivery. (Price, 2014)

Maternal Risks:

* Oligohydramnios

¢ Medical induction

s (C-section

e Prolonged labor

* Complicated delivery such as: Shoulder dystocia

Fetal Risk
® large size leading to risks associated with macrosomia
® uteroplacental insufficiency
e  Asphyxia
e Infection
¢ Neonatal acidemia

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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o Low Apgar
e Birth Injury
e Stillbirth
e Postmaturity/Dysmaturity syndrome
e Fetal distress
¢ Meconium Aspirtation
e Death

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

QO Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Hilder, C. T. (1998). Prolonged Pregnancy: evaluating gestation-specific risks of fetal and infact mortality. BJOG .

O'Neill, E. T. (2012). Antepartum evaluation of the fetus and fetal well-being. Clinical Obstetrics and Gynecology, 55 (3), 722.

Preboth, M. (2000). Practice Guidelines ACOG Guidelines on Antepartum Fetal Sruveilannce . Am Fam Physician .

Price, A. (2014, January). MSN CNM. Assistant Clinical Professor VCUMC. (B. Sheets, Interviewer)

Singh, T. {2008). The prediction of intra-partum fetal compromise in prolonged pregnancy. Journal of Obstetrics and Gynecology , 28 (8), 779-782.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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25. VBAC (VAGINAL BIRTH AFTER CESARIAN) PREVIOUS UTERINE INCISION OR MYOMECTOMY (8)
Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Pian of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potentiol risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Because the uterine scar for most caesarian séctions is low on the uterus, women who undergo TOLAC (trial of labor
after cesarean), are able to give birth vaginally 60~80% of the time. But if problems arise during TOLAC, the baby may
need to be born by emergency cesarean delivery. Because uterine rupture can be sudden and unexpected labor
outside of a hospital can delay delivery and increase the risk of injury and death for both mother and baby in an
emergency. Some surgery for fibroids can result in a similar risk for uterine rupture. An unknown type of prior uterine
scar is a contraindication for TOLAC outside of the hospital setting so review of prior surgical records is essential part
of the evaluation.

RISKS

Maternal risks

¢ Maternal hemorrhage

e Infection

¢ Thromboembolism

* Placenta accreta

e Death

e Emergency hysterectomy

Fetal risks

¢ Hypoxic Ischemic Encephalopathy
e Stillbirth

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does nat constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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e Perinatal death

e Neonatal death

* Respiratory morbidity
¢ Transient tachypnea
e  Hyperbillirubinemia

The probability that a woman attempting TOLAC will achieve VBAC depends on her individual combination of factors.

Selected Clinical Factors Associated with Trial of Labor after Previous Cesarean Delivery Success

Increased Probability of Success
e Prior vaginal birth
e Spontaneous labor

Decreased Probability of Success
® Recurrent indication for initial cesarean delivery (labor dystocia)
® Increased maternal age
¢ Maternal obesity
®  Preeclampsia
e Short interpregnancy interval
® Increased neonatal birth weight

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. I have decided to:

QO  Consult with a physician regarding my risk factors.
Q Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Asakura H, Myers SA. More than one previous cesarean delivery: a 5-year experience with 435 patients. Obstet Gynecol 1995;85:924-9,
Cahill AG, Tuuli M, Odibo AQ, Stamilio DM, Macones GA. Vaginal birth after caesarean for women with three or more prior caesareans:
assessing safety and success. BJOG 2010;117:422-7. '

Caughey AB, Shipp TD, Repke JT, Zelop CM, Cohen A, Lieberman E. Rate of uterine rupture during a trial of labor in women with one or
two prior cesarean deliveries. Am J Obstet Gynecol 1999;181:872—6.

Chauhan SP, Magann EF, Carroll CS, Barrilleaux PS, Scardo JA, Martin JN Jr. Mode of delivery for the morbidly obese with prior cesarean
delivery: vaginal versus repeat cesarean section. Am J Obstet Gynecol 2001;185:349-54.

Development Maternal-Fetal Medicine Units Network. Obstet Gynecol 2006;108:12-20.

Flamm BL, Newman LA, Thomas SJ, Fallon D, Yoshida MM. Vaginal birth after cesarean delivery: results of a 5-year multicenter
collaborative study. Obstet Gynecol 1990;76:750-4.

Gregory KD, Korst LM, Fridman M, Shihady I, Broussard P, Fink A, et al. Vaginal birth after cesarean: clinical risk factors associated with

dverse outcome. Am J Obstet Gynecol 2008;198:452.e1-10: discussion 452.10-2
A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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Landon MB, Spong CY, Thom E, Hauth JC, Bloom SL, Varner MW, et al. Risk of uterine rupture with a trial of labor in women with multij
and single prior cesarean delivery. National institute of Child Health and Human Development Maternal-Fetal Medicine Units Network.
Am ] Obstet Gynecol 2005;193:1016-23.

Lavin IP, Stephens RJ, Miodovnik M, Barden TP. Vaginal delivery in patients with a prior cesarean section. Obstet Gynecol 1982;59:135-
Macones GA, Cahill A, Pare E, Stamilio DM, Ratcliffe S, Stevens E, et al. Obstetric outcomes in women with two prior cesarean deliverie,
vaginal birth after cesarean delivery a viable option? Am J Obstet Gynecol 2005;192:1223-8.

McMahon MJ, Luther ER, Bowes WA Jr, Olshan AF. Comparison of a trial of labor with an elective second cesarean section. N EnglJ Me
1996;335:684-95.

Miller DA, Diaz FG, Paul RH. Vaginal birth after cesarean: a 10-year experience. Obstet Gynecol 1994;84:255-8.

Signore, Caroline, and Catherine Y. Spong. "Vaginal birth after cesarean: new insights manuscripts from an NIH consensus developmeni
conference, March 8-10, 2010." Seminars in perinatology. Vol. 34. No. 5. NIH Public Access, 2010.

Tahseen S, Griffiths M. Vaginal birth after two caesarean sections (VBAC-2)-a systematic review with meta-analysis of success rate and

adverse outcomes of VBAC-2 versus VBAC-1 and repeat (third) caesarean sections. BJOG 2010;117:5-19. (Meta-analysis).

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This informatian does not constitute medical advice, diagnosis,
opinion or treatment. {ndividuals should consult a qualified health care provider for advice regarding a medical condition.

—
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26. MENTAL HEALTH ISSUES

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Clients with clinically-diagnosed and self-reported mental health issues such as:

e Depression

® Panic/anxiety

¢ Obsessive-compulsive traits
e Schizophrenia

should be counseled about the stresses of pregnancy and the postpartum period. Clients who are taking psychiatric
medication should be made aware that some potential for birth defects may exist and are advised to discuss the risks

and benefits of continuing their drugs during pregnancy with their provider.
Risks associated with pregnancy and psychiatric disorders include:

e Poor maternal health

* Poor outcomes for babies including poor fetal growth and development
¢ Maternal psychiatric medication side effects ‘

¢ Increased potential for some birth defects

Clients who are taking psychiatric medication are advised to discuss the risks and benefits of continuing their drugs
during pregnancy with their mental health provider.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

Q  Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date
Midwife Date
Works Cited:

Sinclair, C. (2004) A Midwife’s Handbook $t. Louis, MO: Saunders
Vesga-Lopez O, B.C. (2008} Psychiatric Disorders in Pregnant and Postpartum Women in the United States, Archives ofGeneral Psychiatry, 65(7) 805-815

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to 2 physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition.
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27. RUPTURE OF MEMBRANES 24 HOURS BEFORE THE ONSET OF LABOR (7)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes, Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American
Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a muitidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

The risk of prolonged rupture of membranes is chorioamnionitis. The risk increases with the delay between
rupture of membranes and delivery.

MATERNAL COMPLICATIONS

e cesarean delivery
e endomyometritis
e wound infection
e pelvic abscess
¢ postpartum hemorrhage
* bacteremia, most commonly involving GBS

Rarely

e septic shock
e disseminated intravascular coagulation
¢ adult respiratory distress syndrome

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition.
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e maternal death

FETAL COMPLICATIONS

¢ fetal death
® neonatal sepsis

NEONATAL COMPLICATIONS

e perinatal death

e asphyxia

e early onset neonatal sepsis
e septic shock

® pheumonia

¢ intraventricular hemorrhage
e cerebral palsy

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

L Consuit with a physician regarding my risk factors.
J  Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Association of Ontario Midwives, Management of Prelabour Rupture of Membranes at Term, Clinical Practice Guideline 13, May 2014.

Gunn G, Mishell D, Morton D. Premature rupture of the fetal membranes. Am J Obs Gyne 1970 Feb;106(3):469.

Hannah ME, Ohlsson A, Wang EE, Matlow A, Foster GA, Willan AR, et al. Materna! colonization with group B Streptococcus and prelabor rupture of membranes at term: th
role of induction of labor. TermPROM Study Group. Am.J.Obstet.Gynecol. 1997 Oct;177(4):780-785.

Seaward PG, Hannah ME, Myhr TL, Farine D, Ohlsson A, Wang EE, et al. International Multicentre Term Prelabor Rupture of Membranes Study: evaluation of predictors of
clinical chorioamnionitis and postpartum fever in patients with prelabor rupture of membranes at term. American Journal of Obstetrics & Gynecology 1997 Nov;177(5):10
1029.

Tita, Alan T N, and William W Andrews. “Diagnosis and management of clinical choricamnionitis.” Clinics in perinatology vol. 37,2 (2010): 339-54.
doi:10.1016/j.¢lp.2010.02.003 .

Umans-Eckenhausen, M. A,, and Harrie N. Lafeber. "Prolonged rupture of membranes and transmission of the human immunodeficiency virus." The New Englond journal ¢
medicine 335.20 (1996): 1533-1534.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified heaith care provider for advice regarding a medical condition. |
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28. SEIZURE DISORDER REQUIRING PRESCRIPTIVE MEDICATION
Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects her
autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American Registry
of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the client
was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility of the
midwife to provide evidence- based information, clinical expertise, and when appropriate, consultation or referral to other
providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Seizure disorder requiring prescriptive medication

Most pregnancies are uneventful in women with epilepsy, and most babies are delivered healthy with no increased risk of obstetric
complications in women. When controlled, there does not appear to be an increased risk for intrauterine growth restriction,
preeclampsia, preterm birth or stillbirth compared to women without seizure disorder.

Fetal risks:

s With uncontrolled seizures:
o Intrauterine growth restriction
o Preterm birth
o Stillbirth
®  Some medications are associated with an increased risk of birth defects

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Best practice guidelines for the management of women with epilepsy. Crawford, P., Epilepsia. 2005:46 Suppl 9:117-24.
McPherson JA, harper LM, Odibo AO, et al. Maternal seizure disorder and risk of adverse pregnancy outcomes. Am J Obstet Gynecol 2013;208:378.e1-5.
Management of epilepsy during pregnancy. Battino D., Tomson T. Drugs, 2007:67(18):2727-46.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9{iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition.
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29, SEVERE LIVER DISEASE -- ACTIVE OR CHRONIC

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects her
autonomy. This is supported within 2 model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American Registry

of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the client
was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility of the
midwife to provide evidence- based information, clinical expertise, and when appropriate, consultation or referral to other
providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Severe liver disease -- active or chronic

Liver disease occurs in approximately 3% of pregnancies. It may be chronic or occurring coincident with pregnancy, such as viral
hepatitis or drug-induced hepatotoxicity, or pregnancy specific such as HELLP syndrome, intrahepatic cholestasis of pregnancy or
acute fatty liver of pregnancy.

Severe liver disease:

* jsusually acute in onset

® can be life-threatening to the mother

¢ associated with a high risk ofstillbirth

* Ifhypertension has preceded the onset of HELLP syndrome, fetal growth restriction may also be present.

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
U Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Liver Disease in Pregnancy, Cleveland Clinic Disease Management Project, Jamilé Wakim-Fleming, August 10, 2010.
Joshi D, James A, Quaglia A et al. Liver Disease in Pregnancy. Lancet 2010;375:594-605.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in.
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disciose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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30. SEVERE RENAL DISEASE -- ACTIVE ORCHRONIC

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” ~ NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Severe Renal Disease — Active or Chronic

Renal disease is associated with increased risks of both maternal and fetal adverse outcomes. These risks, which rise with the
severity of preexisting renal disease, include:

Maternal:

o Hypertension
o abruptio placentae
o deterioration of renal function including permanent end-stage renal failure;

Fetal:

o Intrauterine growth restriction
abruptio placentae
o stillbirth

(e}

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

QO  Consult with a physician regarding my risk factors.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Williams DJ, Davison M. Renal Disorders. In: Creasy & Resnick’s Maternal-Fetal Med icine, Principles and Practice, 6 edition, 2009: Saunders Elsevier.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in

satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician

and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
[ opinion or treatment. [ndividuals should consult a qualified health care provider for advice regarding a medical condition.
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31. SIGNIFICANT 2"° OR 3*° TRIMESTER BLEEDING

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must aiso be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” ~ NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Significant 2" or 3" trimester bleeding is often associated with potentially serious conditions, including placenta previa, placenta

abruption, and vasa previa.

Medical management and ultrasound is indicated to rule out and/or monitor potentially serious conditions associated with

significant bleeding,
Maternal Risk Factors:

e (C-section

¢ Hemorrhage

¢ Anemia

e  Hypovolemic Shock

¢ Death

e Coagulation Defects (DIC)

e Damage to Kidneys and Brain

Fetal Risk Factors:

¢  Poor fetal growth (IlUGR)
®  Birth Defects

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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e  Premature Birth

e Anemia

e  Hypovolemic Shock
e Stillbirth

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me
and has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided

to:
QO Consult with a physician regarding my risk factors.

O  Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

American College of Obstetricians and Gynecologists. (2011).Frequently Asked Questions in Pregnancy: Bleeding During Pregnancy. ACOG.
Karim, S. e. (1998). Effects of first and second trimester vaginal bleeding on pregnancy outcome.". JPMA .

Nielson, E. M. {1991). The Outcome of Prengancies complicated by bleeding during the second trimester. Surgery, Gynecology, & Obstetrics .
Oylese, Y. (2010). Third Trimester Bleeding. Protocols for High Risk Pregnancies .

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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32, SIGNIFICANT GLUCOSE INTOLERANCE (PREEXISTING DIABETES, GESTATIONAL DIABETES, PCOS)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to: Significant glucose intolerance

Pre-gestational diabetes mellitus (Type 1 or Type 2) affects approximately 1% of pregnancies, with an incidence rising with the
incidence of type 2 diabetes in younger adults. Gestational diabetes is diagnosed in 5-7% of pregnancies.

Risk factors for GDM: occurs more commonly in women with a family history of diabetes, prior personal history of glucose
intolerance including prior gestational diabetes, obesity, and maternal age over 25.

Maternal risks:

¢  Hypertension

e  Antepartum hospitalization

e Induction of labor

e  Cesarean dellivery

¢ Uncontrolled diabetes may result in:
o kidney damage
o retinopathy resulting in vision loss
o peripheral nerve damage.

Fetal risks:

®  Even when controlled, pre-gestational diabetes is associated with an increased risk of miscarriage and major congenital
anomalies. This risk rises with poorer control around the time of conception.
e  Throughout pregnancy, diabetes is associated with increased risks of:

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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hypertensive disorders

large for gestational age babies

stillbirth

abnormal progression of labor

cesarean delivery

shoulder dystocia with resultant brachial plexus injury

O 0O o0 o0 o0 o0

e Due to these risks, more frequent ultrasound examinations and antepartum testing of fetal well-being may be indicated in
the newborn period:
o hypoglycemia
o hyperbilirubinemia
o polycythemia

Timing of delivery:

e Pre-gestational diabetes, and uncontrolled gestational diabetes: between 37 and 39 weeks, individualized
e  Controlled gestational diabetes: between 39 and 41 weeks, individualized

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

0 Consult with a physician regarding my risk factors.
0 Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Pre-gestational Diabetes Mellitus. American College of Obstetricians and Gynecologists, Practice Bulletin 60, March 2005.
Gestational Diabetes Mellitus. American College of Obstetricians and Gynecologists, Practice Bulletin 137, August 2013.
Landon MB, Gabbe SG. Gestational Diabetes Mellitus. Obstet Gynecol 2011;118:1379-93.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,

opinion or treatment. individuals should consult a qualified health care provider for advice regarding a medical condition.
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33. UNCONTROLLED HYPERTHYROIDISM

Preamble;

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Hyperthyroidism occurs in 0.2% of pregnancies; Graves' disease accounts for 95% of these cases.

The signs and symptoms of hyperthyroidism include nervousness, tremors, tachycardia, frequent stools, excessive sweating, heat
intolerance, weight loss, goiter, insomnia, pa_lpitations, and hypertension.

e  Premature delivery

e  Severe preeclampsia

e Heart failure

e Maternal death

e  Low birth weight

e Fetal death

e  Abnormal thyroid function in the newborn

Thyroid storm is a medical emergency and occurs in 1% of pregnant patients with hyperthyroidism and can be triggered by
infection, labor or delivery.

RISKS
s  Shock
e Stupor
e Coma

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based inforimation on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

http://www.acog.org/Resources And Publications/Practice Bufletins/Committee on Practice Bulletins --

Obstetrics/Thyroid Disease in Pregnancy
Casey, Brian M., and Kenneth J. Leveno. "Thyroid disease in pregnancy.” Obstetrics & Gynecologv 108.5 (2006): 1283-1292,
American Thyroid Association {ATA): Guidelines of the American Thyroid Association for the Diagnosis and Management of Thyroid Disease During Pregnancy and

Postpartum {2017). Topic 112934, Version 7.0

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv}, which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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34, UTERINE ABLATION (ENDOMETRIAL ABLATION)

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
herautonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. It is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” — NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to Uterine Ablation (Endometrial Ablation):

Endometrial Ablation is a procedure accompanied by sterilization or the strong recommendation for continuous contraception. Pregnal
after ablation is rare and therefore there is little research, and the maternal and fetal complications are poorly defined. The general
recommendation is that pregnancy is contra-indicated once endometrial ablation has been performed.

Maternal Risks:
e  Miscarriage
e  Ectopic pregnancy
e Placenta accreta
e  Manual/Surgical removal of placenta
¢  Hemorrhage
e Uterine rupture

e (C-section
e  Hysterectomy
® Death

Fetal Risks:

®  Prematurity

e Death

® Possible increase in anomalies
e Malpresentation

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for consultation and referral to a physician for the risk factors that apply to me. | have decided to:

O Consult with a physician regarding my risk factors.
QO Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

American College of Obstetricians and Gynecologists. (2013).Frequently Asked Questions: Special Procedures: Endometrial Ablation. ACOG.

Jenny, S. L. (2006). Pregnancy after endometrial ablation: English literature review and case report . The Journal of Minimally Invasive Gynecology, 13 (2), 88-
91.

Laberge P. {2008, Oct). Serious and deadly complications from pregnancy after endometrail ablation reports and review of the literature. J Gynecology
Obstertics Biological Reproduction (Paris) .

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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35. UTERINE ANOMALY

Preamble:

The Midwives Model of Care® recognizes the client/patient as the primary decision maker in all aspects of her care and respects
her autonomy. This is supported within a model of well-informed, shared decision-making in order to achieve optimal clinical
outcomes. Disclosure of risks is an integral part of the informed consent process, as outlined by NARM (the North American

Registry of Midwives).

“If a midwife supports a client’s choices that are outside of her Plan of Care, she must be prepared to give evidence of
informed consent. The midwife must also be able to document the process that led to the decision and show that the
client was fully informed of the potential risks and benefits of proceeding with the new care plan. it is the responsibility
of the midwife to provide evidence-based information, clinical expertise, and when appropriate, consultation or referral
to other providers to aid the client in the decision making process.” - NARM

Licensed midwives are trained experts in the management of low-risk pregnancy and birth outside of the hospital. Certain
conditions may present increased risk to mother and/or baby. The risks listed below apply to birth in any setting, and are not all-
inclusive. The condition/risk factor listed may require medications and treatments outside of the scope of practice of Virginia
Licensed Midwives and, thus may necessitate consultation with a physician, additional testing, and careful consideration for the
appropriateness of birth in an out-of-hospital setting. Some conditions in pregnancy should be optimally managed and supported
by a multidisciplinary team that may include midwives, obstetricians, perinatologists, family physicians, psychologists, social
workers, and spiritual advisors.

Disclosure of risks related to; Uterine anomaly

Women with a uterine anomaly (uterine septum, unicornuate uterus, bicornuate uterus, uterine didelphys) are at risk for

e PTB (preterm birth)

¢ Fetal presentation other than cephalic
e Hemorrhage

¢ Retained placenta

e  Maternal urinary tract malformation

e  Miscarriage

e  Restricted fetal growth

e (Cesarean delivery

®  Pregnancy-associated hypertension

As required by the regulations for practice as a Virginia Licensed Midwife, my midwife has discussed this information with me and
has provided me with options for cansultation and referral to a physician for the risk factors that apply to me. | have decided to:

U Consult with a physician regarding my risk factors.
0O Decline consultation with a physician regarding my risk factors.

Client Date

Midwife Date

Laufer, M, DeCherney, A. Congenital Uterine Anomalies: Clinical Manifestations and Diagnosis, Dec 2019.

A Work Group comprised of members of the Board of Medicine and the Advisory Board on Midwifery has developed this information to assist licensed midwives in
satisfying the requirements of Code Section 54.1-2957.9(iv), which requires midwives to disclose to their patients options for consultation and referral to a physician
and evidence-based information on health risks associated with the birth of a child outside of a hospital. This information does not constitute medical advice, diagnosis,
opinion or treatment. Individuals should consult a qualified health care provider for advice regarding a medical condition.
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CHAPTER 201

An Act to amend and reenact §§ 54.1-2900, 54.1-3005, 54.1-3303, and 54.1-3408 of the Code of
Virginia and to amend the Code of Virginia by adding a section numbered 54.1-2957 04, relating to
licensed certified midwives; licensure; practice.

[S 1320]
Approved March 18, 2021

Be it enacted by the General Assembly of Virginia:
1. That §§ 54.1-2900, 54.1-3005, 54.1-3303, and 54.1-3408 of the Code of Virginia are amended and
reenacted and that the Code of Virginia is amended by adding a section numbered 54.1-2957.04 as

follows:

§ 54.1-2900. Definitions.

As used in this chapter, unless the context requires a different meaning:

"Acupuncturist" means an individual approved by the Board to practice acupuncture. This is limited
to "licensed acupuncturist" which means an individual other than a doctor of medicine, osteopathy,
chiropractic or podiatry who has successfully completed the requirements for licensure established by the
Board (approved titles are limited to: Licensed Acupuncturist, Lic.Ac., and L.Ac).

"Auricular acupuncture" means the subcutaneous insertion of sterile, disposable acupuncture needles
in predetermined, bilateral locations in the outer ear when used exclusively and specifically in the
context of a chemical dependency treatment program.

"Birth control" means contraceptive methods that are approved by the U.S. Food and Drug
Administration. "Birth control" shall not be considered abortion for the purposes of Title 18.2.

"Board" means the Board of Medicine.

"Certified nurse midwife" means an advanced practice registered nurse who is certified in the
specialty of nurse midwifery and who is jointly licensed by the Boards of Medicine and Nursing as a
nurse practitioner pursuant to § 54.1-2957.

"Certified registered nurse anesthetist" means an advanced practice registered nurse who is certified
in the specialty of nurse anesthesia, who is jointly licensed by the Boards of Medicine and Nursing as a
nurse practitioner pursuant to § 54.1-2957, and who practices under the supervision of a doctor of
medicine, osteopathy, podiatry, or dentistry but is not subject to the practice agreement requirement
described in § 54.1-2957.

"Collaboration" means the communication and decision-making process among health care providers
who are members of a patient care team related to the treatment of a patient that includes the degree of
cooperation necessary to provide treatment and care of the patient and includes (i) communication of
data and information about the treatment and care of a patient, including the exchange of clinical
observations and assessments, and (ii) development of an appropriate plan of care, including decisions
regarding the health care provided, accessing and assessment of appropriate additional resources or
expertise, and arrangement of appropriate referrals, testing, or studies.

"Consultation" means communicating data and information, exchanging clinical observations and
assessments, accessing and assessing additional resources and expertise, problem-solving, and arranging
for referrals, testing, or studies.

"Genetic counselor" means a person licensed by the Board to engage in the practice of genetic
counseling.

"Healing arts" means the arts and sciences dealing with the prevention, diagnosis, treatment and cure
or alleviation of human physical or mental ailments, conditions, diseases, pain or infirmities,

"Licensed certified midwife" means a person who is licensed as a certified midwife by the Boards of
Medicine and Nursing.

"Medical malpractice judgment" means any final order of any court entering judgment against a
licensee of the Board that arises out of any tort action or breach of contract action for personal injuries
or wrongful death, based on health care or professional services rendered, or that should have been
rendered, by a health care provider, to a patient.

"Medical malpractice settlement” means any written agreement and release entered into by or on
behalf of a licensee of the Board in response to a written claim for money damages that arises out of
any personal injuries or wrongful death, based on health care or professional services rendered, or that
should have been rendered, by a health care provider, to a patient.

"Nurse practitioner" means an advanced practice registered nurse who is Jointly licensed by the
Boards of Medicine and Nursing pursuant to § 54.1-2957.

"Occupational therapy assistant" means an individual who has met the requirements of the Board for
licensure and who works under the supervision of a licensed occupational therapist to assist in the
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practice of occupational therapy.
"Patient care team" means a multidisciplinary team of health care providers actively functioning as a

unit with the management and leadership of one or more patient care team physicians for the purpose of
providing and delivering health care to a patient or group of patients.

"Patient care team physician" means a physician who is actively licensed to practice medicine in the
Commonwealth, who regularly practices medicine in the Commonwealth, and who provides management
and leadership in the care of patients as part of a patient care team.

"Patient care team podiatrist” means a podiatrist who is actively licensed to practice podiatry in the
Commonwealth, who regularly practices podiatry in the Commonwealth, and who provides management
and leadership to physician assistants in the care of patients as part of a patient care team.

"Physician assistant" means a health care professional who has met the requirements of the Board for
licensure as a physician assistant.

"Practice of acupuncture" means the stimulation of certain points on or near the surface of the body
by the insertion of needles to prevent or modify the perception of pain or to normalize physiological
functions, including pain control, for the treatment of certain ailments or conditions of the body and
includes the techniques of electroacupuncture, cupping and moxibustion. The practice of acupuncture
does not include the use of physical therapy, chiropractic, or osteopathic manipulative techniques; the
use or prescribing of any drugs, medications, serums or vaccines; or the procedure of auricular
acupuncture as exempted in § 54.1-2901 when used in the context of a chemical dependency treatment
program for patients eligible for federal, state or local public funds by an employee of the program who
is trained and approved by the National Acupuncture Detoxification Association or an equivalent
certifying body.

"Practice of athletic training” means the prevention, recognition, evaluation, and treatment of injuries
or conditions related to athletic or recreational activity that requires physical skill and utilizes strength,
power, endurance, speed, flexibility, range of motion or agility or a substantially similar injury or
condition resulting from occupational activity immediately upon the onset of such injury or condition;
and subsequent treatment and rehabilitation of such injuries or conditions under the direction of the
patient's physician or under the direction of any doctor of medicine, osteopathy, chiropractic, podiatry, or
dentistry, while using heat, light, sound, cold, electricity, exercise or mechanical or other devices.

"Practice of behavior analysis" means the design, implementation, and evaluation of environmental
modifications, using behavioral stimuli and consequences, to produce socially significant improvement in
human behavior, including the use of direct observation, measurement, and functional analysis of the
relationship between environment and behavior.

"Practice of chiropractic" means the adjustment of the 24 movable vertebrae of the spinal column,
and assisting nature for the purpose of normalizing the transmission of nerve energy, but does not
include the use of surgery, obstetrics, osteopathy, or the administration or prescribing of any drugs,
medicines, serums, or vaccines. "Practice of chiropractic" shall include (i) requesting, receiving, and
reviewing a patient's medical and physical history, including information related to past surgical and
nonsurgical treatment of the patient and controlled substances prescribed to the patient, and (ii)
documenting in a patient's record information related to the condition and symptoms of the patient, the
examination and evaluation of the patient made by the doctor of chiropractic, and treatment provided to
the patient by the doctor of chiropractic. "Practice of chiropractic” shall also include performing the
physical examination of an applicant for a commercial driver's license or commercial learner's permit
pursuant to § 46.2-341.12 if the practitioner has (i) applied for and received certification as a medical
examiner pursuant to 49 C.F.R. Part 390, Subpart D and (ii) registered with the National Registry of
Certified Medical Examiners.

"Practice of genetic counseling” means (i) obtaining and evaluating individual and family medical
histories to assess the risk of genetic medical conditions and diseases in a patient, his offspring, and
other family members; (ii) discussing the features, history, diagnosis, environmental factors, and risk
management of genetic medical conditions and diseases; (iii) ordering genetic laboratory tests and other
diagnostic studies necessary for genetic assessment; (iv) integrating the results with personal and family
medical history to assess and communicate risk factors for genetic medical conditions and diseases; W)
evaluating the patient's and family's responses to the medical condition or risk of recurrence and
providing client-centered counseling and anticipatory guidance; (vi) identifying and utilizing community
resources that provide medical, educational, financial, and psychosocial support and advocacy; and (vii)
providing written documentation of medical, genetic, and counseling information for families and health
care professionals.

"Practice of licensed certified midwifery” means the provision of primary health care for
preadolescents, adolescents, and adults within the scope of practice of a certified midwife established in
accordance with the Standards for the Practice of Midwifery set by the American College of
Nurse-Midwives, including (i) providing sexual and reproductive care and care during pregnancy and
childbirth, postpartum care, and care for the newborn Jor up to 28 days following the birth of the child:
(ii) prescribing of pharmacological and non-pharmacological therapies within the scope of the practice
of midwifery,; (iii) consulting or collaborating with or referring patients to such other health care
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providers as may be appropriate for the care of the patients; and (iv) serving as an educator in the
theory and practice of midwifery. .

"Practice of medicine or osteopathic medicine" means the prevention, diagnosis, and treatment of
human physical or mental ailments, conditions, diseases, pain, or infirmities by any means or method.

"Practice of occupational therapy” means the therapeutic use of occupations for habilitation and
rehabilitation to enhance physical health, mental health, and cognitive functioning and includes the
evaluation, analysis, assessment, and delivery of education and training in basic and instrumental
activities of daily living; the design, fabrication, and application of orthoses (splints); the design,
selection, and use of adaptive equipment and assistive technologies; therapeutic activities to enhance
functional performance; vocational evaluation and training; and consultation concerning the adaptation of
physical, sensory, and social environments.

"Practice of podiatry" means the prevention, diagnosis, treatment, and cure or alleviation of physical
conditions, diseases, pain, or infirmities of the human foot and ankle, including the medical, mechanical
and surgical treatment of the ailments of the human foot and ankle, but does not include amputation of
the foot proximal to the transmetatarsal level through the metatarsal shafts. Amputations proximal to the
metatarsal-phalangeal joints may only be performed in a hospital or ambulatory surgery facility
accredited by an organization listed in § 54.1-2939. The practice includes the diagnosis and treatment of
lower extremity ulcers; however, the treatment of severe lower extremity ulcers proximal to the foot and
ankle may only be performed by appropriately trained, credentialed podiatrists in an approved hospital
or ambulatory surgery center at which the podiatrist has privileges, as described in § 54.1-2939. The
Board of Medicine shall determine whether a specific type of treatment of the foot and ankle is within

the scope of practice of podiatry.
"Practice of radiologic technology" means the application of ionizing radiation to human beings for

diagnostic or therapeutic purposes.

"Practice of respiratory care" means the (i) administration of pharmacological, diagnostic, and
therapeutic agents related to respiratory care procedures necessary to implement a treatment, disease
prevention, pulmonary rehabilitative, or diagnostic regimen prescribed by a practitioner of medicine or
osteopathic medicine; (ii) transcription and implementation of the written or verbal orders of a
practitioner of medicine or osteopathic medicine pertaining to the practice of respiratory care; (ii1)
observation and monitoring of signs and sympioms, general behavior, general physical response to
respiratory care treatment and diagnostic testing, including determination of whether such signs,
symptoms, reactions, behavior or general physical response exhibit abnormal characteristics; and (iv)
implementation of respiratory care procedures, based on observed abnormalities, or appropriate reporting,
referral, respiratory care protocols or changes in treatment pursuant to the written or verbal orders by a
licensed practitioner of medicine or osteopathic medicine or the initiation of emergency procedures,
pursuant to the Board's regulations or as otherwise authorized by law. The practice of respiratory care
may be performed in any clinic, hospital, skilled nursing facility, private dwelling or other place deemed
appropriate by the Board in accordance with the written or verbal order of a practitioner of medicine or
osteopathic medicine, and shall be performed under qualified medical direction.

"Practice of surgical assisting" means the performance of significant surgical tasks, including
manipulation of organs, suturing of tissue, placement of hemostatic agents, injection of local anesthetic,
harvesting of veins, implementation of devices, and other duties as directed by a licensed doctor of
medicine, osteopathy, or podiatry under the direct supervision of a licensed doctor of medicine,
osteopathy, or podiatry.

"Qualified medical direction" means, in the context of the practice of respiratory care, having readily
accessible to the respiratory therapist a licensed practitioner of medicine or osteopathic medicine who
has specialty training or experience in the management of acute and chronic respiratory disorders and
who is responsible for the quality, safety, and appropriateness of the respiratory services provided by the
respiratory therapist. , _

"Radiologic technologist” means an individual, other than a licensed doctor of medicine, osteopathy,
podiatry, or chiropractic or a dentist licensed pursuant to Chapter 27 (§ 54.1-2700 et seq.), who (i)
performs, may be called upon to perform, or is licensed to perform a comprehensive scope of diagnostic
or therapeutic radiologic procedures employing ionizing radiation and (ii) is delegated or exercises
responsibility for the operation of radiation-generating equipment, the shielding of patient and staff from
unnecessary radiation, the appropriate exposure of radiographs, the administration of radioactive
chemical compounds under the direction of an authorized user as specified by regulations of the
Department of Health, or other procedures that contribute to any significant extent to the site or dosage
of ionizing radiation to which a patient is exposed. _

"Radiologic technologist, limited" means an individual, other than a licensed radiologic technologist,
dental hygienist, or person who is otherwise authorized by the Board of Dentistry under Chapter 27
(§ 54.1-2700 et seq.) and the regulations pursuant thereto, who performs diagnostic radiographic
procedures employing equipment that emits ionizing radiation that is limited to specific areas of the

human body.
"Radiologist assistant" means an individual who has met the requirements of the Board for licensure
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as an advanced-level radiologic technologist and who, under the direct supervision of a licensed doctor
of medicine or osteopathy specializing in the field of radiology, is authorized to (i) assess and evaluate
the physiological and psychological responsiveness of patients undergoing radiologic procedures; (ii)
evaluate image quality, make initial observations, and communicate observations to the supervising
radiologist; (i1i) administer contrast media or other medications prescribed by the supervising radiologist;
and (iv) perform, or assist the supervising radiologist to perform, any other procedure consistent with the
guidelines adopted by the American College of Radiology, the American Society of Radiologic
Technologists, and the American Registry of Radiologic Technologists.

"Respiratory care” means the practice of the allied health profession responsible for the direct and
indirect services, including inhalation therapy and respiratory therapy, in the treatment, management,
diagnostic testing, control, and care of patients with deficiencies and abnormalities associated with the
cardiopulmonary system under qualified medical direction.

"Surgical assistant" means an individual who has met the requirements of the Board for licensure as
a surgical assistant and who works under the direct supervision of a licensed doctor of medicine,
osteopathy, or podiatry.

§ 34.1-2957.04. Licensure as a licensed certified midwife; practice as a licensed certified midwife;
use of title; requived disclosures.

A. It shall be unlawful for any person to practice or to hold himself out as practicing as a licensed
certified midwife or use in connection with his name the words "Licensed Certified Midwife" unless he
holds a license as such issued jointly by the Boards of Medicine and Nursing.

B. The Boards of Medicine and Nursing shall jointly adopt regulations for the licensure of licensed
certified midwives, which shall include criteria for licensure and renewal of a license as a certified
midwife that shall include a requirement that the applicant provide evidence satisfactory to the Boards
of current certification as a certified midwife by the American Midwifery Certification Board and that
shall be consistent with the requirements for certification as a certified midwife established by the
American Midwifery Certification Board.

C. The Boards of Medicine and Nursing may issue a license by endorsement to an applicant to
practice as a licensed certified midwife if the applicant has been licensed as a certified midwife under
the laws of .another state and, pursuant fo regulations of the Boards, the applicant meets the
qualifications for licensure as a licensed certified midwife in the Commonwealth.

D. Licensed certified midwives shall practice in consultation with a licensed physician in accordance
with a practice agreement between the licensed certified midwife and the licensed physician. Such
practice agreement shall address the availability of the physician for routine and urgent consultation on
patient care. Evidence of a practice agreement shall be maintained by the licensed certified midwife and
provided to the Board upon request. The Board shall adopt regulations for the practice of licensed
certified midwives, which shall be in accordance with regulations jointly adopted by the Boards of
Medicine and Nursing, which shall be consistent with the Standards Jor the Practice of Midwifery set by
the American College of Nurse-Midwives governing the practice of midwifery.

E. Notwithstanding any provision of law or regulafion to the contrary, a licensed certified midwife
may prescribe Schedules II through VI controlled substances in accordance with regulations of the
Boards of Medicine and Nursing.

F. A licensed certified midwife who provides health care services to a patient outside of a hospital or
birthing center shall disclose to that patient, when appropriate, information on health rvisks associated
with births outside of a hospital or birthing center, including but not limited to risks associated with
vaginal births after a prior cesarean section, breech births, births by women experiencing high-risk
pregnancies, and births involving multiple gestation. As used in this subsection, "birthing center” shall
have the same meaning as in § 54.1-2957.03.

G. A4 licensed certified midwife who provides health care to a patient shall be liable for the midwife's
negligent, grossly negligent, or willful and wanton acts or omissions. Except as otherwise provided by
law, any (i) doctor of medicine or osteopathy who did not collaborate or consult with the midwife
regarding the patient and who has not previously treated the patient for this pregnancy, (i) physician
assistant, (iii) nurse practitioner, (iv) prehospital emergency medical personnel, or (v) hospital as
defined in § 32.1-123, or any employee of, person providing services pursuant to a contract with, or
agent of such hospital, that provides screening and stabilization health care services to a patient as a
result of a licensed certified midwife's negligent, grossly negligent, or willful and wanton acts or
omissions shall be immune from liability for acts or omissions constituting ordinary negligence.

§ 54.1-3005. Specific powers and duties of Board.

In addition to the general powers and duties conferred in this title, the Board shall have the
following specific powers and duties:

1. To prescribe minimum standards and approve curricula for educational programs preparing persons
for licensure or certification under this chapter;

2. To approve programs that meet the requirements of this chapter and of the Board;

3. To provide consultation service for educational programs as requested,;

4. To provide for periodic surveys of educational programs;
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5. To deny or withdraw approval from educational or training programs for failure to meet prescribed

standards;

6. To provide consultation regarding nursing practice for institutions and agencies as requested and
investigate illegal nursing practices;

7. To keep a record of all its proceedings;

8. To certify and maintain a registry of all certified nurse aides and to promulgate regulations
consistent with federal law and regulation. The Board shall require all schools to demonstrate their
compliance with § 54.1-3006.2 upon application for approval or reapproval, during an on-site visit, or in
response to a complaint or a report of noncompliance. The Board may impose a fee pursuant to
§ 54.1-2401 for any violation thereof. Such regulations may include standards for the authority of
licensed practical nurses to teach nurse aides;

9. To maintain a registry of clinical nurse specialists and to promulgate regulations governing-clinical
nurse specialists; ‘

10. To license and maintain a registry of all licensed massage therapists and to promulgate
regulations governing the criteria for licensure as a massage therapist and the standards of professional
conduct for licensed massage therapists;

11. To promulgate regulations for the delegation of certain nursing tasks and procedures not
involving assessment, evaluation or nursing judgment to an appropriately trained unlicensed person by
and under the supervision of a registered nurse, who retains responsibility and accountability for such
delegation;

12. To develop and revise as may be necessary, in coordination with the Boards of Medicine and
Education, guidelines for the training of employees of a school board in the administration of insulin
and glucagon for the purpose of assisting with routine insulin injections and providing emergency
treatment for life-threatening hypoglycemia. The first set of such guidelines shall be finalized by
September 1, 1999, and shall be made available to local school boards for a fee not to exceed the costs
of publication;

13. To enter into the Nurse Licensure Compact as set forth in this chapter and to promulgate
regulations for its implementation;

14. To collect, store and make available nursing workforce information regarding the various
categories of nurses certified, licensed or registered pursuant to § 54.1-3012.1;

15. To expedite application processing, to the extent possible, pursuant to § 54.1-119 for an applicant
for licensure or certification by the Board upon submission of evidence that the applicant, who is
licensed or certified in another state, is relocating to the Commonwealth pursuant to a spouse's official
military orders;

16. To register medication aides and promulgate regulations governing the criteria for such
registration and standards of conduct for medication aides;

17. To approve training programs for medication aides to include requirements for instructional
personnel, curriculum, continuing education, and a competency evaluation;

18. To set guidelines for the collection of data by all approved nursing education programs and to
compile this data in an annual report. The data shall include but not be limited to enrollment, graduation
rate, attrition rate, and number of qualified applicants who are denied admission;

19. (Effective until July 1, 2021) To develop, in consultation with the Board of Pharmacy, guidelines
for the training of employees of child day programs as defined in § 63.2-100 and regulated by the State
Board of Social Services in the administration of. prescription drugs as defined in the Drug Control Act
(§ 54.1-3400 et seq.). Such training programs shall be taught by a registered nurse, licensed practical
nurse, doctor of medicine or osteopathic medicine, or pharmacist;

19. (Effective July 1, 2021) To develop, in consultation with the Board of Pharmacy, guidelines for
the training of employees of child day programs as defined in § 22.1-289.02 and regulated by the Board
of Education in the administration of prescription drugs as defined in the Drug Control Act (§ 54.1-3400
et seq.). Such training programs shall be taught by a registered nurse, licensed practical nurse, doctor of
medicine or osteopathic medicine, or pharmacist;

20. In order to protect the privacy and security of health professionals licensed, registered or certified
under this chapter, to promulgate regulations permitting use on identification badges of first name and
first letter only of last name and appropriate title when practicing in hospital emergency departments, in
psychiatric and mental health units and programs, or in health care facility units offering treatment for
patients in custody of state or local law-enforcement agencies;

21. To revise, as may be necessary, guidelines for seizure management, in coordination with the
Board of Medicine, including the list of rescue medications for students with epilepsy and other seizure
disorders in the public schools. The revised guidelines shall be finalized and made available to the
Board of Education by August 1, 2010. The guidelines shall then be posted on the Department of
Education's website; and

22. To promulgate, together with the Board of Medicine, regulations governing the licensure of nurse
practitioners pursuant to § 54.1-2957 and the licensure of licensed certified midwives pursuant to

§ 54.1-2957.04.
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§ 54.1-3303. Prescriptions to be issued and drugs to be dispensed for medical or therapeutic
purposes only. )

A. A prescription for a controlled substance may be issued only by a practitioner of medicine,
osteopathy, podiatry, dentistry or veterinary medicine who is authorized to prescribe controlled
substances, ef by a licensed nurse practitioner pursuant to § 54.1-2957.01, a licensed certified midwife
pursuant to § 54.1-2957.04, a licensed physician assistant pursuant to § 54.1-2952.1, or a TPA-certified
optometrist pursuant to Article 5 (§ 54.1-3222 et seq.) of Chapter 32,

B. A prescription shall be issued only to persons or animals with whom the practitioner has a bona
fide practitioner-patient relationship or veterinarian-client-patient relationship. If a practitioner is
providing expedited partner therapy consistent with the recommendations of the Centers for Disease
Control and Prevention, then a bona fide practitioner-patient relationship shall not be required.

A bona fide practitioner-patient relationship shall exist if the practitioner has (i) obtained or caused to
be obtained a medical or drug history of the patient; (i) provided information to the patient about the
benefits and risks of the drug being prescribed; (ii1) performed or caused to be performed an appropriate
examination of the patient, either physically or by the use of instrumentation and diagnostic equipment
through which images and medical records may be transmitted electronically; and (iv) initiated
additional interventions and follow-up care, if necessary, especially if a prescribed drug may have
serious side effects. Except in cases involving a medical emergency, the examination required pursuant
to clause (iii) shall be performed by the practitioner prescribing the controlled substance, a practitioner
who practices in the same group as the practitioner prescribing the controlled substance, or a consulting
practitioner, '

A practitioner who has established a bona fide practitioner-patient relationship with a patient in
accordance with the provisions of this subsection may prescribe Schedule II through VI controlled
substances to that patient, provided that, in cases in which the practitioner has performed the
examination required pursuant to clause (iii) by use of instrumentation and-diagnostic equipment through
which images and medical records may be transmitted electronically, the prescribing of such Schedule II
through V' controlled substance is in compliance with federal requirements for the practice of
telemedicine. -

For the purpose of prescribing a Schedule VI controlled substance to a patient via telemedicine
services as defined in § 38.2-3418.16, a prescriber may establish a bona fide practitioner-patient
relationship by an examination through face-to-face interactive, two-way, real-time communications
services or store-and-forward technologies when all of the following conditions are met: (a) the patient
has provided a medical history that is available for review by the prescriber; (b) the prescriber obtains
an updated medical history at the time of prescribing; (c) the prescriber makes a diagnosis at the time of
prescribing; (d) the prescriber conforms to the standard of care expected of in-person care as appropriate
to the patient's age and presenting condition, including when the standard of care requires the use of
diagnostic testing and performance of a physical examination, which may be carried out through the use
of peripheral devices appropriate to the patient's condition; (e) the prescriber is actively licensed in the
Commonwealth and authorized to prescribe; (f) if the patient is a member or enrollee of a health plan or
carrier, the prescriber has been credentialed by the health plan or carrier as a participating provider and
the diagnosing and prescribing meets the qualifications for reimbursement by the health plan or carrier
pursuant to § 38.2-3418.16; and (g) upon request, the prescriber provides patient records in a timely
manner in accordance with the provisions of § 32.1-127.1:03 and all other state and federal laws and
regulations. Nothing in this paragraph shall permit a prescriber to establish a bona fide
practitioner-patient relationship for the purpose of prescribing a Schedule VI controlled substance when
the standard of care dictates that an in-person physical examination is necessary for diagnosis. Nothing
in this paragraph shall apply to: (1) a prescriber providing on-call coverage per an agreement with
another prescriber or his prescriber's professional entity or employer; (2) a prescriber consulting with
another prescriber regarding a patient's care; or (3) orders of prescribers for hospital out-patients or
in-patients,

For purposes of this section, a bona fide veterinarian-client-patient relationship is one in which a
veterinarian, another veterinarian within the group in which he practices, or a veterinarian with whom he
is consulting has assumed the responsibility for making medical judgments regarding the health of and
providing medical treatment to an animal as defined in § 3.2-6500, other than an equine as defined in
§ 3.2-6200, a group of agricultural animals as defined in § 3.2-6500, or bees as defined in § 3.2-4400,
and a client who is the owner or other caretaker of the animal, group of agricultural animals, or bees
has consented to such treatment and agreed to follow the instructions of the veterinarian. Evidence that a
veterinarian has assumed responsibility for making medical judgments regarding the health of and
providing medical treatment to an animal, group of agricultural animals, or bees shall include evidence
that the veterinarian (A) has sufficient knowledge of the animal, group of agricultural animals, or bees
to provide a general or preliminary diagnosis of the medical condition of the animal, group of
agricultural animals, or bees; (B) has made an examination of the animal, group of agricultural animals,
or bees, either physically or by the use of instrumentation and diagnostic equipment through which
images and medical records may be transmitted electronically or has become familiar with the care and
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keeping of that species of animal or bee on the premises of the client, including other premises within
the same operation or production system of the client, through medically appropriate and timely visits to
the premises at which the animal, group of agricultural animals, or bees are kept; and (C) is available to
provide follow-up care.

C. A prescription shall only be issued for a medicinal or therapeutic purpose in the usual course of
treatment or for authorized research. A prescription not issued in the usual course of treatment or for
authorized research is not a valid prescription. A practitioner who prescribes any controlled substance
with the knowledge that the controlled substance will be used otherwise than for medicinal or
therapeutic purposes shall be subject to the criminal penalties provided in § 18.2-248 for violations of
the provisions of law relating to the distribution or possession of controlled substances.

D. No prescription shall be filled unless a bona fide practitioner-patient-pharmacist relationship exists. -
A bona fide practitioner-patient-pharmacist relationship shall exist in cases in which a practitioner
prescribes, and a pharmacist dispenses, controlled substances in good faith to a patient for a medicinal
or therapeutic purpose within the course of his professional practice.

In cases in which it is not clear to a pharmacist that a' bona fide practitioner-patient relationship
exists between a prescriber and a patient, a pharmacist shall contact the prescribing practitioner or his
agent and verify the identity of the patient and name and quantity of the drug prescribed.

Any person knowingly filling an invalid prescription shall be subject to the criminal penalties
provided in § 18.2-248 for violations of the provisions of law relating to the sale, distribution or
possession of controlled substances.

E. Notwithstanding any provision of law to the contrary and consistent with recommendations of the
Centers for Disease Control and Prevention or the Department of Health, a practitioner may prescribe
Schedule VI antibiotics and antiviral agents to other persons in close contact with a diagnosed patient
when (i) the practitioner meets all requirements of a bona fide practitioner-patient relationship, as
defined in subsection B, with the diagnosed patient and (ii) in the practitioner's professional judgment,
the practitioner deems there is urgency to begin treatment to prevent the transmission of a communicable
disease. In cases in which the practitioner is an employee of or contracted by the Department of Health
or a local health department, the bona fide practitioner-patient relationship with the diagnosed patient, as
required by clause (i), shall not be required.

F. A pharmacist may dispense a controlled substance pursuant to a prescription of an out-of-state
practitioner of medicine, osteopathy, podiatry, dentistry, optometry, or veterinary medicine, a nurse
practitioner, or a physician assistant authorized to issue such prescription if the prescription complies
with the requirements of this chapter and the Drug Control Act (§ 54.1-3400 et seq.).

G. A licensed nurse practitioner who is authorized to prescribe controlled substances pursuant to
§ 54.1-2957.01 may issue prescriptions or provide manufacturers' professional samples for controlled
substances and devices as set forth in the Drug Control Act (§ 54.1-3400 et seq.) in good faith to his
patient for a medicinal or therapeutic purpose within the scope of his professional practice.

H. A licensed physician assistant who is authorized to prescribe controlled substances pursuant to
§ 54.1-2952.1 may issue prescriptions or provide manufacturers' professional samples for controlled
substances and devices as set forth in the Drug Control Act (§ 54.1-3400 et seq.) in good faith to his
patient for a medicinal or therapeutic purpose within the scope of his professional practice.

I A TPA-certified optometrist who is authorized to prescribe controlled substances pursuant to
Article 5 (§ 54.1-3222 et seq.) of Chapter 32 may issue prescriptions in good faith or provide
manufacturers' professional samples to his patients for medicinal or therapeutic purposes within the
scope of his professional practice for the drugs specified on the TPA-Formulary, established pursuant to
§ 54.1-3223, which shall be limited fo (i) analgesics included on Schedule IT controlled substances as
defined in § 54.1-3448 of the Drug Control Act (§ 54.1-3400 et seq.) consisting of hydrocodone in
combination with acetaminophen; (ii) oral analgesics included in Schedules III through VI, as defined in
§§ 54.1-3450 and 54.1-3455 of the Drug Control Act (§ 54.1-3400 et seq.), which are appropriate to
relieve ocular pain; (iii) other oral Schedule VI controlled substances, as defined in § 54.1-3455 of the
Drug Control Act, appropriate to treat diseases and abnormal conditions of the human eye and its
adnexa; (iv) topically applied Schedule VI drugs, as defined in § 54.1-3455 of the Drug Control Act;
and (v) intramuscular administration of epinephrine for treatment of emergency cases of anaphylactic
shock.

J. The requirement for a bona fide practitioner-patient relationship shall be deemed to be satisfied by
a member or committee of a hospital's medical staff when approving a standing order or protocol for the
administration of influenza vaccinations and pneumococcal vaccinations in a hospital in compliance with
§32.1-126 4.

K. Notwithstanding any other provision of law, a prescriber may authorize a registered nurse or
licensed practical nurse to approve additional refills of a prescribed drug for no more than 90
consecutive days, provided that (i) the drug is classified as a Schedule VI drug; (ii) there are no changes
in the prescribed drug, strength, or dosage; (iii) the prescriber has a current written protocol, accessible
by the nurse, that identifies the conditions under which the nurse may approve additional refills; and (iv)
the nurse documents in the patient's chart any refills authorized for a specific patient pursuant to the
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protocol and the additional refills are transmitted to a pharmacist in accordance with the allowances for
an authorized agent to transmit a prescription orally or by facsimile pursuant to subsection C of
§ 54.1-3408.01 and regulations of the Board.

§ 54.1-3408. Professional use by practitioners.

A. A practitioner of medicine, osteopathy, podiatry, dentistry, or veterinary medicine ef, a licensed
nurse practitioner pursuant to § 54.1-2957.01, a licensed certified midwife pursuant to § 54.1-2907.04, a
licensed physician assistant pursuant to § 54.1-2952.1, or a TPA-certified optometrist pursuant to Article
5 (§ 54.1-3222 et seq.) of Chapter 32 shall only prescribe, dispense, or administer controlled substances
in good faith for medicinal or therapeutic purposes within the course of his professional practice.

B. The prescribing practitioner's order may be on a written prescription or pursuant to an oral
prescription as authorized by this chapter. The prescriber may administer drugs and devices, or he may
cause drugs or devices to be administered by:

1.-A nurse, physician assistant, or intern under his direction and supervision;

2. Persons trained to administer drugs and devices to patients in state-owned or state-operated
hospitals or facilities licensed as hospitals by the Board of Health or psychiatric hospitals licensed by
the Department of Behavioral Health and Developmental Services who administer drugs under the
control and supervision of the prescriber or a pharmacist;

3. Emergency medical services personnel certified and authorized to administer drugs and devices
pursuant ‘to regulations of the Board of Health who act within the scope of such certification and
pursuant to an oral or written order or standing protocol; or

4. A licensed respiratory therapist as defined in § 54.1-2954 who administers by inhalation controlled
substances used in inhalation or respiratory therapy.

C. Pursuant to an oral or written order or standing protocol, the prescriber, who is authorized by
state or federal law to possess and administer radiopharmaceuticals in the scope of his practice, may
authorize a nuclear medicine technologist to administer, under his supervision, radiopharmaceuticals used
in the diagnosis or treatment of disease.

D. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, such prescriber may authorize registered nurses and licensed practical
nurses to possess (i) epinephrine and oxygen for administration in treatment of emergency medical
conditions and (ii) heparin and sterile normal saline to use for the maintenance of intravenous access
lines.

Pursuant to the regulations of the Board of Health, certain emergency medical services technicians
may possess and administer epinephrine in emergency cases of anaphylactic shock.

Pursuant to an order or standing protocol issued by the prescriber within the course of his
professional practice, any school nurse, school board employee, employee of a local governing body, or
employee of a local health department who is authorized by a prescriber and trained in the
administration of (a) epinephrine may possess and administer epinephrine and (b) albuterol inhalers or
nebulized albuterol may possess or administer an albuterol inhaler or nebulized albuterol to a student
diagnosed with a condition requiring an albuterol inhaler or nebulized albuterol when the student is
believed to be experiencing or about to experience an asthmatic crisis.

Pursuant to an order or a standing protocol issued by the prescriber within the course -of his
professional practice, any employee of a school for students with disabilities, as defined in § 22.1-319
and licensed by the Board of Education, or any employee of a private school that is accredited pursuant
to § 22.1-19 as administered by the Virginia Council for Private Education who is authorized by a
prescriber and trained in the administration of (1) epinephrine may possess and administer epinephrine
and (2) albuterol inhalers or nebulized albuterol may possess or administer an albuterol inhaler or
nebulized albuterol to a student diagnosed with a condition requiring an albuterol inhaler or nebulized
albuterol when the student is believed to be experiencing or about to experience an asthmatic crisis.

Pursuant to an order or a standing protocol issued by the prescriber within the course of his
professional practice, any employee of a public institution of higher education or a private institution of
higher education who is authorized by a prescriber and trained in the administration of epinephrine may
possess and administer epinephrine.

Pursuant to an order or a standing protocol issued by the prescriber within the course. of his
professional practice, any employee of an organization providing outdoor educational experiences or
programs for youth who is authorized by a prescriber and trained in the administration of epinephrine
may possess and administer epinephrine.

Pursuant to an order or a standing protocol issued by the prescriber within the course of his
professional practice, and in accordance with policies and guidelines established by the Department of
Health, such prescriber may authorize any employee of a restaurant licensed pursuant to Chapter 3
(§ 35.1-18 et seq.) of Title 35.1 to possess and administer epinephrine on the premises of the restaurant
at which the employee is employed, provided that such person is trained in the administration of
epinephrine.

Pursuant to an order issued by the prescriber within the course of his professional practice, an
employee of a provider licensed by the Department of Behavioral Health and Developmental Services or



-85-
90of 13

a person providing services pursuant to a contract with a provider licensed by the Department of
Behavioral Health and Developmental Services may possess and administer epinephrine, provided such
person is authorized and trained in the administration of epinephrine.

Pursuant to an order or standing protocol issued by the prescriber within the course of his
professional practice, any employee of a public place, as defined in § 15.2-2820, who is authorized by a
prescriber and trained in the administration of epinephrine may possess and administer epinephrine.

Pursuant to an oral or written order or standing protocol issued by the prescriber within the course of
his professional practice, such prescriber may authorize pharmacists to possess epinephrine and oxygen
for administration in treatment of emergency medical conditions.

E. Pursuant to an oral or written order or standing protocol issued by the prescriber within the course
of his professional practice, such prescriber may authorize licensed physical therapists to possess and
administer topical corticosteroids, topical lidocaine, and any other Schedule VI topical drug.

F. Pursuant to an oral or written order or standing protocol issued by the prescriber within the course
of his professional practice, such prescriber may authorize licensed athletic trainers to possess and
administer topical corticosteroids, topical lidocaine, or other Schedule VI topical drugs; oxygen for use
in emergency situations; epinephrine for use in emergency cases of anaphylactic shock; and naloxone or
other opioid antagonist for overdose reversal.

G. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, and in accordance with policies and guidelines established by the
Department of Health pursuant to § 32.1-50.2, such prescriber may authorize registered nurses or
licensed practical nurses under the supervision of a registered nurse to possess and administer tuberculin
purified protein derivative (PPD) in the absence of a prescriber. The Department of Health's policies and
guidelines shall be consistent with applicable guidelines developed by the Centers for Disease Control
and Prevention for preventing transmission of mycobacterium tuberculosis and shall be updated to
incorporate any subsequently implemented standards of the Occupational Safety and Health
Administration and the Department of Labor and Industry to the extent that they are inconsistent with
the Department of Health's policies and guidelines. Such standing protocols shall explicitly describe the
categories of persons to whom the tuberculin test is to be administered and shall provide for appropriate
medical evaluation of those in whom the test is positive. The prescriber shall ensure that the nurse
implementing such standing protocols has received adequate training in the practice and principles
underlying tuberculin screening.

The Health Commissioner or his designee may authorize registered nurses, acting as agents of the
Department of Health, to possess and administer, at the nurse's discretion, tuberculin purified protein
derivative (PPD) to those persons in whom tuberculin skin testing is indicated based on protocols and
policies established by the Department of Health.

H. Pursuant to a written order or standing protocol issued by the prescriber within the course of his
professional practice, such prescriber may authorize, with the consent of the parents as defined in
§ 22.1-1, an employee of (i) a school board, (ii) a school for students with disabilities as defined in
§ 22.1-319 licensed by the Board of Education, or (iii) a private school accredited pursuant to § 22.1-19
as administered by the Virginia Council for Private Education who is trained in the administration of
insulin and glucagon to assist with the administration of insulin or administer glucagon to a student
diagnosed as having diabetes and who requires insulin injections during the school day or for whom
glucagon has been prescribed for the emergency treatment of hypoglycemia. Such authorization shall
only be effective when a licensed nurse, nurse practitioner, physician, or physician assistant is not
present to perform the administration of the medication.

Pursuant to a written order or standing protocol issued by the prescriber within the course of his
professional practice, such prescriber may authorize an employee of a public institution of higher
education or a private institution of higher education who is trained in the administration of insulin and
glucagon to assist with the administration of insulin or administration of glucagon to a student diagnosed
as having diabetes and who requires insulin injections or for whom glucagon has been prescribed for the
emergency treatment of hypoglycemia. Such authorization shall only be effective when a licensed nurse,
nurse practitioner, physician, or physician assistant is not present to perform the administration of the
medication.

Pursuant to a written order issued by the prescriber within the course of his professional practice,
such prescriber may authorize an employee of a provider licensed by the Department of Behavioral
Health and Developmental Services or a person providing services pursuant to a contract with a provider
licensed by the Department of Behavioral Health and Developmental Services to assist with the
administration of insulin or to administer glucagon to a person diagnosed as having diabetes and who
requires insulin injections or for whom glucagon has been prescribed for the emergency treatment of
hypoglycemia, provided such employee or person providing services has been trained in the
administration of insulin and glucagon.

I. A prescriber may authorize, pursuant to a protocol approved by the Board of Nursing, the
administration of vaccines to adults for immunization, when a practitioner with prescriptive authority is
not physically present, by (i) licensed pharmacists, (ii) registered nurses, or (iii) licensed practical nurses
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~ under the supervision of a registered nurse. A prescriber acting on behalf of and in accordance with
established protocols of the Department of Health may authorize the administration of vaccines to any
person by a pharmacist, nurse, or designated emergency medical services provider who holds an
advanced life support certificate issued by the Commissioner of Health under the direction of an
operational medical director when the prescriber is not physically present. The emergency medical
services provider shall provide documentation of the vaccines to be recorded in the Virginia
Immunization Information System.

J. A dentist may cause Schedule VI topical drugs to be administered under his direction and
supervision by either a dental hygienist or by an authorized agent of the dentist.

Further, pursuant to a written order and in accordance with a standing protocol issued by the dentist
in the course of his professional practice, a dentist may authorize a dental hygienist under his general
supervision, as defined in § 54.1-2722, or his remote supervision, as defined in subsection E or F of
§ 54.1-2722, to possess and administer topical oral fluorides, topical oral anesthetics, topical and directly
applied antimicrobial agents for treatment of periodontal pocket lesions, and any other Schedule VI
topical drug approved by the Board of Dentistry.

In addition, a dentist may authorize a dental hygienist under his direction to administer Schedule VI
nitrous oxide and oxygen inhalation analgesia and, to persons 18 years of age or older, Schedule VI
local anesthesia.

K. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, such prescriber may authorize registered professional nurses certified
as sexual assault nurse examiners-A (SANE-A) under his supervision and when he is not physically
present to possess and administer preventive medications for victims of sexual assault as recommended
by the Centers for Disease Control and Prevention.

L. This section shall not prevent the administration of drugs by a person who has satisfactorily
completed a training program for this purpose approved by the Board of Nursing and who administers
such drugs in accordance with a prescriber's instructions pertaining to dosage, frequency, and manner of
administration, and in accordance with regulations promulgated by the Board of Pharmacy relating to
security and record keeping, when the drugs administered would be normally self-administered by (i) an
individual receiving services in a program licensed by the Department of Behavioral Heaith and
Developmental Services; (ii) a resident of the Virginia Rehabilitation Center for the Blind and Vision
Impaired; (iii) a resident of a facility approved by the Board or Department of Juvenile Justice for the
placement of children in need of services or delinquent or alleged delinquent youth; (iv) a program
participant of an adult day-care center licensed by the Department of Social Services; (v) a resident of
any facility authorized or operated by a state or local government whose primary purpose is not to
provide health care services; (vi) a resident of a private children's residential facility, as defined in
§ 63.2-100 and licensed by the Department of Social Services, Department of Education, or Department
of Behavioral Health and Developmental Services; or (vii) a student in a school for students with
disabilities, as defined in § 22.1-319 and licensed by the Board of Education.

In addition, this section shall not prevent a person who has successfully completed a training
program for the administration of drugs via percutaneous gastrostomy tube approved by the Board of
Nursing and been evaluated by a registered nurse as having demonstrated competency in administration
of drugs via percutaneous gastrostomy tube from administering drugs to a person receiving services from
a program licensed by the Department of Behavioral Health and Developmental Services to such person
via percutaneous gastrostomy. tube. The continued competency of a person to administer drugs via
percutaneous gastrostomy tube shall be evaluated semiannually by a registered nurse.

M. Medication aides registered by the Board of Nursing pursuant to Article 7 (§ 54.1-3041 et seq.)
of Chapter 30 may administer drugs that would otherwise be self-administered to residents of any
assisted living facility licensed by the Department of Social Services. A registered medication aide shall
administer drugs pursuant to this section in accordance with the prescriber's instructions pertaining to
dosage, frequency, and manner of administration; in accordance with regulations promulgated by the
Board of Pharmacy relating to security and recordkeeping; in accordance with the assisted living
facility's Medication Management Plan; and in accordance with such other regulations governing their
practice promulgated by the Board of Nursing.

N. In addition, this section shall not prevent the administration of drugs by a person who administers
such drugs in accordance with a physician's instructions pertaining to dosage, frequency, and manner of
administration and with written authorization of a parent, and in accordance with school board
regulations relating to training, security and record keeping, when the drugs administered would be
normally self-administered by a student of a Virginia public school. Training for such persons shall be
accomplished through a program approved by the local school boards, in consultation with the local
departments of health.

O. (Effective until July 1, 2021) In addition, this section shall not prevent the administration of drugs
by a person to (i) a child in a child day program as defined in § 63.2-100 and regulated by the State
Board of Social Services or a local government pursuant to § 15.2-914, or (ii) a student of a private
school that is accredited pursuant to § 22.1-19 as administered by the Virginia Council for Private
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Education, provided such person (a) has satisfactorily completed a training program for this purpose
approved by the Board of Nursing and taught by a registered nurse, licensed practical nurse, nurse
practitioner, physician assistant, doctor of medicine or osteopathic medicine, or pharmacist; (b) has
obtained written authorization from a parent or guardian; (c) administers drugs only to the child
identified on the prescription label in accordance with the prescriber's instructions pertaining to dosage,
frequency, and manner of administration; and (d) administers only those drugs that were dispensed from
a pharmacy and maintained in the original, labeled container that would normally be self-administered
by the child or student, or administered by a parent or guardian to the child or student.

O. (Effective July 1, 2021) In addition, this section shall not prevent the administration of drugs by a
person to (i) a child in a child day program as defined in § 22.1-289.02 and regulated by the Board of
Education or a local government pursuant to § 15.2-914, or (i) a student of a private school that is
accredited pursuant to § 22.1-19 as administered by the Virginia Council for Private Education, provided
such person (a) has satisfactorily completed a training program for this purpose approved by the Board
of Nursing and taught by a registered nurse, licensed practical nurse, nurse practitioner, physician
assistant, doctor of medicine or osteopathic medicine, or pharmacist; (b) has obtained written
authorization from a parent or guardian; (¢) administers drugs only to the child identified on the
prescription label in accordance with the prescriber's instructions pertaining to dosage, frequency, and
manner of administration; and (d) administers only those drugs that were dispensed from a pharmacy
and maintained in the original, labeled container that would normally be self-administered by the child
or student, or administered by a parent or guardian to the child or student.

P. In addition, this section shall not prevent the administration or dispensing of drugs and devices by
persons if they are authorized by the State Health Commissioner in accordance with protocols
established by the State Health Commissioner pursuant to § 32.1-42.1 when (i) the Governor has
declared a disaster or a state of emergency or the United States Secretary of Health and Human Services
has issued a declaration of an actual or potential bioterrorism incident or other actual or potential public
health emergency; (ii) it is necessary to permit the provision of needed drugs or devices; and (iii) such
persons have received the training necessary to safely administer or dispense the needed drugs or
devices. Such persons shall administer or dispense all drugs or devices under the direction, control, and
supervision of the State Health Commissioner.

Q. Nothing in this title shall prohibit the administration of normally self-administered drugs by
unlicensed individuals to a person in his private residence.

R. This section shall not interfere with any prescriber issuing prescriptions in compliance with his
authority and scope of practice and the provisions of this section to a Board agent for use pursuant to
subsection G of § 18.2-258.1. Such prescriptions issued by such prescriber shall be deemed to be valid
prescriptions.

S. Nothing in this title shall prevent or interfere with dialysis care technicians or dialysis patient care
technicians who are certified by an organization approved by the Board of Health Professions or persons-
authorized for provisional practice pursuant to Chapter 27.01 (§ 54.1-2729.1 et seq.), in the ordinary
course of their duties in a Medicare-certified renal dialysis facility, from administering heparin, topical
needle site anesthetics, dialysis solutions, sterile normal saline solution, and blood volumizers, for the
purpose of facilitating renal dialysis treatment, when such administration of medications occurs under the
orders of a licensed physician, nurse practitioner, or physician assistant and under the immediate and
direct supervision of a licensed registered nurse. Nothing in this chapter shall be construed to prohibit a
patient care dialysis technician trainee from performing dialysis care as part of and within the scope of
the clinical skills instruction segment of a supervised dialysis technician training program, provided such
trainee is identified as a "trainee" while working in a renal dialysis facility. :

The dialysis care technician or dialysis patient care technician administering the medications shall
have demonstrated competency as evidenced by holding current valid certification from an organization
approved by the Board of Health Professions pursuant to Chapter 27.01 (§ 54.1-2729.1 et seq.).

T. Persons who are otherwise authorized to administer controlled substances in hospitals shall be
authorized to administer influenza or pneumococcal vaccines pursuant to § 32.1-126.4.

U. Pursuant to a specific order for a patient and under his direct and immediate supervision, a
prescriber may authorize the administration of controlled substances by personnel who have been
properly trained to assist a doctor of medicine or osteopathic medicine, provided the method does not
include intravenous, intrathecal, or epidural administration and the prescriber remains responsible for
such administration.

V. A physician assistant, nurse, dental hygienist, or authorized agent of a doctor of medicine,
osteopathic medicine, or dentistry may possess and administer topical fluoride varnish pursuant to an
oral or written order or a standing protocol issued by a doctor of medicine, osteopathic medicine, or
dentistry.

W. A prescriber, acting in accordance with guidelines developed pursuant to § 32.1-46.02, may
authorize the administration of influenza vaccine to minors by a licensed pharmacist, registered nurse,
licensed practical nurse under the direction and immediate supervision of a registered nurse, or
emergency medical services provider who holds an advanced life support certificate issued by the
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Commissioner of Health when the prescriber is not physically present.

X. Notwithstanding the provisions of § 54.1-3303, pursuant to an oral, written, or standing order
issued by a prescriber or a standing order issued by the Commissioner of Health or his designee
authorizing the dispensing of naloxone or other opioid antagonist used for overdose reversal in the
absence of an oral or written order for a specific patient issued by a prescriber, and in accordance with
protocols developed by the Board of Pharmacy in consultation with the Board of Medicine and the
Department of Health, a pharmacist, a health care provider providing services in a hospital emergency
department, and emergency medical services personnel, as that term is defined in § 32.1-111.1, may
dispense naloxone or other opioid antagonist used for overdose reversal and a person to whom naloxone
or other opioid antagonist has been dispensed pursuant to this subsection may possess and administer
naloxone or other opioid antagonist used for overdose reversal to a person who is believed to be
experiencing or about to experience a life-threatening opioid overdose. Law-enforcement officers as
defined in § 9.1-101, employees of the Department of Forensic Science, employees of the Office of the
Chief Medical Examiner, employees of the Department of General Services Division of Consolidated
Laboratory Services, employees of the Department of Corrections designated as probation and parole
officers or as correctional officers as defined in § 53.1-1, employees of regional jails, school nurses,
local health department employees that are assigned to a public school pursuant to an agreement
between the local health department and the school board, other school board employees or individuals
contracted by a school board to provide school health services, and firefighters who have completed a
training program may also possess and administer naloxone or other opioid antagonist used for overdose
reversal and may dispense naloxone or other opioid antagonist used for overdose reversal pursuant to an
oral, written, or standing order issued by a prescriber or a standing order issued by the Commissioner of
Health or his designee in accordance with protocols developed by the Board of Pharmacy in consultation
with the Board of Medicine and the Department of Health.

Notwithstanding the provisions of § 54.1-3303, pursuant to an oral, written, or standing order issued
by a prescriber or a standing order issued by the Commissioner of Health or his designee authorizing the
dispensing of naloxone or other opioid antagonist used for overdose reversal in the absence of an oral or
written order for a specific patient issued by a prescriber, and in accordance with protocols developed by
the Board of Pharmacy in consultation with the Board of Medicine and the Department of Health, an
employee or other person acting on behalf of a public place who has completed a training program may
also possess and administer naloxone or other opioid antagonist used for overdose reversal other than
naloxone in an injectable formulation with a hypodermic needle or syringe in accordance with protocols
developed by the Board of Pharmacy in consultation with the Board of Medicine and the Department of
Health.

Notwithstanding any other law or regulation to the contrary, an employee or other person acting on
behalf of a public place may possess and administer naloxone or other opioid antagonist, other than
naloxone in an injectable formulation with a hypodermic needle or syringe, to a person who is believed
to be experiencing or about to experience a life-threatening opioid overdose if he has completed a
training program on the administration of such naloxone and administers naloxone in accordance with
protocols developed by the Board of Pharmacy in consultation with the Board of Medicine and the
Department of Health.

For the purposes of this subsection, "public place" means any enclosed area that is used or held out
for use by the public, whether owned or operated by a public or private interest.

Y. Notwithstanding any other law or regulation to the contrary, a person who is acting on behalf of
an organization that provides services to individuals at risk of experiencing an opioid overdose or
training in the administration of naloxone for overdose reversal may dispense naloxone to a person who
has received instruction on the administration of naloxone for opioid overdose reversal, provided that
such dispensing is (i) pursuant to a standing order issued by a prescriber and (ii) in accordance with
protocols developed by the Board of Pharmacy in consultation with the Board of Medicine and the
Department of Health. If the person acting on behalf of an organization dispenses naloxone in an
injectable formulation with a hypodermic needle or syringe, he shall first obtain authorization from the
Department of Behavioral Health and Developmental Services to train individuals on the proper
administration of ‘naloxone by and proper disposal of a hypodermic needle or syringe, and he shall
obtain a controlled substance registration from the Board of Pharmacy. The Board of Pharmacy shall not
charge a fee for the issuance of such controlled substance registration. The dispensing may occur at a
site other than that of the controlled substance registration provided the entity possessing the controlled
substances registration maintains records in accordance with regulations of the Board of Pharmacy. No
person who dispenses naloxone on behalf of an organization pursuant to this subsection shall charge a
fee for the dispensing of naloxone that is greater than the cost to the organization of obtaining the
naloxone dispensed. A person to whom naloxone has been dispensed pursuant to this subsection may
possess naloxone and may administer naloxone to a person who is believed to be experiencing or about
to experience a life-threatening opioid overdose.

Z. A person who is not otherwise authorized to administer naloxone or other opioid antagonist used
for overdose reversal may administer naloxone or other opioid antagonist used for overdose reversal to a
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person who is believed to be experiencing or about to experience a life-threatening opioid overdose.

AA. Pursuant to a written order or standing protocol issued by the prescriber within the course of his
professional practice, such prescriber may authorize, with the consent of the parents as defined in
§ 22.1-1, an employee of (i) a school board, (ii) a school for students with disabilities as defined in
§ 22.1-319 licensed by the Board of Education, or (iii) a private school accredited pursuant to § 22.1-19
as administered by the Virginia Council for Private Education who is trained in the administration of
injected medications for the treatment of adrenal crisis resulting from a condition causing adrenal
insufficiency to administer such medication to a student diagnosed with a condition causing adrenal
insufficiency when the student is believed to be experiencing or about to experience an adrenal crisis.
Such authorization shall be effective only when a licensed nurse, nurse practitioner, physician, or
physician assistant is not present to perform the administration of the medication.

2. That the Department of Health Professions (the Department) shall convene a work group to
study the licensure and regulation of certified nurse midwives, certified midwives, and certified
professional midwives to determine the appropriate licensing entity for such professionals. The
Department shall report its findings and conclusions to the Governor and the General Assembly

by November 1, 2021.
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g8 Virginia Department of

‘i Health Professions SEPTEMEER & 2025

Midwifery Regulatory Structure Workgroup

Date: Wednesday, September 8, 2021 Time: 1:00 PM - 4:00 PM
Ltocation: 2™ Floor Conference Center Room: Board Room 4
Address: 9960 Mayland Drive Motes: Entrance to the Conference
Henrico, Virginia 23233 Center is through the side
door on the west side of the
building.

In accordance with CDC recommendations, we will require the wearing of masks at this public meeting.

AGENDA

VI,

Vil.

VI

Call to Order

introductions

Purpose and Scope of Workgroup

Public Comment

Review of Current Regulatory Structures in Virginia

Overview of Regulatory Structures Regionally and Nationally

Discussion of Policy Options
. Status Quo
. Consolidation in a Single Advisory Board (under an existing Board)
. Constituting a Separate Midwifery Board

Closing Comments

Adjourn
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ﬂ Virginia Department of
% Health Professions

Date:
Location:

Address:

In accordance with CDC recommendations, we will require the wearing of masks at this public meeting.

AGEN

SEPTEMBER 27,

Midwifery Regulatory Structure Workgroup

Wednesday, September 27, 2021 Time:

2™ Floor Conference Center Room:

9960 Mavland Drive Notes:
Henrico, Virginia 23233

1:00 PM - 4:00 PM
Board Room 2

Entrance to the Conference
Center is through the side
door on the west side of the
building.

VI

VII.

Vili.

Call to Order and Review

Introductions

Public Comment

Stakeholder Presentations

DHP Presentation Update

Discussion of Policy Options

Recommendations

Closing Comments

Adjourn




-92-

AG A

SEPTEMBER 2023

Workgroup Members:

Karen Kelly, Certified Midwife Vanessa Walker Harris, Office of the Secretary of
Health and Human Resources

Elle Schnetzier, Certified Midwife Jay Douglas, Board of Nursing

Katie Page, Certified Nurse Midwife William Harp, Board of Medicine

Kwuan Paruchabutr, Certified Nurse Midwife Becky Bowers-Lanier, B2L Consulting

Becky Banks, Licensed Midwife Julianne Condrey, Aegis Associates

Tammi McKinley, Licensed Midwife Barbara Allison-Bryan, Department of Health |
Professions

David Brown, Department of Health Professions ‘
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P Virginia Department of

¥ Health Professions

Number of Licensees

34

App $250
Initial Lic $550
Renewal $600

Slasks

62

App $500;
Initial $3,800/ 2yrs
Renewatl 3,800/ 2yrs

idaho-

38

App $200
Initial License $800
Renewal $850

New Mexico

$50 apprentice
450 exatn
450 renewal

New York

CNM/CM

1.071

$322

Oregon

107

Appfee $150
Lic $800/yr {until 2024 | -
2 8350 discount applies | |

South Dakots

g

Initial $1000
Renewal $1500/ 2yrs

70

Initial $100
Renewal 563

Wyoming

nitial $1200

Renewal $1200/2yrs
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Option 4: Separate Advisory Board — (under
WO Z %ﬁ wo _/\_v *3888 by CPMs in follow-up discussions after initial Workgroup.

Board of Nursing

{proposed)
Midwifery Advisory Board

(CNM, CM,
citizen)

Board of Medicine

{existing)

Midwifery Advisory Board

(CPM, MD/DO/CNM,
. citizen)
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[ Profession

Board Requirements Pre-COVID

COVID Process per
Executive Order 57

Effective March 12, 2020

Recommendation(s)

Licensed Midwife

Verification of Certification from North
American Registry of Midwives NARM) —
primary source only

Other state license verifications — primary
source

Form A- Claims History
NPDB Self-Query Report - mailed in a
sealed, unopened envelope only

Non-routine questions 5-17 answered on
application require supporting
documentation from the applicant.

Required documents received at the
Board must be primary source verified,
and may be electronically transmitted
from the source to the licensing
specialist.

Not Applicable
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Commonwealth of Virginia

REGULATIONS

(GOVERNING THE PRACTICE OF
LICENSED MIDWIVES

VIRGINIA BOARD OF MEDICINE

Title of Regulations: 18 VAC 85-130-10 et seq.

Statutory Authority: § 54.1-2400 and Chapter 29
of Title 54.1 of the Code of Virginia

Effective Date: March 5, 2020

9960 Mayland Drive, Suite 300 (804) 367-4600 (TEL)
Henrico, VA 23233-1463 (804) 527-4426 (FAX)

email: medbd@dhp.virginia.gov
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Part 1. General Provisions.

18VAC85-130-10. Definitions.

A. The following words and terms when used in this chapter shall have the meanings ascribed to
them in § 54.1-2957.7 of the Code of Virginia. :

"Midwife"

"Practicing midwifery"

B. The following words and terms when used in this chaptet shall have the following meanings
unless the context clearly indicates otherwise:

"Board" means the Virginia Board of Medicine.

"Client" means a person receiving midwifery care and shall be considered synonymous with the

word "patient." 1

"Controlled substance" means a drug, substance or immediate precursor in Schedules I through VI
as set out in the Drug Control Act (§ 54.1-3400 et seq. of the Code of Virginia).

"CPM" means the Certified Professional Midwife credential issued by the North American Registry

of Midwives.
"NARM" means the North American Registry of Midwives.

18VACB85-130-20. Public participation.

A separate board regulation, 18VAC85-11, entitled Public Participation Guidelines, provides for
involvement of the public in the development of all regulations of the Virginia Board of Medicine.

18VAC85-130-30. Fees.
Unless otherwise provided, the following fees shall not be refundable:
1. The application fee for a license to practice as a midwife shall be $277.

2. The fee for biennial active license renewal shall be $312; the additional fee for late renewal of an
active license within one renewal cycle shall be $105.

3. The fee for biennial inactive license renewal shall be $168; the additional fee for late renewal of
an inactive license within one renewal cycle shall be $55.

4. The fee for reinstatement of a license that has expired for a period of two years or more shall be
$367 in addition to the late fee. The fee shall be submitted with an application for licensure

reinstatement.

5. The fee for a letter of good standing/verification of a license to another jurisdiction shall be $10.

6. The fee for an application for reinstatement if a license has been revoked or if an application for
reinstatement has been previously denied shall be $2,000.

7. The fee for a duplicate wall certificate shall be $15.
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8. The fee for a duplicate renewal license shall be $5.
9. The handling fee for a returned check or a dishonored credit card or debit card shall be $50.

10. For 2021, the fee for renewal of an active license shall be $250, and the fee for renewal of an
inactive license shall be $125.

18VAC85-130-31. Current name and address.

Each licensee shall furnish the board his current name and address of record. All notices required by
law or by this chapter to be given by the board to any such licensee shall be validly given when sent
to the latest address of record provided or served to the licensee. Any change of name or address of
record or the public address, if different from the address of record, shall be furnished to the board
within 30 days of such change.

Part I1.
Requirements for Licensure and Renewal of Licensure.

18VAC85-130-40. Criteria for initial licensure.

A. An applicant for board licensure shall submit:

1. The required application on a form provided by the board and the application fee as prescribed in
18 VAC 85-130-30;

2. Evidence satisfactory to the board of current certification as a CPM; and

3. A report from NARM indicating whether there has ever been any adverse action taken against the

applicant.

B. If an applicant has been licensed or certified in another jurisdiction, the applicant shall provide
information on the status of each license or certificate held and on any disciplinary action taken or
pending in that jurisdiction.

18VAC85-130-45. Practical experience under supervision.

A person may perform tasks related to the practice of midwifery under the direct and immediate
supervision of a licensed doctor of medicine or osteopathic medicine, a certified nurse midwife, or a
licensed midwife while enrolled in an accredited midwifery education program or during
completion of the North American Registry of Midwives' Portfolio Evaluation Process Program
without obtaining a license issued by the board until such person has taken and received the results
of any examination required for CPM certification or for a period of 10 years, whichever occurs
sooner.

18VAC85-130-50. Biennial renewal of licensure.

A. A licensed midwife shall renew licensure biennially during the midwife’s birth month in each
odd-numbered year by:

1. Paying to the board the renewal fee as prescribed in 18 VAC 85-130-30; and

2. Attesting to having current, active CPM certification by NARM.
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B. A licensed midwife whose license has not been renewed by the first day of the month following
the month in which renewal is required shall not be considered licensed in Virginia.

C. An additional fee to cover administrative costs for processing a late application renewal shall be
imposed by the board as prescribed by 18 VAC 85-130-30.

18VAC85-130-60, Inactive licensure.

A. A licensed midwife who holds a current, unrestricted license in Virginia shall, upon a request on
the renewal application and submission of the required fee, be issued an inactive license.

1. The holder of an inactive license shall not be required to maintain current, active certification by
NARM.

2. An inactive licensee shall not be entitled to perform any act requiring a license to practice
midwifery in Virginia.

B. An inactive licensee may reactivate licensure by:

1. Payment of the difference between the current renewal fee for inactive licensure and the renewal
fee for active licensure for the biennium in which the license is being reactivated; and

2. Submission of documentation of having current, active certification by NARM.

C. The board reserves the right to deny a request for reactivation to any licensee who has been
determined to have committed an act in violation of § 54.1-2915 of the Code of Virginia or any
provision of this chapter.

18VACS85-130-70. Reinstatement.

A. A licensed midwife who allows licensure to lapse for a period of two years or more and chooses
to resume practice shall submit to the board a reinstatement application, information on practice and
licensure in other jurisdictions for the period in which the license was lapsed in Virginia, proof of
current, active certification by NARM, and the fee for reinstatement of licensure as prescribed in 18
VAC 85-130-30.

B. A licensed midwife whose license has been revoked by the board and who wishes to be
reinstated must make a new application to the board, hold current, active certification by NARM,
and pay the fee for reinstatement of a revoked license as prescribed in 18 VAC 85-130-30.

Part II1.
Practice Standards.

18VAC85-130-80. General disclosure requirements.

A licensed midwife shall provide written disclosures to any client seeking midwifery care. The
licensed midwife shall review each disclosure item and obtain the client’s signature as evidence that
the disclosures have been received and explained. Such disclosures shall include:

1. A description of the licensed midwife's qualifications, experience, and training;

2. A written protocol for medical emergencies, including hospital transport, particular to each client;
3. A statement as to whether the licensed midwife has hospital privileges;
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4. A statement that a licensed midwife is prohibited from prescribing, possessing or administering
controlled substances;

5. A description of the midwife's model of care;

6. A copy of the regulations governing the practice of midwifery;

7. A statement as to whether the licensed midwife carries malpractice or liability insurance coverage
and, if so, the extent of that coverage;

8. An explanation of the Virginia Birth-Related Neurological Injury Compensation Fund and a
statement that licensed midwives are currently not covered by the fund; and

9. A description of the right to file a complaint with the Board of Medicine and with NARM and the
procedures and contact information for filing such complaint.

18VAC85-130-81. Disclosures on health risks.

A. Upon initiation of care, a midwife shall review the client's medical history in order to identify
pre-existing conditions or indicators that require disclosure of risk for home birth. The midwife
shall offer standard tests and screenings for evaluating risks and shall document client response to
such recommendations. The midwife shall also continually assess the pregnant woman and baby in
order to recognize conditions that may arise during the course of care that require disclosure of risk
for birth outside of a hospital or birthing center.

B. If any of the following conditions or risk factors are presented, the midwife shall request and
review the client's medical history, including records of the current or previous pregnancies;
disclose to the client the risks associated with a birth outside of a hospital or birthing center; and
provide options for consultation and referral. If the client is under the care of a physician for any of
the following medical conditions or risk factors, the midwife shall consult with or request
documentation from the physician as part of the risk assessment for birth outside of a hospital or
birthing center.

1. Antepartum risks:

Conditions requiring ongoing medical supervision or ongoing use of medications;
Active cancer;

Cardiac disease;

Severe renal disease -- active or chronic;

Severe liver disease -- active or chronic;

HIV positive status with AIDS;

Uncontrolled hyperthyroidism;

Chronic obstructive pulmonary disease;

Seizure disorder requiring prescriptive medication;
Psychiatric disorders;

Current substance abuse known to cause adverse effects;
Essential chronic hypertension over 140/90;

Significant glucose intolerance;

Genital herpes;

Inappropriate fetal size for gestation;

Significant 2nd or 3rd trimester bleeding;

Incomplete spontaneous abortion;

Abnormal fetal cardiac rate or rhythm;

Uterine anomaly;,
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Platelet count less than 120,000
Previous uterine incision and/or myomectomy with review of surgical records and/or subsequent
birth history;

Isoimmunization to blood factors;

Body mass index (BMI) equal to or greater than 30;

History of hemoglobinopathies;

Acute or chronic thrombophlebitis;

Anemia (hematocrit less than 30 or hemoglobin less than 10 at term);
Blood coagulation defect;

Pre-eclampsia/eclampsia;

Uterine ablation;

Placental abruption;

Placenta previa at onset of labor;

Persistent severe abnormal quantity of amniotic fluid;

Suspected chorioamnionitis;

Ectopic pregnancy;

Pregnancy lasting longer than 42 completed weeks with an abnormal nonstress test;
Any pregnancy with abnormal fetal surveillance tests;

Rupture of membranes 24 hours before the onset of labor;

Position presentation other than vertex at term or while in labor; or
Multiple gestation.

2. Intrapartum risks:

Current substance abuse;

Documented intrauterine growth retardation (IUGR)/small for gestational age (SGA) at term;
Suspected uterine rupture;

Active herpes lesion in an unprotectable area;

Prolapsed cord or cord presentation;

Suspected complete or partial placental abruption;

Suspected placental previa;

Suspected chorioamnionitis;

Pre-eclampsia/eclampsia;

Thick meconium stained amniotic fluid without reassuring fetal heart tones and birth is not
imminent;

Position presentation other than vertex at term or while in labor;

Abnormal auscultated fetal heart rate pattern unresponsive to treatment or inability to auscultate
fetal heart tones;

Excessive vomiting, dehydration, or exhaustion unresponsive to treatment;

Blood pressure greater than 140/90 that persists or rises and birth is not imminent;

Maternal fever equal to or greater than 100.4°F; or

Labor or premature rupture of membrane (PROM) less than 37 weeks according to due date.

3. If arisk factor first develops when birth is imminent, the individual midwife must use judgment
taking into account the health and condition of the mother and baby in determining whether to
proceed with a home birth or arrange transportation to a hospital.

C. If the risks factors or criteria have been identified that may indicate health risks associated with
birth of a child outside of a hospital or birthing center, the midwife shall provide evidence-based
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information on such risks. Such information shall be specified by the board in guidance documents
and shall include evidence-based research and clinical expertise from both the medical and
midwifery models of care.

D. The midwife shall document in the client record the assessment of all health risks that pose a
potential for a high risk pregnancy and, if appropriate, the provision of disclosures and evidence-
based information.

18VAC85-130-90. Confidentiality.

A practitioner shall not willfully or negligently breach the confidentiality between a practitioner and
a client. A breach of confidentiality that is required or permitted by applicable law or beyond the
control of the practitioner shall not be considered negligent or willful.

18VAC85-130-100. Client records.

A. Practitioners shall comply with provisions of § 32.1-127.1:03 of the Code of Virginia related to
the confidentiality and disclosure of client records.

B. Practitioners shall provide client records to another practitioner or to the client or the client’s
personal representative in a timely manner in accordance with provisions of § 32.1-127.1:03 of the

Code of Virginia.

C. Practitioners shall properly manage client records and shall maintain timely, accurate, legible and
complete client records. Practitioners shall clearly document objective findings, decisions and
professional actions based on continuous assessment for ongoing midwifery care.

D. Practitioners shall document a client’s decisions regarding choices for care, including informed
consent or refusal of care. Practitioners shall clearly document when a client’s decisions or choices
are in conflict with the professional judgment and legal scope of practice of the licensed midwife.

E. Practitioners shall maintain a client record for a minimum of six years following the last client
encounter with the following exceptions:

1. Records of a minor child shall be maintained until the child reaches the age of 18 or becomes
emancipated, with a minimum time for record retention of six years from the last client encounter
regardless of the age of the child;

2. Records that have previously been transferred to another practitioner or health care provider or.
provided to the client or the client’s personal representative do not have to be kept for a minimum
of six years following the last client encounter; or

3. Records that are required by contractual obligation or federal law may need to be maintained for
a longer period of time.

F. Practitioners shall in some manner inform all clients concerning the time frame for record
retention and destruction. Client records shall only be destroyed in a manner that protects client
confidentiality, such as by incineration or shredding.

G. When a practitioner is closing, selling or relocating a practice, the practitioner shall meet the
requirements of § 54.1-2405 of the Code of Virginia for giving notice that copies of records can be
sent to any like-regulated provider of the client's choice or provided to the client.



-108-

18VACB85-130-110. Practitioner-client communication; termination of relationship.

A. Communication with clients.

1. Except as provided in § 32.1-127.1:03 F of the Code of Virginia, a practitioner shall accurately
inform a client or the client’s legally authorized representative of the client’s assessment and
prescribed plan of care. A practitioner shall not deliberately make a false or misleading statement
regarding the practitioner’s skill or the efficacy or value of a treatment or procedure directed by the
practitioner.

2. A practitioner shall present information relating to the client’s care to a client or the client’s
legally authorized representative in understandable terms and encourage participation in the
decisions regarding the client’s care.

3. Before any invasive procedure is performed, informed consent shall be obtained from the client.
Practitioners shall inform clients of the risks, benefits, and alternatives of the recommended
procedure that a reasonably prudent licensed midwife practicing in Virginia would tell a client. In
the instance of a minor or a client who is incapable of making an informed decision on the client’s
own behalf or is incapable of communicating such a decision due to a physical or mental disorder,
the legally authorized person available to give consent shall be informed and the consent
documented.

B. Termination of the practitioner/client relationship.

1. The practitioner or the client may terminate the relationship. In either case, the practitioner shall
make a copy of the client record available, except in situations where denial of access is allowed by
law.

2. Except as provided in § 54.1-2962.2 of the Code of Virginia, a practitioner shall not terminate the
relationship or make services unavailable without documented notice to the client that allows for a
reasonable time to obtain the services of another practitioner.

18VAC85-130-120. Practitioner responsibility.

A. A practitioner shall:

1. Transfer care immediately in critical situations that are deemed to be unsafe to a client or infant
and remain with the client until the transfer is complete;

2. Work collaboratively with other health professionals and refer a client or an infant to appropriate
health care professionals when either needs care outside the midwife’s scope of practice or
expertise; and

3. Base choices of interventions on empirical and/or research evidence that would indicate the
probable benefits outweigh the risks. :

B. A practitioner shall not:

1. Perform procedures or techniques that are outside the scope of the midwife’s practice or for
which the midwife is not trained and individually competent;

2. Knowingly allow apprentices or subordinates to jeopardize client safety or provide client care
outside of the apprentice’s or subordinate’s scope of practice or area of responsibility. Practitioners
shall delegate client care only to those who are properly trained and supetvised; and

3. Exploit the practitioner/client relationship for personal gain.

18VAC85-130-130. Advertising ethics.
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A. Any statement specifying a fee, whether standard, discounted or free, for professional services that
does not include the cost of all related procedures, services and products that, to a substantial
likelihood, will be necessary for the completion of the advertised service as it would be understood
by an ordinarily prudent person shall be deemed to be deceptive or misleading, or both. Where
reasonable disclosure of all relevant variables and considerations is made, a statement of a range of
prices for specifically described services shall not be deemed to be deceptive or misleading.

B. Advertising a discounted or free service, examination, or treatment and charging for any
additional service, examination, or treatment that is performed as a result of and within 72 hours of
the initial office visit in response to such advertisement is unprofessional conduct unless such
professional services rendered are as a result of a bona fide emergency. This provision may not be
waived by agreement of the client and the practitioner.

C. Advertisements of discounts shall disclose the full fee that has been discounted. The practitioner
shall maintain documented evidence to substantiate the discounted fees and shall make such
information available to a consumer upon request.

D. A licensee shall disclose the complete name of the board that conferred the certification when
using or authorizing the use of the term "board certified” or any similar words or phrase calculated
to convey the same meaning in any advertising for the licensee’s practice.

E. A licensee of the board shall not advertise information that is false, misleading, or deceptive. For
an advertisement for a single practitioner, it shall be presumed that the practitioner is responsible
and accountable for the validity and truthfulness of its content. For an advertisement for a practice
in which there is more than one practitioner, the name of the practitioner or practitioners responsible
and accountable for the content of the advertisement shall be documented and maintained by the
practice for at least two years.

18VAC85-130-140. Vitamins, minerals and food supplements.

A. The recommendation or direction for the use of vitamins, minerals or food supplements and the
rationale for that recommendation shall be documented by the practitioner. The recommendation or
direction shall be based upon a reasonable expectation that such use will result in a favorable client
outcome, including preventive practices, and that a greater benefit will be achieved than that which
can be expected without such use.

B. Vitamins, minerals, or food supplements, or a combination of the three, shall not be sold,
dispensed, recommended, prescribed, or suggested in doses that would be contraindicated based on
the individual client’s overall medical condition and medications.

C. The practitioner shall conform to the standards of the practitioner’s particular branch of the
healing arts in the therapeutic application of vitamins, minerals or food supplement therapy.

18VAC85-130-150. Solicitation or remuneration in exchange for referral.
A practitioner shall not knowingly and willfully solicit or receive any remuneration, directly or

indirectly, in return for referring an individual to a facility as defined in § 37.2-100 of the Code of
Virginia, or hospital as defined in § 32.1-123 of the Code of Virginia.

10
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Remuneration shall be defined as compensation, received in cash or in kind, but shall not include
any payments, business arrangements, or payment practices allowed by 42 USC § 1320a-7b(b), as
amended, or any regulations promulgated thereto.

18VAC85-130-160. Sexual contact.

A. For purposes of § 54.1-2915 A 12 and A 19 of the Code of Virginia and this section, sexual
contact includes, but is not limited to, sexual behavior or verbal or physical behavior that;

1. May reasonably be interpreted as intended for the sexual arousal or gratification of the
practitioner, the client, or both; or

2. May reasonably be interpreted as romantic involvement with a client regardless of whether such
involvement occurs in the professional setting or outside of it.

B. Sexual contact with a client.

1. The determination of when a person is a client for purposes of § 54.1-2915 A 19 of the Code of
Virginia is made on a case-by-case basis with consideration given to the nature, extent, and context
of the professional relationship between the practitioner and the person. The fact that a person is not
actively receiving treatment or professional services from a practitioner is not determinative of this
issue. A person is presumed to remain a client until the client-practitioner relationship is terminated.
2. The consent to, initiation of, or participation in sexual behavior or involvement with a
practitioner by a client does not change the nature of the conduct nor negate the statutory
prohibition.

C. Sexual contact between a practitioner and a former client after termination of the practitioner-
client relationship may still constitute unprofessional conduct if the sexual contact is aresult of the
exploitation of trust, knowledge, or influence of emotions derived from the professional
relationship.

D. Sexual contact between a practitioner and a key third party shall constitute unprofessional
conduct if the sexual contact is a result of the exploitation of trust, knowledge or influence derived
from the professional relationship or if the contact has had or is likely to have an adverse effect on
client care. For purposes of this section, key third party of a client shall mean: spouse or partner,
parent or child, guardian, or legal representative of the client.

E. Sexual contact between a supervisor and a trainee or apprentice shall constitute unprofessional
conduct if the sexual contact is a result of the exploitation of trust, knowledge or influence derived
from the professional relationship or if the contact has had or is likely to have an adverse effect on
client care.

18VAC85-130-170. Refusal to provide information.
A practitioner shall not willfully refuse to provide information or records as requested or required

by the board or its representative pursuant to an investigation or to the enforcement of a statute or
regulation.

11
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Revised 08/21 Certified Professional Midwife

Virginia Department of Board of Medicine
' sionsiE M T
Health Professions [l

Application for License to Practice as a Certified Professional Midwife.

To the Board of Medicine of Virginia:

I hereby make application for a license to practice as certified professional midwife in the Commonwealth of
Virginia and submit the following statements:

1. Name in Full (Please Print or Type)

Last First Middle

Date of Birth Social Security No. or VA Control No.* Maiden Name if applicable
MO DAY YEAR

Public Address: This address will be public House No. Street or PO Box City State and Zip
information:

Board Address: This address will be used for Board House No. Street or PO Box City State and Zip
Correspondence and may be the same or different

from the public address.

Work Phone Number Home/Cell Phone Number Email Address

Please submit address changes in writing immediately to medbd@dhp.virginia.gov

Please attach check or money order payable to the Treasurer of Virginia for $277.00 for a certified professional midwife license.
Applications will not be processed without the fee. Do not submit fee without an application. IT WILL BE RETURNED.

APPLICANTS DO NOT USE SPACES BELOW THIS LINE - FOR OFFICE USE ONLY

APPROVED BY:

Date

LICENSE NUMBER PROCESSING NUMBER FEE
0129- $277.00

*In accordance with §54.1-116 Code of Virginia, you are required to submit your Social Security Number or your control number** issued by the Virginia Department of
Motor Vehicles. If you fail o do so, the processing of your application will be suspended and fees will not be refunded. This number will be used by the Department of
Health Professions for identification and will not be disclosed for other purposes except as provided by law. Federal and state law requires that this number be shared
with other state agencies for child support enforcement activities. NO LICENSE WILL BE ISSUED TO ANY INDIVIDUAL WHO HAS FAILED TO DISCLOSE ONE OF
THESE NUMBERS.

**In order to obtain a Virginia driver’s license control number, it is necessary to appear in person at an office of the Depariment of Motor Vehicles in Virginia. A fee and
disclosure to DMV of your Social Security Number will be required to obtain this number.
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2. List in chronological order all professional practices including each location of service since graduation, including internships,
residencies, hospital affiliations and absences from work. Also list all periods of non-professional activity or employment. PLEASE
ACCOUNT FOR ALL TIME. If engaged in private practice, list all clinical affiliations.

From To Name and Address of Location Where Service was Provided Position Held
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3. Do you intend to engage in the active practice of midwifery in the Commonwealth of Virginia? OYes [No

If Yes, give location

4. Listall jurisdictions in which you have been issued a license to practice midwifery: include all active, inactive, expired, suspended or
revoked licenses. Indicate number and date issued.

Jurisdiction Number Issued Active/lnactive/Expired

Yes No
QUESTIONS MUST BE ANSWERED. If any of the following questions (5-17) is answered Yes, explain and
substantiate with documentation. -

5. Have you ever been denied a license or the privilege of taking a licensure/competency examination by any O O
testing entity or licensing authority?

6. Have you ever been convicted of a violation offor pled Nolo Contendere to any federal, state, or local statute, O 0O
or regulation or ordinance, or entered into an plea bargaining relating to a felony or misdemeanor? (Excluding
traffic violations, except convictions for driving under the influence.)

7. Have you ever been denied privileges or voluntarily surrendered your clinical privileges for any reason? O O

8. Have you ever been placed on a corrective action plan, placed on probation or been dismissed or suspended or O 0O
Requested to withdraw from any professional school, training program, hospital, etc?

9. Have you ever been terminated from employment or resigned in lieu of termination from any training program, O O
hospital, healthcare facility, healthcare provider, provider network or malpractice insurance carrier?

10. Do you have any pending disciplinary actions against your professional license/certification/permit/registration O O
related to your practice as a certified professional midwife?

11. Have you voluntarily withdrawn from any professional society while under investigation? 0O O

12. Within the past five years, have you exhibited any conduct or behavior that could call into question your ability to O O
practice in a competent and professional manner?

13. Within the past five years, have you been disciplined by any entity?

14. Do you currently have any physical condition or impairment that affects or limits your ability to perform any of the O O
Obligations and responsibilities of professional practice in a safe and competent manner? “Currently” means
recently enough so that the condition could reasonably have an impact on your ability to function as a practicing
certified professional midwife.

15. Do you currently have any mental health condition or impairment that affects or limits your ability to perform any of O O

the obligations and responsibilities of professional practice in a safe and competent manner? “Currently” means
recently enough so that the condition could reasonably have an impact on your ability to function as a practicing
certified professional midwife.
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16. Do you currently have any condition or impairment related to alcohol or other substance use that affects or limits
your ability to perform any of the obligations and responsibilities of professional practice in a safe and competent
manner? “Currently” means recently enough so that the condition could reasonably have an impact on your ability
to function as a practicing certified professional midwife.

17. Within the past 5 years, have you any condition or restrictions been imposed upon you or your practice to avoid
disciplinary action by any entity?

Military Service:
18.  Are you a spouse of someone who is on a federal active duty orders pursuant to Title 10 of the U.S. Code or of
a veteran who has left active-duty service within one year of submission of this application and who is accompanying
your spouse to Virginia or an adjoining state or the District of Columbia?

19. Are you active duty military?

20. AFFIDAVIT OF APPLICANT

1, , am the person referred to in the foregoing
application and supporting documents.

_ I hereby authorize all hospitals, institutions, or organizations, my references, personal physicians, employers (past

and present), business and professional associates (past and present), and all governmental agencies and instrumentalities
(local, state, federal, or foreign) to release to the Virginia Board of Medicine any information, files or records requested by the
Board in connection with the processing of individuals and groups listed above, any information which is material to me and

my application.

I have carefully read the questions in the foregoing application and have answered them completely, without reservations
of any kind, and | declare under penalty of perjury that my answers and all statements made by me herein are true and correct.
Should | furnish any false information in this application, | hereby agree that such act shall constitute cause for the denial,
suspension, or revocation of my license to practice midwifery in the Commonwealth of Virginia.

I have carefully read the laws and regulations related to the practice of my profession which are available
at www.dhp.virginia.gov and | understand that fees submitted as part of the application process shall not be refunded.

Signature of Applicant

O

a

]

(|
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Rev. 11/10 MIDWIFE FormC

Print Name:

Department of Health Professions
Commonwealth of Virginia

Board of Medicine
9960 Mayland Drive, Suite 300 FAX (804) 527-4426

Henrico, Virginia 23233-1463 (804) 367-3051

To Whom It May Concem:

The person listed below is applying for a license to practice as a midwife in the state of Virginia. The Board of Medicine requests that
the form be completed by each jurisdiction in which he/she holds or has held a license/certificate. Please complete the form and return
it to the address below. Thank you.

Commonwealth of Virginia
Department of Health Professions Name of Applicant (please print or type)
Board of Medicine

9960 Mayland Drive, Suite 300
Henrico, VA 23233-1463 License/Certificate #

Name of Licensee State/Commonwealth of

License/Certification number Issued effective

Licensed/CertifiedThrough (check one)
[CINARM Certification [[]State Board of Examination

[ JEndorsement from (Name of State)

Licenseis: Current[]  Lapsed []
Has the applicant's license/certificate ever been suspended or revoked? [JYes [CINo

If yes, for what reason?

Derogatory information, if any

Comments, if any

BOARD SEAL
Signed

Title

State Board

NOTE TO APPLICANT: PLEASE PROVIDE LICENSE NUMBER AND FORWARD TO STATE INDICATED
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Rev. 11/10 MIDWIFE FORMA

Print Name:

Department of Health Professions
Commonwealth of Virginia

Board of Medicine

9960 Mayland Drive, Suite 300 FAX (804) 527-4426
Henrico, Virginia 23233-1463 (804) 367-3051
CLAIMS HISTORY

If you answered “yes" to Question #10 on page three of the application, please sither have your attormey submit a letter regarding malpractice suits or complete
one of these forms for each case in which you have been involved.

(Make additional copies of this form as needed)

Claimant:

Date of Incident: Date Claim Made:

Name of all Defendants, Persons or Entities against whom claim was made:

City, County and State of Suit;

Name and Address of Defense Attorney:

Settlement Amount (if any): Verdict Amount; Date Case Closed:

Current Status of Claim (indicate insurance company reserve if case is not closed):

Name of Involved Insurance Company:

Policy Number: Detailed Description of Claim {use reverse side if necessary):

AUTHORIZATION FOR RELEASE OF INFORMATION

| hereby authorize any person, company, insurer, hospital or other organization to release any and all information, privileged, or in
their dominion, custody, or control, regarding insurance applications by me, professional liability issued to me, any employment or
personnel records involving me and any health, medical psychological or psychiatric records involving me, as well as information obtained by
any attomeys who are now representing, or have in the past represented me.

Signature Date
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Advisory Board on:

Bl Bchavioral Analysts 10:00 a.m.
May 23 September 19

Mon -January 31

Genetic Counseling 1:00 p.m.
Mon - January 31 May 23 September 19

Occupational Therapy 10:00 a.m.
Tues - February 1 May 24 September 20

Respiratory Care 1:00 p.m.
May 24 September 20

Tues - February 1

Acupuncture | 10:00 a.m.
May 25 September 21

Wed - February 2

Radiological Technology
Wed - February 2 May 25 September 21

Thurs - February 3

Athletic Training 10:00 a.m.
May 26 September 22

Physician Assistants

Thurs - February 3 May 26 September 22
Midwifery 10:00 a.m.
Fri - February 4 May 27 September 23

: 1:00 p.m.
Fri - February 4 May 27 September 23

10:00 a.m.

Surgical Assisting
Tues - May 31 September 26

Mon - February 7




