
Welcome to the Advisory Board on Midwifery 
 
 
 
The Virginia Board of Medicine will hold an electronic meeting of the Advisory Board on 
Midwifery on January 29, 2021 at 10:00 A.M.  This meeting will be supported by Cisco WebEx 
Meetings application.   
 
For the best WebEx experience, you may wish to download the Cisco WebEx Meeting application 
on your mobile device, tablet or laptop in advance of the meeting.  Please note that WebEx will 
make an audio recording of the meeting for posting 
 
This electronic meeting is deemed warranted under Amendment 28 to HB29 based on that 
requiring in-person attendance by the Advisory Board members is impracticable or unsafe to 
assemble in a single location. 
 
Comments will be received from those persons who have submitted an email to 
william.harp@dhp.virginia.gov no later than 8:00 a.m. on January 28, 2021 indicating that they 
wish to offer comment. Comment may be offered by these individuals when their names are 
announced by the chairman. 
             
Whether you are a member of the Advisory Board or a member of the public, you can join the 
meeting in the following ways. 
 
• JOIN by WEBEX 
 
https://covaconf.webex.com/covaconf/j.php?MTID=m830844d98f6410ccfb31921bf22cbe45  
 
Meeting number (access code): 178 358 4334 
 
• JOIN BY PHONE 
+1-517-466-2023 US Toll 
+1-866-692-4530 US Toll Free 
Meeting number (access code): 178 358 4334 
 
TECHNICAL DIFFICULTIES:  Should you experience technical difficulties, you may call 
the following number:  (804) 339-0627 for assistance.  Any interruption in the telephonic or 
video broadcast of the meeting shall result in the suspension of action at the meeting until 
repairs are made and public access is restored. 
 
The Board of Medicine and the Freedom of Information Act Council are interested in your 
evaluation of the electronic experience of this meeting.  You can provide comment via the 
following form HERE.  

mailto:william.harp@dhp.virginia.gov
https://covaconf.webex.com/covaconf/j.php?MTID=m830844d98f6410ccfb31921bf22cbe45
http://foiacouncil.dls.virginia.gov/sample%20letters/Elec%20Mtgs%20public%20comment%20form%202013.doc
























































































































































































 

 

 

 

 

 

 

 
ADDENDUM 



High Risk Pregnancy Disclosure Recommended Updates 
 

The following revisions and updates have been recommended by Kim Pekin, CPM and Becky Banks, CPM: 

Documents 1 through 6, no recommended updates. 

 

(Kim Pekin) Document 7. Body Mass Index (BMI) Equal to or Greater than 30 

There is a strikethrough on the second page “higher risk of having babies diabetes in the future.” Recommend 

removing strikethrough and the underline in the word “diabetes.” 

 

There are no references cited on this disclosure. Recommendation to reference this journal article that includes 

most of the claims in the HRP Disclosure: 

 

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. 

 

(Kim Pekin) 9. Chronic Obstructive Pulmonary Disease Including Asthma 

The citation is incorrect. Correct citation is: 

 

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

 

(Kim Pekin) 10. Ectopic Pregnancy 

Reference no longer online. Recommend this citation: 

 

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

(Kim Pekin) 11. Essential Chronic Hypertension 

Citation no longer works. Recommend this citation: 

 

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

348 (2014). 

 

(Becky Banks) 12. Genital Herpes 

 

Suggest adding an extra paragraph detailing the difference in infection rate between primary/first-episode 

(nonprimary), vs recurrent, vis a vis: 

 

“Accurate classification is particularly important because a newly acquired infection (primary or nonprimary first-

episode) near the time of delivery is a major risk for transmission to the neonate.” 

 

“In two case series of women cultured on admission and subsequently found positive, the frequency of neonatal 

infection ranged from 31% to 44% for primary and first-episode, and 1 to 3% in recurrent.” 

 

“Use of invasive fetal monitoring and preterm birth increase risk of neonatal infection in patients with viral 

shedding.” 

 



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. 

Need a page break after #14 (HIV/AIDS) 

 

(Kim Pekin) 17. Incomplete Spontaneous Abortion or Incomplete Miscarriage 

Links no longer work. Change references to: 

 

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 on Practice Bulletins—Gynecology. “ACOG 

Practice Bulletin No. 200: Early Pregnancy Loss.” Obstetrics and gynecology vol. 132,5 (2018): e197-e207. 

doi:10.1097/AOG.0000000000002899 

 

(Becky Banks) 18. Isoimmunization 

 

Suggested, or similar: 

 

Widespread 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 and after delivery of a D-positive newborn.  

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. 

 

Sandler SG, Li W, Langeberg A, Landy HJ.  New laboratory procedures and Rh blood type changes in a pregnant 

woman.  Obstet Gynecol. 2012;119(2 Pt 2):426. 

 

(Becky Banks) 21. Platelet Count 

 

It is suggested that the section regarding HELLP syndrome in this consent document be duplicated including 

reference in #23 

 

(Becky Banks) 22. Position Presentation other than vertex [should this be struck and replaced with cephalic?] 

 

Non-vertex presentations occur in less than 4% of all pregnancies.  This would include breech, brow [vertex, non-

cephalic]; face [vertex, non-cephalic], transverse lie, and compound presentations.  Non-vertex (should we change 

this to non-cephalic?) presentations are associated with congenital abnormalities of the baby, multiple 

pregnancies, placenta previa, and uterine anomalies.  These associations would (strike this out, replace with may) 

increase risk to the mother/baby in addition to the actual risks associated with non-vertex delivery. 

 

C-section has become the standard mode of deliveries for babies in non-vertex positions.  Physicians and midwives 

may not have adequate training in the vaginal delivery of non-vertex 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 position cannot be rotated. 

 

(suggested new paragraph) “ There are efforts being made internationally to bring back training for vaginal breech 

birth to be available in all settings, especially under specific practice guidelines and with a trained provider, 

including efforts to gather research regarding training with models in subsequent clinical practice.” 

 



Fischbein and Freeze  BMC Pregnancy and Childbirth (2018) 18:397 

Hereafter would follow the risks as listed and other references. 

(Becky Banks) 23. Pre-Eclampsia/Eclampsia 

 

HELLP syndrome:  an acute condition occurring in up to 2% of pregnancies, usually seen in the setting of pre-

eclampsia, and characterized 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. 

 

reference is #21, ICD on platelet count 

 

(Kim Pekin) 25. VBAC 

The article referenced in the disclosure is not a peer reviewed journal article. I recommend these references: 

 

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 AO, 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 adverse outcome. Am J Obstet Gynecol 2008;198:452.e1–10; discussion 452.e10–2.  

 

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 multiple and single prior cesarean delivery. National Institute of Child Health and Human 

Development Maternal-Fetal Medicine Units Network. Am J Obstet Gynecol 2005;193:1016–23. 

 

Lavin JP, Stephens RJ, Miodovnik M, Barden TP. Vaginal delivery in patients with a prior cesarean section. Obstet 

Gynecol 1982;59:135–48.  

 

Macones GA, Cahill A, Pare E, Stamilio DM, Ratcliffe S, Stevens E, et al. Obstetric outcomes in women with two 

prior cesarean deliveries: is 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 Engl J Med 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 development 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) 

 

 

(Kim Pekin) 27. Rupture of Membranes 24 Hours Before the Onset of Labor 

The links really should include the journal articles referenced, rather than the hyperlink to the PubMed article. 

Recommended references: 

 

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. Maternal colonization with group B 

Streptococcus and prelabor rupture of membranes at term: the 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):1024-1029. 

 

Tita, Alan T N, and William W Andrews. “Diagnosis and management of clinical chorioamnionitis.” Clinics in 

perinatology vol. 37,2 (2010): 339-54. doi:10.1016/j.clp.2010.02.003 

 

Umans-Eckenhausen, M. A., and Harrie N. Lafeber. "Prolonged rupture of membranes and transmission of the 

human immunodeficiency virus." The New England journal of medicine 335.20 (1996): 1533-1534. 

 

(Kim Pekin and Becky Banks) 33. Uncontrolled Hyperthyroidism 

Updated references: 

Casey, Brian M., and Kenneth J. Leveno. "Thyroid disease in pregnancy." Obstetrics & Gynecology 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 

 

(Becky Banks) #34  Uterine Ablation (Endometrial Ablation): 

Recommend updated statement: 



Endometrial Ablation is a procedure accompanied by sterilization or the strong recommendation for continuous 

contraception.  Pregnancy after ablation is rare and therefore there is little research, and the maternal and fetal 

complications are poorly defined.  General recommendations are pregnancy is contra-indicated once endometrial 

ablation has been performed. 

 

Maternal risks: 

• Miscarriage 

• Ectopic pregnancy 

• Placenta accreta 

• Manual/Surgical removal of placenta 

• Hemorrhage 

• Uterine rupture 

• C-section 

• Hysterectomy 

• Death 

 

Fetal Risks: 

• Prematurity 

• Death 

• Possible increase in anomalies 

• Malpresentation 

 

(Kim Pekin and Becky Banks) 35. Uterine Anomaly 

Citation missing. Should be: 

 

Hua M, Odibo AO, Longman RE, et al. Congenital uterine anomalies and adverse pregnancy outcomes. Am J Obstet 

Gynecol 2011;205:558.e1-5 

 

Recommended update: 

The frequency of uterine anomaly is unknown, but appears to be about 3 to 8 percent in an unselected population.  

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

for: 

• PTB (preterm birth) 

• Fetal presentation other than vertex 

• Hemorrhage 

• Retained placenta 

• Kidney malformation 

• Miscarriage 

• Restricted fetal growth 

• Unusual presentation 

• Cesarean delivery 

• Pregnancy-associated hypertension 

 

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




