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VIRTUAL/TELECONFERENCE 
MIDWIFE ADVISORY COMMITTEE 

Virtual, 4822 Madison Yards Way, Madison 
Contact: Tom Ryan (608) 266-2112 

September 23, 2025 

The following agenda describes the issues that the Committee plans to consider at the meeting. 
At the time of the meeting, items may be removed from the agenda. Please consult the meeting 

minutes for a record of the actions of the Committee. 

AGENDA 

12:00 P.M. 

OPEN SESSION – CALL TO ORDER – ROLL CALL 

A. Adoption of Agenda (1-2)

B. Approval of Minutes of July 15, 2025 (3)

C. Administrative Matters – Discussion and Consideration
1. Department, Staff and Committee Updates
2. Committee Members

a. Abitz, Leslie C.
b. Bauer, Korina M.
c. Guzzardo, Angela L.
d. Scherer, Kelsey A.
e. Stevenson, Kaycie Marie

D. Administrative Rule Matters – Discussion and Consideration (4-77)
1. Public Comment Process Reminder
2. Drafting Proposals: SPS 180 to 183, Relating to Licensed Midwives Comprehensive

Review
a. Review of Edits from July 15, 2025
b. SPS 182.02 – Informed Consent

1. American College of Obstetricians and Gynecologists (ACOG) Opinions
2. Minnesota Council of Certified Professional Midwives (MCCPM)

Position Statement on Shared Decision Making
c. SPS 182.03 (4) – Consultation and Referral
d. SPS 182.03 (5) – Transfer
e. Other Proposals from the Department of Committee Members

3. Pending and Possible Rulemaking Projects

E. Legislative and Policy Matters – Discussion and Consideration
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F. Discussion and Consideration of Items Added After Preparation of Agenda: 
1. Introductions, Announcements and Recognition 
2. Administrative Matters 
3. Election of Officers 
4. Education and Examination Matters 
5. Credentialing Matters 
6. Legislative and Policy Matters 
7. Administrative Rule Matters 
8. Committee Liaison Training and Appointment of Mentors 
9. Informational Items 

G. Public Comments 

ADJOURNMENT 

NEXT MEETING: NOVEMBER 18, 2025 

****************************************************************************** 
MEETINGS AND HEARINGS ARE OPEN TO THE PUBLIC, AND MAY BE CANCELLED 
WITHOUT NOTICE.  

Times listed for meeting items are approximate and depend on the length of discussion and voting. All meetings are 
held virtually unless otherwise indicated. In-person meetings are typically conducted at 4822 Madison Yards Way, 
Madison, Wisconsin, unless an alternative location is listed on the meeting notice. In order to confirm a meeting or to 
request a complete copy of the board’s agenda, please visit the Department website at https:\\dsps.wi.gov. The board 
may also consider materials or items filed after the transmission of this notice. Times listed for the commencement of 
any agenda item may be changed by the board for the convenience of the parties. The person credentialed by the board 
has the right to demand that the meeting at which final action may be taken against the credential be held in open 
session. Requests for interpreters for the hard of hearing, or other accommodations, are considered upon request by 
contacting the Affirmative Action Officer or reach the Meeting Staff by calling 608-267-7213. 
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Midwife Advisory Committee 

Meeting Minutes 

July 15, 2025 

Page 1 of 1 

VIRTUAL/TELECONFERENCE 

MIDWIFE ADVISORY COMMITTEE 

MEETING MINUTES 

JULY 15, 2025 

PRESENT: Leslie Abitz, Korina Bauer, Angela Guzzardo, Kelsey Scherer 

ABSENT: Kayci Marie Stevenson 

STAFF: Tom Ryan, Executive Director; Whitney DeVoe, Legal Counsel; Nilajah Hardin, 

Administrative Rules Coordinator; Ashley Sarnosky, Board Administration 

Specialist; and other DSPS Staff 

CALL TO ORDER 

Korina Bauer, Chairperson, called the meeting to order at 12:01 p.m. A quorum of four (4) 

members was confirmed. 

ADOPTION OF AGENDA 

MOTION: Korina Bauer moved, seconded by Leslie Abitz, to adopt the agenda as 

published. Motion carried unanimously. 

APPROVAL OF MINUTES FROM MAY 13, 2025 

MOTION: Korina Bauer moved, seconded by Leslie Abitz, to approve the minutes of 

May 13, 2025, as published. Motion carried unanimously. 

ADJOURNMENT 

MOTION: Korina Bauer moved, seconded by Leslie Abitz, to adjourn the meeting. 

Motion carried unanimously.  

The meeting adjourned at 2:11 p.m. 
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State of Wisconsin 
Department of Safety & Professional Services 

Revised 03/2021 

 
AGENDA REQUEST FORM 

1) Name and title of person submitting the request: 

Nilajah Hardin 
Administrative Rules Coordinator 

2) Date when request submitted: 
09/10/25 
Items will be considered late if submitted after 12:00 p.m. on the deadline 
date which is 8 business days before the meeting 

3) Name of Board, Committee, Council, Sections: 
Midwife Advisory Committee 
4) Meeting Date: 

09/23/25 
5) 
Attachments: 

 Yes 
 No 

6) How should the item be titled on the agenda page? 
 
Administrative Rule Matters – Discussion and Consideration 

1. Public Comment Process Reminder 
2. Drafting Proposals: SPS 180 to 183, Relating to Licensed Midwives 

Comprehensive Review 
a. Review of Edits from July 15, 2025 
b. SPS 182.02 – Informed Consent 

1. American College of Obstetricians and Gynecologists 
(ACOG) Opinions 

2. Minnesota Council of Certified Professional Midwives 
(MCCPM) Position Statement on Shared Decision Making 

c. SPS 182.03 (4) – Consultation and Referral 
d. SPS 182.03 (5) – Transfer 
e. Other Proposals from the Department of Committee Members 

3. Pending or Possible Rulemaking Projects 
7) Place Item in: 

 Open Session 
 Closed Session 

8) Is an appearance before the Board being 
scheduled?  (If yes, please complete 
Appearance Request for Non-DSPS Staff) 

 Yes 
 No 

9) Name of Case Advisor(s), if required: 
N/A 

10) Describe the issue and action that should be addressed: 
Attachments: 
1. SPS 180 to 183 Redlined Code Text 
2. ACOG Opinions 

a. Practice Bulletin: Vaginal Birth After Cesarean Delivery 
b. Planned Home Birth 
c. Ethical Decision Making in Obstetrics and Gynecology 
d. Informed Consent and Shared Decision Making in Obstetrics and Gynecology 
e. Refusal of Medically Recommended Treatment During Pregnancy 

3. MCCPM Position Statement 
11)                                                                                  Authorization 
                                                                                                                                            09/10/25 
Signature of person making this request                                                                                          Date 
       
Supervisor (if required)                                                                                                                       Date 
 
Executive Director signature (indicates approval to add post agenda deadline item to agenda)    Date  

Directions for including supporting documents:  
1.  This form should be attached to any documents submitted to the agenda. 
2.  Post Agenda Deadline items must be authorized by a Supervisor and the Policy Development Executive Director. 
3.  If necessary, provide original documents needing Board Chairperson signature to the Bureau Assistant prior to the start of a 
meeting.  
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

Chapter SPS 180 

AUTHORITY AND DEFINITIONS 

SPS 180.01 Authority. SPS 180.02 Definitions. 

Note: Chapter RL 180 was renumbered chapter SPS 180 under s. 13.92 (4) (b) 1., Stats., Register 
November 2011 No. 671. 

SPS 180.01 Authority. The rules in chs. SPS 180 to 183 are adopted under the authority of ss. 
227.11 (2) and 440.08 (3), Stats., and subch. XIII of ch. 440, Stats. 

SPS 180.02 Definitions. As used in chs. SPS 180 to 183 and in subch. XIII of ch. 440, Stats.: 

(1) “Administer” means the direct provision of a prescription drug or device, whether by 
injection, ingestion or any other means, to the body of a client. 

(1m) “Automated external defibrillator” has the meaning given in s. 440.01 (1) (ad), Stats. 

(2) “Client” means a woman who obtains maternity care provided by a licensed midwife. 

(3) “Consultation” means discussing the aspects of an individual client’s circumstance with 
other professionals to assure comprehensive and quality care for the client, consistent 
with the objectives in the client’s treatment plan or for purposes of making adjustments to 
the client’s treatment plan. Consultation may include history-taking, examination of the 
client, rendering an opinion concerning diagnosis or treatment, or offering service, 
assistance or advice. 

(3m) “Defibrillation” has the meaning given in s. 440.01 (1) (ag), Stats. 

(4) “Department” means the department of safety and professional services. 

(5) “Direct supervision” means immediate on-premises availability to continually coordinate, 
direct and inspect at first hand the practice of another. 

(7) “HIPAA” means the Health Insurance Portability and Accountability Act of 1996, 42 
USC 1320d et seq. 

(8) “Licensed midwife” means a person who has been granted a license under subch. XIII of 
ch. 440, Stats., to engage in the practice of midwifery. 

(9) “Practice of midwifery” means providing maternity care during the antepartum, 
intrapartum, and postpartum periods consistent with the standards of practice set forth in 
ch. SPS 182. 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

(10) “Temporary permit” means a credential granted under s. SPS 181.01 (4), to an individual 
to practice midwifery under the direct supervision of a licensed midwife pending 
successful completion of the requirements for a license under s. SPS 181.01 (1). 

(11) “Ventricular fibrillation” has the meaning given in s.440.01 (1) (i), Stats. 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

Chapter SPS 181 

APPLICATIONS FOR LICENSURE, RENEWAL OF LICENSES AND TEMPORARY 
PERMITS 

SPS 181.01 Applications. 

Note: Chapter RL 181 was renumbered chapter SPS 181 under s. 13.92 (4) (b) 1., Stats., Register 
November 2011 No. 671. 

SPS 181.01 Applications. (1) LICENSES. An individual who applies for a license as a midwife 
shall apply on a form provided by the department. An applicant who fails to comply with a 
request for information related to the application, or fails to meet all requirements for the license 
within 120 calendar days from the date of filing shall file a new application and fee if licensure is 
sought at a later date. The application shall include all of the following: 

(a) The fee specified in s. 440.03 (9), Stats. 
(b) Evidence satisfactory to the department of one of the following: 

1. That the applicant holds a valid certified professional midwife credential granted by 
the North American Registry of Midwives or a successor organization. 

2. That the applicant holds a valid certified nurse-midwife credential granted by the 
American College of Nurse Midwives or a successor organization. 

3. That the applicant holds a valid certified nurse-midwife or midwife credential granted 
by the American Midwifery Certification Board or a successor organization. 

(c) That the applicant, subject to ss. 111.321, 111.322 and 111.335, Stats., does not have an 
arrest or conviction record. An applicant who has a pending criminal charge or has been 
convicted of any crime or ordinance violation shall provide the department with all 
information requested relating to the applicant’s pending criminal charge, conviction or 
other offense, as applicable. The department may not grant a midwife license to a person 
convicted of an offense under s. 940.22, 940.225, 944.06, 944.15, 944.17, 944.30, 
944.31, 944.32, 944.33, 944.34, 948.02, 948.025, 948.06, 948.07, 948.075, 948.08, 
948.09, 948.095, 948.10, 948.11 or 948.12, Stats. 

(d) Evidence satisfactory to the department that the applicant has current proficiency in the 
use of an automated external defibrillator achieved through instruction provided by an 
individual, organization, or institution of higher education approved under s. 46.03 (38), 
Stats., to provide the instruction. 

Note: Instructions for applications Applications for licensure as a midwife are available from 
the Department of Safety and Professional Services, Division of Professional Credential 
Processing, 1400 East Washington Avenue, P.O. Box 8935, Madison, Wisconsin 53708-
8935, or from on the department’s website at: http://dsps.wi.gov. 

(1m) RECIPROCITY FOR SERVICE MEMBERS, FORMER SER- VICE MEMBERS, AND 

SPOUSES OF SERVICE MEMBERS OR FORMER SERVICE MEMBERS. A reciprocal 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

midwife license shall be granted to an applicant who is a service member, former service 
member, or the spouse of a service member or former service member as defined in s. 
440.09 (1), Stats., if the department determines that the applicant meets all of the 
requirements under s. 440.09 (2), Stats. Subject to s. 440.09 (2m), Stats., the department 
may request verification necessary to make a determination under this subsection. 

Note: Instructions for applicationsApplication forms are available on the department’s website 
at http://dsps.wi.gov https://dsps.wi.gov/pages/Home.aspx, or by request from the 
Department of Safety and Professional Services, P.O. Box 8935, Madison, WI 53708, or 
call (608) 266-2112. 

(2) RENEWAL OF LICENSES. (a) Except for temporary permits granted under sub. (4), the 
renewal date for licenses granted un- der subch. XIII of ch. 440, Stats., is July 1 of each 
even-numbered year. 

(b) Renewal applications shall be submitted to the department on a form provided by the 
department and shall include the renewal fee specified in s. 440.08 (2) (a) 46w., Stats. 

(c) At the time of renewal of a license under par. (b), a li- censed midwife shall submit proof 
satisfactory to the department of all of the following: 
1. The licensee holds a valid certified professional midwife credential from the North 

American Registry of Midwives or a successor organization, or a valid certified 
nurse-midwife credential from the American College of Nurse Midwives or a 
successor organization. 

2. The licensee has current proficiency in the use of an auto- mated external defibrillator 
achieved through instruction pro- vided by an individual, organization, or institution 
of higher education approved under s. 46.03 (38), Stats., to provide the instruction. 

(3) LATE RENEWAL OF LICENSES. A licensed midwife who fails to renew a license by 
the renewal date may renew the license by submitting an application on a form provided 
by the department and satisfying the following requirements: 

(a) If applying less than 5 years after the renewal date, satisfy the requirements under sub. 
(2), and pay the late renewal fee specified in s. 440.08 (3), Stats. 

(b) If applying 5 years or more after the renewal date, satisfy the requirements under sub. (2); 
pay the late renewal fee specified in s. 440.08 (3), Stats., and submit proof of one or more 
of the following, as determined by the department to ensure protection of the public 
health, safety and welfare: 
1. Successful completion of educational course work. 
2. Successful completion of the national examination required by the North American 

Registry of Midwives for certification as a certified professional midwife or 
successful completion of the national examination required by the American College 
of Nurse Midwives for certification as a certified nurse-midwife. 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

(4) TEMPORARY PERMITS. (a) Application. An applicant seeking a temporary permit 
shall apply on a form provided by the department. An applicant who fails to comply with 
a request for information related to the application, or fails to meet all requirements for a 
permit within 120 calendar days from the date of filing shall submit a new application 
and fee if a permit is sought at a later date. The application shall include all of the 
following: 
1. The fee specified in s. 440.05 (6), Stats. 
2. Evidence satisfactory to the department of all of the following: 

a. The applicant is actively engaged as a candidate for certification with the North 
American Registry of Midwives or a successor organization; or is currently enrolled 
in the portfolio evaluation process program through the North American Registry of 
Midwives or a successor organization, or a certified professional midwife 
educational program accredited by the Midwifery Education Accreditation Council. 

b. The applicant has received a written commitment from a licensed midwife to 
directly supervise the applicant’s practice of midwifery during the duration of the 
temporary permit. 

c. The applicant is currently certified by the American Red Cross or American Heart 
Association in neonatal resuscitation. 

d. The applicant is currently certified by the American Red Cross or American Heart 
Association in adult cardiopulmonary resuscitation. 

e. The applicant has attended at least 5 births as an observer. 
f. The applicant, subject to ss. 111.321, 111.322 and 111.335, Stats., does not have an 

arrest or conviction record. An applicant who has a pending criminal charge or has 
been convicted of any crime or ordinance violation shall provide the department 
with all information requested relating to the applicant’s pending criminal charge, 
conviction or other offense, as applicable. The department may not grant a 
temporary permit to a per- son convicted of an offense under s. 940.22, 940.225, 
944.06, 944.15, 944.17, 944.30, 944.31, 944.32, 944.33, 944.34, 948.02, 948.025, 
948.06, 948.07, 948.075, 948.08, 948.09, 948.095, 948.10, 948.11 or 948.12, Stats. 

Note: Instructions for applications Applications are available from the Department of Safety 
and Professional Services, Division of Professional Credential Processing, 1400 East 
Washington Avenue, P.O. Box 8935, Madison, Wisconsin 53708-8935, or from on the 
department’s website at: http://dsps.wi.gov. 

(b) Duration of permit. 1. The duration of a temporary permit is for a period of 3 years or 
until the permit holder ceases to be currently registered or actively engaged as a candidate 
for certification as specified in par. (a) 2., whichever is shorter. 
2. A licensed midwife with a written commitment to supervise the holder of a temporary 

permit shall notify the department immediately of a termination of the supervisory 
relationship. 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

3. Upon termination of a supervisory relationship, the temporary permit shall be 
automatically suspended until the permit holder obtains another written supervisory 
commitment that complies with par. (a) 2. b. 

4. The department may in its discretion grant renewal of a temporary permit. Renewal 
shall be granted only once and for a period of no more than 3 years. A permit holder 
seeking renewal of a temporary permit shall submit documentation that satisfies the 
requirements for an initial permit under par. (a). 

 
Note: The North American Registry of Midwives may be contacted at 5257 Rosestone 
Dr., Lilburn, GA 30047 P.O. Box 420, Summertown, TN 38483, 1−888−842−4784, 
https://narm.org/. The American College of Nurse−Midwives may be contacted at 
8402 Colesville Road, Suite 1550, silver spring, MD 20910  409 12th Street SW, Suite 
600, Washington, DC 20024-2188, (240) 485−1800, https://www.midwife.org/. 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

Chapter SPS 182 

STANDARDS OF PRACTICE 

SPS 182.01 Standards.  SPS 182.02 Informed consent. 
SPS 182.03 Practice. 

 

 
Note: Chapter RL 182 was renumbered chapter SPS 182 under s. 13.92 (4) (b) 1., Stats., Register 
November 2011 No. 671. 
 
SPS 182.01 Standards. Licensed midwives shall comply with the standards of practice of 
midwifery established by the National Association of Certified Professional Midwives. 

Note: The standards of the National Association of Certified Professional Midwives are set forth 
in ch. SPS 183 Appendix I. The National Association of Certified Professional Midwives 
may be contacted at 234 Banning Road, Putney, VT 05346, (866) 704-9844, 
https://www.nacpm.org/. 

 
SPS 182.02 Informed consent. (1) DISCLOSURE OF INFORMATION TO CLIENT. A licensed midwife 
shall, at an initial consultation with a client, provide a copy of the rules promulgated by the 
department under subch. XIII of ch. 440, Stats., and disclose to the client orally and in writing on 
a form provided by the department all of the following: 

(a) The licensed midwife’s experience and training. 
(b) Whether the licensed midwife has malpractice liability insurance coverage and the policy 

limits of the coverage. 
(c) A protocol for medical emergencies, including transportation to a hospital, particular to 

each client. 
(d) A protocol for and disclosure of risks associated with vaginal birth after a cesarean section. 

The protocol shall include all of the following: 
1. A copy of the current statement on vaginal birth after cesarean section by the american 

college of obstetricians and gynecologists. 
2. A description of the risks and benefits associated with vaginal birth after cesarean 

section. 
3. A description of the licensed midwife’s clinical experience and training with vaginal 

birth after cesarean section. 
4. Documentation of the client’s agreement to: 

a. Provide a copy of the operative report on any prior cesarean section. 
b. Allow increased monitoring before and during labor. 
c. Transfer to a hospital at any time if requested by the licensed midwife. 

5.  Notification to the client that if a complication occurs, the risk to the client may be 
higher due to the delay in obtaining access to hospital care. 

1.6.  
(d)(e) The number of babies delivered and the number of clients transferred to a hospital 

since the time the licensed midwife commenced practice of midwifery. 
(e)(f) A statement that the licensed midwife does not have the equipment, drugs or 

personnel available to perform neonatal resuscitations that would normally be available in a 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

hospital setting. 
 

Note: Forms are available from the Department of Safety and Professional Services, Division 
of Professional Credential Processing, 1400 East Washington Avenue, P.O. Box 8935, 
Madison, Wisconsin 53708-8935, or from on the department’s website at: 
http://dsps.wi.gov. 

 
(1m) DISCLOSURE OF INFORMATION BY TEMPORARY PERMIT HOLDER. A temporary permit holder 

shall inform a client orally and in writing that the temporary permit holder may not engage 
in the practice of midwifery unless the temporary permit holder practices under the direct 
supervision of a licensed midwife. 

 
(2) ACKNOWLEDGEMENT BY CLIENT. A licensed midwife shall, at an initial consultation with a 

client, provide a copy of the written disclosures required under sub. (1), to the client and 
obtain the client’s signature acknowledging that she has been in- formed, orally and in 
writing, of the disclosures required under sub. (1). 

 
SPS 182.03 Practice. (1) TESTING, CARE AND SCREENING. A licensed midwife shall: 

(a) Offer each client routine prenatal care and testing in accordance with current American 
College of Obstetricians and Gynecologists guidelines. 

(b)  Provide all clients with a plan for 24 hour on-call availability by a licensed midwife, 
certified nurse-midwife or licensed physician throughout pregnancy, intrapartum, and 6 
weeks postpartum. 

(c)  Provide clients with labor support, fetal monitoring and routine assessment of vital signs 
once active labor is established. 

(d) Supervise delivery of infant and placenta, assess newborn and maternal well being in 
immediate postpartum, and perform Apgar scores. 

(e)  Perform routine cord management and inspect for appropriate number of vessels. 
(f) Inspect the placenta and membranes for completeness. 
(g)  Inspect the perineum and vagina postpartum for lacerations and stabilize. 
(h) Observe mother and newborn postpartum until stable condition is achieved, but in no event 

for less than 2 hours. 
(i) Instruct the mother, father and other support persons, both verbally and in writing, of the 

special care and precautions for both mother and newborn in the immediate postpartum 
period. 

(j)  Reevaluate maternal and newborn well being within 36 hours of delivery. 
(k) Use universal precautions with all biohazard materials. 
(L) Ensure that a birth certificate is accurately completed and filed in accordance with state 

law. 
(m)Offer to obtain and submit a blood sample in accordance with the recommendations for 

metabolic screening of the newborn. 
(n) Offer an injection of vitamin K for the newborn in accordance with the indication, dose 

and administration route set forth in sub. (3). 
(o) Within one week of delivery, offer a newborn hearing screening to every newborn or refer 

the parents to a facility with a newborn hearing screening program. 
(p) Within 2 hours of the birth offer the administration of antibiotic ointment into the eyes of 

the newborn, in accordance with state law on the prevention of infant blindness. 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

(q) Maintain adequate antenatal and perinatal records of each client and provide records to 
consulting licensed physicians and licensed certified nurse-midwives, in accordance with 
HIPAA regulations. 

 
(2) PRESCRIPTION DRUGS, DEVICES AND PROCEDURES. A licensed midwife may administer the 

following during the practice of midwifery: 
(a) Oxygen for the treatment of fetal distress. 
(b) Eye prophylactics – 0.5% erythromycin ophthalmic ointment or 1% tetracycline 

ophthalmic ointment for the prevention of neonatal ophthalmia. 
(c) Oxytocin, or pitocin, as a postpartum antihemorrhagic agent. 
(d) Methyl-ergonovine, or methergine, for the treatment of postpartum hemorrhage. 

(dm) Misoprostol, or cytotec, for the prevention and treatment of postpartum hemorrhage. 
(d)(e) Vitamin K for the prophylaxis of hemorrhagic disease of the newborn.  
(e)(f) RHo (D) immune globulin for the prevention of RHo (D) sensitization in RHo (D) 

negative women. 
(f)(g)  Intravenous fluids for maternal stabilization – 5% dextrose in lactatedLactated 

Ringer’s solution (D5LR), unless unavailable or impractical in which case 0.9% sodium 
chloride may be administered. 

(g)(h)  In addition to the drugs, devices and procedures that are identified in pars. (a) to 
(g), a licensed midwife may administer any other prescription drug, use any other device 
or perform any other procedure as an authorized agent of a licensed practitioner with 
prescriptive authority. 
 
Note: Licensed midwives do not possess prescriptive authority. A licensed midwife may 

legally administer prescription drugs or devices only as an authorized agent of a 
practitioner with prescriptive authority. For physicians, physician assistants, and 
advanced practice nursesnurse prescribers, an agent may administer prescription 
drugs or devices pursuant to written standing orders and protocols. 

 
Note: Medical oxygen, 0.5% erythromycin ophthalmic ointment, tetracycline ophthalmic 

ointment, oxytocin (pitocin), methyl-ergonovine (methergine), misoprostol 
(cytotec), injectable vitamin K and RHo (D) immune globulin are prescription 
drugs. See s. SPS 180.02 (1). 

(3) INDICATIONS, DOSE, ADMINISTRATION AND DURATION OF TREATMENT. The indications, dose, 
route of administration and duration of treatment relating to the administration of drugs and 
procedures identified under sub. (2) are as follows: 
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SPS 180 to 183 – Licensed Midwives Comprehensive Review 
Redlined Code Text 

 

 
Medication Indication Dose Route of 

Administration 
Duration of Treatment 

Oxygen Fetal distress Maternal: 
6-8  L/minute 
Infant: 10-12 
L/minute 2-4 
L/minute 

Mask 
 
Bag and 
mask 
Mask 

Until delivery or 
transfer to a hospital 
is complete 20 
minutes or until transfer 
to a hospital is 
complete 

0.5% Erythromycin 
Ophthalmic Ointment 
Or 1% Tetracycline 
Ophthalmic Ointment 

Prophylaxis of 
Neonatal 
Ophthalmia 

1 cm ribbon in each eye 
from unit dose package 

 
1 cm ribbon in each eye 
from unit dose package 

Topical 
 
 
Topical 

1 dose 

Oxytocin (Pitocin) 
10 units/ml 

Prevention and 
Treatment of Postpartum 
hemorrhage only 

10-20 units, 1-2 ml Intramuscularly or 
Intravenously only 

1-2 doses 

Methyl-ergonovine 
(Methergine) 0.2 mg/ml or 
0.2 mg tabs 

Postpartum hemorrhage 
only 

0.2 mg Intramuscularly 
Orally 

Single dose Every 
6 hours, may repeat 3 
times    
Contraindicated in 
hypertension and 
Raynaud’s Disease 

Misoprostol, (Cytotec) 800 
mcg or 400-600 mcg 

Prevention and 
Treatment of 
Postpartum 
hemorrhage only 

800 mcg for treatment 
or 400-600 mcg for 
prevention 

Sublingually, orally, or 
rectally 

1 dose 

Vitamin K 
1.0 mg/0.5 ml 

Prophylaxis of 
Hemorrhagic Disease 
of the Newborn 

0.5-1.0 mg, 0.25-0.5 ml Intramuscularly Single dose 

RHo (D) Immune Globulin Prevention of RHo (D) 
sensitization in RHo (D) 
negative women 

Unit dose Intramuscularly only Single dose at any 
gestation for RHo (D) 
negative, antibody 
negative women within 
72 hours of 
spontaneous bleeding. 
Single dose at 26-28 
weeks gestation for 
RHo (D) negative, 
antibody negative 
women and Single 
dose for RHo (D) 
negative, antibody 
negative women within 
72 hours of delivery of 
RHo (D) positive infant, 
or infant with unknown 
blood type 

5% dextrose in 
lactatedLactated Ringer’s 
solution (D5LR), unless 
unavailable or impractical 
in which case 0.9% sodium 
chloride may be 
administered 

To achieve maternal 
stabilization during 
uncontrolled post- 
partum hemorrhage or 
anytime blood loss is 
accompanied by 
tachycardia, 
hypotension, de- 
creased level of 
consciousness, pallor or 
diaphoresis 

First liter run in at a 
wide-open rate, the 
second liter titrated to 
client’s condition125 
mL/h or 250 mL/hr 

IV catheter 18 gauge or 
greater (2 if 
hemorrhage is 
severe)Intravenously 

Until maternal 
stabilization is 
achieved or transfer to a 
hospital is complete 
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(4) CONSULTATION AND REFERRAL. (a) A licensed midwife shall consult with a licensed 
physician, licensed physician assistant, certified advanced practice nurse prescriber, or a 
licensed certified nurse-midwife who has current working knowledge and experience in providing 
obstetrical care, whenever there are significant deviations, including abnormal laboratory 
results, relative to a client’s pregnancy or to a neonate. If a referral to a physician is needed, 
the licensed midwife shall refer the client to a physician and, if possible, remain in 
consultation with the physician until resolution of the concern. 
 

Note: Consultation does not preclude the possibility of an out-of-hospital birth. It is appropriate 
for the licensed midwife to maintain care of the client to the greatest degree possible, in 
accordance with the client’s wishes, during the pregnancy and, if possible, during labor, 
birth and the postpartum period. 

 
(b) A licensed midwife shall consult with a licensed physician, licensed physician assistant, 

certified advanced practice nurse prescriber, or certifiedlicensed nurse-midwife who has 
current working knowledge and experience in providing obstetrical care, with regard to 
any mother who presents with or develops the following risk factors or presents with or 
develops other risk factors that in the judgment of the licensed midwife warrant 
consultation: 
1. Antepartum. 

a. Pregnancy induced hypertension, as evidenced by a blood pressure of 140/90 on 2 
occasions greater than 6 hours apart. 

b. Persistent, severe headaches, epigastric pain or visual disturbances. 
c. Persistent symptoms of urinary tract infection. 
d. Significant vaginal bleeding before the onset of labor not associated with 

uncomplicated spontaneous abortion. 
e. Rupture of membranes prior to the 37th week gestation. 
f. Noted abnormal decrease in or cessation of fetal movement. 
g. Anemia resistant to supplemental therapy. 
h. Fever of 102° F or 39° C or greater for more than 24 hours. 
i. Non-vertex presentation after 38 weeks gestation. 
j. Hyperemisis or significant dehydration. 
k. Isoimmunization, Rh-negative sensitized, positive titers, or any other positive 

antibody titer, which may have a detrimental effect on mother or fetus. 
L. Elevated blood glucose levels unresponsive to dietary management. 
m. Positive HIV antibody test. 
n. Primary genital herpes infection in pregnancy. 
o. Symptoms of malnutrition or anorexia or protracted weight loss or failure to gain 

weight. 
p. Suspected deep vein thrombosis. 
q. Documented placental anomaly or previa. 
r. Documented low lying placenta in woman with history of previous cesarean 

delivery. 
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s. Labor prior to the 37th week of gestation. 
t. History of prior uterine incision. 
u. Lie other than vertex at term. 
v. Multiple gestation. 
w. Known fetal anomalies that may be affected by the site of birth. 
x. Marked abnormal fetal heart tones. 
y. Abnormal non-stress test or abnormal biophysical profile. 
z. Marked or severe poly- or oligo-dydramnios.  
za. Evidence of intrauterine growth restriction.  
zb. Significant abnormal ultrasound findings. 
zc. Gestation beyond 42 weeks by reliable confirmed dates. 

2. Intrapartum. 
a. Rise in blood pressure above baseline, more than 30/15 points or greater than 140/90. 
b. Persistent, severe headaches, epigastric pain or visual disturbances. 
c. Significant proteinuria or ketonuria. 
d. Fever over 100.6° F or 38° C in absence of environmental factors. 
e. Ruptured membranes without onset of established labor after 18 hours. 
f. Significant bleeding prior to delivery or any abnormal bleeding, with or without 

abdominal pain; or evidence of placental abruption. 
g. Lie not compatible with spontaneous vaginal delivery or unstable fetal lie. 
h. Failure to progress after 5 hours of active labor or following 2 hours of active second 

stage labor. 
i. Signs or symptoms of maternal infection. 
j. Active genital herpes at onset of labor. 
k. Fetal heart tones with non-reassuring patterns. 
L. Signs or symptoms of fetal distress. 
m. Thick meconium or frank bleeding with birth not imminent. 
n. Client or licensed midwife desires physician consultation or transfer. 

3. Postpartum. 
a. Failure to void within 6 hours of birth. 
b. Signs or symptoms of maternal shock. 
c. Febrile: 102° F or 39° C and unresponsive to therapy for 12 hours. 
d. Abnormal lochia or signs or symptoms of uterine sepsis. 
e. Suspected deep vein thrombosis. 
f. Signs of clinically significant depression. 

(c)  A licensed midwife shall consult with a licensed physician or licensed certified nurse-
midwife with regard to any neonate who is born with or develops the following risk 
factors: 
1. Apgar score of 6 or less at 5 minutes without significant improvement by 10 

minutes. 
2. Persistent grunting respirations or retractions. 
3. Persistent cardiac irregularities. 
4. Persistent central cyanosis or pallor. 
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5. Persistent lethargy or poor muscle tone. 
6. Abnormal cry. 
7. Birth weight less than 2300 grams. 
8. Jitteriness or seizures. 
9. Jaundice occurring before 24 hours or outside of normal range. 
10. Failure to urinate within 24 hours of birth. 
11. Failure to pass meconium within 48 hours of birth. 
12. Edema. 
13. Prolonged temperature instability. 
14. Significant signs or symptoms of infection. 
15. Significant clinical evidence of glycemic instability. 
16. Abnormal, bulging, or depressed fontanel. 
17. Significant clinical evidence of prematurity. 
18. Medically significant congenital anomalies. 
19. Significant or suspected birth injury. 
20. Persistent inability to suck. 
21. Diminished consciousness. 
22. Clinically significant abnormalities in vital signs, muscle tone or behavior. 
23. Clinically significant color abnormality, cyanotic, or pale or abnormal perfusion. 
24. Abdominal distension or projectile vomiting. 
25. Signs of clinically significant dehydration or failure to thrive. 

 
(5) TRANSFER. (a) Transport via private vehicle is an acceptable method of transport if it is the 

most expedient and safest method for accessing medical services. The licensed midwife 
shall initiate immediate transport according to the licensed midwife’s emergency plan; 
provide emergency stabilization until emergency medical services arrive or transfer is 
completed; accompany the client or follow the client to a hospital in a timely fashion; 
provide pertinent information to the receiving facility and complete an emergency transport 
record. The following conditions shall require immediate physician notification and 
emergency transfer to a hospital: 

1. Seizures or unconsciousness. 
2. Respiratory distress or arrest. 
3. Evidence of shock. 
4. Psychosis. 
5. Symptomatic chest pain or cardiac arrhythmias. 
6. Prolapsed umbilical cord. 
7. Shoulder dystocia not resolved by Advanced Life Support in Obstetrics (ALSO) 

protocol. 
8. Symptoms of uterine rupture. 
9. Preeclampsia or eclampsia. 
10. Severe abdominal pain inconsistent with normal labor. 
11. Chorioamnionitis. 
12. Clinically significant fetal heart rate patterns or other manifestation of fetal 

distress. 
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13. Presentation not compatible with spontaneous vaginal delivery.  
14. Laceration greater than second degree perineal or any cervical. 
15. Hemorrhage non-responsive to therapy. 
16. Uterine prolapse or inversion. 
17. Persistent uterine atony. 
18. Anaphylaxis. 
19. Failure to deliver placenta after one hour if there is no bleeding and fundus is firm. 
20. Sustained instability or persistent abnormal vital signs. 
21. Other conditions or symptoms that could threaten the life of the mother, fetus or 

neonate. 
(b) A licensed midwife may deliver a client with any of the complications or conditions set 

forth in par. (a), if no physician or other equivalent medical services are available and the 
situation presents immediate harm to the health and safety of the client; if the complication 
or condition entails extraordinary and unnecessary human suffering; or if delivery occurs 
during transport. 

 
(6) PROHIBITED PRACTICES. A licensed midwife may not do any of the following: 

(a) Administer prescription pharmacological agents intended to induce or augment labor. 
(b)  Administer prescription pharmacological agents to provide pain management. 
(c) Use vacuum extractors or forceps. 
(d) Prescribe medications. 
(e)  Provide out-of-hospital care to a woman who has had a vertical incision cesarean section. 
(f) Perform surgical procedures including, but not limited to, cesarean sections and 

circumcisions. 
(g)  Knowingly accept responsibility for prenatal or intrapartum care of a client with any 

of the following risk factors: 
1. Chronic significant maternal cardiac, pulmonary, renal or hepatic disease. 
2. Malignant disease in an active phase. 
3. Significant hematological disorders or coagulopathies, or pulmonary embolism. 
4. Uncontrolled Insulininsulin requiring diabetes mellitus. 
5. Known maternal congenital abnormalitiesconditions affecting childbirth. 
6. Confirmed isoimmunization, Rh disease with positive titer. 
7. Active tuberculosis. 
8. Active syphilis or gonorrhea. 
9. Active genital herpes infection 2 weeks prior to labor or in labor. 
10. Pelvic or uterine abnormalitiesconditions affecting normal vaginal births, including 

tumors and malformations. 
11. Alcoholism or abuseAlcohol use disorder. 
12. Drug addiction or abuseSubstance use disorder. 
13. Confirmed AIDS status. 
14.13. Uncontrolled current serious psychiatric illnesspsychological or behavioral 

condition or disorder. 
15.14. Social or familial conditions unsatisfactory for out-of- hospital maternity care 

servicesConditions considered by the licensed midwife to be unsafe for the client or 
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the fetus. 
16.15. Fetus with suspected or diagnosed congenital abnormalitiesconditions that may 

require immediate medical intervention. 
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Chapter SPS 183 

GROUNDS FOR DISCIPLINE 
 

SPS 183.01 Disciplinary proceedings and actions. 
 

Note: Chapter RL 183 was renumbered chapter SPS 183 under s. 13.92 (4) (b) 1., Stats., 
Register November 2011 No. 671. 
 
SPS 183.01 Disciplinary proceedings and actions. 

(1) Subject to the rules promulgated under s. 440.03 (1), Stats., the department may 
reprimand a licensed midwife or deny, limit, suspend, or revoke a license or temporary permit 
granted under subch. XIII of ch. 440, Stats., if the department finds that the applicant, 
temporary permit holder, or licensed midwife has engaged in misconduct. Misconduct 
comprises any practice or behavior that violates the minimum standards of the profession 
necessary for the protection of the health, safety, or welfare of a client or the public. 
Misconduct includes the following: 

(a) Submitting fraudulent, deceptive or misleading information in conjunction with an 
application for a credential. 

(b) Violating, or aiding and abetting a violation, of any law or rule substantially related to 
practice as a midwife. A certified copy of a judgment of conviction is prima facie 
evidence of a violation. 

 
Note: Pursuant to s. SPS 4.09, all credential holders licensed by the department need to 

report a criminal conviction within 48 hours after entry of a judgment against them. 
The department form for reporting convictions is available on the department’s 
website at http://dsps.wi.gov. 

 
(c) Having a license, certificate, permit, registration, or other practice credential granted 

by another state or by any agency of the federal government to practice as a midwife, 
which the granting jurisdiction limits, restricts, suspends, or revokes, or having been 
subject to other adverse action by a licensing authority, any state agency or an agency 
of the federal government including the denial or limitation of an original credential, 
or the surrender of a credential, whether or not accompanied by findings of negligence 
or unprofessional conduct. A certified copy of a state or federal final agency decision 
is prima facie evidence of a violation of this provision. 

(d) Failing to notify the department that a license, certificate, or registration for the 
practice of any profession issued to the mid- wife has been revoked, suspended, 
limited or denied, or subject to any other disciplinary action by the authorities of any 
jurisdiction. 

(e) Violating or attempting to violate any term, provision, or condition of any order of the 
department. 

(f) Performing or offering to perform services for which the midwife is not qualified by 
education, training or experience. 

(g) Practicing or attempting to practice while the midwife is impaired as a result of any 
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condition that impairs the midwife’s ability to appropriately carry out professional 
functions in a manner consistent with the safety of clients or the public. 

(h) Using alcohol or any drug to an extent that such use im- pairs the ability of the 
midwife to safely or reliably practice, or practicing or attempting to practice while the 
midwife is impaired due to the utilization of alcohol or other drugs. 

(i) Engaging in false, fraudulent, misleading, or deceptive behavior associated with the 
practice as a midwife including advertising, billing practices, or reporting, falsifying, 
or inappropriately altering patient records. 

(j) Discriminating in practice on the basis of age, race, color, sex, religion, creed, national 
origin, ancestry, disability or sexual orientation. 

(k) Revealing to other personnel not engaged in the care of a client or to members of the 
public information which concerns a client’s condition unless release of the 
information is authorized by the client or required or authorized by law. This provision 
shall not be construed to prevent a credential holder from cooperating with the 
department in the investigation of complaints. 

(L) Abusing a client by any single or repeated act of force, violence, harassment, 
deprivation, neglect, or mental pressure which reasonably could cause physical pain or 
injury, or mental anguish or fear. 

(m)Engaging in inappropriate sexual contact, exposure, gratification, or other sexual 
behavior with or in the presence of a client. For the purposes of this paragraph, an 
adult shall continue to be a client for 2 years after the termination of professional 
services. If the person receiving services is a minor, the person shall continue to be a 
client for the purposes of this paragraph for 2 years after termination of services, or for 
one year after the client reaches age 18, whichever is later. 

(n) Obtaining or attempting to obtain anything of value from a client without the client’s 
consent. 

(o) Obtaining or attempting to obtain any compensation by fraud, misrepresentation, 
deceit or undue influence in the course of practice. 

(p) Offering, giving or receiving commissions, rebates or any other forms of remuneration 
for a client referral. 

(q) Failing to provide the client or client’s authorized representative a description of what 
may be expected in the way of tests, consultation, reports, fees, billing, therapeutic 
regimen, or schedule, or failing to inform a client of financial interests which might 
accrue to the midwife for referral to or for any use of ser- vice, product, or publication. 

(r) Failing to maintain adequate records relating to services provided a client in the course 
of a professional relationship. 

(s) Engaging in a single act of gross negligence or in a pattern of negligence as a midwife, 
or in other conduct that evidences an inability to apply the principles or skills of 
midwifery. 

(t) Failing to respond honestly and in a timely manner to a request for information from 
the department. Taking longer than 30 days to respond creates a rebuttable 
presumption that the response is not timely. 

(u) Failing to report to the department or to institutional supervisory personnel any 
violation of the rules of this chapter by a midwife. 

(v) Allowing another person to use a license granted under subch. XIII of ch. 440, Stats. 
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(w) Failing to provide direct supervision over a temporary permit holder while the permit 
holder is engaging in the practice of midwifery. 

 
(2) Subject to the rules promulgated under s. 440.03 (1), Stats., the department shall revoke a 

license granted under subch. XIII of ch. 440, Stats., if the licensed midwife is convicted of 
any of the offenses specified in s. 440.982 (2), Stats. 

 
(3) Subject to s. 440.982, Stats., no person may engage in the practice of midwifery the 

person has been granted a license or a temporary permit to practice midwifery under 
subch. XIII of ch. 440, Stats., or granted a license to practice as a nurse-midwife under s. 
441.15, Stats. 

 
(4) Subject to s. 440.981, Stats., no person may use the title “licensed midwife” unless the 

person has been granted a license to practice midwifery under subch. XIII of ch. 440, 
Stats., or granted a license to practice as a nurse-midwife under s. 441.15, Stats. 
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Chapter SPS 183 
APPENDIX I 

ESSENTIAL DOCUMENTS OF THE NATIONAL ASSOCIATION OF CERTIFIED 
PROFESSIONAL MIDWIVES 

 
Contents 
I. Introduction 
II. Philosophy 
III. The NACPM Scope of Practice 
IV. Standards for NACPM Practice 
V. Endorsement Section 

 
Gender references: To date, most NACPM members are women. For simplicity, this document 
uses female pronouns to refer to the NACPM member, with the understanding that men may 
also be NACPM members. 

 
I. Introduction 
The Essential Documents of the NACPM consist of the NACPM Philosophy, the NACPM 
Scope of Practice, and the Standards for NACPM Practice. They are written for Certified 
Professional Midwives (CPMs) who are members of the National Association of Certified 
Professional Midwives. 

• They outline the understandings that NACPM members hold about midwifery. 
• They identify the nature of responsible midwifery practice. 

II. Philosophy and Principles of Practice 
NACPM members respect the mystery, sanctity and potential for growth inherent in the 
experience of pregnancy and birth. NACPM members understand birth to be a pivotal life event 
for mother, baby, and family. It is the goal of midwifery care to support and empower the 
mother and to protect the natural process of birth. NACPM members respect the biological 
integrity of the processes of pregnancy and birth as aspects of a woman’s sexuality. 

NACPM members recognize the inseparable and interdependent nature of the mother-baby pair. 

NACPM members believe that responsible and ethical midwifery care respects the life of the 
baby by nurturing and respecting the mother, and, when necessary, counseling and educating 
her in ways to improve fetal/infant well-being. 

NACPM members work as autonomous practitioners, recognizing that this autonomy makes 
possible a true partnership with the women they serve, and enables them to bring a broad range 
of skills to the partnership. 

NACPM members recognize that decision-making involves a synthesis of knowledge, skills, 
intuition and clinical judgment. 
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NACPM members know that the best research demonstrates that out-of-hospital birth is a safe 
and rational choice for healthy women, and that the out-of-hospital setting provides optimal 
opportunity for the empowerment of the mother and the support and protection of the normal 
process of birth. 

NACPM members recognize that the mother or baby may on occasion require medical 
consultation or collaboration. 

NACPM members recognize that optimal care of women and babies during pregnancy and birth 
takes place within a net- work of relationships with other care providers who can provide 
service outside the scope of midwifery practice when needed. 

III. Scope of Practice for the National Association of Certified Professional Midwives 
The NACPM Scope of Practice is founded on the NACPM Philosophy. NACPM members offer 
expert care, education, counseling and support to women and their families throughout the 
caregiving partnership, including pregnancy, birth and the postpartum period. NACPM 
members work with women and families to identify their unique physical, social and emotional 
needs. They inform, educate and support women in making choices about their care through 
informed consent. NACPM members provide on-going care throughout pregnancy and 
continuous, hands-on care during labor, birth and the immediate postpartum period. NACPM 
members are trained to recognize abnormal or dangerous conditions needing expert help outside 
their scope. NACPM members each have a plan for consultation and referral when these 
conditions arise. When needed, they provide emergency care and support for mothers and 
babies until additional assistance is available. NACPM members may practice and serve women 
in all settings and have particular expertise in out-of-hospital settings. 

IV. The Standards of Practice for NACPM Members 
The NACPM member is accountable to the women she serves, to herself, and to the midwifery 
profession. The NACPM Philosophy and the NACPM Scope of Practice are the foundation for 
the midwifery practice of the NACPM member. The NACPM Standards of Practice provide a 
tool for measuring actual practice and appropriate usage of the body of knowledge of 
midwifery. 

Standard One: The NACPM member works in partnership with each woman she serves. The 
NACPM member: 
• Offers her experience, care, respect, counsel and support to each woman she serves 
• Freely shares her midwifery philosophy, professional standards, personal scope of 

practice and expertise, as well as any limitations imposed upon her practice by local 
regulatory agencies and state law 

• Recognizes that each woman she cares for is responsible for her own health and well-
being 

• Accepts the right of each woman to make decisions about her general health care and 
her pregnancy and birthing experience 

• Negotiates her role as caregiver with the woman and clearly identifies mutual and 
individual responsibilities, as well as fees for her services 
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• Communicates openly and interactively with each woman she serves 
• Provides for the social, psychological, physical, emotional, spiritual and cultural needs 

of each woman 
• Does not impose her value system on the woman 
• Solicits and respects the woman’s input regarding her own state of health 
• Respects the importance of others in the woman’s life. 

Standard Two: Midwifery actions are prioritized to optimize well-being and minimize risk, 
with attention to the individual needs of each woman and baby. 
The NACPM member: 
• Supports the natural process of pregnancy and childbirth 
• Provides continuous care, when possible, to protect the integrity of the woman’s 

experience and the birth and to bring a broad range of skills and services into each 
woman’s care 

• Bases her choices of interventions on empirical and/or research evidence, verifying that 
the probable benefits outweigh the risks 

• Strives to minimize technological interventions 
• Demonstrates competency in emergencies and gives priority to potentially life-

threatening situations 
• Refers the woman or baby to appropriate professionals when either needs care outside 

her scope of practice or expertise 
• Works collaboratively with other health professionals 
• Continues to provide supportive care when care is transferred to another provider, if 

possible, unless the mother declines 
• Maintains her own health and well-being to optimize her ability to provide care. 

Standard Three: The midwife supports each woman’s right to plan her care according to her 
needs and desires. The NACPM member: 
• Shares all relevant information in language that is understandable to the woman 
• Supports the woman in seeking information from a variety of sources to facilitate 

informed decision-making 
• Reviews options with the woman and addresses her questions and concerns 
• Respects the woman’s right to decline treatments or procedures and properly documents 

her choices 
• Develops and documents a plan for midwifery care together with the woman 
• Clearly states and documents when her professional judgment is in conflict with the 

decision or plans of the woman 
• Clearly states and documents when a woman’s choices fall outside the NACPM 

member’s legal scope of practice or expertise 
• Helps the woman access the type of care she has chosen 
• May refuse to provide or continue care and refers the woman to other professionals if 

she deems the situation or the care requested to be unsafe or unacceptable 
• Has the right and responsibility to transfer care in critical situations that she deems to be 

unsafe. She refers the woman to other professionals and remains with the woman until 
the transfer is complete. 
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Standard Four: The midwife concludes the caregiving partnership with each woman 
responsibly. The NACPM member: 
• Continues her partnership with the woman until that partnership is ended at the final 

postnatal visit or until she or the woman ends the partnership and the midwife 
documents same 

• Ensures that the woman is educated to care for herself and her baby prior to discharge 
from midwifery care 

• Ensures that the woman has had an opportunity to reflect on and discuss her childbirth 
experience 

• Informs the woman and her family of available community support networks and refers 
appropriately. 

Standard Five: The NACPM member collects and records the woman’s and baby’s health 
data, problems, decisions and plans comprehensively throughout the caregiving partnership. 
The NACPM member: 
• Keeps legible records for each woman, beginning at the first formal contact and 

continuing throughout the caregiving relationship 
• Does not share the woman’s medical and midwifery records without her permission, 

except as legally required 
• Reviews and updates records at each professional contact with the woman 
• Includes the individual nature of each woman’s pregnancy in her assessments and 

documentation 
• Uses her assessments as the basis for on-going midwifery care 
• Clearly documents her objective findings, decisions and professional actions 
• Documents the woman’s decisions regarding choices for care, including informed 

consent or refusal of care 
• Makes records and other relevant information accessible and available at all times to the 

woman and other appropriate persons with the woman’s knowledge and consent 
• Files legal documents appropriately. 

Standard Six: The midwife continuously evaluates and improves her knowledge, skills and 
practice in her endeavor to provide the best possible care. The NACPM member: 
• Continuously involves the women for whom she provides care in the evaluation of her 

practice 
• Uses feedback from the women she serves to improve her practice 
• Collects her practice statistics and uses the data to improve her practice 
• Informs each woman she serves of mechanisms for complaints and review, including the 

NARM peer review and grievance process 
• Participates in continuing midwifery education and peer review 
• May identify areas for research and may conduct and/or collaborate in research 
• Shares research findings and incorporates these into midwifery practice as appropriate 
• Knows and understands the history of midwifery in the United States 
• Acknowledges that social policies can influence the health of mothers, babies and 

families; therefore, she acts to influence such policies, as appropriate. 
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V. Endorsement of Supportive Statements 
NACPM members endorse the Midwives Model of Care ({ 1996-2004 Midwifery Task Force), 
the Mother Friendly Childbirth Initiative ({ 1996 Coalition for Improving Maternity Services) 
and the Rights of Childbearing Women ({ 1999 Maternity Center Association, Revised 2004). 
For the full text of each of these statements, please refer to the following web pages. 

Midwives Model of Care (MMOC)-http://www.cfmidwifery.org/Citizens/mmoc/define.aspx 

Mother Friendly Childbirth Initiative (MFIC) -http://www.motherfriendly.org/MFCI/ 

Rights of Childbearing Women - http://www.maternitywise.org/mw/rights.html 

 

Copyright © 2004 National Association of Certified Professional Midwives, All Rights 
Reserved 
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INTERIM UPDATE

ACOG PRACTICE BULLETIN
Clinical Management Guidelines for Obstetrician–Gynecologists

NUMBER 205 (Replaces Practice Bulletin Number 184, August 2010)

Committee on Practice Bulletins—Obstetrics.This Practice Bulletin was developed by the American College of Obstetricians and
Gynecologists’ Committee on Practice Bulletins—Obstetrics in collaboration with William Grobman, MD.

INTERIM UPDATE: This Practice Bulletin includes a limited, focused update to align with Committee Opinion No. 764,
Medically Indicated Late-Preterm and Early-Term Deliveries, regarding delivery for previous uterine rupture.

Vaginal Birth After Cesarean Delivery
Trial of labor after cesarean delivery (TOLAC) refers to a planned attempt to deliver vaginally by a woman who has
had a previous cesarean delivery, regardless of the outcome. This method provides women who desire a vaginal
delivery the possibility of achieving that goal—a vaginal birth after cesarean delivery (VBAC). In addition to fulfilling
a patient’s preference for vaginal delivery, at an individual level, VBAC is associated with decreased maternal
morbidity and a decreased risk of complications in future pregnancies as well as a decrease in the overall cesarean
delivery rate at the population level (1–3). However, although TOLAC is appropriate for many women, several factors
increase the likelihood of a failed trial of labor, which in turn is associated with increased maternal and perinatal
morbidity when compared with a successful trial of labor (ie, VBAC) and elective repeat cesarean delivery (4–6).
Therefore, assessing the likelihood of VBAC as well as the individual risks is important when determining who is an
appropriate candidate for TOLAC. Thus, the purpose of this document is to review the risks and benefits of TOLAC in
various clinical situations and to provide practical guidelines for counseling and management of patients who will
attempt to give birth vaginally after a previous cesarean delivery.

Background
Between 1970 and 2016, the cesarean delivery rate in the
United States increased from 5% to 31.9% (7, 8). This
dramatic increase was a result of several changes in the
practice environment, including the introduction of elec-
tronic fetal monitoring and a decrease in operative vag-
inal deliveries and attempts at vaginal breech deliveries
(8–11). The dictum “once a cesarean always a cesarean”
also partly contributed to the increase in the rate of cesar-
ean deliveries (12). However, in the 1970s, some inves-
tigators began to reconsider this paradigm, and
accumulated data have since supported TOLAC as a rea-
sonable approach in select pregnancies (5, 6, 13–15).

Recommendations favoring TOLAC were reflected
in increased VBAC rates (VBAC per 100 women with
a prior cesarean delivery) from slightly more than 5% in
1985 to 28.3% by 1996. Concomitantly, the overall

cesarean delivery rate decreased from 22.8% in 1989 to
approximately 20% by 1996 (16). Yet, as the number of
women pursuing TOLAC increased, so did the number of
reports of uterine rupture and other complications related
to TOLAC (17–19). These reports, and the professional
liability pressures they engendered, contributed in part to
a reversal of the VBAC and cesarean delivery trend, and
by 2006, the VBAC rate had decreased to 8.5% and the
total cesarean delivery rate had increased to 31.1% (16,
20, 21). Some hospitals stopped offering TOLAC alto-
gether (22).

In 2010, the National Institutes of Health convened
a consensus conference to examine the safety and
outcomes of TOLAC and VBAC as well as factors
associated with their decreasing rates. The National
Institutes of Health panel recognized that TOLAC was
a reasonable option for many women with a prior
cesarean delivery (23) and called on organizations to
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facilitate access to TOLAC. In addition, the panel recog-
nized that “concerns over liability have a major impact
on the willingness of physicians and healthcare institu-
tions to offer trial of labor” (23).

Evaluating the Evidence
Data comparing the rates of VBAC, as well as maternal
and neonatal outcomes, after TOLAC to those after
planned repeat cesarean delivery can help guide obste-
tricians or other obstetric care providers and patients
when deciding how to approach delivery in women with
a prior cesarean delivery. However, no randomized
trials comparing maternal or neonatal outcomes
between women attempting TOLAC and those under-
going a repeat cesarean delivery exist. Instead, recom-
mendations regarding the approach to delivery are based
on observational studies that have examined the prob-
ability of VBAC once TOLAC is attempted and the
maternal and neonatal morbidities associated with
TOLAC compared with repeat cesarean delivery (4–6,
13–15, 24–31). These data were summarized in the Evi-
dence Report/Technology Assessment that provided
background for the 2010 National Institutes of Health
Consensus Conference (32).

Before considering the results of any analysis, it is
important to note that the appropriate clinical and statistical
comparison is by intention to deliver (TOLAC versus
elective repeat cesarean delivery). Comparing outcomes
from VBAC or repeat cesarean delivery after TOLAC with
those from a planned repeat cesarean delivery is inappro-
priate because no one patient can be guaranteed VBAC,
and the risks and benefits may be disproportionately
associated with failed TOLAC.

Clinical Considerations
and Recommendations

<What are the benefits and risks associated with a trial
of labor after previous cesarean delivery?

In addition to providing an option for those who want to
experience a vaginal birth, VBAC is associated with
several potential health advantages for women. For
example, women who achieve VBAC avoid major
abdominal surgery and have lower rates of hemorrhage,
thromboembolism, and infection, and a shorter recovery
period than women who have an elective repeat cesarean
delivery (2, 3, 7, 9, 33). Additionally, for those consid-
ering future pregnancies, VBAC may decrease the risk of
maternal consequences related to multiple cesarean deliv-
eries (eg, hysterectomy, bowel or bladder injury, trans-
fusion, infection, and abnormal placentation such as
placenta previa and placenta accreta) (34–36).

However, elective repeat cesarean delivery and
TOLAC are associated with maternal and neonatal risk
(see Table 1 and Table 2). The risks of either approach
include maternal hemorrhage, infection, operative injury,
thromboembolism, hysterectomy, and death (5, 6, 14, 24,
37). Most maternal morbidity related to TOLAC occurs
when repeat cesarean delivery becomes necessary (4–6,
25). Thus, VBAC is associated with fewer complications
than elective repeat cesarean delivery, whereas a failed
TOLAC is associated with more complications (4–6, 24).
Consequently, the risk of maternal morbidity is integrally
related to a woman’s probability of achieving VBAC
(38).

Uterine rupture or dehiscence associated with
TOLAC results in the most significant increase in
the likelihood of additional maternal and neonatal
morbidity. It should be noted that the terms “uterine
rupture” and “uterine dehiscence” are not consistently
distinguished from each other in the literature and
often are used interchangeably. Furthermore, the re-
ported incidence of uterine rupture varies in part
because some studies have grouped true, catastrophic
uterine rupture together with asymptomatic scar
dehiscence. Additionally, early case series did not
stratify rupture rates by the type of prior cesarean
incision (eg, low transverse versus classical) (31).

Table 1. Composite Maternal Risks From
Elective Repeat Cesarean Delivery
and Trial of Labor After Previous
Cesarean Delivery in Term Patients

Maternal Risks
ERCD (%)
[One CD] TOLAC (%)

Infectious morbidity 3.2 4.6
Surgical injury 0.30–0.60 0.37–1.3
Blood transfusion 0.46 0.66
Hysterectomy 0.16 0.14
Uterine rupture 0.02 0.71
Maternal death 0.0096 0.0019
Abbreviations: CD, cesarean delivery; ERCD, elective repeat
cesarean delivery; TOLAC, trial of labor after cesarean
delivery.

Surgical Injury: Defined differently and variably reported on in
trials. Rate of surgical injury may be increased with TOLAC
but definitive studies are lacking.

Infectious Morbidity: Defined as fever, infection, endometri-
tis, and chorioamnionitis

Data from Guise JM, Eden K, Emeis C, Denman MA, Marshall N,
Fu R, et al. Vaginal birth after cesarean: new insights.
(Archived) Evidence Report/Technology Assessment No.191.
AHRQ Publication No. 10-E003. Rockville (MD): Agency for
Healthcare Research and Quality; 2010.
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Although some connotations may suggest that dehis-
cence is less morbid than rupture, that convention is
not used in this document, and both terms refer to
symptomatic or clinically significant events unless
otherwise noted.

One factor that markedly influences the likelihood of
uterine rupture is the location of the prior incision on the
uterus. For example, several large studies of women with
a prior low-transverse uterine incision reported a clinically
determined uterine rupture rate after TOLAC of approx-
imately 0.5–0.9% (5, 6, 13–15, 24). As discussed below,
the risk of uterine rupture is higher in women with other
types of hysterotomies, with the exception of low vertical
incision (a vertical incision performed in the lower uterine
segment).

< What is the vaginal delivery rate in women attempt-
ing a trial of labor after previous cesarean delivery?

Stratification of Candidates
Most published series examining women attempting
TOLAC have demonstrated a vaginal delivery rate of
60–80% (5, 6, 25). However, the likelihood of achieving
VBAC for an individual varies based on her demo-
graphic and obstetric characteristics. For example,
women whose first cesarean delivery was performed
because of an arrest of labor disorder are less likely to
succeed in their attempt at VBAC than those whose first
cesarean delivery was for a nonrecurring indication (eg,
breech presentation) (39–44). Similarly, there is consis-
tent evidence that women who undergo labor induction
or augmentation are less likely to achieve VBAC than
women with fetuses of the same gestational age in spon-
taneous labor without augmentation (45–48). Other fac-
tors that negatively influence the likelihood of VBAC
include increasing maternal age, high body mass index
(BMI, calculated as weight in kilograms divided by
height in meters squared), high birth weight, and
advanced gestational age at delivery (more than 40
weeks) (45, 49–55). Moreover, a shorter interdelivery
interval (less than 19 months) and the presence of pre-
eclampsia at the time of delivery also have been associ-
ated with a reduced chance of achieving VBAC (56, 57).
Conversely, women who have had a prior vaginal deliv-
ery are more likely than those who have not to have
a VBAC if they undergo TOLAC (45, 58).

The Role of Vaginal Birth After
Cesarean Delivery Prediction Models
The probability that a woman attempting TOLAC will
achieve VBAC depends on her individual combination of
factors. Several investigators have attempted to create
scoring systems to assist in the prediction of VBAC, but
most have had methodologic limitations and have not
been used widely (47, 59–61). However, one model was
developed specifically for women undergoing TOLAC at
term with one prior low-transverse cesarean delivery
incision, singleton pregnancy, and cephalic fetal presen-
tation (62). This model uses information that is available
at the first prenatal visit to generate the predicted proba-
bility that a VBAC will be achieved if TOLAC is under-
taken. Predicted probability for VBAC is based on
a multivariable logistic regression model that includes
maternal age, BMI, race, prior vaginal delivery, history
of a VBAC, and indication for prior cesarean delivery.
The predicted probability of VBAC has been shown to
reflect the actual probability in the original study popu-
lation as well as in many other populations, including
those in the United States, Canada, Europe, and Asia

Table 2. Composite Neonatal Morbidity From
Elective Repeat Cesarean Delivery
and Trial of Labor After Previous
Cesarean Delivery in Term Infants

Neonatal Risks ERCD (%) TOLAC (%)

Antepartum stillbirth 0.21 0.10
Intrapartum stillbirth 0–0.004 0.01–0.04
HIE 0–0.32 0–0.89
Perinatal mortality 0.05 0.13
Neonatal mortality 0.06 0.11
NICU admission 1.5–17.6 0.8–26.2
Respiratory morbidity 2.5 5.4
Transient tachypnea 4.2 3.6
Abbreviations: ERCD, elective repeat cesarean delivery;
HIE, hypoxic ischemic encephalopathy; NICU, neonatal
intensive care unit; TOLAC, trial of labor after cesarean
delivery.

Hypoxic Ischemic Encephalopathy: The strength of evi-
dence on the HIE of the infant for ERCD versus TOLAC is
low because of the lack of consistency in measurement
and few studies. It is not possible to know the true
relationship because of the low strength of overall evi-
dence.

Perinatal Mortality: Includes infants less than 28 days of age
and fetal deaths of 20 weeks or more of gestation.

Neonatal Mortality: Death in the first 28 days of life.

Neonatal Intensive Care Unit Admission: The overall strength
of evidence on the effect of route of delivery on NICU
admission is low because of the inconsistent measures and
lack of defined criteria for admission.

Respiratory Morbidity: Defined as the rate of bag-and-mask
ventilation.

Data from Guise JM, Eden K, Emeis C, Denman MA, Marshall N,
Fu R, et al. Vaginal birth after cesarean: new insights.
(Archived) Evidence Report/Technology Assessment No.191.
AHRQ Publication No. 10–E003. Rockville (MD): Agency for
Healthcare Research and Quality; 2010.
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(63–67). This model (as well as one that provides the
probability of VBAC after TOLAC using information
that is not available until the admission for delivery)
may have utility for patient education and counseling
for those considering TOLAC at term (64). Examples
of calculators are listed on the American College of Ob-
stetricians and Gynecologists’ (ACOG) For More Infor-
mation web page. Although such a calculator may
provide more specific information about the chance of
VBAC, which can be used by health care providers and
their patients to further the process of shared decision
making, no prediction model for VBAC has been shown
to result in improved patient outcomes.

< Who are candidates for a trial of labor after
previous cesarean delivery?

The preponderance of evidence suggests that most
women with one previous cesarean delivery with
a low-transverse incision are candidates for and should
be counseled about and offered TOLAC. Conversely,
those at high risk of uterine rupture (eg, those with
a previous classical or T-incision, prior uterine rupture, or
extensive transfundal uterine surgery) and those in whom
vaginal delivery is otherwise contraindicated (eg, those
with placenta previa) are not generally candidates for
planned TOLAC. However, individual circumstances
must be considered in all cases. For example, if a patient
who may not otherwise be a candidate for TOLAC
presents in advanced labor, the patient and her obstetri-
cian or other obstetric care provider may judge it best to
proceed with TOLAC.

Good candidates for planned TOLAC are those
women in whom the balance of risks (as low as possible)
and chances of success (as high as possible) are accept-
able to the patient and obstetrician or other obstetric care
provider. However, the balance of risks and benefits
appropriate for one patient may be unacceptable for
another. Delivery decisions made during the first preg-
nancy after a cesarean delivery will likely affect plans in
future pregnancies. For example, maternal morbidity
increases with increasing number of cesareans, and
a dose–response relationship has been documented
between placenta accreta and number of prior cesareans,
especially in the setting of placenta previa (34). There-
fore, decisions regarding TOLAC should ideally consider
the possibility of future pregnancies.

Although there is no universally agreed upon
discriminatory point, evidence suggests that women with
at least a 60–70% likelihood of achieving a VBAC who
attempt TOLAC experience the same or less maternal
morbidity than women who have an elective repeat cesar-
ean delivery (68, 69). Conversely, women who have

a lower than 60% probability of achieving a VBAC
who attempt TOLAC are more likely to experience mor-
bidity than women who have an elective repeat cesarean
delivery (69). Similarly, because neonatal morbidity is
higher in the setting of a failed TOLAC than in VBAC,
women with higher chances of achieving VBAC have
lower risks of neonatal morbidity. For example, one
study demonstrated that composite neonatal morbidity
was similar between women who attempted TOLAC
and women who had an elective repeat cesarean delivery
if the probability of achieving VBAC was 70% or greater
(69). However, a predicted success rate of less than 70%
is not a contraindication to TOLAC. The decision to
attempt TOLAC is a preference-sensitive decision, and
eliciting patient values and preferences is a key element
of counseling.

More Than One Previous
Cesarean Delivery
Studies addressing the risks and benefits of TOLAC in
women with more than one cesarean delivery have
reported a risk of uterine rupture between 0.9% and
3.7% but have not reached consistent conclusions
regarding how this risk compares with women with only
one prior uterine incision (6, 70–73). Two large studies
with sufficient size to control for confounding variables
reported on the risks for women with two previous cesar-
ean deliveries undergoing TOLAC (72, 74). One study
found no increased risk of uterine rupture (0.9% versus
0.7%) in women with one versus multiple prior cesarean
deliveries (72), whereas the other noted a risk of uterine
rupture that increased from 0.9% to 1.8% in women with
one versus two prior cesarean deliveries (74). Both stud-
ies reported some increased risk in morbidity among
women with more than one prior cesarean delivery,
although the absolute magnitude of the difference in
these risks was small (eg, 2.1% versus 3.2% composite
major morbidity in one study) (74). Additionally, retro-
spective cohort data have suggested that the likelihood of
achieving VBAC appears to be similar for women with
one previous cesarean delivery and women with more
than one previous cesarean delivery. Given the overall
data, it is reasonable to consider women with two pre-
vious low-transverse cesarean deliveries to be candidates
for TOLAC and to counsel them based on the combina-
tion of other factors that affect their probability of achiev-
ing a successful VBAC. Similar to that of women with
one cesarean, the calculated predicted probability of
a VBAC can be obtained using a web-based calculator
that has been validated in women with two previous
cesarean deliveries (75). Data regarding the risk for
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women attempting TOLAC with more than two previous
cesarean deliveries are limited (76).

Macrosomia
Women attempting TOLAC who have macrosomic
fetuses (historically defined as a birth weight greater
than 4,000 g or 4,500 g) have a lower likelihood of
VBAC (50, 77–79) than women attempting TOLAC who
have nonmacrosomic fetuses. Similarly, women with
a history of cesarean delivery performed because of dys-
tocia have a lower likelihood of VBAC if the current
birth weight is greater than that of the index pregnancy
with dystocia (80). However, studies examining the inci-
dence of uterine rupture during TOLAC with neonatal
birth weights greater than 4,000 g have shown mixed
results. Three studies have reported no association (49,
77, 81), whereas a fourth has suggested an increased risk
of uterine rupture for women undergoing TOLAC who
have not had a prior vaginal delivery (relative risk [RR],
2.3; P,.0001) (79). However, these studies used actual
birth weight as opposed to estimated fetal weight, limit-
ing the applicability of these data for antenatal decision
making regarding mode of delivery (82). Nonetheless, it
remains appropriate for the obstetricians or other obstet-
ric care providers and patients to consider past birth
weights and current estimated fetal weight when making
decisions regarding TOLAC. Suspected macrosomia
alone should not preclude offering TOLAC.

Gestation Beyond 40 Weeks
Studies evaluating the association of gestational age
with VBAC outcomes have consistently demonstrated
decreased VBAC rates in women who undertake TOLAC
beyond 40 weeks of gestation (50, 83–85). Although one
study has shown an increased risk of uterine rupture
beyond 40 weeks of gestation (84), other studies, includ-
ing the largest study evaluating this factor, have not found
this association (85). Thus, although the likelihood of suc-
cess may be lower in more advanced gestations, gesta-
tional age greater than 40 weeks alone should not
preclude TOLAC.

Previous Low-Vertical Incision
The few studies evaluating TOLAC in women with prior
low-vertical uterine incisions have reported similar rates
of successful vaginal delivery compared with women
with a previous low-transverse uterine incision (86–89).
In addition, there has not been consistent evidence of an
increased risk of uterine rupture or maternal or perina-
tal morbidity associated with TOLAC in the presence of
a prior low-vertical scar. Recognizing the limitations of
available data, the obstetrician or other obstetric
care provider and patient may choose to proceed with

TOLAC in the presence of a documented prior low-
vertical uterine incision.

Unknown Type of Prior Uterine Incision
The type of uterine incision performed at the time of
a prior cesarean delivery cannot be confirmed in some
patients. Although some have questioned the safety of
offering TOLAC under these circumstances, two case
series, both from large tertiary care facilities, reported
rates of VBAC success and uterine rupture similar to
those of women with documented prior low-transverse
uterine incisions (90, 91). Additionally, in one study
evaluating risk factors for uterine rupture, no significant
association was found with the presence of an unknown
scar (81). The absence of an association may result from
the fact that most cesarean incisions are low transverse,
and the uterine scar type often can be inferred based on
the indication for the prior cesarean delivery. Therefore,
women with one previous cesarean delivery with an
unknown uterine scar type may be candidates for TOLAC,
unless there is a high clinical suspicion of a previous clas-
sical uterine incision such as cesarean delivery performed
at an extremely preterm gestational age.

Twin Gestation
Studies have consistently demonstrated that the outcomes
of women with twin gestations who attempt TOLAC are
similar to those of women with singleton gestations who
attempt TOLAC (92–97). Moreover, two analyses of
large populations found that women with twin gestations
had a similar likelihood of achieving VBAC as women
with singleton gestations. These studies also found that
women with twin gestations did not incur any greater risk
of uterine rupture or maternal or perinatal morbidity than
those with a singleton gestation (96, 97). Women with
one previous cesarean delivery with a low-transverse
incision, who are otherwise appropriate candidates for
twin vaginal delivery, are considered candidates for
TOLAC.

Obesity
Increasing BMI consistently has been shown to have an
inverse association with the likelihood of achieving
VBAC (52, 62, 98, 99). For example, in one large cohort
study, 85% of normal weight (BMI of 18.5–24.9) women
achieved VBAC whereas only 61% of morbidly obese
(BMI of 40 or more) women achieved VBAC (98). Nev-
ertheless, a high BMI alone should not be considered an
absolute contraindication to TOLAC because this is just
one factor in determining the chance of VBAC and
obstetric morbidity in the setting of TOLAC. Addition-
ally, women with a greater BMI have higher rates of
complications with an elective repeat cesarean delivery
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as well. Women who have a BMI of 30 or greater may be
candidates for TOLAC, depending on their other charac-
teristics (eg, having had a prior vaginal delivery), and
their care should be individualized.

< How does management of labor differ for pa-
tients attempting trial of labor after cesarean
delivery?

Induction and Augmentation of Labor
Induction of labor remains an option for women
undergoing TOLAC. However, the potential increased
risk of uterine rupture associated with any induction and
the potential decreased possibility of achieving VBAC
should be considered. Several studies have noted an
increased risk of uterine rupture in the setting of
induction of labor in women attempting TOLAC (5, 6,
89, 100–102). One study of 20,095 women who had
undergone prior cesarean delivery (89) found a rate of
uterine rupture of 0.52% for spontaneous labor, 0.77%
for labor induced without prostaglandins, and 2.24% for
prostaglandin-induced labor. This study was limited by
reliance on the International Classification of Diseases,
Ninth Revision, coding for diagnosis of uterine rupture
and was unable to determine whether prostaglandin use
itself or the context of its use (eg, an unfavorable cervix
or need for multiple induction agents) was associated
with uterine rupture.

A large multicenter study of women attempting
TOLAC (n533,699) also showed that augmentation or
induction of labor was associated with an increased risk
of uterine rupture when compared with spontaneous
labor (1.4% for induction with prostaglandins with or
without oxytocin, 1.1% for oxytocin alone, 0.9% for
augmented labor, and 0.4% for spontaneous labor).
(5). A secondary analysis of 11,778 women from this
study with one prior low-transverse cesarean delivery
showed an increase in uterine rupture only in women
undergoing induction who had no prior vaginal delivery
(1.5% versus 0.8%, P5.02). This study also showed
that uterine rupture was no more likely to occur when
labor was induced with an unfavorable cervix than
when labor was induced with a favorable cervix
(100). Another secondary analysis examining the asso-
ciation between the maximum oxytocin dose and the
risk of uterine rupture (103) noted a dose–response
effect between increasing risk of uterine rupture and
higher maximum doses of oxytocin. However, studies
have not identified a clear threshold for rupture, and an
upper limit for oxytocin dosage with TOLAC has not
been established.

Most studies examining induction in the setting of
a prior cesarean (including those above) have compared
the outcomes of women undergoing induction with those
in spontaneous labor. This comparison is misleading
because the actual clinical alternative to labor induction
is not spontaneous labor (which may or may not occur)
but expectant management. One observational study
comparing induction to expectant management in women
with a prior cesarean delivery found that induction of
labor was associated with a greater relative risk of uterine
rupture, whereas another study did not (104, 105).

Moreover, when compared with spontaneous labor,
induced labor is associated with a lower likelihood of
achieving VBAC (45, 48, 101, 106), and some evidence
suggests that this is the case whether the cervix is favor-
able or unfavorable (although an unfavorable cervix fur-
ther decreases the chance of success) (100, 107, 108).
However, these results have not been clearly demon-
strated when women undergoing induced labor are com-
pared with those undergoing expectant management. For
example, data from retrospective observational cohort
studies have shown that, when compared with expectant
management, labor induction is associated with lower
odds of cesarean delivery at 39 weeks of gestation
(adjusted odds ratio [AOR], 0.81; 95% CI, 0.71–0.91),
at 40 weeks of gestation (AOR, 0.72; 95% CI, 0.66–
0.79), and at 41 weeks of gestation (AOR, 0.70; 95%
CI, 0.62–0.79) (109). Similarly, in another large cohort,
the rate of VBAC was higher among women undergoing
induction of labor at 39 weeks compared with expectant
management (73.8% versus 61.3%, P,.001) (104).

The use of oxytocin for augmentation of contrac-
tions, separate from induction of labor, during TOLAC
has been examined in several studies. Some studies have
found an association between oxytocin augmentation and
uterine rupture (5, 102), whereas others have not (6, 110,
111). Therefore, given that the results of these studies
vary and that the absolute magnitude of the risk reported
in these studies is small, oxytocin augmentation may be
used in women attempting TOLAC.

Cervical Ripening
Studies regarding TOLAC outcomes related to specific
cervical ripening agents in the setting of labor induction
have generally been small and difficult to use for
definitive conclusions. Randomized controlled trials of
methods of induction of labor for women with a previous
cesarean delivery are underpowered to detect clinically
relevant differences for many outcomes (112). Reports
that have evaluated a mechanical method of cervical rip-
ening, such as the transcervical Foley catheter, have
shown mixed results. Two retrospective cohort studies
demonstrated no increase in the risk of uterine rupture
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(101, 113), whereas another retrospective cohort study
reported an increase compared with women in spontane-
ous labor (114). Similar to other methods of cervical
ripening and labor induction, with mechanical cervical
ripening it is unknown whether any increased risk is
because of an unfavorable cervix or the method of rip-
ening. Given the lack of compelling data suggesting an
increased risk of uterine rupture with mechanical dilation
and transcervical catheters, such interventions may be an
option for TOLAC candidates with an unfavorable
cervix.

Studies examining the effects of prostaglandins
(grouped together as a class of agents) on uterine rupture
in women with a prior cesarean delivery also have
demonstrated inconsistent results. For example, among
three large studies investigating prostaglandins for
induction of labor in women with a previous cesarean
delivery, one found an increased risk of uterine rupture
(89), another reported no increased rupture risk (5), and
a third found no increased risk of rupture when prosta-
glandins were used alone (with no subsequent oxytocin)
(6). Although studies of specific prostaglandins are lim-
ited in size, the results indicate the risk of rupture may
vary among these agents. For example, evidence from
these small studies shows that the use of misoprostol
(prostaglandin E1) in women with a prior cesarean deliv-
ery is associated with an increased risk of uterine rupture
(115–118). Therefore, misoprostol should not be used for
cervical ripening or labor induction in patients at term
who have had a cesarean delivery or major uterine sur-
gery. Prostaglandins can be considered if delivery is indi-
cated in the second trimester (see detailed discussion in
the “How should second-trimester preterm delivery or
delivery after a fetal death be accomplished in women
with a previous cesarean delivery?” section). Because
data are limited, it is difficult to make definitive recom-
mendations regarding the use of prostaglandin E2.

External Cephalic Version
Limited data suggest that external cephalic version for
breech presentation is not contraindicated in women with
a prior low-transverse uterine incision who are candidates
for external cephalic version and TOLAC (119–121).
Moreover, the likelihood of successful external cephalic
version has been reported to be similar in women with
and without a prior cesarean delivery

Analgesia
No evidence suggests that epidural analgesia is a causal
risk factor for unsuccessful TOLAC (14, 45, 122). There-
fore, epidural analgesia for labor may be used as part of
TOLAC, and adequate pain relief may encourage more
women to choose TOLAC (14, 123). However, epidural

analgesia should not be considered necessary. In addi-
tion, effective regional analgesia should not be expected
to mask signs or symptoms of uterine rupture, particu-
larly because the most common sign of rupture is fetal
heart tracing abnormalities (45, 124).

Anticipated Labor Curve
Studies have shown that women attempting TOLAC
seem to have labor patterns similar to those who have not
had a prior cesarean delivery. For example, a case–
control study demonstrated that women with a prior
cesarean delivery and no prior vaginal delivery had labor
patterns similar to nulliparous women, whereas women
with a prior cesarean as well as a prior vaginal delivery
had labor patterns similar to multiparous women (125).
Similarly, a 2015 study utilizing data from the Consor-
tium on Safe Labor found that women at term in spon-
taneous labor who had a vaginal delivery with one prior
cesarean had a labor curve that was similar to nulliparous
women (126). Thus, similar standards should be used to
evaluate the labor progress of women undergoing TOLAC
and those who have not had a prior cesarean delivery.

Diagnosis of Uterine Rupture
Once labor has begun, a patient attempting TOLAC
should be evaluated by an obstetrician or other obstetric
care provider. Most authorities recommend continuous
electronic fetal monitoring. There are no data to suggest
that intrauterine pressure catheters or fetal scalp electro-
des are superior to external forms of continuous moni-
toring. In addition, there is evidence that the use of
intrauterine pressure catheters does not help in the
diagnosis of uterine rupture (127, 128).

Personnel familiar with the potential complications
of TOLAC should be present to watch for fetal heart rate
patterns that are associated with uterine rupture. Uterine
rupture often is sudden and may be catastrophic, and no
accurate antenatal predictors of uterine rupture have been
identified (129, 130). Acute signs and symptoms of uter-
ine rupture are variable and may include fetal bradycar-
dia, increased uterine contractions, vaginal bleeding, loss
of fetal station, or new onset of intense uterine pain (27,
81, 124). However, the most common sign indicative of
uterine rupture is fetal heart rate abnormality, which has
been associated with up to 70% of cases of uterine rup-
tures. Therefore, continuous fetal heart rate monitoring
during TOLAC is recommended (27, 31, 81).

Delivery
There is nothing unique about the delivery of the fetus or
placenta during VBAC. Manual uterine exploration after
VBAC and subsequent repair of asymptomatic scar
dehiscence have not been shown to improve outcomes.
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Excessive vaginal bleeding or signs of hypovolemia may
indicate uterine rupture and should prompt a complete
evaluation of the genital tract.

< How should future pregnancies be managed
after uterine rupture?

If the site of the ruptured scar is confined to the lower
segment of the uterus, the rate of repeat rupture or
dehiscence in labor is 6% (131). If the scar includes the
upper segment of the uterus, the repeat rupture rate is
reported to be as high as 32% (131, 132) with the most
recent report estimating the rate of recurrence to be 15%
(133). Given these rates, it is recommended that women
who have had a previous uterine rupture give birth by
repeat cesarean delivery before the onset of labor. In
addition, because spontaneous labor is unpredictable
and could occur before 39 weeks of gestation (the earliest
recommended time for an elective delivery), similar to
a history of a prior classical cesarean, the suggested tim-
ing of delivery between 36 0/7 weeks and 37 0/7 weeks
of gestation should be considered but can be individual-
ized based on the clinical situation (134).

< How should women considering a trial of
labor after previous cesarean delivery be
counseled?

The interest in considering TOLAC varies greatly among
women, and this variation is at least partly related to
differences in the way individuals weigh potential risks
and benefits (1, 135–137). Accordingly, potential risks
and benefits of both TOLAC and elective repeat cesarean
delivery should be discussed, and these discussions
should be documented. Discussion should consider indi-
vidual characteristics that affect the likelihood of compli-
cations associated with TOLAC and elective repeat
cesarean delivery so that a woman can choose her in-
tended route of delivery based on data that are most
personally relevant. A VBAC calculator may be used
to provide more specific information about the chance
of VBAC, which can be used to further the process of
shared decision making.

A discussion of VBAC early in a woman’s prenatal
care course, if possible, will allow the most time for her
to consider options for TOLAC or elective repeat cesar-
ean delivery. Many of the factors that are related to the
chance of VBAC or uterine rupture are known early in
pregnancy (61, 62, 130). If the type of previous uterine
incision is in doubt, reasonable attempts should be made
to obtain the patient’s medical records. As the pregnancy
progresses, if other circumstances arise that may change
the risks or benefits of TOLAC (eg, need for labor induc-
tion), these should be addressed. Counseling also may

include consideration of intended family size and the risk
of additional cesarean deliveries, with the recognition
that the future reproductive plans may be uncertain or
may change.

Counseling should address the resources available to
support women electing TOLAC at their intended
delivery site and whether such resources match those
recommended for caring for women electing TOLAC
(discussed and detailed below in What resources are
recommended for obstetricians or other obstetric care
providers and facilities offering a trial of labor after
previous cesarean delivery?). Available data confirm that
TOLAC may be safely attempted in both university and
community hospitals and in facilities with or without
residency programs (6, 25, 28, 29, 138).

After counseling, the ultimate decision to undergo
TOLAC or a repeat cesarean delivery should be made by
the patient in consultation with her obstetrician or other
obstetric care provider. The potential risks and benefits of
both TOLAC and elective repeat cesarean delivery
should be discussed. Documentation of counseling and
the management plan should be included in the medical
record. Checklists are helpful guides for documentation
of counseling and management. Information is available
on ACOG’s For More Information web page. Global
mandates for TOLAC are inappropriate because individ-
ual risk factors are not considered.

< How should second-trimester preterm delivery
or delivery after a fetal death be accomplished
in women with a previous cesarean delivery?

Some women with a history of a cesarean delivery will
require delivery of a subsequent pregnancy during the
second trimester. Although published series are relatively
small, women with a prior cesarean delivery who
undergo labor induction with prostaglandins (including
misoprostol) have been shown to have outcomes that are
similar to those women with an unscarred uterus (eg,
length of time until delivery, failed labor induction, and
complication rates) (139–144). Moreover, most series
show that the frequency of uterine rupture with labor
induction in this setting is less than 1% (145–147). For
these women, dilation and evacuation as well as labor
induction with prostaglandins are reasonable options
(144, 145, 147–149).

In patients after 28 weeks of gestation with an
intrauterine fetal demise and a prior cesarean scar,
cervical ripening with a transcervical Foley catheter has
been associated with uterine rupture rates comparable
with spontaneous labor (106, 114, 150, 151), and this
may be a helpful adjunct in patients with an unfavorable
cervical examination. Because there are no fetal risks to
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TOLAC in these circumstances, TOLAC should be
encouraged, and after the patient and the obstetrician or
other obstetric care provider weigh the risks and benefits,
TOLAC may be judged appropriate for women at higher
risk of cesarean scar complications (eg, prior classical
uterine incision).

< What resources are recommended for obstetri-
cians or other obstetric care providers and
facilities offering a trial of labor after previous
cesarean delivery?

Trial of labor after previous cesarean delivery should be
attempted at facilities capable of performing emergency
deliveries. The American College of Obstetricians and
Gynecologists and the Society for Maternal-Fetal Medi-
cine’s jointly developed Obstetric Care Consensus doc-
ument, Levels of Maternal Care (which introduced
uniform designations for levels of maternal care), rec-
ommends that women attempting TOLAC should be
cared for in a level I center (ie, one that can provide basic
care) or higher (152). Level I facilities must have the
ability to begin emergency cesarean delivery within
a time interval that best considers maternal and fetal risks
and benefits with the provision of emergency care (152).

The American College of Obstetricians and Gyne-
cologists and international guidelines have recommended
that resources for emergency cesarean delivery be
immediately available. However, some have argued that
this stipulation and the difficulty in providing required
resources limit women’s access to TOLAC especially in
smaller centers with lower delivery volumes. This may
be particularly true in rural areas where traveling to larger
centers is difficult.

Restricting access was not the intention of this
recommendation, but much of the data concerning the
safety of TOLAC is from centers capable of performing
a timely emergency cesarean delivery (31, 81). Although
there is reason to think that more rapid availability of
cesarean delivery may provide a small incremental ben-
efit in safety, comparative data examining in detail the
effect of alternate systems and response times are not
available (153).

Because of the risks associated with TOLAC, and
because uterine rupture and other complications may be
unpredictable, ACOG recommends that TOLAC be
attempted in facilities that can provide cesarean delivery
for situations that are immediate threats to the life of the
woman or fetus. When resources for emergency cesarean
delivery are not available, ACOG recommends that
obstetricians or other obstetric care providers and patients
considering TOLAC discuss the hospital’s resources and
availability of obstetric, pediatric, anesthesiology, and

operating room staff. These recommendations are con-
cordant with those of other professional societies (154).
The decision to offer and pursue TOLAC in a setting in
which the option of emergency cesarean delivery is lim-
ited should be carefully considered by patients and their
obstetricians or other obstetric care providers. In such
situations, the best alternative may be to refer patients
to a facility with available resources. Another alternative
is to create regional centers where patients interested in
TOLAC can be readily referred and needed resources can
be more efficiently and economically organized. Obste-
tricians and other obstetric care providers and insurance
carriers should do all they can to facilitate transfer of care
or comanagement in support of a desired TOLAC, and
these procedures should be initiated early in the course of
antenatal care. However, in areas with few deliveries and
long distances between delivery sites, organizing trans-
fers or accessing referral centers may be untenable.

Consistent with the principle of respect for patient
autonomy, patients should be allowed to accept
increased levels of risk; however, patients should be
clearly informed of the potential increases in risk and
management alternatives. Evaluation of a patient’s indi-
vidual likelihood of VBAC and risk of uterine rupture
are central to these considerations. Such conversations
and decisions should be documented and should include
reference to anticipated risks and site-specific resources.
Referral may be appropriate if, after discussion, obste-
tricians or other obstetric care providers find themselves
in disagreement with the choice the patient has made.
Moreover, because of the unpredictability of complica-
tions requiring emergency medical care, home birth is
contraindicated for women undergoing TOLAC. How-
ever, none of the principles, options, or processes out-
lined here should be used by centers, obstetricians or
other obstetric care providers, or insurers to avoid
appropriate efforts to provide the recommended resour-
ces to make TOLAC available and as safe as possible
for those who choose this option. In settings where the
resources needed for emergency delivery are not imme-
diately available, the process for gathering needed staff
when emergencies arise should be clear, and all centers
should have a plan for managing uterine rupture. Drills
or other simulations may be useful in preparing for these
emergencies.

Respect for patient autonomy also dictates that even
if a center does not offer TOLAC, such a policy cannot
be used to force women to have cesarean delivery or to
deny care to women in labor who decline to have a repeat
cesarean delivery. When conflicts arise between patient
wishes and the obstetrician or other obstetric care pro-
vider, or facility policy, or both, careful explanation and,
if appropriate, transfer of care to facilities supporting
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TOLAC should be used. Coercion is not acceptable
(155). Because relocation after the onset of labor is gen-
erally not appropriate in patients with a prior uterine scar,
who are thereby at risk of uterine rupture, transfer of care
to facilitate TOLAC, as noted previously, is best effected
during the course of antenatal care. This timing places
a responsibility on patients and obstetricians and other
obstetric care providers to begin relevant conversations
early in the course of prenatal care.

Summary of
Recommendations
and Conclusions
The following recommendations and conclusions are
based on good and consistent scientific evidence (Level A):

< Most women with one previous cesarean delivery
with a low-transverse incision are candidates for and
should be counseled about and offered TOLAC.

< Misoprostol should not be used for cervical ripening
or labor induction in patients at term who have had
a cesarean delivery or major uterine surgery.

< Epidural analgesia for labor may be used as part of
TOLAC.

The following recommendations are based on limited or
inconsistent scientific evidence (Level B):

< Those at high risk of uterine rupture (eg, those with
previous classical uterine incision or T-incision,
prior uterine rupture, or extensive transfundal uterine
surgery) and those in whom vaginal delivery is
otherwise contraindicated (eg, those with placenta
previa) are not generally candidates for planned
TOLAC.

< Given the overall data, it is reasonable to consider
women with two previous low-transverse cesarean
deliveries to be candidates for TOLAC and to
counsel them based on the combination of other
factors that affect their probability of achieving
a successful VBAC.

< Women with one previous cesarean delivery with an
unknown uterine scar type may be candidates for
TOLAC, unless there is a high clinical suspicion of
a previous classical uterine incision such as cesarean
delivery performed at an extremely preterm gesta-
tion age.

< Women with one previous cesarean delivery with
a low-transverse incision, who are otherwise
appropriate candidates for twin vaginal delivery, are
considered candidates for TOLAC.

< Induction of labor remains an option in women
undergoing TOLAC.

< External cephalic version for breech presentation is
not contraindicated in women with a prior low-
transverse uterine incision who are candidates for
external cephalic version and TOLAC.

< Continuous fetal heart rate monitoring during
TOLAC is recommended.

The following recommendations are based primarily on
consensus and expert opinion (Level C):

< After counseling, the ultimate decision to undergo
TOLAC or a repeat cesarean delivery should be
made by the patient in consultation with her obste-
trician or obstetric care provider. The potential risks
and benefits of both TOLAC and elective repeat
cesarean delivery should be discussed. Documenta-
tion of counseling and the management plan should
be included in the medical record.

< Trial of labor after previous cesarean delivery should
be attempted at facilities capable of performing
emergency deliveries.

< Women attempting TOLAC should be cared for in
a level I center (ie, one that can provide basic care)
or higher.

< Because of the risks associated with TOLAC, and
because uterine rupture and other complications may
be unpredictable, ACOG recommends that TOLAC
be attempted in facilities that can provide cesarean
delivery for situations that are immediate threats to
the life of the woman or fetus. When resources for
emergency cesarean delivery are not available,
ACOG recommends that obstetricians or other
obstetric care providers and patients considering
TOLAC discuss the hospital’s resources and avail-
ability of obstetric, pediatric, anesthesiology, and
operating room staffs.

< Because of the unpredictability of complications
requiring emergency medical care, home birth is
contraindicated for women undergoing TOLAC.

For More Information
The American College of Obstetricians and Gynecolo-
gists has identified additional resources on topics related
to this document that may be helpful for ob-gyns, other
health care providers, and patients. You may view these
resources at www.acog.org/More–Info/VBAC.

These resources are for information only and are not
meant to be comprehensive. Referral to these resources
does not imply the American College of Obstetricians
and Gynecologists’ endorsement of the organization, the
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organization’s website, or the content of the resource.
These resources may change without notice.
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The MEDLINE database, the Cochrane Library, and the
American College of Obstetricians and Gynecologists’
own internal resources and documents were used to
conduct a literature search to locate relevant articles
published between January 2001–June 2017. The
search was restricted to articles published in the
English language. Priority was given to articles
reporting results of original research, although review
articles and commentaries also were consulted.
Abstracts of research presented at symposia and
scientific conferences were not considered adequate for
inclusion in this document. Guidelines published by
organizations or institutions such as the National
Institutes of Health and the American College of
Obstetricians and Gynecologists were reviewed, and
additional studies were located by reviewing
bibliographies of identified articles. When reliable
research was not available, expert opinions from
obstetrician–gynecologists were used.

Studies were reviewed and evaluated for quality
according to the method outlined by the U.S.
Preventive Services Task Force:

I Evidence obtained from at least one properly de-
signed randomized controlled trial.

II-1 Evidence obtained from well-designed controlled
trials without randomization.

II-2 Evidence obtained from well-designed cohort or
case–control analytic studies, preferably from more
than one center or research group.

II-3 Evidence obtained from multiple time series with or
without the intervention. Dramatic results in
uncontrolled experiments also could be regarded as
this type of evidence.

III Opinions of respected authorities, based on clinical
experience, descriptive studies, or reports of expert
committees.

Based on the highest level of evidence found in the data,
recommendations are provided and graded according to
the following categories:

Level A—Recommendations are based on good and
consistent scientific evidence.

Level B—Recommendations are based on limited or
inconsistent scientific evidence.

Level C—Recommendations are based primarily on
consensus and expert opinion.
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Minnesota Council of Certified Professional Midwives (MCCPM)
POSITION STATEMENT ON SHARED DECISION MAKING

Based on the Midwives Association of Washington State Position Statement on Shared Decision Making 


1. POSITION: 	 	 	 	 	 	 	 	 	 	 	 	 

It is the position of Minnesota Council of Certified Professional Midwives (MCCPM) that licensed midwives have an ethical 
obligation to engage in a process of shared decision-making with the families in their care. The concept of shared decision-
making differs from both the concept of informed consent and informed choice. Informed consent suggests a one-way flow of 
information and implies compliances with practitioner recommendations. Informed choice can convey the misleading sense 
that decisions are being made independent of any practitioner input. The term shared decision-making, however, captures the 
inherently relational quality of the exchange that ought to take place in discussions regarding all healthcare decisions. 


2. RATIONALE: 	 	 	 	 	 	 	 	 	 	 	 

Respecting a pregnant person’s right to bodily integrity and self-determination is one of the stated principles of every major 
midwifery and medical association involved in the provision of maternity care. Participatory decision-making is a widely 
held ethical ideal as well. Indeed, evidence strongly suggests that greater patient involvement in care results in better health 
outcomes and higher levels of patient satisfaction. Yet, pregnant people in the United States are finding their options 
increasingly circumscribed because of practitioner and institutional concerns about liability. How, in this highly charged 
medical-legal climate, should licensed midwives proceed? 


A licensed midwife works in partnership with each client they serve. Licensed midwives honor their clients as centrally 
important knowers, who bring to the decision-making process their own values, beliefs, intuition, experiences, and 
knowledge. At the same time, licensed midwives have a responsibility to provide clients with information on which to based 
decisions about their care. In this dialogue, licensed midwives draw upon the best available evidence and their professional 
expertise as well as their own values, beliefs, intuition, and experience. When the issue is a controversial one, midwives 
should invite their clients to participate in a process of critical inquiry in order to help them understand the political, social, 
and medical-leal context in which they are making their decisions. 


Key to this discussion of shared decision-making is the concept of agency. Pregnant people have the right to determine their 
own relationship risk. Likewise, licensed midwives have the right to determine their own professional boundaries, and they 
have an obligation to adhere to their scope of practice. What is an acceptable level of risk to one person might be 
unacceptable to another, and providing individualized responsive care is one of the hallmarks of midwifery. How, then can 
licensed midwives accommodate clients who choose to conceptualize their relationship with risk differently than they do? 
How should the negotiation proceed if the client is truly willing to accept the possibility of a less than optimal outcome? 
Where do the licensed midwife’s own professional and personal limits enter into the negotiation? 


In most cases, the interests of pregnant people and their babies converge rather than diverge. A midwife, therefore, ought to 
be able to honor the decision of a client as long as the following conditions are met:

	 2.1 The midwife and the client have participated in a thorough process of shared decision-making

	 2.2 The decision does not require the midwife to break the law or to compromise the midwife’s own personal or 
professional integrity, which would put the midwife in a position of negligence

	 2.3 The client is willing to accept full responsibility for the results of the decision


For further guidance on the process of shared decision-making, see appendix: NACPM Standards of Practice


3. REFERENCES:	 	 	 	 	 	 	 	 	 	 	 

	 NACPM Standards of Practice, approved 2004

	 MANA Statement of Values and Ethics, revised and approved October 1997

	 ACNM Code of Ethics, approved June 2005

	 ACOG Committee Opinion Number 390, December 2007 “Ethical Decision Making in Obstetrics and Gynecology


4. APPENDIX: 	 	 	 	 	 	 	 	 	 	 	 	 

	 http://nacpm.org/Resources/nacpm-standards.pdf
____________________________________________________________________________________________________
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