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Agenda:

• Opening Remarks 

• Roll Call and 
Acknowledgement of 
Quorum 

• Association of Texas 
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Continuing Education 
Procedures



Presented by: 
Janet Dirmeyer
and Jenni 
Huntly

Charting-best 
practices, including 
Electronic Medical 
Records 



Jenni Huntly, CPM, LM
Ms. Huntly is a licensed Texas midwife who has 
practiced in the Austin area with her wife, Christy 
Tashjian, since 2016. A graduate of Ryerson University 
in Ontario, Canada, Jenni has worked as an 
independent registered midwife in Ontario, Quebec, 
and Texas, as well as Haiti. She has a certificate in 
Tropical Medicine from the Institute of Tropical 
Medicine (Belgium). She designed and co-facilitated 
the course Becoming Parents in 2013 and has been 
published in the Squat Birth Journal and as a 
contributing author on various Clinical Practice 
Guidelines for the Association of Ontario Midwives. 
She is currently the Support Manager at Maternity 
Neighborhood in addition to her private homebirth 
practice in Austin.



Janet Dirmeyer, CPM, LM
Ms. Dirmeyer is a licensed midwife. She began her 
Midwifery career in 1981 in San Antonio, Texas and 
established Special Delivery Midwifery Services. She later 
owned Special Delivery Birth Center. She also helped found 
the San Antonio Midwives Association. She has been a 
member of the Association of Texas Midwives since 1981 
and served as Regional Representative and President. Janet 
served at the Department of State Health Services in an 
advisory position and later as a Board Member. She has also 
served as Chair of the Complaint Review Committee.  
Currently, Janet holds a seat on the TDLR Midwifery 
Advisory Board and Chairs the Enforcement Committee.



my.maternityneighborhood.com

http://my.maternityneighborhood.com/


Prepared by: 
Lisa Thomas Welch, LM, CPM  
Presented by: 
Roxanne Anderson, LM, CPM 

Intermittent 
Auscultation



Roxanne Anderson, LM, CPM 
Ms. Anderson was originally trained in the North Texas School 
of Midwifery (predecessor of the current ATM Midwifery 
Training Program: ATMMTP), and graduated in 1990. She is a 
NARM registered preceptor, an ATM registered preceptor and 
has participated in the training of ten midwifery students since 
2011. She is also an active member of both the North Texas 
Midwives Association and the Association of Texas Midwives, 
and teaches educational workshops for both organizations. Ms. 
Anderson was appointed to the Texas State Midwifery Board 
work group that developed the Preceptor Guidelines for the 
State of Texas. She personally developed and regularly teaches 
the eight hour preceptor training workshop required by the 
guidelines. She has attended over 600 births and has been the 
primary attendant at over 300 births. 



Intermittent Auscultation
January 7th 2019 

Prepared by Lisa Thomas Welch LM, CPM

and Roxanne Anderson LM, CPM 



Monitoring and Recording FHT in Labor
Pop Quiz 

Since the adoption of continuous monitoring in 
the 1970’s, 2 long term studies looked at the 
differences in Cerebral Palsy rates. Dating from 
1954 – 1994. During that time Cerebral Palsy rates 

A. Increased by 10% 
B. Remained unchanged 
C. Decreased by 10%
D. Decreased by 30%
E. Decreased by 50%



Monitoring and Recording FHT in Labor

Intermittent Auscultation

Recent literature confirms that IA continues to be a 
valid option for low risk women as midwifery care 
has practiced for decades. The latest studies 
continue to confirm that while a slight increase in 
neonatal seizures occur with IA, these have no long 
term effects. CFM compared with IA serves only to 
increase the cesarean rate.  



Monitoring and Recording FHT in Labor
Intermittent Auscultation 

• In a Cochrane review of the literature (2012), a 20 minute 
initial assessment of the FHT by continuous fetal 
monitoring increased the cesarean rate by 

• 5%
• 10%
• 20%
• 30% 

with no evidence of benefit.  Since it was a review of the 
literature, over 13,000 cases were used to establish these 
results. 



Monitoring and Recording FHT in Labor

• While these studies present adequate proof that CFM 
continues to be used without evidence of benefit over 
IA, it is important to remember that all of the IA 
studies have prescribed protocols used for IA, and that 
these vary slightly from study to study. 



Monitoring and Recording FHT in Labor

Also of note, in the studies which provide this 
information they limited samples to ‘low risk’ women. 
Thus they did not include a host of conditions, 
including some midwifery care does occasionally 
include. In counseling clients it’s important for them to 
realize that IA is understudied so they can make an 
informed choice. 



Some of the variables that were not included in studies 
on Intermittent Auscultation include:

• VBAC 
• Multiples 
• Breech
• Post-term 
• Meconium stained 

fluid 
• PROM 

• Anemia 
• Gestational diabetics 
• Morbid obesity
• Hyperthyroidism
• And others such as 

heart disease, chorio, 
etc. 



Monitoring and Recording FHT in Labor

Correct documentation is a key component of 
intermittent monitoring, and must be done in such a 
way to show all the following clearly and consistently:

• Baseline FHR

• Contractions 

• FHR during and following contractions 



Monitoring and Recording FHT in Labor
Establishing Baseline

• Because decelerations and accelerations are noted not 
on a range of heart rate, but in relation to the baseline, 
it is critical to establish the baseline. 

Most recommendations for IA include establishing baseline 
every time you auscultate. 

• Baseline is established by auscultating for a set period 
of time (most commonly 60 seconds) between uterine 
contractions with no fetal movement. Palpate maternal 
pulse concurrently. 



Monitoring and Recording FHT in Labor

Pop Quiz 
True or False 

Counting the FHR continuously for 60 seconds will 
give you a more accurate heart rate than listening 
for 6 seconds and resting for 4 seconds, 6 times in 
60 seconds? 



Monitoring and Recording FHT in Labor
Multi-Count Strategy 

• In all the studies, a multi-count strategy was found 
to be more accurate and helpful than a single count 
strategy. Consequently the shorter, yet serial, 
counts provide much more information for the 
midwife. 

• These count times range from 5-10 seconds 
between studies



Monitoring and Recording FHT in Labor
Timing of IA 

• Another mutually agreed upon guideline is the timing 
of IA in relation to uterine contractions 

• For IA to be valid as it has been studied, you will 
need to document when contractions begin/end, and 
when you auscultated in relation to that.

• Paper charting makes this easier than electronic, but 
electronic can be done with the use of a system of 
(parentheses) [brackets] etc to denote UC



Monitoring and Recording FHT in Labor

The Association of Texas Midwives Midwifery Training 
Program (ATMMTP) has been teaching this strategy, as 
taught by Anne Frye in her textbook Holistic Midwifery 
for many years.

The multicount strategy was added to the 5th edition 
of Varney’s Midwifery as “Professional Guidelines for 
Intermittent Auscultation” in chapter 27A and again in 
the 6th edition. 



• ATMMTP teaches students to use multiple, 6-second counts every 10 
seconds. In other words, the student counts the rate for 6 seconds, 
waits for 4 seconds, and counts again for 6 seconds, repeating the 
count-for-6-seconds and wait-for-4-seconds as many times as 
necessary.  

• She is taught to listen before, during, and after the contraction ends. 
• Every 6-second count is written down and then charted on a graph, 

along with the start and end of any contractions that occur.  
• The technique is not difficult but requires two people to document the 

FHR counts; one to listen and count, the other to write down each 
count as it is called out. A hand on the fundus of the uterus by the 
“documenter” can determine the beginning and end of contractions.

Monitoring and Recording FHT in Labor



Monitoring and Recording FHT in Labor
We know that this technique requires more time. However, 
fetal and neonatal deaths due to delays in recognizing a 
problem during out-of-hospital births with midwives is 
becoming an important issue. There have been many 
complaints filed for this problem in Texas, and there is some 
research that shows it is also a national problem for CPMs. 

Improving fetal assessment skills during labor is something 
that we can do to help improve outcomes. Research quoted in 
Varney’s Midwifery indicates the multicount strategy 
identified 93% of FHR decelerations compared to 74% when 
using a single-count strategy.  





Monitoring and Recording FHT in Labor



Monitoring and Recording FHT in Labor

• Frequency of IA

• Here in lies the variable among studies. There have 
been no clear studies documenting what interval of 
IA is most evidence based. So, what is left is expert 
opinion, not evidence based research. However, it is 
important that you be able to prove yourself should 
this come up in a review of your chart. 



Monitoring and Recording FHT in Labor
• Frequency: 

• Latent Labor 
• SOG-Canada – Recommends every 60 minutes

• Active Labor
• ACNM, AWHON, SOGC – all recommend 15-30 min
• ACOG with AAP jointly, RCOG, - all recommend 15 min

• Second Stage
• ACNM, ACOG/AAP, RCOG all recommend every 5 min
• ACOG, AWON – recommend 5-15 min   
• (Recommendations do change if not actively pushing)



Monitoring and Recording FHT in Labor

• Interpreting FHR Patterns

• The National Institute of Child Health and Human 
Development in 2008 revised the guidelines for 
interpreting FHR in labor, in the hope of defining 
and clarifying FHR. 

• They developed three categories for FHT in Labor:



Monitoring and Recording FHT in Labor

Identifying FHR Categories

Category 1 – Normal FHR 

• Category 1 encompasses the normal response to labor 
and signifies an uncompromised fetus. 

• Baseline 110-160 

• Absent of late or variable decelerations 



Monitoring and Recording FHT in Labor

• Identifying FHR Categories

• Category 2 – indeterminate 

• Encompasses all fetal heart tones that are not Category 
1 or Category 3. So named because they do not signify 
an uncompromised fetus or a compromised fetus. 
Further information is needed before they can be 
classified. 



Monitoring and Recording FHT in Labor

Identifying FHR Categories

• Category 3 – abnormal FHR 
• Encompasses FHT known to be associated with 

compromised fetus and warrant immediate birth. 

• Recurrent late or variable decels with minimal or absent 
variability

• Bradycardia 

• Sinusoidal 



Monitoring and Recording FHT in Labor

• Interpreting Intermittent Auscultation
• The current position of ACNM and AWHONN is that IA cannot 

make any distinction between types of decelerations, early, 
late or variable, and of course that IA cannot detect variability.  

• Consequently, according to this position, IA can be used to 
determine Category 1 and Category 2, but not Category 3. 

• Current recommendations by these groups are to move to 
EFM when recurrent decels unresolved with position change 
and oxygen administration are detected by IA. 



For more study and reference:

Evidence based birth (Evidencebasedbirth.com) article on 
website:
“The Evidence on Fetal Monitoring” updated May 2018.  
Includes links to all pertinent studies on Intermittent 
Monitoring versus Continual Fetal Monitoring 

• Holistic Midwifery Vol. II pp 340 – 365
• Varney’s Midwifery 5th edition Chapter 27, 27A



Presented by: 
Marcela Billig
and 
Dr. Charleta Guillory

Postpartum 
Depression –
Screening and 
Referral 



Marcela Billig, M.A.
Ms. Billig is a Licensed Professional Counselor 
intern, supervised by Ann Stoneson, LPCS. As a 
psychotherapist specializing in perinatal mental 
health, Marcela is informed and inspired by her 
previous 20-year career as a birth and postpartum 
doula, childbirth educator, and perinatal massage 
therapist.  She is the co-founder of Conscious 
Birthing Austin. She holds a master’s degree in 
counseling from St. Edward’s University and lives 
in Austin, Texas, with her husband and two 
children.



Charleta Guillory, M.D., M.P.H, F.A.A.P.
Dr. Guillory is an Associate Professor of Pediatrics in the Section of 
Neonatology at Baylor College of Medicine and Director of the Texas 
Children's Hospital Neonatal-Perinatal Public Health Program. She 
earned her doctor of medicine degree from Louisiana State University 
Medical School and completed her pediatric residency at Louisiana State 
Medical Center and the University of Colorado. She received her post-
doctoral fellowship training in neonatal-perinatal medicine at Baylor 
College of Medicine and is board certified in both pediatrics and 
neonatal-perinatal medicine. She received her Master’s in Public Health

from the University of Texas Health Science Center in Houston. Dr. Guillory has championed 
landmark legislation on Newborn Screening and the Children’s Health Insurance Program 
(CHIP) which has placed Texas in the forefront of infant care. Dr. Guillory presently serves as 
Chair of the Texas Department of State Health Services, Newborn Screening Advisory 
Committee and as Co-Chair of the Texas Collaborative for Healthy Mother and Babies 
(TCHMB)-Neonatology Section. In addition, she serves on the Texas Health and Human 
Services Perinatal Advisory Council designating levels of neonatal and maternal care. Dr. 
Guillory is a member of the Midwives Advisory Board.



PERINATAL MENTAL HEALTH Screening & Referral 



POSTPARTUM DEPRESSION #1 MEDICAL 
COMPLICATION OF PREGNANCY AND 

CHILDBIRTH

More common than Gestational diabetes 



PERINATAL MOOD AND ANXIETY DISORDERS 
(PMADS) 

More than just postpartum depression 
Symptoms can develop in pregnancy and up to a 

year pp, but typically 2-3 months pp
15% - 20% will develop 
About 50% later diagnosed with a PMAD started                                                

to develop symptoms in pregnancy.



RECOGNIZED PMADS 
Major Depressive
General anxiety
Obsessive compulsive
Panic disorder
PTSD following complicated 
pregnancy or delivery 
Bipolar mood disorder 
PP psychosis 

6% pregnant women and 10% -15% PP
6% - 10%
3%-5%

9%

.1% - .2% 



BABY BLUES

Perinatal Distress

Up to 80% experience it 

Onset: first week postpartum

Resolves within 2-3 weeks 

If symptoms not resolved within 3 weeks, further 
screening needed 



IMPORTANT TO SCREEN AND TREAT BECAUSE…
•Left untreated, mood disorders and their effects can persist for years

•This might be the first time the birthing parent experiences a mental

health episode. Without intervention the problem may repeat and

escalate.

•Risk of self-medication with addictive and harmful substances

•Potential negative impact on child’s development and their relationship

•Disrupted attachment can show up as decreased interaction



RISK FACTORS FOR PMADS
Perinatal Stressors  

Major life changes (moving, death in family, career) 

Unexpected or unwanted pregnancy

Inadequate support 

Health issues in mother or baby (NICU) 

Mothers of multiples 

Difficulty with breastfeeding, weaning 

Real or perceived trauma  



RISK FACTORS FOR PMADS CON’T
Mental Health History 

History of mood or anxiety disorders (diagnosed or not)
Premenstrual Dysphoric Disorder – PMDD 

Situational Stressors 
Financial 
Marital 
Safety 
Major life changes 

Increased Risk for Specific Populations 
Women of color 
Immigrants 
Teens 



TIMING FOR SCREENING FOR PMADS

First prenatal Visit

At least 1X in second trimester

At least 1X in third trimester

First and 6week PP visit

At 6 and 12 month visit (OB, or well care) 

3, 9, 12 month pediatric visits 



SCREENING TOOLS 

Meant to be used for screening risk, not diagnosing
Edinburgh Postnatal Depression Scale (also valid

measure for screening fathers/partners)
Patient Health Questionnaire – 9 *depression only
PDPI (Postpartum Depression Predictors Inventory)
Patient Health Quetionnaire – 2 *depression only
PTSD Checklist New Mom Checklist for Maternal

Mental Health Help



RECOMMENDATIONS 

Patient Education 
Ongoing preliminary screening 
Treatment Referral 



RECOMMENDATIONS CON’T
Support Groups (general for moms, or for PPD)

● In Person or Online (PSI)
Therapy/Counseling

● Individual therapy
● General Group therapy
● Group therapyforpostpartum mental health
Complimentary Treatments
● Phototherapy and massage

Help with Tasks/Reduce Her Stress
● Family or Friends
● Postpartum Doula

Psychiatric Medications
Psychiatric Hospitalization



IN CASE OF EMERGENCY 
● Engage family members and medical professionals.

● Do not leave her alone without a plan for care.

● Assess if there is immediate danger.
● If yes: call 911 and ask for a Mental Health Deputy.
● If no: does she have immediate access to a psychiatrist?

● Yes: Call to make an emergency appointment
● Needs 24 hour supervision until this appointment

● No: Psych ER, or 
● ATCIC Psych Emergency Services (PES)

● Have to wait all day, but will be assessed that day
● Must have a relative with them for safety.



PSI Perinatal Psychiatric Consult Line
● Connects medical prescribers with specialists in the 

psychiatric treatment of perinatal mental health 
disorders. 

● Call 800-944-4773, ext 4.

● PSI representative will respond within one business day 
to schedule a free appointment.



POSTPARTUM SUPPORT INTERNATIONAL (PSI) 
www.postpartum.net

1800.944.4PPD

1.800.944.4773 
● Coordinators: extensive knowledge of PMADs who 

can provide support and local qualified referrals to 
moms and their families.
●12 Coordinators across Texas (2 in Austin).
●ext 4 reaches a Perinatal Psychiatric Consult Line PSI 
will respond w/in 1 business day 

http://www.postpartum.net/


PSI          PSI OFFERINGS (FOR CONSUMERS) CON’T
HelpLine
Talk: 800-944-4773 or text: 503-894-9453
Not an emergency hotline, but messages can be left in English or 
Spanish will receive response within 24 hours (usually 1-2 hours).

Free online weekly support groups
English- and Spanish-speaking (Tuesdays English @ 5:30 Central; 
Spanish @ 2:30)
Specific group for Military Moms (Wednesdays 5:30 Central) 

Support for Dads
Monthly online info session/support and Facebook group.



POSTPARTUMPROGRESS.COM

https://postpartumprogress.com
Consumer founded and member based online community. 

Great virtual support. 



PREGNANCY AND POSTPARTUM HEALTH ALLIANCE 
OF TEXAS (PPHA) 

Pphatx.org

Website with vetted Provider Directory of services in 
the Austin Area including support groups, 
psychiatrist, therapists, doulas, wellness providers 
and more. 
Voucher programs for moms who cannot afford the 
help they need. 



FURTHER TRAINING 
PSI   Free 90 minute Maternal Mental health webinar:

 http://www.postpartum.net/learn-more/useful-links/

 http://www.postpartum.net/professionals/trainings-events/mmh-online-webinar/

Resources in Texas:  http://www.postpartum.net/locations/texas/

Professional Trainings in Maternal Mental Health : 

PSI & 2020 – Maternal Mental Health Certificate Training for Mental Health and 
Clinical Professionals.  Online webinar series: 18 live sessions, small group discussions, 
supplemental reading materials, CEU’s and a certificate of completion. 

Seleni

Maternal Mental Health Now 

Karen Kleinman 

http://www.postpartum.net/learn-more/useful-links/
http://www.postpartum.net/professionals/trainings-events/mmh-online-webinar/
http://www.postpartum.net/locations/texas/


PRESENTING:DR.CHARLETA GUILLORY Tireless Warrior for Texas 
Babies 



The Role of the Pediatrician in Recognizing 
and Managing Postpartum Depression

Charleta Guillory, MD, MPH, FAAP
Associate Professor of Pediatrics
Section of Neonatology
Baylor College of Medicine
Director of Neonatal-Perinatal Public Health Program
Texas Children’s Hospital



OBJECTIVES
 Define the role of pediatricians in 

screening mothers for PPD in the 
pediatric office

 Define how maternal PPD and child 
health outcomes are associated

 Identify the appropriate pediatric 
screening tool for PPD 



Postpartum Depression (PPD)
 Maternal depression is a serious and prevalent 

condition that not only affects the mother, but may 
present a substantial early risk to appropriate 
child development, the mother-infant bond, 
and the family. 



Postpartum Depression (PPD)
 According to the AAP, it has been estimated that 5-25% of all 

pregnant, postpartum, and parenting women have some type 
of depression. 

 Mothers who have low incomes are more likely to experience 
some form of depression than the general population of 
mothers. 

 A maternal depression screening can be considered an 
essential part of a risk assessment for the child, given the 
evidence that maternal depression can place children at risk for 
adverse health consequences.



60% of Perinatal Depression Begins Before Birth



Perinatal Depression Effects Child

 Low birth weight
 Preterm delivery
 Cognitive delays
 Behavioral problems



A woman with PPD may feel: 
 Angry
 Sad
 Anxious
 Hopeless
 Overwhelmed



Postpartum 
depression can occur 
in the absence of 
any known risk 
factors.



She may 
withdraw from 
friends and 
family.



A woman with 
PPD may feel 
many negative 
emotions.



She may have 
trouble bonding 
with her baby.



She may even 
consider 
harming herself 
or her child.



PPD affects a 
mother’s ability 
to care for 
herself.



PPD affects a 
mother’s ability 
to care for 
herself and her 
child.



This can adversely 
affect a child’s 
social and cognitive 
development. 



exacerbate issues of 
child temperament



and decrease 
learning skills 
and motor 
development 



If left untreated, other potential 
impacts of PPD on children include:

 Family dysfunction.

 Child abuse and neglect

 Impaired social interactions.

 Lower academic performance. 

 Premature discontinuance of breastfeeding.



AAP Policy Statement
AAP Recommends: 
 That pediatricians receive training and CME to be 

able to administer PPD screening and referrals in 
the pediatric office

 Pediatricians should advocate for payment of PPD 
screening 

 Recognize the impact of maternal depression on the 
infant and the role they play in the mother-infant 
dyad  



AAP Policy Statement
AAP Recommends: 
 Routine screening for PPD should be integrated into 

well-child visits at 1, 2, 4, and 6 months of age



Women are more 
likely to take their 
babies for regular 
checkups than to 
seek care for 
themselves.



However, PPD can be 
detected and treated. 



Coding Changes to PPD Screening
 Effective July 1, 2018, postpartum depression screening 

is a payable benefit of Texas Medicaid ($10.49) utilizing 
procedure codes G8431 and G8510.

 The new billing codes will replace code 96161 as a benefit 
for maternal depression screening conducted at a well-child 
visit.

 96161 will no longer be payable for maternal depression 
screening effective 10/1/18.



Coding Changes to PPD Screening

 G8431 = Screening for depression is documented 
as being positive and a follow-up plan is 
documented

 G8510 = Screening for depression is documented 
as negative, a follow-up plan is not required





Screening Using a Validated Tool 
 Screening using a validated tool is required. 
 At a minimum, screening should occur at least once during the 

postpartum period. 
 Validated tools may include the following:

• Edinburgh Postnatal Depression Scale
• Postpartum Depression Screening Scale
• Patient Health Questionnaire 9

 Documentation in the infant’s medical record must include the 
name of the screening tool used and the date screening was 
completed.





Positive PPD Screening 
 If the mother screens positive for depression, at a 

minimum, the provider must note that a referral plan 
was discussed with the mother and a referral to an 
appropriate provider was made.



Positive PPD Screening Referrals
 Mental health clinicians;

 The mother’s primary care provider;

 Obstetricians and gynecologists;

 Family physicians; and/or

 Community resources such as local mental health 
authorities.

 Resources for support in the interim should be provided 
until the mother is able to access car





PPD is Leading Cause of Toxic Stress

 Toxic stress occurs when there is an 
absence of social-emotional buffering 
such as with PPD

 Toxic stress results in an Adverse 
Childhood Experience (ACEs)

 ACE’s are the most basic causes of adult 
health risk behaviors.



Sources of Toxic Stress in Young Children

Providing supportive relationships and safe environments can improve outcomes for all children but
especially those who are most vulnerable. Between 75 and 130 of every 1,000 U.S. children under
age 5 live in homes where at east one of three common precipitants of toxic stress could negatively
affect their development.



Barriers to Screening for Identified Cases of PPD at 
Well-Child Visit

 Inadequate time for counseling
 Limited opportunity for follow-up
 Difficulty with referral process
 Inability to provided screening & treatment within 

the same facility
 Provider confidence level in diagnosing & managing
 Inadequate training



CONCLUSION

In summary, our aim is 
to promote maternal and 
child health by building 
the capacity of front line 
providers to address 
postpartum depression



PPD Collaboration
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Regulatory Program 
Management Overview

Heather Muehr, Section Manager
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Consumer Safety
Charlotte Melder, 

Manager

Medical and Health 
Professions

Heather Muehr, 
Manager

Support and Training
Yvonne Lopez, Manager

Jennifer Harless
Strategic Response 

Coordinator

Midwives Program
Katie Brice

Mary Hoffman



Regulatory Program Management Activities

• Outreach

• Subject Matter Experts

• Inspections

• Workgroups

• Web Content

• Research

• Rule process

• Plan Review and Report Entry

• Legislative Resource



tdlr.Texas.gov
@TDLRLicense
@TDLRHealth

@TDLRLicense
@TDLRHealth

Office of Strategic Communications:



Next on the 
Agenda:

• TDLR Enforcement 
• Overview
• Enforcement Process
• Cases and Statistics







Intake Investigation Prosecution

Enforcement Process



Performance Measure TDLR – FY 2018
Cases opened 10,585
Cases closed 9,833
Average time to close (days) 140
% of cases resolved within 6 months 75%
% of cases resulting in disciplinary action 23%

Consumer
45%

Criminal 
History

36%

Departmental
19%

TDLR Source of Cases Opened
Fiscal Year 2018

Enforcement Statistics



Case Outcomes TDLR

Commission Orders 40

Agreed Orders 1,295

Default Orders 702

Penalties Assessed $3,209,055 

Penalties Collected $1,528,594 

Licenses Revoked (Disciplinary) 125

Licenses Suspended 9

Licenses Denied/Revoked (Criminal History) 282

Cease & Desist Orders 46

Enforcement Statistics



Performance Measure Midwives TDLR
Cases opened 11 10,585
Cases closed 11 9,833
Average time to close (days) 204 140
% of cases resolved within 6 months 54% 75%
% of cases resulting in disciplinary action 18% 23%

Consumer
73%

Criminal 
History  

27%

Midwife Source of Cases Opened
Fiscal Year 2018

Consumer
45%

Criminal 
History

36%

Departmental
19%

TDLR Source of Cases Opened
Fiscal Year 2018

Midwife Case Statistics



Case Outcomes Midwives TDLR

Commission Orders 0 40

Agreed Orders 1 1,295

Default Orders 1 702

Penalties Assessed $2,500 $3,209,055

Penalties Collected $500 $1,528,594

Licenses Revoked (Disciplinary) 0 125

Licenses Suspended 0 9

Licenses Denied/Revoked (Criminal History) 0 282

Cease & Desist Orders 0 46

Midwife Case Statistics



Alleged Violations at Opening

 Fiscal Year 2017  Fiscal Year 2018
Unlicensed activity 5
Transfer violation 5
Professional character 4
Deceptive practice 3
Failed to follow emergency protocol 3
Unsafe environment 2

Criminal History 3
Professional character 3
Failed to follow emergency protocol 2
Unlicensed activity 2

Violations Resulting in Disciplinary Action
 Fiscal Year 2017  Fiscal Year 2018

Failed to follow emergency protocol 1 Unlicensed activity 1

Records violations 1



Presented by: 
Raven 
Wrencher

TxEVER: Vital 
Statistics 
Reporting System



Raven Wrencher
Raven is an Austin native who 
graduated from Rice University in 
2015 with a Bachelor of Arts in 
Biological Sciences. She started 
working at the Vital Statistics 
Section in September 2015 and 
has been a Field Services 
Representative for 2.5 years. This 
year she has worked on testing 
the TxEVER system, oversight of 
local registrars through audits, 
and a host of other projects.



• https://txeveruat.dshs.texas.gov/txeverui/welcome.htm

https://txeveruat.dshs.texas.gov/txeverui/welcome.htm


TxEVER – Super Users
Birth and AOP Registration
In Person Training
October 11, 2018 12:30 PM
Raven Wrencher



Agenda
1. TxEVER Super Users

a. Overview
b. Duties and Responsibilities

2. Birth Registration
a. Single birth registration
b. Plural birth registration

3. AOP Registration
a. Register a Pre/Post-Birth AOP
b. Register a During-Birth AOP
c. AOP Matching

113



TxEVER Super Users

114

Overview

Who is a Super User?

• Individual with extensive knowledge 
of the TxEVER system. 

• Knowledge base includes all aspects 
of TxEVER.

• Knowledge of both how and why of 
TxEVER.



TxEVER Super Users

115

Responsibilities

• TxEVER subject-matter expert. 
• Serve as point-of-contact for TxEVER 

users.
• Provide assistance and training to 

stakeholders.



The TxEVER System
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Keyboard Shortcuts
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Enters current date in any date field.T
Enters the current date and you can populate a 
day before or after.

T + up/down or

Moves forward from one box/field to another 
box/field.

Tab
Moves backward from one box/field to another 
box/field. 

Shift Tab
Activates the next button on the page. Enter
Enters selection from pick list of a dropdown list. 
Scroll through that letter. 

1st Letter of a Word
Selects a radio button or check box. Space Bar
Moves from one radio button to the next.  Arrow Keys
Opens a dropdown list. Down Arrow
Closes a dropdown list.Escape 
Saves the current record. Ctrl + S 
Selects the associated state by typing the first 
letter.

State Abbreviations



Diacritical Marks
TxEVER will allow Diacritical Marks. Press and hold the “ALT” key and 
type the 3 digit code.  Release the “ALT” key and the diacritical mark will 
appear.  Example: ALT+128 = Ç

5/10/2019 118

ALT Code Diacritical Mark ALT Code Diacritical Mark
128 Ç 0200 È
142 Ä 0205 Í
144 É 0207 Ï
153 Ö 0204 Ì
154 Ü 0211 Ó
165 Ñ 0210 Ò
0193 Á 0213 Õ
0194 Â 0218 Ú
0192 À 0217 Ù
0195 Ã 0221 Ý 
0235 Ë
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Basic Birth Registration
1. Login to TxEVER.
2. Go to birth registration and start a new 

record.
3. Resolve all yellow blanks.
4. Sign any AOPs.
5. Sign Verification of Birth Facts.
6. Certify.
7. Release.



Birth Module

120
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Birth/Midwife Registration
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Start a New Record
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Birth Registration Icons

Start 
NEW 

Record
Search 
for a 

Record

Save 
Current 
Record CANCEL 

current 
changes 

since 
last 
save

ABANDON a 
record

Navigation 
buttons for 
switching 
between 
records

Navigation 
buttons for 
switching 
between 

registration 
tabs
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Double Data Entry:
Name, Date of Birth, and 
Social Security Number
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Local Registrar Filters 
Based on Birth County
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Newborn Tab

Helpful Tip: Before saving the 
first time, all information on the 
Newborn tab must be filled out.

Helpful Tip: Mother’s “LEGAL” 
name is on the Newborn tab.
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Mother Tab
Helpful Tip: Mother “MAIDEN” name 
or name prior to first marriage is on 

the Mother tab.

Helpful Tip: Tabs along the left will 
appear or disappear based on the 

record type, marital status, and AOP 
selected.

Helpful Tip: Date AOP signed cannot 
be entered until the signed AOP is 

printed.
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Mother Demographic Tab

Verify a tab has been resolved by looking for the green check 
mark (     ) in the Unresolved/Stakeholders queue.

Tabs without the green check mark mean there is a field must be 
resolved before certification can take place.
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Mother Medical 4 Tab
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Certifier Tab

Helpful Tip: The attendant and certifier can be searched 
by last name using the green magnifier icon (     ).

Click the green magnifier 
icon to search for the 

attendant.
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Certifier Tab

After searching 
attendant, select them 

from the dropdown 
menu.

Helpful Tip: The attendant’s 
information will populate from the 

TxEVER database.
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Certifier Tab: Midwives

Helpful Tip: attendant and certifier are automatically 
populated for midwives filing home births.
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Certifier Tab: Local Registrars

Helpful Tip: certifier is automatically populated for local 
registrars filing home births, but user will need to enter title, 

city, and zip.



Comments Tab
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Click Save to create the record.

Click “Next” to advance through the 
Tabs. The green arrows on the icon 
bar can also be used to navigate 

between tabs.
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Unresolved Screen
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Unresolved Screen: AOP Fields



137

Unresolved Screen: Record 
Stakeholders



Sign Verification 
of Birth Facts

138

Collect mother and father 
signatures for the 

Verification of Birth Facts.



Signature: Mousepad
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Signature: 
USB Signature Pad

140



Signature: 
Upload Signed Form

141



Signature: Preview

142



Print Verification 
of Birth Facts
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Print the Verification of 
Birth Facts before or after 

parents sign.



Birth Certifier Login

144



Find an Incomplete Record
• To complete a record already in progress, you can

1. Use the stakeholder dashboard
2. Use the unresolved work queue filters
3. Use the binoculars icon to search
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Birth Module

146



147

Birth Registrar Dashboard 
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Birth Registrar Dashboard 
• Record Not Filed Within 5 Days of Birth: This will display a list of 

records that are older than 5 days from the date of birth.  These 
records should be filed as soon as possible.

• Record Returned for Correction from State: Any record flagged 
for correction will appear in this dashboard for your office to review 
and make corrections.  

• AOP Pending: Based on the registration of a birth record, if the field 
stated that an AOP is required, the record will be queued waiting for 
AOP matching.  If your office indicated an AOP is required, submit as 
soon as possible to avoid delays.

• Ready for Certification: Birth records that have been fully 
completed and waiting for the certifier to certify and release the 
record.

• All Unresolved: The dashboard will show the entire list of records 
waiting for resolution.  It will include all the listed queues.
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Navigating to the Work Queue
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Unresolved Work Queue
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Unresolved Work Queue

• All Unresolved: birth records that are not resolved.
• Late Records: birth records older than 5 days.
• Data Entry Incomplete: birth records missing 

information.
• Ready for Release: certified birth records.
• Ready for Certification: birth records in which data 

entry is complete.



152

Unresolved Work Queue

• AOP Pending: birth records missing AOP signatures.
• Rejected Records: birth records rejected by the State. 

This includes records submitted with a partial AOP that 
have been automatically rejected 5 days after the child’s 
date of birth.

• Incomplete AOP: birth records that have been 
submitted with a partial AOP within 5 days of the child’s 
date of birth. Additional signatures can be captured to 
complete the AOP.



Locate Birth to Certify

153

Navigate back to the “Birth 
Registration” Screen.

Select “Ready for 
Certification” from the 

dropdown menu.

Select the record 
that is ready to be 

certified and 
released.

Verify all the Tabs 
have been 
completed.



Certify Birth 1
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Select Certify from 
the RECORD 

dropdown menu.



Certify Birth 2
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Step 21: After Reviewing 
the data, click the check 
box and enter your PIN.  

Click OK to certify.



Release 1
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After successfully 
certified, click 

“Release” from the 
RECORD dropdown 

menu.



Release 2
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Click “Yes” to 
release the record.



Plural Birth Registration

• In case of plural birth (twins, triplets, etc.), clone 
the parent information from the first birth record 
onto the second birth record.

• Changes made to the initial record are cloned onto 
the others.  Changes made to a second record do 
not affect the other records.
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Plural Birth Records

159

Enter plurality and 
birth order.

Save now or after 
data entry complete.



Indicate Number of Live Birth 
Records

160



Parent Info Cloned on Other 
Records

161

Checkmarks indicate 
data entry is 

complete.

Choose the linked 
birth record from all 
unresolved queue. 
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Checks show some 
fields are completed.

Enter newborn-
specific info.

Parent Info Cloned 
on Other Records



AOP Registration
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Register a Pre/Post Birth AOP

Register a During Birth AOP

AOP Matching



AOP Registration Process

• Pre/Post Birth AOP is done when:
• Baby is not born
• Birth certificate is already filed
• Partial AOP

• During Birth AOP is done when:
• All parties are available to sign AOP at 

time of birth registration

164



Create a pre/post birth 
AOP
1.Login and go to Pre/Post Birth AOP Registration
2.Fill out the AOP form
3.Search for a partial AOP match
4.Capture AOP signatures
5.Print the AOP
6.Submit the AOP
7.Search for a birth match
8.Release the AOP-birth match
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Pre/Post Birth AOP 
Registration
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Fill out AOP Form
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Use this dropdown to select AOP Type. 
This is a mandatory field.

Enter child, mother, father, and 
presumed father information into 

the AOP form



Search for a Partial AOP 
Match
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Capture AOP Signatures
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Hover over “Acknowledgment of 
Paternity” for mother and father 

acknowledgment signatures

Hover over “Denial of Paternity” for 
mother and presumed father denial 

signatures.



Print the AOP 1
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Submit the AOP 1
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Search for a birth 
match 2
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Search for a birth 
match 2
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Release the AOP-birth 
match
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Create a during birth AOP
1.Login to TxEVER and go to Birth Registration
2.Fill out the AOP fields on birth record
3.Search for an AOP match
4.Capture AOP signatures
5.Print the AOP
6.Certify and release the birth and AOP together
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Birth Registration

176



Create Birth Record
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AOP Fields in Birth 
Unresolved List

178



Search for an 
AOP Match 1

179
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Search for an 
AOP Match 2



Sign the AOP

181



Print the AOP

182



Fill In Date AOP Signed After 
AOP Is Printed

183

Date AOP signed cannot be entered 
until AOP is printed.



Certify and Release 
Birth

184



AOP Matching

• Sometimes you may find possible 
records when searching for matches.

• Let’s go over the steps to conduct 
search an AOP match.

• Matching births to AOPs
• Matching AOPs to AOPs

185



Matching births to AOPs

186



Matching births to AOPs

Step 3: Click “Search” to locate a 
matching AOP record

Click “Link to Birth Record” 
to link the AOP to the birth 

record.
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Matching births to AOPs

Select “Accept link and 
retain” to link the signed 
AOP to the birth record.

Select “Reject link and 
remove” to remove the link to 
the birth record. The AOP will 

retain any signatures.

Select “Cancel” 
to cancel the 

save and 
remove signed 
AOP from the 

birth.

Accept or reject the link to the AOP record.

“Field Value on Birth 
Record” column will be 

saved.
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Matching births to AOPs

Click “Update AOP Record” to open a 
popup window to update names and 

dates of birth for mother and father to 
match the birth record.

If necessary, click “Delink?” to unlink 
the AOP from the birth record.

Click “Close” to return 
to birth record.

189



Matching AOPs to AOPs
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Enter minimum AOP information before a partial AOP search:
Dates of birth (child, mother, father), names (child last, mother last, mother 

maiden name, father name), marital status, paternity question.



Matching AOPs to AOPs
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Possible AOP matches appear in the table below

Select the appropriate AOP

Click “Select” 
to select the 

AOP.

Click “Close” to 
cancel the search 
for a partial AOP 

match.



Matching AOPs to AOPs
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View discrepancies between current AOP and selected AOP.

“Field Value on 
selected record” 

column will be saved.



Matching AOPs to AOPs
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Click “Yes” to abandon 
the current AOP and 
match to the selected 

AOP

Click “No” to abandon 
cancel the  partial 

match and return to 
the current AOP



Thank You

If you have any questions on the content of this briefing, 
please contact your TxEVER Field Services team 
at TxEVERinfo@dshs.texas.gov or (512) 776-3010. 

Please continue to visit our website at
http://www.dshs.texas.gov/vs/field/The-TxEVER-Project/ for 
the latest updates.
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Presented by: 
Dr. Michael Nix, 
Laurie Fremgen, 
and 
Dr. Charleta Guillory

Relationship 
Building: Bridging 
the gap between 
midwives and the 
medical 
community



Michael Nix, M.D. 
Dr. Nix is an Assistant Professor in the 
Department of Women’s Health at Dell Medical 
School. He received his medical degree and 
completed his residency in Obstetrics and 
Gynecology at UT Southwestern and served as 
Medical Director of Perinatal Services at 
University Medical Center Brackenridge. Dr. Nix 
has a special interest in patient safety and is the 
Chair of the Seton Family of Hospitals Women’s 
Health and Perinatal Network Clinical Care 
Council and is a member of the national 
Perinatal Steering Committee for Ascension 
Health.  Dr. Nix is a member of the Midwives 
Advisory Board.



Laurie Fremgen, CPM, LM 
Ms. Fremgen is a licensed midwife with a 
solo homebirth practice in Austin, Texas. 
She has been attending births since 1996 
and has been on the midwifery board 
since 2006. Laurie is committed to 
preserving traditional midwifery and 
blending it with current best evidence-
based practices.



COMMUNICATION IN HEALTHCARE



GOALS

• Define communication and why it is important
• Identify barriers to communication
• Identify the elements of good communication
• Become familiar with some common communication tools



• The process by which information is transferred between individuals or teams

COMMUNICATION



• The leading root cause of sentinel events from 1995-2005
• In the category of maternal injury or death

• Implicated in >60% of cases 1995-2004
• Joint Commission National Patient Safety Goals
• One of the six main competencies of ACGME

COMMUNICATION ERRORS



• Different communication styles
• Different fields of training
• History of unresolved conflict
• Culture/ethnicity/language difference
• Personality/behavior of the patient or provider
• Level of respect, tone of voice, body language

BARRIERS TO EFFECTIVE COMMUNICATION



• Complete
• Concise
• Clear
• Timely 
• Allows Feedback

ELEMENTS OF EFFECTIVE COMMUNICATION



COMPLETE





CONCISE



CLEAR



TIMELY



ALLOWS FEEDBACK



• Situation: Describe
• What is going?

• Background: Concise and Focused
• What is the key clinical background or context?

• Assessment: Judgement
• What is the problem?

• Recommendation: What needs to happen
• What do I recommend or what do I want you to do?

Providing Critical Information Quickly 
SBAR



Verbal Handoffs 
I-PASS

• Illness Severity  - Stable or unstable

• Patient Summary  - Events leading up to this point

• Action list  - “To do” list

• Situation Awareness - What is going on

• Synthesis by the receiver - Receiver asks questions and summarizes what was heard



QUESTIONS?



Presented by: 
Janet Dirmeyer and 
Mary Barnett

Risk Assessments 
and Autoimmune 
Disorders and 
Management 



Mary M. Barnett, CNM, APRN 
Ms. Barnett is a Certified Nurse Midwife and 
Advanced Practice Registered Nurse and has been 
serving the Austin area for over 40 years. She 
received her nursing degree from the University of 
Texas at Austin and her Master of Nursing degree 
from Emory University in Atlanta. She currently 
works at Second Nature Women’s Health Care. Ms. 
Barnett serves as a member of multiple 
organizations including the American College of 
Nurse-Midwives, Consortium of Texas Certified 
Nurse-Midwives, Austin Advanced Practice Nurse 
Association, Association of Texas Midwives, and 
Midwife Alliance of North America. 



AUTOIMMUNE DISEASE & 
WOMEN

WHAT A MIDWIFE NEEDS TO KNOW 

MARY BARNETT CNM, APRN

marybarnettcnm@gmail.com 1/7/19



marybarnettcnm@gmail.com 1/7/19



OUTLINE & OBJECTIVES: ATTENDEES WILL BE ABLE TO 
DEFINE & DISCUSS  THE FOLLOWING:

• What is Autoimmune Disease

• List 5 of the most common Autoimmune Diseases

• Discuss how Autoimmune Diseases might impact fertility, pregnancy, birth, & post partum

• How a midwife might identify Autoimmune Disease 

• Medical versus Midwifery Management and Autoimmune Disease

marybarnettcnm@gmail.com 1/7/19
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AUTOIMMUNE DISEASE BASICS

• Body’s Defense system attacks self

• Women are more at risk

• 80 different types of Autoimmune Disease

• Sometimes hard to diagnose-no single test

• Sometimes organ specific vs  /system specific

• Some Autoimmune disease pose significant risk for the pregnant or postpartum woman and her fetus.

marybarnettcnm@gmail.com 1/7/19



MOST COMMON AUTO IMMUNE DISEASES

• Rheumatoid Arthritis

• Psoriasis & Psoriatic Arthritis

• Lupus (Systemic Lupus Erythematosus)

• Thyroid Disease: Graves, Hashimoto’s Thyroiditis

• Antiphospholipid Antibody Syndrome

• Celiac Disease, Crohn’s Disease & Ulcerative colitis

• Type 1 Diabetes

• Multiple Sclerosis

• Sjogren’s, Scleroderma, Myasthenia Gravis

• Alopecia & Vitiligo

marybarnettcnm@gmail.com 1/7/19



AUTOIMMUNE DISEASE & PREGNANCY RISK

• Lupus/ Systemic Lupus Erythematosus = Very HIGH 
RISK

marybarnettcnm@gmail.com 1/7/19



AUTOIMMUNE DISEASE & PREGNANCY RISK

• Antiphospholiid antibody Syndrome (aPL)

• Type 1 Diabetes

• Graves Disease,

marybarnettcnm@gmail.com 1/7/19



AUTOIMMUNE DISEASE & PREGNANCY RISK

• Hashimoto’s

• Celiac

marybarnettcnm@gmail.com 1/7/19



SOME GET BETTER WITH PREGNANCY

• Rheumatoid Arthritis

• Multiple Sclerosis

marybarnettcnm@gmail.com 1/7/19



RISK FACTORS 

• Women of Childbearing age

• Obesity

• Genetics

• Reactions to food, environment, infection

• Smoking

marybarnettcnm@gmail.com 1/7/19



COMMON SYMPTOMS

• Fatigue

• Joint Pain,  swelling, muscle aches

• Skin Problems

• Digestive issues

• Low grade recurring fever

• Symptoms come and go, Flares

marybarnettcnm@gmail.com 1/7/19



HOW TO IDENTIFY AUTOIMMUNE DISEASE

• Through medical history

• Referral to Maternal Fetal Medicine Specialist, Rheumatologist, Endocrinologist, or Obstetrician for risk 
factors for  complicated battery of tests.

marybarnettcnm@gmail.com 1/7/19



MIDWIFERY VERSUS MEDICAL MANAGEMENT

• 115.100. Standards for the Practice of Midwifery in Texas

• Management of Autoimmune Disease is outside the scope of midwifery practice.

• BUT some women with Autoimmune Diseases if stable with medical management may continue with 
midwifery care. 

marybarnettcnm@gmail.com 1/7/19



REFERENCES

• Varney’s Midwifery 6th Edition Tekoa King et al, Jones & Bartlett 2019, p.820-821 &  Table 6-19

• https://texasmidwiferyschool.com/Didactic-Resources/School-Office/OR2015-12%20Orientation.pdf

• Managing lupus patients during pregnancy Best Pract Res Clin Rheumatol. 2013 Jun; 27(3): 
10.1016/j.berh.2013.07.005.

• Autoimmune Disorders in Pregnancy Francis Martinez, D.O.  2016 
https://www.acoog.org/web/Online/PDF/FC16/Sat/04-Martinez10816.pdf

• Compendium of Selected Publications, ACOG 2006

• Clinical Practice Guidelines for Midwifery & Women’s Health 5th Edition, Nell Tharpe et al 2017
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Thank you for 
attending Closing Remarks
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