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The first time I attended a surprise breech birth I 

was a relatively new midwife – I’d only been in 

practice for a few years.  She was a little baby and her 

mom had a lot of amniotic fluid.  Later on the mom 

would tell me about how she had felt her baby flip 

during early labor but hadn’t known what to make of 

that big movement in her belly at the time. 

She was staying at her parents’ farm to give birth, 

away from her apartment in the city, about 30 

minutes from the closest hospital.  My apprentice had 

arrived to the birth in time to see the water break 

with a classic 

toothpaste stream of 

dark mec following.  

She called me as I 

drove, just a few 

minutes behind her – 

“Either this baby is in 

big trouble, or it’s 

breech.” 

When I arrived, a little 

rump was already 

making itself visible.  There was no real decision to 

make – the hospital was too far away.  We’d have to 

help this baby into the world.  This was not my first 

breech baby – I’d helped a local family doctor with a 

breech birth, attended a couple of planned breech 

babies with other midwives, done as much training as 

possible, studying with that doctor, with midwives 

from England, with American midwives, and read 

everything I could get my hands on. 

The birth was beautiful.  The baby, whose hippie 

parents would later name her after a flower and drag 

her around to music festivals for most of her young 

childhood, literally danced her way into the world, her 

little feet springing off the ground while her mom 

kneeled above it, pushing her out.  One of the reasons 

why it was beautiful was because, as much as I could 

be, I was ready for it and that baby came into 

the world in a calm environment, without panic. 

There is a lot of ugly anti-homebirth and anti-

midwife criticism floating out in the world right 

now, especially on the internet.  And one 

disturbing trend that I see is that, in an effort to 

try to police the kinds of births that homebirth 

midwives should be attending, the most intense 

critics of homebirth midwifery pick apart 

midwives not only for attending vbacs, breeches, 

twins, births of large babies, births for rural or 

remote families, or births for poor families but 

for acquiring the kinds of skills that would allow 

them to attend these kinds of births safely. 

My reaction to this is pretty strong.  WE MUST 

NEVER BE AFRAID OF LEARNING!  As a 

midwife and as president of our state 

organization I will always support midwives 

learning with great passion and depth about any 
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kind of birth that we might encounter, planned or 

unplanned.  I support us understanding tools that 

we may never use and procedures that we may 

never perform just so that we can better help our 

clients understand them, so that we can understand 

how to communicate about them, and we can 

understand as much as possible about the care that 

our clients receive, even when they don’t receive it 

from us.  I want to know how forceps work, how to 

repair a 4th degree tear, how to deliver a second 

trimester baby, how a c-section incision is closed.  I 

will probably never perform these skills. 

I also want to know how to resolve complications in 

breech births, how to deliver a baby with a shoulder 

dystocia safely, how to perform an extended 

resuscitation, how to intubate a baby so that we can 

resuscitate it while transporting, how to handle 

complications with twins, and how to deal with 

every kind of severe maternal bleeding.  Because of 

the nature of our work, I might be put into 

situations where I have to pull out these skills 

unexpectedly.  I want to be ready.  For anything.  I 

think, really, we all do.  I want to learn things 

which lie just on the other side of my scope of 

practice because sometimes, in the middle of the 

night, on the farm, we don’t get to choose our scope 

of practice. 

When MMA has hosted skills workshops that help 

midwives prepare for the unexpected, the room has 

been full.  We had a waitlist for Birth Emergency 

Skills Training (B.E.S.T)  and therefore will be 

hosting it again this fall.  Our spring conference has 

a great workshop on pregnancy induced 

hypertension taught by Melisa Scott, CNM (on May 

14, 2016 in Charlotte, Michigan) and a roundtable 

about breech birth.  MMA board member Jillian 

Bennet and I are traveling to Bryn Mawr, PA in 

May to complete another breech workshop and I 

will be updating my knowledge and teaching a 

workshop of my own in the Detroit area this fall. 

Learning about women’s bodies and babies is a 

lifelong quest and really never ends.  The body is 

endlessly complicated.  We’re in the business of 

saving lives, sometimes, but also in the business of 

keeping everything normal, of preserving the good 

birth, the calm birth.  The more we know, the more 

we can do this. 

I can’t wait for our conference and for our fall 

workshops.  I hope to see you there. 

Stacia 

PRESIDENT, continued from page 1 

"Almost everything will work 

again if you unplug it for a few 

minutes, including you." 

 

~ Anne Lamott, posting on "Everything 

I've Learned About Life" 

Introducing new MMA Board Member -  
Jenny Zaner! 

I am happy to have 

been invited to 

serve on the board 

of the MMA. My 

journey into birth 

work began in 2007 

as a Birth Doula 

and Bradley 

Teacher. I began 

midwifery training 

in 2008 and started 

my own homebirth 

practice in 2011. I 

have had the 

privilege of working with several different midwives 

during my apprenticeship, as well as in my current 

practice. 

Teaching is something very close to my heart. As a 

midwife, I am a teacher. When we share our 

knowledge, we plant seeds that root deeply into our 

communities and culture. I believe that through the 

teaching of new parents and midwives to be, we are 

not only shifting birth at this time, we are shifting 

all that comes along with it for the next generation 

as well. 

I have had four midwife attended water births of 

my own. I’ve caught them all.  My first homebirth 

was the beginning of what would grow into a 

passion about natural birth, midwifery, education, 

and women knowing their options. Eleven years ago 

when I decided to birth on my own terms, a seed 

was planted. Over several years, that seed sprouted 

and allowed the midwife inside of me to blossom. I 

am honored and appreciative to be able to serve 

women during this very sacred time in their lives. 

 



MMA Board Members 
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FoMM Update 

FoMM recognizes that the best way to get clients to do something is 

to have their midwives ask them! We need as many clients as possi-

ble to write their state senators and urge them to support the CPM 

licensure bill. You can give your clients the directions below – or 

simply point them to http://on.fb.me/1QIqpxJ. 

 

1. Find your senator at www.senate.michigan.gov/

fysbyaddress.html. 

2. Write a letter, send an email, or call, using the following script, 

but personalizing where appropriate. 

Dear Sen. [X]: 

Please support the CPM licensure bill that originated in the House with Rep. Ed McBroom (HB 4598). This bill 

would establish licensure for midwives who have earned the Certified Professional Midwife credential or an 

equivalent certification. This ensures that parents seeking an out-of-hospital birth can be sure their midwife 

meets professional standards.  

This bill is important to me because [______________________].  

Research confirms that low-risk out-of-hospital births are just as safe as low-risk hospital births, and some-

times safer. Licensure is one tool to help make sure families have access to professional providers, in order to 

keep our babies and families healthy.  

Thank you for considering my views. I would appreciate knowing your views on this important issue. 

Sincerely,  

 [Name] 

 [Full address, and, if you wish, your e-mail address and/or phone number] 

[Note that all postal mail can be sent to The Hon. [Firstname Lastname] / P.O. Box 30036 / Lansing, MI 48909] 

4. LET FoMM KNOW THAT YOU'VE MADE CONTACT. INCLUDE ANY REPLY YOU'VE RECEIVED - include 

the name of your Senator. You can do this on Facebook (https://www.facebook.com/FoMMannouncements or 

https://www.facebook.com/groups/FoMMcommunity), or send email to friendsofmichiganmidwives@gmail.com. 

We are at an important stage of the legislative process now, where each voice makes a difference. Please stress 

the urgency of this request to your clients. Thank you from the families you serve!  

Stacia Proefrock, President 
stacia@cornellbox.com 
 

Connie Perkins, Vice-President 
redcedarbirth@gmail.com 
 

Patrice Bobier, Treasurer 
Patrice@fullcirclemidwifery.com 

Christa Bartley 
RNChrista@gmail.com 
 

Jillian Bennett 
familytreebbs@gmail.com 
 

Cynthia Jackson 
sacredrosebirthing@gmail.com 

Nicole White 
birthmidwifery@gmail.com 
 

Jenny Zaner 
birthingchoices@yahoo.com 
 

Laurie Zoyiopoulos 
faithgms@gmail.com 

http://on.fb.me/1QIqpxJ
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.senate.michigan.gov%2Ffysbyaddress.html&h=QAQG7Fh0XAQFX7fqNkXMxlBdA5F4PVs4c33AcxuiqgcbuWA&enc=AZPkjC7Q0qNT00GXoXA0wosQthSOLg2wNZTBPFAYdzEUNYsN6FTLAeDETBAmTgcB2_msK2v9VYUrwX8c3ltMV525ElgmvU0kv-vyYiYE40ELSMET9vUF87
http://l.facebook.com/l.php?u=http%3A%2F%2Fwww.senate.michigan.gov%2Ffysbyaddress.html&h=QAQG7Fh0XAQFX7fqNkXMxlBdA5F4PVs4c33AcxuiqgcbuWA&enc=AZPkjC7Q0qNT00GXoXA0wosQthSOLg2wNZTBPFAYdzEUNYsN6FTLAeDETBAmTgcB2_msK2v9VYUrwX8c3ltMV525ElgmvU0kv-vyYiYE40ELSMET9vUF87
https://www.facebook.com/FoMMannouncements
https://www.facebook.com/groups/FoMMcommunity
mailto:sacredrosebirthing@gmail.com


 

Michigan Midwives Association 
Spring 2016 Conference and NRP 
May 13 & 14, 2016 
Lansing area 

Please join us!  Go to MMA website at www.michiganmidwives.org for registration. 

 

NRP Friday May 13th from 1:00-5:00 

Conference Saturday, May 14th, check-in and breakfast beginning at 8:30am. 
 

Alive 

800 W. Lawrence Ave. 
Charlotte, MI 48813 

 

3.5 MEAC CEUs are being applied for! Please register in advance for both of these so that we can order the 

appropriate amount of food for Saturday and to allow for sufficient time to take the NRP online exam (based on the 

books 6th edition) ahead of time. There is a early bird registration rate of $85.00 for members if registered by April 

25th, otherwise the cost is $105.00. 

  

Lunch and a light breakfast included. 

If cancellation is needed due to attendance at a birth, all funds, minus a $5.00 administrative fee, will be refunded. 

Register here: http://michiganmidwivesspring2016.eventzilla.net/ 

 

Conference sessions: 

 Moms Under Pressure (120 minutes) 

understanding hypertensive disorders of pregnancy 

 Self Care for Caregivers (90 minutes) 

helping women who have undergone a traumatic experience while taking care of yourself 

 Breech Birth (90 minutes) 

a facilitated discussion 

You’ll also hear the latest updates from the state screening department. 

Our fantastic line-up of speakers include: 

Melisa Scott, MSN, CNM 
Melisa is a CNM providing individualized, holistic prenatal, intrapartum, postpartum, and well woman care at 
the University of Michigan. She is currently preparing to sit for the IBCLC exam and has provided lectures and 
inservices for OB/GYN interns, medical and midwifery students, and nurses. 

 
Laurette Lipman, MA, LPC, NCC 

Laurette is a licensed professional counselor in private practice. She’s had the opportunity to work with a broad 
spectrum of clients and is passionate about working with women who have experienced infertility, miscarriage, 
or postpartum depression, as well as those involved in unhealthy or abusive relationships. 

 
Kathi Mulder, CPM 

Kathi has been in private practice as a homebirth midwife for 24 years. As a certified professional midwife who 
is highly respected in her community, she has provided care to many women and families and has been 
instrumental in advancing the profession of midwifery in Michigan. 

 
NRP Instructor 
Nancy Westendorp, MSN, NNP-BC 

Nancy is a neonatal nurse practitioner in the regular and special care nursery at Holland Hospital. She attends 
high risk vaginal and cesarean births, providing resuscitation and support to newborns as needed. Nancy has 
offered NRP for midwives practicing outside of the hospital several times. 

http://michiganmidwivesspring2016.eventzilla.net/
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Changes Are Coming in Neonatal Resuscitation 
Patrice Bobier, CPM 

heart rate, and then base your need for chest 

compressions on the heart rate. 

 When doing chest compressions, only use the 2 thumb 

method.  Do chest compressions for 60 seconds before 

evaluating the heart rate. 

 Document a temperature as quickly as you can.  Don’t let 

the baby get chilled.   

 

Additional Changes for Hospitals: 

 ECG available for every resuscitation. 

 Only use a NeoPuff T piece resuscitator. 

 Intubate prior to chest compressions.  (We may 
eventually be able to use a Laryngeal Mask Airway at 
home, if we get proper training with these.  They are 

safer and easier to insert.) 

 If extra O2 is needed per PCO2 reading, use 21% O2 
for a 35+ week baby, 21% - 30% for an earlier 

gestational age. 

 Medications are given if CR is below 60. 

 There’s a size change in ET tubes, additional treatment 

for hypovolemia, and some other things. 

Eight of us renewed Neonatal Resuscitation on March 3rd, with 
Nancy Westendorp, Neonatal Nurse Practitioner.  She is a 
great instructor, and seems to really appreciate what we do 
at home.  She previewed the changes coming with the 7th 
Edition of NRP on June 1st, 2016.  Michigan Midwives 
Association will be offering 6th Edition Renewal in Charlotte 
at the conference on May 13th, before these changes are 

required. 

Here’s a few of the changes, recalled as best I can.  Some are 
more in line with what we already do in my practice.  Some 
will not be possible for us to do out of the hospital.  Keep in 
mind, this is not the full sequence of steps, only the changes 

that I noted. 

All testers have to pass all 9 lessons of the exam now, with the 
thought that we may be in a position someday to assist with 
intubation or medications, or have a precipitous premie home 

born. 

 Delay cord clamping at least 30 - 60 seconds.  :-) 

 When meconium is present, treat the baby as any other 
baby born with clear amniotic fluid. Do not waste time 
suctioning before initiating PPV if the baby is not 
responding to 30 seconds of stimulation, or after initiating 

PPV unless there is an obstruction of the airway. 

 Do the initial 30 seconds of EFFECTIVE PPV, listen to the 

  
The Michigan Department of 

Health and Human Services 

Newborn Screening Program 

would like to you remind you 

that in April 2014 screening 

newborns for Critical 

Congenital Heart Disease 

(CCHD) through the use of 

pulse oximetry was added to 

the mandated screening 

panel for all babies born in Michigan, as well as reporting 

those screening results to the program. Midwives and home 

birth attendants can report CCHD screening data online 

through the Michigan eReports module or on paper by 

sending through the mail or fax. More details as well as 

resources for screening are available on our website at: 

www.michigan.gov/cchd. If you are participating in the 

pulse oximeter loan program it is required as part of the 

loan agreement that you submit CCHD screening data. We 

still have a few pulse oximeters available as part of the loan 

program and more details are also available on our website. 

If you are interested in the loan program or have questions 

on reporting please contact Keri Urquhart 517-335-8135 or 

urquhartk1@michigan.gov 

 
 

 

Good news for women who might be 

worried about the impact of having taken 

birth control pills right before getting 

pregnant.  A Danish study examined data on 

birth defects among a nationwide cohort of 

880.,694 babies born between 1997 and 

2011, both at birth and 1 year later. Among 

the mothers, 21% hadn’t taken oral 

contraceptives before becoming pregnant; 

69% took the Pill, but stopped using it at least 

3 months before becoming pregnant; and 8% 

had taken the Pill within 3 months of their 

pregnancy. Researchers found the prevalence 

of major birth defects was consistent across 

these three groups of women, regardless 

of the timing of any oral contraceptive use. 

(The birth defect rate was about 25 per 

1,000 births.) Unlike previous studies, which 

relied on women’s recall of their contraceptive 

use, this analysis used the date of the last 

filled Pill prescription to assess the timing of 

contraceptive use. 

BMJ, January 2016 
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S.T.A.B.L.E. Course Review 
Christa Bartley 

Recently I had the fantastic opportunity to take the S.T.A.B.L.E. 

program. This intensive 1 day class teaches post-resuscitation/pre-

transport stabilization care of sick newborns. The book that goes 

along with the class has many diagrams and pictures, and while it 

sometimes jumps around a little, the information is presented in a way 

that makes complicated things easy to understand. The class was 

designed for small community hospitals to learn how to initially 

stabilize a sick newborn while waiting for transport to a larger 

hospital. The instructor had never had a homebirth attendant in her 

class but she was very welcoming, and while the class is geared 

towards hospital personnel, I found a lot of the information pertinent 

to those attending births outside of the hospital as well. The class 

covered assessment, monitoring, and treatment for issues that we may 

encounter at home, including hypoglycemia, hypothermia, bowel 

obstruction, esophageal atresia, congenital diaphragmatic hernia, 

meconium aspiration syndrome, pneumothorax, infections like chorio 

and GBS, and shock. Also covered were interventions done in the 

early stages of hospital admission, like umbilical artery 

catheterization, intubation, IV fluids and medication, newborn lab 

value interpretation, and evaluating blood gasses. This extra 

knowledge can help you prepare families when there’s a transport. If 

you’re like me and love learning, there’s plenty of opportunity for it in 

this class! For more information visit http://www.stableprogram.org/ 

Location:  
Kellogg Hotel and Conference Center  

Michigan State University,  
219 South Harrison Road East 

Lansing, MI 48824 

517-432-4000  

www.kelloggcenter.com  

The EHDI Experience! 

Hearing screeners, Nurses, Audiologists, Early Interventionists, 
Social Workers—together changing families’ lives. 

Featured speakers will include:  

 Melissa Herzig, Ed.D, Associate Program Director, 

Gallaudet University, Early Intervention: Brain 

Development and Early Visual Language.  

 Sally Tannenbaum-Katsaggelos, M.Ed, CoDirector, 

Pediatric Hearing Loss and Cochlear Implant Center, 

University of Chicago Medicine on Project ASPIRE and 

the Thirty Million Word Project.  

 Merry Spratford, AuD, CCC-A, Research Audiologist, 

Audibility, Perception, and Cognition  Laboratory, Boys 

Town National Research Hospital, Outcomes of Children 

with Hearing LossOCHL research study. 

   

Visit our website at www.regonline.com/2016EHDI 

Save the Date! Friday, May 13, 2016 
2016 Michigan Early Hearing Detection & 

Intervention (EHDI) Conference 
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Kids Count Report: Child Poverty Increases in 80 of 83 Michigan Counties 

Child poverty went up in 80 of 83 Michigan counties since 2006 and leads to struggles in every other area of a child's 
life, the Kids Count in Michigan Data Book 2016 released this week by the Michigan League for Public Policy shows. 
The report outlines policy recommendations for legislators to help low-income kids and children of color and their 
families, a need that has been magnified by the recent crises with Flint's water and Detroit Public Schools. 

The report shows all three measures of economic security worsened significantly over the trend period (2006-2014), 
including a 23 percent rate increase in child poverty statewide. The rate of child abuse and neglect also rose, up 29 
percent statewide and increasing in most Michigan counties compared to 2006. Research shows that poverty has a 
detrimental impact on Michigan kids' health-from lead exposure and asthma to low birthweight and infant mortality, 
education performance and graduation rates, and future employment and economic security. 

"We think all kids count-no matter where they live, their racial or ethnic background, or their family income-but do 
the elected officials charged with supporting their well-being share that priority?" said Alicia Guevara Warren, Kids 
Count in Michigan project director at the Michigan League for Public Policy. "This book is not meant to be simply a 
reporting tool, but a catalyst for action. If legislators are truly concerned with child well-being, they have to address 
income and racial disparities, and invest in proven two-generation strategies that help kids by helping their parents." 

Some of the takeaways from the Kids Count in Michigan Data Book 2016 (comparing 2006 to 2014) are: 

 Nearly 1 in every 4 children in Michigan live in poverty (22.6 percent)-a 23 percent increase in the rate over 2006 
and 2014. Child poverty is even higher for kids of color (47 percent for African-Americans and 32 percent for His-
panics compared to 16 percent for white children); 

 The rate of children living in families investigated for child abuse and neglect increased by 52 percent and the 
rate of confirmed victims rose by 29 percent; 

 32 percent of children live in a household where no parent has secure employment; 

 Nearly 80 percent of young children (ages 0-5) had both parents in the workforce; 

 On average, monthly child care consumed almost 40 percent of 2015 minimum wage earnings; and 

 17 percent of children in Michigan live in high-poverty neighborhoods (only seven states have a higher rate), in-
cluding 18 percent of American Indian, 55 percent of African-American and 30 percent of Latino children. 

Of the 12 trends in Michigan child well-being with enough data to analyze in the 2016 report, six improved, five 
worsened, and one stayed the same. The report also ranks 82 of the 83 counties for overall child well-being 
(Keweenaw County lacks sufficient data). The top and bottom three from last year are nearly the same as in 2016. This 
year's best counties are Livingston (1st), Ottawa (2nd) and Clinton (3rd). The worst counties are Lake (82nd), Clare 
(81st) and Muskegon (80th). Other notable county rankings were Calhoun (69th), Ingham (39th), Kalamazoo (44th) 
and Wayne (66th). 

"Here is the world. Beautiful 

and terrible things will 

happen.  Don't be afraid." 

~ Frederick Buechner 

http://r20.rs6.net/tn.jsp?f=0010mDC2m6MREX89Jj3eKB3sXOpzuZN0YWqRsBtGDH1O4OEQhpPRSuljpotK440ftrAk-z93JTy8D0t7qb9TCKkdVwwTd0ZxTqas212kkji2HGfrLfZ_wGsy0yTsivCo95JC4k2xAPyvLtwOBkUlY6xnNKoQtnOqm-K3dVdm22sKT8vhpFwF3LGtCfXJ1c9Q1asxSebjcqUg0FDFkWIK51NLMt_Gwps6iVVgjyU
http://r20.rs6.net/tn.jsp?f=0010mDC2m6MREX89Jj3eKB3sXOpzuZN0YWqRsBtGDH1O4OEQhpPRSuljjuaI9BySGwMETlAbnkOOzSS-ELNCn03lsrzRmO0St5qB2Rimgb8wkAXTrrnDM5m02U2GDqnlriLpKWIZYCkZATDx37eOZY8HAc50i2duiVr&c=vBJ_zn7-WTZuMMvKhugCeQ0X8SVglcSMm5TqFZlht7OcYZaMYIiP_A==&ch=8DlFk
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Save the Date!  MMA is hosting the live  
Birth Emergency Skills Training (BEST) workshop 

What it is 

Birth Emergency Skills Training for Out-of-Hospital Providers® 

(BEST) is a certification course that prepares out-of-hospital 

midwives, physicians, nurses, and birth assistants to manage 

obstetrical emergencies with greater confidence and proficiency. 

Midwives who attend births at home and in free-standing birth 

centers work with low-risk clientele and seldom encounter 

emergencies. Yet life-threatening pregnancy and delivery 

complications may arise unexpectedly during an otherwise normal 

labor. In a crisis, the birth attendant must respond adeptly, but 

techniques seldom practiced decay over time, and ongoing 

research brings new recommendations. BEST sharpens skills so that 

providers may confidently manage obstetrical emergencies. 

 

What will you learn? 

The BEST course includes a systematic approach to: 

 Recognizing the high-risk pregnancy 

 Pain and bleeding in pregnancy 

 Complications arising in pregnancy 

 Managing Complications of Birth 

 Postpartum Emergencies 

 Neonatal Emergencies 

The two-day course includes one 6-hour and one 8 hour day, with 

timely breaks and lunch. The class includes didactic information, 

learning activities, hands on practice, and case studies, as well as 

trauma management and pregnancy complications scenarios.  

Class size will be limited to 20 students. 

 

Who teaches BEST? 

The BEST Live worksop was developed by the dynamic, innovative 

instructor Andrea Dixon, CNM.   

Find out more at the BEST website at www.birthemergency.com 
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The phone rings at 2:05 a.m., pulling her out of an 

annoying dream that isn't making any sense 

anyways. She answers it, without gathering her 

wits about her, like she has for over 20 years, 

knowing that as the person on the other end begins 

to share about contractions or bloody show, she'll be 

able to catch up to speed and ask the right questions 

and make the best decisions.  This time the person 

was the mother of the laboring woman, someone the 

midwife knew very well, having had her for an 

apprentice many years ago.  After apologizing for it 

being the middle of the night the mama-grandma 

said, "Contractions are 5 minutes apart.....no, wait, 

here comes another one...they're four mins apart." 

How can a minute make such a difference? She has 

no idea, but she knows it's time to roll out of her 

soft, warm bed and head out into the cold and rainy 

night. 

She hops to her routine - getting the coffee going, 

grabbing her scrubs, noticing that her husband is 

Birth Story 
Laurie Zoyiopoulos, CPM 

up and starting her car/putting bags into it, getting 

dressed, running her toothbrush over her teeth, 

grabbing her water bottle and pocketing her cell 

phone, putting on her glasses and watch, fixing a cup 

of coffee, slipping on her birks and heading out the 

door.  She can do this in just under 10 minutes.  5 if 

she forfeits the coffee…..closer to 15 if she has to 

start and load her own vehicle. 

The night is so black and wet, with occasional fog and 

shining deer eyes very close by.  She would usually 

drive 10-15 miles over the speed limit but with this 

rain she can only go about 60.  She has an hour and 

15 minutes to go to arrive at the home of the laboring 

mother.  She hopes someone calls her to check 

in….she hopes no one calls her to tell her she missed 

it.  She worries that if no one is calling it means they 

are catching a baby…..or having some trouble.  These 

thoughts always cause her to pray. 

She passes the house and is annoyed with herself - 

she’s been to this house countless times, including a 

Book Review by Stacia Proefrock 

The Essential Homebirth Guide:  
For Families Planning or Considering Birthing at Home 

By Jane E. Drichta, CPM and Jodilyn Owen, CPM 

Homebirth is a minority choice in the United States.  
Depending on where you live, homebirth rates range from 
about half a percent to four percent.  It is not uncommon for 
someone to walk into my midwifery office and tell me that 
they don’t know anyone else in their family or community 

who has chosen to have a homebirth. 

Because of this it can be a bit lonely to plan a homebirth 
and families who are setting out to try and have their ideal 
birth experience can feel a bit lost.  So many pregnancy 
books (like What to Expect While You’re Expecting, for 
example) have such a strongly pro-medical and pro-
hospital view that families don’t recognize very much at all 
about their own experiences when looking to them for 
advice.  What if you don’t have a clue on how to pick the 
right midwife or know whether a waterbirth is a good 
choice for you or wonder if your medical conditions make 

homebirth a poor choice for you?  This book helps.   

It does a great job with both the global and specific 
concerns of pregnancy and birth.  It lays out what to expect 
with prenatal care, birth, and postpartum care with a 
homebirth midwife, including nitty gritty details like how to 

prepare your birth space, what 
to do if you have GBS or other 
pregnancy complications, and 
how to deal with transfers of 
care.  But it also outlines the 
kind of communication skills that 
could help you get good care in 

any setting. 

This book reminds me a bit of 
Cynthia Gabriel’s Natural 
Hospital Birth, which talks a lot about the details of the 
hospital birth process but is, at its core, a book about 
learning how to communicate your needs and advocate for 

yourself and make good consumer choices. 

It does all of this with a very disarming, friendly style.  It’s not 
surprising that this book is written by two midwives.  The 
whole tone reminds me of the best of the visits with my clients 
– get the reader comfortable, address concerns, and work 
together collaboratively to solve problems.  That’s what this 

book is about. 
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home visit only a couple of weeks before.  But it’s so 

black outside and there are no visible outdoor lights 

on.  As she passes it she glances back and sees the 

bedroom light is on, that’s how well she knows this 

house.  So she quickly turns around at the next 

crossroad and hurries back in the rain.  She pulls 

into the driveway and gets out and grabs 3 bags to 

take in.  Upon entering the home, without bothering 

to knock, she hears the sound.  The one that always 

causes her to listen more closely to determine if it is 

a newborn baby or a still laboring mother.  It was the 

later.  She moves quickly through the house, 

surprised she isn’t causing a dog to bark, and into 

the bedroom that has the light on.  She hears, “Oh, 

good!  You just made it!” and she glances at the 

laboring mother, on the bed, and sees a little bit of 

the baby’s scalp as the head pushes against a 

stretched perineum, and then recedes back inside. 

The midwife quickly assesses the room.  Besides the 

mama-grandma, sitting poised with gloves on and a 

warm compress in hand, the laboring mother has 2 

other sisters with her.  They are also both sitting in 

the large bed.  One sis by her side, giving moral 

support, having done this 3 other times herself, and 

the other is at the mama-grandma’s side, and she 

has her cell phone and a pen and paper and is jotting 

down anything of importance, including many fetal 

heart tones that have been taken.  The father of the 

baby is standing next to the bed, unsure of things 

that are happening so fast, but seeming glad that the 

midwife has arrived.  The mama-grandma is the 

most relieved, though.  The plan is for her to catch 

the baby and the midwife to assist.  The midwife 

considers getting heart tones from the baby but 

another push produces more of that little head and 

then the head completely delivers, the baby rotates, 

and the mother pushes him out, with a huge surge of 

relief!  The mama-grandma unwraps the baby from 

the cord that was loose at his neck and wipes his face 

and hands him up to his reaching-for-him mama. 

 The midwife asks the pen-holding sister if she got 

the birth time and she did, while she produces a 

baby blanket that she had warming under her shirt. 

 The baby is covered with it, and dried, as the room 

erupts with the happy sounds of sisters and mama-

grandma, rejoicing in their newest family member’s 

arrival, and he joins them with his cries that come 

from the shock and cold of being born.  The father is 

tearful and happy, all at the same time - the 

Birth Story, continued from page 9 

emotions of birth are many.  The midwife is the least 

emotional, but oh so happy for this family.  She 

knows there is still much to do and the 

responsibilities of her job don’t end with the crying 

newborn and elated family. 

The mama-grandma shows her that a gush of blood 

has occurred, but it isn’t worrisome to the midwife. 

 She has her bags of equipment and other essentials 

at her side and she will use what is needed, as 

needed.  The placenta delivers easily and the baby is 

assessed.  He takes a little time to decide to nurse, 

but some drops of colostrum, expressed, gain his 

attention.  He is small for full term and the midwife 

knows she will feel better once his is nursing at his 

mama’s breast.  His auntie suggests mama try the 

other side and that does the trick and he begins what 

will most likely be many months of being nourished 

with only his mama’s milk.  The midwife suspects he 

will be one of those babies who grow quickly - he is so 

alert and attentive and feisty for his 5# 5ozs. 

Calls are made and pictures are taken and tired 

family members head off to bed.  Charting is finished 

and mama and bed are freshened up and it’s time for 

the midwife to load her things and head home, as all 

the others head to bed.  The daddy-grandpa is 

already snoring contentedly on the couch.   

As she leaves she wonders how many other times she 

has come and gone from this family at one of the 

most joyous occasions a family can have?  She was an 

apprentice when the mama-grandma had her first 

home birth, though that baby arrived so quickly none 

of the midwife team made it.  She was there and 

received the sister, who was the time-keeper and 

note taker at this birth, remembering the other 

children being witness to it and all the joy it brought, 

in this very same house.  And she was there for many 

of the grand babies, too.  It’s been a beautiful 

profession to grow older with.  People see the 

maturity as a good thing and not as a reason to start 

considering retirement.  She still marvels at the 

reassurance her presence brings.  It isn’t a “heady” 

marveling, but a humbling one.  One that makes her 

feel so very blessed as she drives home towards the 

dawn of this new day. 



 Michigan Midwives Association   NEWSLETTER Spring  2016 

Page 11 

 
 

 

Vitamin D Deficiency and Pre-Eclampsia 

Vitamin D deficiency early in pregnancy is associated with a five-fold increased risk of preeclampsia, according to 
a study from the University of Pittsburgh Schools of the Health Sciences reported in the Journal of Clinical 
Endocrinology and Metabolism. 

A serious complication of pregnancy marked by soaring blood pressure and swelling of the hands and feet, 
preeclampsia is the leading cause of premature delivery and maternal and fetal illness and death worldwide, 
conservatively projected to contribute to 76,000 deaths each year. Preeclampsia, also known as toxemia, affects 
up to 7 percent of first pregnancies, and health care costs associated with preeclampsia are estimated at $7 
billion a year in the United States alone, according to the Preeclampsia Foundation. 

“Our results showed that maternal vitamin D deficiency early in pregnancy is a strong, independent risk factor 
for preeclampsia,” said Lisa M. Bodnar, Ph.D., M.P.H., R.D., assistant professor of epidemiology at the University 
of Pittsburgh Graduate School of Public Health (GSPH) and lead author of the study. “Women who developed 
preeclampsia had vitamin D concentrations that were significantly lower early in pregnancy compared to women 
whose pregnancies were normal. And even though vitamin D deficiency was common in both groups, the 
deficiency was more prevalent among those who went on to develop preeclampsia.” 

For this investigation, Dr. Bodnar and her colleagues evaluated data and banked blood samples taken from 
women and newborns between 1997 and 2001 at Magee-Womens Hospital of the University of Pittsburgh Medical 
Center (UPMC) and affiliated private obstetrician practices. Data were analyzed for 1,198 women enrolled in the 
Pregnancy Exposures and Preeclampsia Prevention Study, a prospective survey designed to examine factors that 
may predispose women to preeclampsia. Out of this group, 55 cases of preeclampsia and 220 controls were 
selected for further study. 

Samples of maternal blood were taken prior to 22 weeks pregnancy and again just before delivery. Samples of 
newborn umbilical cord blood also were tested for 25 hydroxyvitamin D, an indicator of vitamin D status. 

“Low vitamin D early in pregnancy was associated with a five-fold increase in the odds of preeclampsia,” said Dr. 
Bodnar, who also is an assistant investigator at the university-affiliated Magee-Womens Research Institute 
(MWRI). “Data showed this increase risk persisted even after adjusting for other known risk factors such as race, 
ethnicity and pre-pregnancy body weight. Also troubling was the fact that many of the women reported taking 
prenatal vitamins, which typically contain 200 to 400 International Units of vitamin D,” she said. 

“Even a small decline in vitamin D concentration more than doubled the risk of preeclampsia,” noted James M. 
Roberts, M.D., senior author of the study and MWRI founding director. “And since newborn’s vitamin D stores are 
completely reliant on vitamin D from the mother, low vitamin levels also were observed in the umbilical cord 
blood of newborns from mothers with preeclampsia.” 

A vitamin closely associated with bone health, vitamin D deficiency early in life is associated with rickets — a 
disorder thought to have been eradicated in the United States more than 50 years ago — as well as increased risk 
for type 1 diabetes, asthma and schizophrenia. 

In the developing world, preeclampsia accounts for up to 80 percent of maternal deaths. And while treatment is 
more available in developed countries, preeclampsia remains the leading cause of maternal death. Infants born 
to mothers with preeclampsia have a risk of mortality five times greater than those born to women with normal 
pregnancies. In the United States alone, nearly 15 percent of preterm deliveries are a result of preeclampsia. 

### 

In addition to Drs. Bodnar and Roberts, other authors are Janet M. Catov, Ph.D., Hyagriv N. Simhan, M.D., and 
Robert W. Powers, Ph.D., all of the University of Pittsburgh Schools of the Health Sciences and MWRI; and 
Michael F. Holick, M.D., Ph.D., Boston University School of Medicine. The study was funded by the National 
Institutes of Health. 

Founded in 1948 and fully accredited by the Council on Education for Public Health, GSPH is world-renowned for 
contributions that have influenced public health practices and medical care for millions of people. For more 
information about GSPH, visit the GSPH Web site at http://www.publichealth.pitt.edu/. 

Founded in 1992, MWRI has attracted some $185 million in grant funding focusing exclusively on women and 
infants’ health research and representing the Institute’s continued strong ties to the University of Pittsburgh 
Schools of the Health Sciences and UPMC. For more information about MWRI, visit the Institute Web site at 
http://institute.mwrif.org/. 

Source: Michele D. Baum 

University of Pittsburgh Schools of the Health Sciences 
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Working to advance accessible, quality maternity care with midwives in Michigan. 
 

The Michigan Midwives Association (MMA) represents a network of midwives, childbirth professionals, and students, and the 
spectrum of the Midwives Model of Care. We believe out-of-hospital births, attended by trained  midwives, are an essential option 

for healthy women and their families.  We support the rights of parents to make informed decisions about childbirth. The MMA 
supports advances in the profession of midwifery which enhance quality, community, and education among  midwives, consumers, 

and other health care providers. The MMA is a non-profit corporation. 
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