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From the President
Stacia Proefrock, CPM
Something huge happened on January 4. We got a
law that is going to change the future of midwifery
in Michigan, Public Act 417, signed by the
Governor.
Every time I’ve sat down to write this letter I’ve
ended up with something too big, too unwieldy,
trying to explain the whole history of how we got
here and what I think the future might look like.
But it’s felt like I was talking at people every time I
tried to tell the story of what the work to get this
bill passed look like, or to give a vision of what I
think the future could be. This is our past and our
future.
I’ve included FAQS about the bill text and about the
education requirements for the new licensure.
Knowledge is always powerful. And Connie Perkins
and I are going to host five information sessions
across the state where we, helped by other regional
midwives, facilitate a conversation about all of the
things that people are concerned about. Can I still
practice? What is it going to cost? How do I get
certified if I’m not now? What do we think the rules
are going to look like? Why did the people making
the law choose to do things the way that they did?
How do they get made? Who is on the midwifery
board? How can I change things if I don’t like
them? What kinds of positive things will this law
bring? Look for details in email very soon. We plan
meetings in Oakland County, Washtenaw County,
Ingham County, Isabella County, and Kent County.
If someone wants to facilitate a meeting further
north, we’ll try to share our resources too.
I’m really excited about what this law will bring
(except for all of the work slogging through the rules
process for the next two years – I’m not excited
about that). But I understand that part of why the
balance between my excitement and apprehension
leans more toward feelings of positivity than dread

is because I am already certified. 15 years ago,
when I started the process of becoming a
midwife, I did a traditional apprenticeship, but
chose to become a CPM because I thought we
might move and I wanted to make sure there
were as few barriers as possible to my working
in another state as there could be. I was
passionate about being a midwife. I didn’t want
anything to get in the way. I understand that
for folks who didn’t choose that path, either
because it conflicted with their beliefs or because
there were too many obstacles, things are harder
now and the barriers to continuing to work the
way that they always have seem very large.
What I want to say now is that we can help each
other. I have spaces coming up in the next year
or two in my practice for midwives who need a
Continued on page 2
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preceptor. I am happy to run a study group or loan
books to midwives who need to prepare for the
CPM exam. Others have volunteered the same. I
am happy to fundraise to cover fees. Nothing
would give me more pleasure than to raise money
to take the burden off of my sister midwives who
are facing a heavy load. We have new midwives
moving into our state every day. Because I’m the
president of the state organization, people
considering moving here often write me – the
prospect of licensing has brought more than a few
in who now feel like they can work here when
before they were hesitant. The more of us there
are, the easier it will be to get through training, get
through certification, back each other up, make
connections with hospitals and doctors, grow our
community, grow homebirth. This is one of the
things I’m most excited about – growing homebirth.
Since licensing 10 years ago, Wisconsin has nearly
tripled the number of families who get to have
homebirths. That’s huge. We do such good work.
We have had limited opportunities to serve more
than 1% of the women in our state because of our
legal barriers and now, those barriers can begin to
fall away. We can bring our high breastfeeding
rates and low c-section rates and low rates of birth
trauma and joyful, physiological births to people in
new settings and in new communities.
Why do I have hope instead of fear? Because the
people who were part of our movement proved that
if you work hard enough and for long enough, you
can be victorious over some very huge enemies.
When I do tell the story of this movement, it will be
clear what a David and Goliath struggle it was, and
how it was full of humble heroes. I know that
brave people can step up and make good rules for
us, rules that will empower midwives and families,
and that people who are willing to show up and do
the hard work can make a difference. The future is
not fixed. We have the power to mold it. Together.
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U PDATES
 N EW W EBSITE !
We have a new website! Members can now edit
and update their own directory listings whenever
they want. If you are current on your dues, you
will receive an email letting you know how to
access your new account. If you have a
membership and a directory listing already, you
can pay for a renewal under "join MMA" on the
website and then look up your listing, click on the
listing, and then click on the yellow box beneath it
that says "claim this listing." Once that is done,
you wait for an administrator to approve it, you
receive an email, and then you will be able to
edit your listing. New members who don't have a
spot in the directory can just create one after
clicking on "Join MMA." Anyone who needs help
can call/text Stacia at 734 834 5392 or ask
questions at stacia@cornellbox.com. Good luck!

 D UES D UE !
MMA Dues are due January 1st each year. If
there is an asterisk on your mailing label, your
dues have expired. Use the Dues Renewal Form
and return to Patrice Bobier, Treasurer as soon as
possible. Or go to the new MMA website and
click “Join MMA” to pay your dues online!

 SPRING CONFERENCE SAVE THE DATE!
Thursday April 27 and Friday, April 28
Best Western Hospitality Hotel and Suites
5500 28th Street SE
Grand Rapids
Visit michiganmidwives.org for more info.

 SCHOLARSHIPS AVAILABLE
Scholarships available for 2017 International
Confederation of Midwives Triennial Congress
Toronto, ON, CA, June 18-22.
Members are invited to apply for one of five
$200 scholarships to attend the ICM Congress in
Toronto, Ontario. This is a multi-day event that
draws thousands of midwives from all over the
globe. Early bird registration ends February 28.
Applicants must contact Stacia Proefrock at
stacia@cornellbox.com. The scholarship will be
given as a reimbursement directly to the
applicant for the conference fees. Please apply
by March 7th.
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The New Midwifery Law: Frequently Asked Questions
On January 4, 2017, Governor Snyder signed HB 4598, a bill to license Certified Professional Midwives. The full text
of the legislation, now known as Public Act 417 of 2016, is available on the Michigan Legislature website. We’ll refer
to it simply as “the law.” http://www.legislature.mi.gov/documents/2015-2016/publicact/pdf/2016-PA-0417.pdf. What
follows below is our understanding of the law’s major provisions.
When does the law take effect?
The law’s effective date is listed as April 1, 2017, but that does not mean that midwives are required to be licensed
on that date; in fact, that would be impossible! The Governor must first appoint a Board of Licensed Midwifery,
which will then begin the process of writing the regulations (“rules”) that will govern midwifery practice. (Want an
example? Look at Wisconsin’s rules here https://wisconsinguildofmidwives.org/midwives/standards-of-practice/. We
believe it will be at least a year before any Michigan licenses can be issued.
Who serves on the midwifery board?
The Governor is responsible for choosing board members: 7 CPMs, 2 public members, 1 CNM, 1 obstetrician, and 1
pediatrician. The Governor’s office moved much quicker than we expected, and the deadline for applicants for the
first board has already passed. MMA worked hard – and very quickly! – to recommend home birth-friendly doctors
and nurse-midwives. However, the decision ultimately lies with the Governor.
If you or someone you know is interested in applying for a future board, please contact Stacia at
stacia@cornellbox.com, so that we can share the wisdom we gained. We expect the first board to be selected by
April.
What prevents non-midwife members of the board from making rules that destroy home birth culture?
The board votes by simple majority. Since the Michigan Constitution requires that the majority of a professional
board be made up of members of the profession being regulated, the 7 CPMs on the board cannot be outvoted by its
5 other members. In addition, rulemaking is a public process that everyone can monitor and comment on, in order
to hold the board accountable.
What does the law say about VBACs, breeches, twins, postdates births, etc.?
The law says not a thing about these issues! The people who spent the last seven years advocating for this law (LCG,
our bill sponsor, our lobbyist, and hundreds of midwives and consumers) worked extremely hard to keep language
about individual care decisions out of the bill – and succeeded where all other recently-licensed states have failed.
We were able to show legislators that evidence about these practices is constantly evolving; because of this, it is
advisable to keep governance of any such issues in rules, where it is easier to change.
Rules, in addition to being more open to revision, are generated (“promulgated”) by board members who are
experts in the profession being regulated, rather than by legislators who may not understand the issues in depth –
another reason to address the details in rules rather than in the law. If you care about VBAC and similar issues, we
urge you to stay involved as the rules for these practices are written.
What practices does the law prohibit?
The law forbids Licensed Midwives from using a vacuum extractor or forceps, performing surgery beyond stitches for
lacerations suffered during birth, or administering prescription medication in labor.
The law allows midwives to order tests and labs and to carry medications that we haven’t been able to before.
How does that work?
We’re not sure yet how that provision will be implemented. Many independent labs, like Quest, will probably open
their doors to midwives with licenses, as they do in other states. The same might be true of freestanding ultrasound
clinics. Obtaining privileges to order tests in the hospital system will probably be a more complicated process.
However, any midwife who already has an arrangement with a physician to order tests will most likely be able to
continue doing so. We expect the board to issue rules that make access to medications and tests workable for all
midwives in all regions of the state.
What provisions make licensing easier for established Michigan midwives?
The Midwifery Bridge Certificate, available from NARM, shows that you have earned a certain number of CEUs that
deal with complicated or high-risk births and emergency skills, among other topics. Many CPMs have found that
Continued on page 4

Lawmaking 101: Legislatures propose and (sometimes) pass bills. After bills have passed both chambers of the legislature and received the
Governor’s signature, they become laws. (Strictly speaking, they can also be referred to as acts at this point – but that can also be the case
before passage, which is confusing!) At some point in the months following enactment, the law is codified – it is divided up and the parts
are filed into the Michigan state code. The code is a giant collection of law containing the Michigan Constitution plus all laws passed by the
legislature, arranged by subject matter. Most, if not all, of the parts of P.A. 417 will be filed into the Public Health Code. Following
codification, each individual entry into the code is called a statute.
Regulations (or rules) are created under the authority of the licensing statute, which establishes a Board of Licensed Midwifery. The
Governor appoints the members of the board. The board writes and distributes (promulgates) rules. It can promulgate only those rules that
are authorized by the statute. Rules are not voted on by elected officials, but are open to public comment before they go into effect.
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existing CEUs undertaken for CPM renewal have been sufficient to earn the Bridge Certificate. Information about
the Bridge Certificate can be found at narm.org.
Long-practicing midwives can earn the CPM through NARM’s Experienced Midwife option, which involves creating a
portfolio and sitting an exam. Please note that NARM will discontinue this Experienced Midwife option on January 1,
2020.
The law makes provision for a temporary license, which might provide extra time for obtaining a CPM and bridge
certificate after 2020 – we are still seeking clarification on this point. We expect that the rulemaking process will
eventually provide us with an answer.
For midwives who don’t think they will qualify for the Experienced Midwife process, we are committed to trying to
creatively problem-solve how to get through the certification process. Many midwives in Michigan have stepped up
to offer to help others who need preceptors for certification. Please contact Stacia at stacia@cornellbox.com to
ask questions about being matched with a preceptor or how to deal with your unique situation.
What if I want to continue practicing but do not want to become licensed? What about exemptions from the
licensing requirement?
The law protects the title Licensed Midwife, forbidding the use of that term by anyone who is not licensed. It also
forbids the practice of midwifery by anyone who is not licensed under this law. (It specifically exempts CNMs, who
are licensed under a different law.)
At the same time, the law offers a number of EXEMPTIONS from licensing, including working within a religious
community, working as a student or assistant, working for family members or friends, and others. The law’s
advocates fought hard to retain the freedom for these kinds of care models to continue.
It is also worth noting that this law might change the risk of prosecution for unlicensed practitioners from the
charge of the unauthorized practice of medicine or nursing (prosecuted under those professions’ respective
disciplinary boards) as it now exists, to the unauthorized practice of midwifery.
What’s up with the fee structure?
We believe that the licensing fee will remain $200 per year for the foreseeable future. There may come a time
when midwives are allowed to renew for a three-year cycle so that they don’t have to submit paperwork so often.
At that time the fee is likely to be $600 for a three-year cycle.
The state requires each new licensing program to pay for itself, and to that end, specified in law that funding be
front-loaded to cover costs in the early years. The regulatory agency initially set the initial fee at several thousand
dollars! Fortunately, they were able to rework their funding formula to lower the application fee to $450. This onetime expense will be incurred by midwives in the first few years of the program. Once the board is fully funded,
that fee will drop and new applicants will pay only the $200 fee.

Michigan Midwives Association

NEWSLETTER

Winter-Spring 2017
Page 5

FAQ about Education Requirements for Licensure in PA 417
Stacia Proefrock, CPM
When will the new requirements for licensure take effect?
We don’t know for certain, but could expect near January 2019. It is possible that the rules could be completed
in less than the two years time we have been given in the bill. The bill takes effect when the rules are written
by the midwifery board, and allows two years from when the governor signed it for that to happen. The
governor signed the bill into law in early 2017 so we expect that it will be early 2019 when midwives will be
required to have a license to practice as licensed midwives. After the requirements are put in place, midwives
will have 90 days to obtain a license. If their practice is inactive or if they have not yet met the requirements
for licensure they may obtain a license after that date, but somewhere between 2018 and 2019, midwives who
intend to call themselves licensed midwives and practice as midwives will need to be licensed.
What are the education/training/certification requirements for licensure?
In 2019, midwives will be able to license with a CPM and a Midwifery Bridge Certificate (available from
NARM.org). Any midwife who holds a current CPM through the PEP route before January 1, 2020, and who also
holds a Bridge Certificate from NARM (narm.org) will qualify for a license at any time after the law takes effect.
However, any midwife who has NOT obtained the CPM credential before January 1, 2020 will be required to
graduate from a MEAC-accredited midwifery school to obtain the CPM credential. There are a few exceptions in
the bill, including different requirements for midwives who are licensed in other states and different
requirements for midwives seeking a temporary license, but the simple answer to this question is CPM+Bridge
before December 31, 2019, unless you ar a CPM/MEAC school graduate, and MEAC schooling + CPM exam after
January 1, 2020.
Why such complicated rules, why require MEAC schooling after 2020?
When we started this process seven years ago, we started with the CPM. That is because the CPM was the most
practical, nationally recognized certification for direct entry midwives. At that point there was no hint that the
Experienced Midwife pathway was going to be retired. We knew from other states’ experiences that a law
couldn’t be passed without setting some standards for training and experience and also the consumers fighting
for our bill wanted to know that a licensed midwife had some basic standards for education and experience.
Additionally, the CPM credential is used as a basis for licensure in most of the 29 other states that license direct
entry midwifery. So, we started with the CPM, also knowing that many non-CPMs could use the experienced
midwife pathway to become certified and that very few people would be left having to redo their training or do
extra training. The bill briefly contained an amendment with a grandparenting clause so that existing
experienced midwives could become licensed without being certified. (It was added in the last weeks of the
Continued on page 6
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senate session while the bill was in the Senate Health Policy Committee and it nearly killed the bill. It only lasted
a few days before another amendment was introduced to remove it.) That second amendment was adopted by the
Health Policy Committee and at that point there was nothing we could do.
Two things happened along the way. 1) NARM decided to retire the Experienced Midwife pathway in 2020,
meaning that midwives who get CPMs after that point have to either have trained with a CPM or have attended a
MEAC school, or be trained in foreign country.
NARM’s actions meant that it was INCREDIBLY IMPORTANT to pass the bill in 2016 because if the bill died at the
end of that year, we would have to reintroduce it again, with a new sponsor in 2017 and by the time the bill
passed, there would be no time for non-CPMs to become certified through the Experienced Midwife pathway and
every non-CPM would have to start her training over, probably with a MEAC school. This is not the best use of our
resources and would have been devastating for our midwifery community, especially some of our most
experienced midwives. So we worked passionately up until the very last minutes of 2016 getting the bill through
the house and the senate and then through the house concurrence process. The bill was passed through all of
those steps on literally the last work day of the year. Then it was signed by the governor within a few days of his
deadline. The work on the bill was feverish in the end and we were doing everything we could to not have it
killed, but also not have it amended in a way that would hurt us.
2) The other thing that happened along the way was US MERA. US MERA was a position paper that was prepared
by some of the big players in midwifery and obstetrics after a series of national meetings. The players included
ACOG, ACNM, NACPM, MANA, and, eventually, ICTC. What US MERA tried to do is to set up the future of midwifery
education so that all of the midwives in the US were being trained in a way that was consistent with international
standards set up by the International Confederation of Midwives, or ICM. Because of our crazy system of laws,
where laws are different in every state and midwifery laws have a huge diversity in the amount of training they
require, US MERA tried to address states that didn’t have laws yet. The US MERA compromise agreement asks that
states adopting new laws for midwifery licensure require that applicants for licensure after 2020 have MEAC
accredited schooling. Applicants before that time would be required to have a Bridge Certificate, which would
address some advanced topics in midwifery through continuing education.
Why did we have to pay attention to US MERA?
US MERA was a double-edged sword. Once it was adopted in 2015, big national organizations like ACNM and ACOG
agreed to stop blocking midwifery legislation on the grounds of education if it was US MERA-compliant. That was
fantastic because their deep pockets for lobbyists on the state and national level killed many bills. However, it
basically became impossible for us to pass a bill that was not US MERA compliant. The House Regulatory Reform
committee actually held our committee hearing and then made us wait the whole summer before they voted on
our bill because they were waiting for the full MERA report to see if our bill matched it. So, in order to pass a
midwifery bill in the state of Michigan, we had to require that the education matched the MERA standards, which
is CPM+Bridge Certificate before 2020 and MEAC education + CPM exam afterwards.
I’m not a CPM now. Do I have to start over and redo my midwifery training?
Not if you have five years of experience or more (including more than 75 births) or if you will have that experience
by the end of 2019. (You must leave yourself time to submit paperwork to NARM, receive their approval, and
complete the exam before the end of the 2019 deadline.)
The Experienced Midwife pathway offered by NARM allows a midwife who has more than five years experience and
attendance at more than 75 births to document her experience in a portfolio and take the CPM exam. She would
then be certified as a CPM. This option is available up until December 31, 2019. The licensing laws in Michigan
have nothing to do with this deadline – this is from NARM, who decided to retire this option at that time.
Two midwives have volunteered to help midwives walk through the paperwork process for the Experienced
Midwife pathway. Wendy Pinter, who can be reached at nineshortmonths@icloud.com and Laurie Zoyiopoulos who
can be reached at faithgms@gmail.com. Both of them went through this pathway to become CPMs.
For midwives who don’t think they will qualify for the Experienced Midwife process, we are committed to trying to
creatively problem-solve how to get through the certification process. Many midwives in Michigan have stepped
up to offer to help others who need preceptors for certification. Please contact Stacia at stacia@cornellbox.com
to ask questions about being matched with a preceptor or how to deal with your unique situation.
Are there any MEAC-accredited schools in Michigan?
Not at the moment, but the Agape Health Care School in Northern Michigan is seeking accreditation. Licensing
often brings new midwifery schools into the state. This happened in Wisconsin where a midwifery training
program was set up at SW Tech college almost immediately after their law passed. SW Tech is an affordable
option for Michigan students as well through their distance program. MEAC.org has a website listing other distance
programs. Many students in Michigan have gone through the program at Midwives College of Utah, which has a
distance program as well.
This is a lot. I need help
Connie Perkins and Stacia Proefrock will be hosting in-person meetings throughout the state in late February and
early March. We will try our best to get regional meetings across as much of the state as we are capable of
traveling to. If you have questions now, contact Stacia at stacia@cornellbox.com.
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Perspective of Working in State Where Midwifery is Licensed
Celeste Groenenberg, CPM
My midwifery journey began in the mid-1990’s in Nevada,
a state that doesn’t regulate midwifery. To further my
midwifery training, I completed apprenticeships in Oregon
and Utah, states where midwifery is licensed. After
receiving the CPM credential, I worked at a birth center in
Washington state, where midwifery is licensed and also
quite integrated. In my opinion the benefits of licensure
outweigh the negatives of not being licensed.
In Washington, Oregon and Utah the midwifery profession
is thriving. Most midwives have busy, active practices if
they so desire. In these states there are midwifery schools,
Midwives College of Utah (Utah), Bastyr University
(Washington) and Birthingway (Oregon). Every year there
is a lot of growth with new Licensed Midwives and more
clients. Having more midwives increases accessibility.
Persons from various backgrounds, religions and
socioeconomic status are likely able to find a midwife that
is an appropriate match for them. Out of hospital birth is
covered by Medicaid and private insurance in Oregon &
Washington, which assists clients to pay for midwifery care.
There are many thriving birth centers that are owned and
operated by Licensed Midwives in Utah, Oregon and
Washington. These birth centers often attract persons who
wouldn't necessarily consider home birth and may feel a
sense of security within a birth center. Many of these birth
centers have about 20 births in a month.
Licensed Midwives have access to ordering labs and
ultrasounds from various providers. Licensed Midwives
consult with Perinatologists, Physicians, Certified Nurse
Midwives and Naturopath Doctors. Licensed Midwives can
refer clients Biophysical Profiles and Non-Stress Tests and,
if there is an indication, to Maternal Fetal Medicine. There
is often a mutual respect between Licensed Midwives and
other providers who Licensed Midwives may collaborate
with.
Many states that license midwives have differing sets of
rules. For example, in Utah midwives can choose to carry a
license. However in Washington midwives must be licensed
in order to accept payment and advertise their services.

Licensed Midwives in Oregon take a course called
Legends, Drugs and Devices as part of getting and
maintaining their midwifery license. Washington and Utah
require an Obstetric Pharmacology course. Licensed
Midwives are able to carry emergency medications,
RhoGAM, Vitamin K and Erythromycin. Medications are
readily accessible from the local hospital or other sources.
Licensed Midwives in Oregon maintain a drug log of when
they receive the drug, lot number, expiration number, client
who receives it and/or if it is expired and discarded.
Many Licensed Midwives work in practices with other
midwives or partnerships where they are able to
collaborate and support one another. Often in many of the
busier birth centers, midwives share a call schedule,
granting them either weeks and/or months off in a month/
year. This supports a model of self care and sustainability
that I think many would appreciate!
In Utah, Washington and Oregon Licensed Midwives have
not been arrested, although some have been sued and
investigated. Clients that are unsatisfied can file a
complaint with the state board of midwifery.
Rules and regulations in licensed states vary. Some of the
rules I find irrational, for example in Oregon Licensed
Midwives can attend births of twins and breeches at home,
but not in a birth center.
The fee to attain a midwifery license can be unreasonable
and risk being increased. Licensed Midwives are
continuously active about defending their practice. Licensed
Midwives actively stay on their toes in their states’
organization to adopt new rules and maintain their
practices.
Licensure of midwives, in my opinion, takes out the “lay”
and adds some credibility and standards. Other health
care providers, the general public and birthing families
know what to expect and what a Licensed Midwife has to
offer.
-This is an opinion piece by Celeste Groenenberg CPM, LDEM
in Chelsea, MI
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MANA President Marinah Farrell talk to MANA members and midwives.
If you aren’t a member of MANA you should consider it. NACPM and MANA are the leaders for
home birth midwives. Make your voice heard through membership.
“You row forward looking back, and telling this
history is part of helping people navigate toward the
future. We need a litany, a rosary, a sutra, a mantra, a
war chant for our victories. The past is set in daylight,
and it can become a torch we can carry into the night
that is the future.” - Rebecca Solnit
Reflecting on 2016, telling MANA’s story and the
narratives of midwives around our country, I believe
storytelling is of great importance. During my time as
president, I have learned that stories about midwives
are written almost every day, and depending on the
storyteller the versions of midwifery life and history
are vastly different. Our stories help shape how we
integrate the work that we do, the reasons we do it,
and ourselves as players in this world. Over the past
years as MANA president I have watched as stories
are written and rewritten, and affirmed to be truth,
when just the day before I perceived a completely
different unfolding of the event.
With this end of year narrative, I want to remind you
that your stories profoundly matter, especially if they
are the deepest and most truthful recountings. In
your hands that have caught countless babies and
held many hands, you must hold your experience as a
midwife and examine it.
You are a hero, and your story is a “Hero’s Journey.”
You have met great challenges face on, with doubt
and humility, and in the end, have overcome and
triumphed. Great gains have been made: the
collective ‘we’ created this beautiful direct entry
credential (the CPM) and formed the Midwives
Alliance of North America as the midwifery
association for the community midwife. Licensure, in
states that look like tiny puzzles of legal language and
challenges, all different, has been hard won. These
stories of our time as midwives living in the United
States are real, and yet there are many versions.
Particularly in the echo chambers of social media and
group think, there is a pressure to want there to be
only one strongly held narrative of our midwifery
experience. The backlash of this is a subtle death of
narrative, midwives no longer interested in the
individual’s story but instead communication of
various types of academic information. These bites of
information (via research or online forums such as
social media) are becoming code for how we are
identifying our work and rightful place as
midwives. As we look to the future of fast paced

research and dispersal via social media, the
midwifery model of care becomes a foundation
for practice upon which we should return to in
times of personal resilience. When I was in Canada
an aboriginal elder reminded me that Evidence Based
Medicine is important, but so is our Personal Based
Medicine.
Over the past years, like storytellers do, I have
improved upon (and become more protective of) my
own midwifery narratives. For instance, I am
thoughtful about the story of “traditional midwives.”
The traditional midwife in my own storytelling is a
person from a community in which midwifery has
been colonized and who is reclaiming that tradition.
Past narratives, including my own, have made the
traditional midwife an elder, with little formal
education and who is steeped in the mystery of ritual.
This is a good story. But a more important narrative
NOW is about the traditional midwives who are in
their 20s, graduates of MEAC or CNM/CM programs
or CPMs/LMs via a direct entry pathway and who are
working desperately for equitable access to midwifery.
These are young activists recognizing the injustice of
the colonization or the history of slavery that took
midwifery out of their community generations ago,
and who want to see it re-planted for their people. It
isn’t as popular a story for mainstream America. Yet,
the story of the granny traditional midwife, beloved as
it is, has not helped the modern day young midwife
who wants to be included in every system of care, or
even those granny midwives who have no access to
education, licensure, or economic stability. So
narratives about midwifery, and how they are told,
matters.
Midwifery has a history of forgetting to be inclusive,
and a reputation of being divisive. As we examine our
narratives, let us begin to find ways to have our
stories build bridges of engagement so that we are
stronger as a profession.
For similar reasons, the story of MANA has been
changed. I was asked at open forum a few years ago:
“Why is MANA even relevant now?” The creation
story of MANA is brilliant, but I recognized this
question as bitterly hopeful for the future.
As we create the future vision for MANA, we do
return to our foundation of supporting dignity and
justice for every midwife, regardless of credential or
Continued on page 9
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MANA, continued from page 8

pathway to learning. We were the first in the
midwifery association realm to make social justice our
strategic direction in the United States, recognizing
that it was time to end the resounding inequalities in
midwifery, and now have future plans for projects and
continued board commitment. We represent home
birth! Proudly. MANA, together with our community,
produces the studies and data to back up the quality
of homebirth midwives.
Currently, our board has every midwifery credential
represented (including the doctor who is a midwife!)
and has been a consensus based organization since
the beginning. We can make no major changes to
bylaws or elected positions without direct input from
our members. This in-person and direct relationship
we have with members is our own version of the Slow
Midwifery Movement, both a source of great pride and
occasional frustration when MANA acts like the old
mothership, rusty in places but solid in the sky,
disrupting the fancier models of decision making for
old fashioned communication. I love that MANA takes
the time to be considerate, especially after my time in
presidency where I have seen meetings dominated by
fast talkers and decisions made almost on a whim by
people in power who are not coming back to their
constituents for their perspectives.
MANA is an autonomous organization, started by
powerful outsiders (with support from ‘insiders’ such
as President of ACNM at the time, Sister Angela).
This gives us a unique perspective, and we try to
remain true to being that voice. For all these reasons,
and so many more, MANA matters. Stubbornness is
what keeps us honest, but it is getting harder and
harder to be the voice that asks for time. That asks for
consensus. That wants to wait for concerns to be
heard and recognized. This is why YOU matter so
much as a member, because we need a whole new
generation that recognizes the value of the ‘slow
midwifery movement.’
When I spoke in California this past year, I presented
a talk called "Midwives are the Resistance" and gave
it a Star Wars theme. It was fun and reminded
midwives that we really ARE the original resistance
and that MANA is the original rebel alliance in our
shared national midwifery. But, more importantly, it
was a reminder that midwives are Heroes. Our story
is the hero story, and MANA wants to encourage you
to be the midwives you were destined to be. We
support your profession, and also your personhood.
We know that you are more than “a member” or “a
midwife.” You are complete person that needs to be
recognized by your association.

As I end my Presidential Term, I look forward to
continuing my work in the innovative and exciting
Division of Access and Equity, the division working on
better ways to communicate with states and find ways
to help midwives on the ground. My term ends
officially in April, so elections are coming up and I
encourage you to vote.
I hope that you will consider always being part of the
MANA family with your membership, that your state
will join MANA as a Community Partner, and that
you will one day volunteer with MANA. Even a small
donation of money or time can have a significant
impact.
I hope you are excited for 2017. May your narratives
be hopeful, and your activism strong.
I love you, dear midwives,
Marinah

MDHHS - Early Hearing Detection
and Intervention Program
Nan Asher, M.L.S.; Program Consultant
Update: four babies have been identified as deaf or
hard of hearing (this includes one-sided) who were
born at home since this program has
started. Hopefully, they are all enrolled in Early ON
by six month of age to prevent language delays. Yes,
mild or one-sided deafness can and does impact
language development.
Unfortunately, we have several babies who have not
followed up after screening positive for atypical
hearing after 1 or 2 screens. (Have not gone for a
second screen or a diagnostic evaluation.) Please
continue to counsel on the importance of following up.
Here are some statistics that might help:
 9% (chance of having atypical hearing levels with
one referred screen.
 14% (chance) of atypical hearing levels with
switched ears, i.e. pass/refer, refer/pass. (Opposite
ear passed that previously referred and vice-versa.)
 30% (chance) of
having atypical
hearing levels with
two referred screen
in one or both ears.
Thanks for all you do!
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MANA in Atlanta!
Kate Mazzara, CPM
You have heard of the "The Thrilla in Manila”? Well,
we midwives had the "MANA in Atlanta”, and let me
tell you, with all due “RESPECT”, it was a knock
out!!!
I was excited to be heading to a conference. Having
been to conferences in the past, I know that they are
renewing and invigorating. I needed this one. I have
been feeling burned out by my practice, legislative
work, and once again, grieving the loss of a beloved
family member. I wanted some time to myself, so I
was planning on driving. I had someone due at the
end of September AND was sure she would have had
her baby...what could go wrong?
I had just finished binge watching "The Walking
Dead" so I really wanted to go Atlanta where they
shoot the show ("Walkers Carl”). Long story short I
was up all night at a birth that lasted into the next
supposed-to-be driving day, and had another midwife
(Thank you Stacia) come help with postpartum. I
came home, loaded my car with the MMA
merchandise, showered, ate dinner, slept for 45
minutes, and then drove all night to Atlanta. I did
required check-ins to Patrice who dozed and checked
texts all night. I arrived safe and sound, just in time
to unload, grab breakfast and make the first
session. Zombie myself. Get the theme?
It was an amazing talk presented by Dr. Brad
Bootstaylor from Atlanta. It was billed as "Review
the Home Birth system of support in alignment with
Maternal-Fetal Medicine and Midwifery hospital
based practice regarding: consultation, administrative
support, hospital transfer of care, midwifery hospital
based continuation of care, and postnatal support. A
system of real tangible support for Home Birth
midwives and their patients”
It gave me a hopeful glimpse of what a future could
be like: what it could be to be a midwife with a client
in need of a transfer, to not even give a moment’s
thought to how either of us would be treated in the
next setting. That the next setting would be just as
focused on the birthing person as the center of the
birthing experience as the home setting was. Where a
doctor acts like a midwife, Where a midwife would not
be separated from her client even if she needed a Csection but was brought into the OR as a support
person, and baby, if stable, baby would be delivered to
chest and delayed cord clamping is standard without
having to fight. That is what the midwives in Atlanta
GA have with Dr. Bootstaylor and See Baby. If you
just think I was dreaming cus I had yet to sleep, "see"
for yourself at www.seebaby.org . This Dr. and team of

CNMs have created the ideal situation for all...
The next cool thing (other than a quick shower to keep
me going) was our own Deborah Fisch who presented
with Indra Lutero. Both lawyers, they presented on
"Internalized, Interpersonal, Institutional and
Structural Oppression”: Social determinants of health,
health disparities, and health inequities; Antitrust
law and how it impacts health care.”
No, Still not sleeping... with engaging graphics that
made understanding how these complex issues
intersect with midwifery (Thanks Deb), to the fullblow hands-on learning, never before tried at a MANA
conference, experiment in deeper understanding. Deb
and Indra had the participants manufacture, price
and compete in the market place with paper
airplanes. It was a dynamic presentation that had our
learning soaring.
I couldn't get enough of Dr. Bootstaylor, so I went to
hear his take on ultrasound. His first statement is “If
you want to add stress to a pregnancy, send them in
for an ultrasound." He was more talking about all the
early and repeated ultra sounds done today without
indication... A basic 20 week scan is fine and prudent,
in his opinion. Then he went through all kinds of
diagnostic scans and pictures and indications. It was
amazing.
Then the DOR (Division of Research) Session was
presented by Bruce Ackerman. It was better attended
this year than in the past. The DOR is getting
exciting! The research it is doing is good and the data
it is collecting is making a difference. This year there
was also an air of sadness and grief as we were all
made aware that Ellen Harris-Braun, CPM, a long
time leader who wrote the computer program that
MANA uses to collect data, was in Hospice care and
making her transition. I remember meeting Ellen
when we shared a van from the airport to the hotel in
Clearwater, FL for a MANA conference. I shared with
her how overwhelmed but committed I was to start
contributing to MANA stats. She was great to talk to
and very encouraging. That year, I met my resolve,
and started contributing to MANA Stats and haven't
missed a data set yet!
FAM hosted their Silent Auction and a showing of
"Why Not Home”. Debbie Pulley CPM was honored it
was a great night of fun!
I was beat I don't know how I was still awake but I
was done.
The next morning we were treated to what was for me
and many midwives and midwifery advocates a
empowering taking it back talk titled "We sued the
sheriff: Lessons in rule making from Arizona"
presented by Julie Gunnigle. It was promoted like
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this "In 2012, the midwives and consumers of Arizona
pushed for a bill to open the midwifery rules of
practice. The rules were opened and, after countless
meetings and open forums, VBACs were added to the
scope of practice for licensed midwives. What looked
like a win was quickly reversed when legislators
sought to undo this, and the Department of Health
Services began changing the way it read existing
rules. That same year, the Department announced
that there was a "new sheriff in town." This new
sheriff suspended fifteen percent of the actively
practicing midwives in the state in a single year. This
presentation will focus on the lessons learned from
the rule making and hearing process in Arizona,
along with advocacy pointers for midwives and birth
workers alike." Her talk was amazing and ended with
a standing ovation. I am glad to have seen this
presentation as Michigan prepares to write its rules.
Next we were presented with an update from MANA
about the work that they are doing with the Dignity
in Birth campaign. Our own Nicole White has been
very involved with this important work and sat on
the panel discussion. So proud! Here is a brief
synopsis of what they are doing: "The Midwives
Alliance and Compassionate Birth Project, funded by
CoreAlign and led by MANA President and activist
Marinah Farrell and Compassionate Birth Founder
Robyn Sheldon, have teamed up to innovate a
campaign of justice and compassion for midwives. We
are seeking to solve the problem of the current disempowerment and dehumanization of midwives in
the health care system, to ensure that this
disempowerment and dehumanization does not get
transferred from the midwives to the families they
serve, and to improve birth outcomes as a result of
the empowerment and compassionate care of
midwives. We are developing links with international
and professional midwifery organizations and
associations at a community, national and
international level. Training dignified, compassionate
care for and by midwives will have a far reaching and
potentially powerful impact on maternity systems
and the reproductive movement as a whole. The long
term goal would be to impact the healthcare system
as a whole. This is being developed by a team of six
that are from the U.S and from South Africa under
the guidance of CoreAlign facilitating the planning
phase, innovation and ideology and implementation.
This is an exciting global initiative to bring back
justice, compassion and healing for midwives." This is
daring and important work MANA is taking on.
The break out session I attended was on US MERA.
It was a review of the process up until now and
celebrating that ICTC is now included at the table. It
was a little more contentious than planners intended.

The next session I went to was so relevent to MI that I
was excited that nothing else sounded good to me. Kate
T. Finn Presented on "Engendering System Integration
of Home Birth Through a Quality Narrative and
Guidelines for Collaboration" What the heck did that
even mean? I had an idea. It was a great talk about
how New York wrote their guidelines for transfer
guidelines and much much more. I took notes and
pictures for a time when we may need them for
Michigan and this is one talk I am going to purchase. I
will be reaching out to Kate as she is a wonderful
resource.
Then it was time for Robin Lim. I was looking forward
to her talk, as it was my first time to see her speak. She
was very excited because her birth center had just
opened up and she had her first woman in labor. It was
very sweet. Later Robin kept clearing Nicole White’s
chakras on the dance floor and that was fun to watch,
too! I, on the other hand, danced with a devil to James
Brown ~~ Get up off that thing, dance and you feel
better! NO, really there may even be pictures. I guess
in the end you have to dance with those that brung ya!
Speaking of dancing, it was so great to see Patrice cut
the rug taking her new back out for a spin. The dance
was well attended.
Earlier in the evening it was amazing to be present to
see Ida Daragh receive the Ina May Lifetime
Achievement Award. It was a well kept secret and was
she surprised!
Sunday brought amazing talks. The first session dealt
with why home birth is safe in Canada while American
midwives struggle to show that we, too, are practicing
safely. Spoiler: We are practicing safely.
Barbara Katz Rothman and Wendy Simonds did a
wonderful talk on The American Ways of Birth and
Death Care Movement and what we can we can learn
from them.
Then there was a panel that truly reflected the
Midwives of North America....With representatives
from Mexico, USA and Canada.
The over arching theme of social justice ran throughout
the event. It ended with some amazing women
drumming ~~ drums and dancing and it was such a
great time!
I was so proud of Nicole White for the work she did as
the conference coordinator.
I was ready to hit the road...I loaded The MMA Sales
items and had a great drive home reflecting on the
MANA conference. RESPECT!

Michigan Midwives Association

NEWSLETTER

Winter-Spring 2017
Page 12

Laurie Z got this today! It’s a
joyful part of working with
large extended families. =)
"So, would you like to
come to a wedding where
you delivered 4/5 bridesmaids (the 5th was home-

born too), the bride, 2
groomsmen, all the ushers,
the junior bridesmaid, and
served in some capacity
for all 7 flower girls? We'll
make sure you get a front
row seat!"

Nurse-Midwives Applaud Governor's Signature on APRN Bill
From MI Council for Maternal and Child Health newsletter
1/20/17
The Michigan Affiliate of the American College of Nurse-Midwives
(ACNM) applauded Gov. Rick Snyder's signing into law HB 5400,
known as the "APRN bill" or the Advanced Practice Registered Nurse
bill.
HB 5400 will benefit Michigan's certified nurse-midwives (CNMs) by
enhancing the definition in Michigan law of a category of nurse known
as APRN. This category includes CNMs and three other groups of highly
trained nurses with graduate education: nurse practitioners, clinical
nurse specialists, and nurse anesthetists.
One of the main features of HB 5400 is that it permits CNMs and two
other APRN groups (nurse practitioners and clinical nurse specialists) to
prescribe medications independently. The new law also makes it
possible for APRNs to order some therapies - including physical therapy
- and to have an expanded role in the care of hospitalized patients.
"This bill is a step toward modernizing Michigan's regulatory
environment around health care to bring it in line with other states and
with federal guidelines," said Katie Lavery, CNM, the legislative liaison
of the Michigan Affiliate of the ACNM. "It is a step toward having our
highly educated advance practice nurses practice to the top of their
education and training, and toward providing increased access to
health care for the people of Michigan."

Calendar of Upcoming Events
 West Michigan Association of Lactation Consultants

Breastfeeding Today
April 17
Calvin College, Grand Rapids, MI
Visit WMALC.org for updates, registration info and
details.
 MMA Spring Conference
April 27 & 28
Best Western Hospitality Hotel and Suites
Grand Rapids, MI
 Thursday morning: NRP - Our usual instructor is not
available this day. Please let Christa know asap if you
will want to take NRP this day. rnchrista@gmail.com
 Thursday afternoon: Licensing updates session and
MMA membership meeting, State Screening update,
and “Creating a Sustainable Practice.”
 Friday, April 28 (all Day): STABLE class with instructor
Lynette Johnson from Helen Devos Childrens Hospital.
CEUs will be offered, and this class is eligible for the
Midwifery Bridge Certificate.
 Visit michiganmidwives.org for more information, or
contact Christa.

 ICM 2017 Conference
June 18 - 22, 2017
Toronto, Canada
Go to http://www.midwives2017.org/cfm/
 Center for the Childbearing Year
734-663-1523, www.center4cby.com
Ann Arbor, Michigan

 DONA International Birth Doula Workshop
April 21 - 23 (Friday & Saturday, 8:30am-6pm and
Sunday 8:30am-5pm)
This fun, incredibility informative, hands-on workshop is
your entry into birth work. Training fulfills two
requirements for professional certification through
DONA International.
 DONA International Postpartum Doula Workshop
March 16 - 19 (Thursday - Saturday, 8:30am-6pm,
Sunday 8:30am-4pm)
This interactive, hands-on training prepares you to
provide excellent in-home care to postpartum families
and leads to professional doula certification through
DONA International.
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Intraperitoneal Instillation of Lidocaine Cuts Post-Cesarean Pain
By Marilynn Larkin
January 09, 2017
NEW YORK (Reuters Health) - Intraperitoneal instillation of lidocaine improves the management of early postoperative
pain after a cesarean delivery and reduces the number of women requesting opioids in the immediate postpartum period,
according to researchers in Canada.
Because intraperitoneal instillation of lidocaine reduces pain after abdominal surgery, Ruchira Patel of the University of
Toronto in Ontario and colleagues investigated its effect on post-cesarean delivery pain when given as part of a
multimodal analgesia intervention.
As reported in Anesthesia and Analgesia, online December 15, the team recruited 204 women (mean age, 35) scheduled
for elective cesarean delivery under spinal anesthesia, 193 of whom were included in the final analysis.
Spinal anesthesia was achieved with 0.75% hyperbaric bupivacaine, fentanyl, and morphine. At the end of the cesarean
delivery, right before parietal peritoneum or fascia closure, 99 women received 20 mL 2% lidocaine with epinephrine and
94 received 20 mL normal saline instilled into the peritoneal cavity.
Pain scores on movement at 24 hours postcesarean delivery were similar in both groups, as were scores for pain at rest at
24 hours, pain at rest at 48 hours, and pain on movement at 48 hours.
However, scores for pain at 2 hours postcesarean delivery on movement (P=0.001) and at rest (P=0.001) were lower in
the lidocaine group. Further, a subgroup analysis of women who underwent peritoneum closure showed significantly lower
pain scores at 24 hours on movement in the lidocaine group (P=0.032).
In addition, the number of women requesting opioids for breakthrough pain was significantly lower in the lidocaine group
(40; 40%) than in the placebo group (61; 65%; relative risk 0.59).
Dr. Anita Gupta, vice-chair, Department of Anesthesiology and Pain Medicine at Drexel University College of Medicine in
Philadelphia, called the approach "innovative" but added, "It is not always practical to do an invasive procedure on a
pregnant patient. The risk of injury always exists and complications can ensue."
"Opioids carry just as much risk," she noted by email. "The decision to do such a procedure is always based on the
particular clinical situation and if there is a clinical need to consider adjuvants that will reduce need for high dose opioids.
Opioids are often only used minimally during delivery, given epidural injections are very effective in minimizing pain and
discomfort during c-section."
She concluded, "What is helpful with this paper is another novel way to provide analgesia in an urgent or critical situation
when there may not be adequate time to provide an epidural quickly enough."
Dr. Octavia Cannon, co-owner of Arboretum Obstetrics and Gynecology, LLC, in Charlotte, North Carolina, told Reuters
Health, "I have used the lidocaine approach during my laparoscopic tubal sterilization cases for over 16 years. It's very
difficult to determine whether it decreased the pain for the patients, but I usually do not get callbacks on the outpatient
procedures."
"I am a big proponent of using 2% lidocaine with epinephrine in many procedures, particularly office procedures, and
injecting it into the incisions at closure for laparoscopic procedures," she said by email.
"This cesarean technique has some promise; however, I was disappointed to learn that the 24-hour post-operative pain I
rating was the same in both the lidocaine and control groups," she noted. "It seems that it is only helpful with patients one to
two hours postoperatively."
Dr. Cannon concluded, "I'm hopeful additional case studies will perfect the technique and provide longer analgesia for the
patients. As an osteopathic physician, I remain concerned about the overuse and over-prescription of opioids. This is
definitely an important option to continue to explore."
The authors did not reply to requests for a comment.
SOURCE: http://bit.ly/2hYuxA7
Anesth Analg 2016.
Reuters Health Information © 2017
Cite this article: Intraperitoneal Instillation of Lidocaine Cuts Post-Cesarean Pain. Medscape. Jan 06, 2017.
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Neonatal Vitamin D Levels Linked to Future MS Risk
By Sue Hughes
December 01, 2016
A new study has shown a link between low levels of vitamin
D in neonates and future risk for multiple sclerosis (MS),
which the authors say strengthens the justification for routine
vitamin D supplementation in pregnancy.
The Danish case control study, published
online in Neurology on November 30, found an inverse
association between neonatal levels of 25-hydroxyvitamin
D (25[OH]D) and risk for MS as a young adult.
The authors, led by Nete Munk Nielsen, MD, Statens Serum
Institut, Copenhagen, Denmark, say that their results,
together with the high global prevalence of low vitamin D
levels among pregnant women, and the fact that increasing
maternal vitamin D levels is likely to reduce the mother's
risk for MS as well as her offspring's, provides a rationale
for universal vitamin D supplementation in pregnancy.
"Our study was conducted in Denmark, where vitamin D
levels tend to be substantially lower than in the US, so we
cannot generalize to the US population," senior author,
Alberto Ascherio, MD, Harvard Medical School, Boston,
Massachusetts, commented to Medscape Medical News.
"Even in the US, however, most experts do recommend
vitamin D supplements in pregnancy because the overall
benefits are thought to outweigh the minimal risk (usually
from accidental overdosage)."
"Keep Maternal 25(OH)D Levels > 50 nmol/L"
He added: "Although we did not measure maternal 25(OH)
D directly in this study, newborn vitamin D levels are
correlated and often lower than maternal levels, so at a
minimum it is important to keep maternal blood levels of 25
(OH)D > 50 nmol/L (>20 ng/dL). These levels could be
achieved with changes in lifestyle, but supplements do
help."
Accompanying the publication in Neurology is
an editorial by Ruth Ann Marrie, MD, departments of
Internal Medicine and Community Health Services,
University of Manitoba, Winnipeg, Canada, and Martin
Daumer, PhD, Sylvia Lawry Centre for Multiple Sclerosis
Research eV–The Human Motion Institute, Munich, Germany.
"Although we do not know the precise target level of
25(OH)D that would be adequate to prevent MS in most
individuals, or the precise period when adequate exposure
to 25(OH)D is needed, we can still aim to ensure that
pregnant women and their offspring achieve the minimum
levels of 25(OH)D that are considered important for health
(i.e., >50 nmol/L) lifelong, and are nontoxic," they write.
For the study, dried blood spots samples belonging to 521
patients with MS were identified in the Danish Newborn
Screening Biobank. For every patient with MS, 1 or 2
controls with the same sex and birth date were retrieved

from the Biobank. The levels of 25(OH)D in the blood
samples were measured by using liquid chromatographytandem mass spectroscopy.
Result showed that lower levels of 25(OH)D in neonates
were associated with an increased risk for MS. In the
analysis by quintiles, MS risk was highest among individuals
in the bottom quintile (<20.7 nmol/L) and lowest among
those in the top quintile (≥48.9 nmol/L) of 25(OH)D, with an
odds ratio (OR) for top vs bottom of 0.53 (95% confidence
interval [CI], 0.36 - 0.78).
In the analysis treating 25(OH)D as a continuous variable, a
25-nmol/L increase in neonatal 25(OH)D resulted in a 30%
reduced risk for MS (OR, 0.70; 95% CI, 0.57 - 0.84).
They note that most previous studies have examined the
relevance of vitamin D intake, ultraviolet radiation, or serum
25(OH)D levels in adolescence or adulthood to MS risk; few
studies have examined the possible association between in
utero vitamin D levels and risk for MS. The findings have
been conflicting.
Furthermore, direct measurements of in utero levels of D
vitamin are not possible, so any association has been
addressed by using different markers of fetal vitamin D
levels, including maternal intake of vitamin D during
pregnancy, maternal serum levels of 25(OH)D during
pregnancy, or — as in this study — neonatal levels of
vitamin D.
The authors also point out that individuals participating in
the present study were young (the majority born after
1981), and many had not yet reached the age of peak MS
incidence by the time of the study (2012). "Thus our findings
largely reflect the association between neonatal vitamin D
levels and MS diagnosis up to age 30, and may not
necessary be applicable to MS onset in older individuals."
But they conclude that: "Nevertheless, our results support
previous suggestions of a protective role for vitamin D in the
development of MS."
Screening vs Universal Supplementation?
Dr Ascherio said there was no convincing data on whether
screening for levels of 25(OH)D is needed or whether
universal supplementation is more cost-effective. Moreover,
there is no consensus on the optimum dose that might be
given if supplementation is recommended.
"Our study does not directly determine optimal dose, which
depends on exposure to sunlight, diet and body weight.
Most recommendations range from 600 IU/d to 4,000 IU/d
of oral vitamin D3. Further, vitamin D levels in childhood
and adolescence are at least equally important and
probably more important for MS prevention than levels at
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Antibiotics Use in Pregnancy Linked to
Child's Asthma, Study Confirms
By Rob Goodier
birth, so adequate vitamin D levels through diet,
judicious sunlight exposure, or supplements should be
continued throughout childhood and early adult life."
In terms of optimal levels of 25(OH)D, again there is no
definite consensus but "overall evidence from nonpregnant adult studies suggests that the lowest MS risk is
observed at levels of 100 to 115 nmol/L (40 to 45
ng/dL). These are the levels observed in healthy young
adults with sufficient sunlight exposure."
In their editorial, Dr Marrie and Dr Daumer point out
that the results are consistent with those from another
recent case-control study in the Finnish Maternity Cohort,
which they say is "reassuring." In that study, each 50nmol/L increase in 25(OH)D was associated with a 24%
reduced risk for MS.
On the issue of screening vs universal supplementation,
Dr Marrie added: "Given that we have little direct
evidence about the influence of supplementation, and
that individual responses to supplementation differ
based on a variety of factors, I would not recommend a
specific dose for vitamin D supplementation.
"Instead, I would favor defining a target 25(OH)D level,
and using supplementation to achieve that level. As to
the optimal target, this is still unclear but it would be
reasonable to target a level of greater than 50 nmol/L.
This is the level recommended by the Institute of
Medicine for general health and is safe. Based on the
findings by Nielsen et al. this should achieve an
important reduction in MS risk. Future studies can
address the optimal target level."
The study was supported by the Danish Society of Multiple
Sclerosis and the Aase & Ejnar Danielsen's Foundation. Dr
Ascherio and Dr Munger are supported by research grants
from the National Institutes of Health and National
Multiple Sclerosis Society for the investigation of the role
of vitamin D and other risk factors in MS. The authors
have disclosed no relevant financial relationships.
Neurology. Published
30. Abstract, Editorial
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November 27, 2016
NEW YORK (Reuters Health) - New research confirms that
children whose mothers used antibiotics during pregnancy
have higher rates of asthma, but it remains unclear if the
drugs or the infection, or something else entirely, is to blame.
Dr. Sandhya Vethachalam of Bronx-Lebanon Hospital Center
in New York City and colleagues retrospectively analyzed
the charts of more than 12,000 children and mothers. They
found that 22.2% of mothers had infections during
pregnancy, most often urinary tract infection during the first
two trimesters.
Antibiotics use in pregnancy use was associated with 89%
greater odds of the child developing asthma (p<0.0001),
Dr. Vethachalam told Reuters Health by email. However,
there was no significant association with the specific type of
infection or antibiotic.
The findings were presented November 13 at the American
College of Allergy, Asthma and Immunology annual
conference in San Francisco, California.
Dr. Vethachalam said the cause of the association may have
to do with the fetal microbiome: "Use of antibiotics by the
mother will lead to fetal microbiome dysbiosis and can
potentially remove the protective bacteria such as
Lactobacillus, Bacteroides, and Bifidobacterium. This leads to
Th1-Th2 imbalance and leads to atopic diseases in the child."
Dr. Myron Zitt, director of the Adult Allergy Clinic at Nassau
University Medical Center in East Meadow, New York,
cautioned that it is not clear whether the increased asthma
risk is due to the infection or the antibiotics.
However, the new work confirms earlier studies tying
childhood asthma to maternal use of antibiotics in pregnancy,
he said, "in that the use of any antibiotic during pregnancy
can potentially alter the maternal and placental microflora
and can change the microbiome of infants, altering their
immune system to predispose them to asthma and other
allergic diseases."
The take-home message in this work should be a reminder to
discourage the inappropriate use of antibiotics, Dr. Zitt told
Reuters Health by email.
The researchers are now analyzing treated and untreated
infections separately to try to untangle the individual roles of
antibiotics use and infections.
SOURCE: http://bit.ly/2fZEwzU
American College of Allergy, Asthma and Immunology
Annual Meeting 2016. Cite this article: Antibiotics Use in
Pregnancy Linked to Child's Asthma, Study
Confirms. Medscape.
Nov 17, 2016.
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