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Calendar of Upcoming Events
MMA Membership
Renewal
u Mercy in Actions’s Intensive Seminar - Expect the Unexpected:

Midwives handling Complications in Out of Hospital Settings
February 27 - March 2
Flushing, MI
Contact Jill Roper at CHBirthServices@gmail.com
u BASIC SUTURING FOR OUT-OF-HOSPITAL MIDWIVES

Sponsored by: It’s Your Birth Midwifery and Mother Earth Midwifery
March 24-25
Location: Empowering Health Chiropractic, Macomb, MI
Cost: $250
u Breastfeeding Today WMALC Conference

April 16, 7:15am - 4pm
Calvin College, Grand Rapids, MI
Visit WMALC.org for more information
u American College of Nurse-Midwives 63rd Annual Meeting &

Exhibition
May 20 - 24
Savannah, GA
u Birth Doula Training

June 22 - 24
Norway, MI
Find on Facebook!
u MANA 2018 Midwives Conference

October 11 - 14
South Portland, ME
Go to MANA.org
u Center4CBY.com / LifespanDoulas.com
734-663-1523 Ann Arbor, Michigan

· DONA International Birth Doula Workshop in Ann Arbor
With Patty Brennan, Center4cby.com
February 16 - 18 (Friday & Saturday, 8:30am-6pm and Sunday
8:30am-5pm) ORApril 20 - 22 (Friday & Saturday, 8:30am-6pm
and Sunday 8:30am-5pm)
· End-of-Life Doula Training in Ann Arbor
With Patty Brennan & Merilynne Rush, LifespanDoulas.com
March 2 - 4 (Friday-Sunday, 8:30am-5pm)
· DONA Postpartum Doula Workshop in Ann Arbor
With Patty Brennan & Guest Instructors
March 22 - 25 (Thursday-Saturday, 8:30am-6pm and Sunday
8:30am-4pm)

MMA Scholarships for
Licensing Fees!
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Mandatory Newborn Screening for Critical Heart Defects Saves Lives
Author: Patrice Wendling
WAYNE, NJ — The need to mandate critical congenital
heart disease (CCHD) screening in US newborns was initially
questioned, but a new study shows that infant CCHD deaths
fell by about a third in states that adopted mandatory
screening[1].
Further, overall heart-defect deaths declined in these states
by a fifth, while neither outcome was significantly reduced
with voluntary policies or as-yet implemented mandates.
"This research suggests that every country and every state
should have a mandatory screening policy given that the
procedure is very affordable and we can expect a
substantial impact on infant mortality," principal investigator
Dr Rahi Abouk (William Patterson University, Wayne, NJ)
said when interviewed.
The study was published in the December 5, 2017 issue of
the Journal of the American Medical Association.
About one in every four US babies born with a congenital
heart defect has a CCHD, or a heart defect serious enough
to require surgery or other procedures in the first year of
life, according to the Centers for Disease Control and
Prevention (CDC)[2].
CCHD screening, performed with pulse oximetry, was
added to the US Recommended Uniform Screening Panel for
newborns in 2011, but not without debate over whether a
public-health mandate was necessary or whether the test
should simply be added to usual newborn care.
"I think there were some people who thought this would be
helpful but it would be more of an early detection and early
implementation of therapy as opposed to really saving
lives," Dr Stephen Daniels (Children's Hospital Colorado,
University of Colorado School of Medicine, Aurora), who
was not involved with the study, told
theheart.org | Medscape Cardiology.
"What this study shows is that when you don't have
screening in place, cases are missed and the outcome can be
bad; screening improves this outcome. And I think that is a
very important message."
Using the National Center for Health Statistics period-linked
birth/infant death data set from 2007 through 2013, the
researchers compared early deaths (age 24 hours to <6
months) due to 12 CCHDs or other/unspecified cardiac
causes in eight states with mandatory screening, five states
with voluntary screening, and nine states with mandatory
screening enacted but not implemented by June 1, 2013.
Compared with states without mandatory screening policies,
the mean adjusted relative decrease in CCHD deaths with
mandatory screening was 33.4%, with an absolute decline
of 3.9 deaths per 100,000 births.
For other/unspecified cardiac deaths, the relative decrease
was 21.4% and absolute decline 3.5 deaths/100,000.
In the five states that enacted voluntary screening policies,
the absolute decrease in CCHD deaths was 0.6/100,000

and 1.0/100,000 for other cardiac deaths.
Notably, the relative reduction in CCHD deaths surpassed
50% for six states implementing mandates from July 1,
2012 to June 1, 2013—a period when it's thought
mandated and voluntary screening implementation took off.
In contrast, infant-death rates did not change over the study
period in states with no screening policy.
The findings were robust in sensitivity analyses, and
falsification studies showed no association of mandatory or
voluntary CCHD screening policies with changes in any other
type of early infant deaths.
Based on the results, mandatory CCHD screening could save
120 infant lives per year if implemented nationwide, Abouk
said.
"Screening newborns for critical congenital heart disease in
every state, tribe, and territory will save lives and help
babies thrive," CDC director Dr Brenda Fitzgerald said in a
statement.
Among US states, only Idaho and Wyoming do not have a
mandate for CCHD newborn screening, Dr Alex Kemper
(Nationwide Children's Hospital, Columbus, OH) and
coauthors write in an accompanying editorial[3]. They also
point out the study did not have access to individual CCHD
screening results and that variations exist in the algorithms
used in state newborn screening programs and in what data
must be reported to state health officials.
"Nonetheless, the evidence is now sufficient to declare
newborn screening for critical congenital heart disease a
successful public-health intervention," they write.
The editorialists call for careful research into the
comparative effectiveness of different screening algorithms,
how screening should be modified for high-altitude nurseries,
and the categorization and management of other cardiac
and noncardiac conditions identified by CCHD screening.
Daniels said work by his team suggests that pulse oximetry
cut points do not require modification, at least at Denver's
altitude, but he agreed that the study "leaves open
questions about how best to perform pulse oximetry and the
most cost-effective ways to do it."
A prior cost-effectiveness analysis estimated that universal
CCHD newborn screening would cost an extra $6.28 per
newborn, with an incremental cost-effectiveness ratio of
$40,385 per life-year gained based on 20 infant deaths
averted each year. The present results, at 120 deaths
prevented annually, suggest a lower cost per life-year
gained, though a more precise cost-effectiveness analysis
will be forthcoming next year, Abouk said.
https://www.medscape.com/viewarticle/889734?
nlid=119478_2042&src=WNL_mdplsnews_171208_mscpe
dit_obgy&uac=36071AR&spon=16&impID=1503984&faf
=1#vp_2
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My name is Eileen Denomme and I am the mother
of four grown children, and two granddaughters, all
born at home in Michigan with a midwife in
attendance. I became a Certified Professional
Midwife in 2012 and a MEAC school preceptor
since 2011. I’m looking forward to licensure come
2020.
I have been a natural childbirth activist since 1982,
after my first home birth. That birth was lifechanging for me, it opened my eyes to differences
between normal births at home and typical births
in the hospitals. In 1990, after my 4th home birth, I
was given an opportunity to work at a local
birthing center. Shortly afterwards, I was asked to
attend births as a photographer, doula or general
helper. The childbirth activist in me grew stronger
and soon I was assisting the midwife and learning
the profession.
I strongly believe women have the right to choose
where and how to birth their babies and that every
woman deserves compassionate, respectful care
tailored to their needs during pregnancy and
childbirth. I have been saying exactly that since
1993. Every baby deserves gentle and respectful
care.
About my experience and training: In 1990, there
were no local MEAC-accredited midwifery schools,
or any institution teaching the skills needed be a
midwife. Since I did not want to be a nurse, the
only option for me was an apprenticeship. I was
blessed to learn from several experienced midwives
in the area, while I attended over 100 out-ofhospital births. In 1993, I started my own business:
Woven In Love Midwifery Services, which I
changed in 2001 to Woven In Love Maternity
Services when I began working in the hospital as a
doula.
I did ‘that’ crazy, hard, frustrating thing because I
was a Chapter Leader for Macomb (MI)
Birthnetwork from 2001 – 2012. I had to know 1st
hand what women were faced with when planning
a hospital birth. Thank God, much has changed in
hospital births and I strongly believe it had
something to do with those classes; women were
told that it’s ok to speak up and ask more
questions, but we also gave them the information
they needed before they had those discussions with
their providers. It worked! Women are braver

than they thought! Then the Business of Being
Born movie was released. So many women knew
more about the home birth option and I’d dare say
every midwife heard from their clients, “I saw the
BBOB movie and decided I wanted to birth at home
on my own terms.” WOW, such a powerful movie.
I would add that while working as a doula was
challenging, the reward was so worth it. I have
seen a shift: the hospital staff knew I was a
midwife and then saw how I worked as a doula, and
because I had a good transport record, I felt
respected. I felt like a real team member. I was
often asked about
midwifery care
and education and
I had opportunities
to educate the
residents, nurses
and some OB’s
about why we
delay clamping
cords or why we
don't hat the
babies and how
important it is to
keep baby with
mom while
assessing respiration.
I would want every midwife to find that sense of
teamwork. I'm certain there is only one way and
that is to get in those hospitals on those transports
and have dialogues with the hospital staff so they
know the truth about our work and education. My
hope is to hear only good reports of midwives acting
timely with their transports and referring women
appropriately, and sooner than they have
been. Let's stop this medieval thinking that
hospitals are evil.
I hope that midwives feel safer and more confident
with transports and realize it's a healthy mom and
baby, NOT a home birth at all costs. I hope you feel
safe again with accompanying your clients into the
hospital for the care they need.
I would encourage each midwife to develop a
‘relationship of understanding’ with hospital staff
to keep our home birthing families and their
newborns safe."
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HBA3C
Nancy Ward
My due date was October 6th, which came and went
with no sign of baby. On the 15th, in the morning, I
noticed contractions that seemed to ‘pinch’ in a way
that the Braxton Hicks hadn’t, but they were not
regular. We went to church and then on to the
grocery store where the contractions seemed to pick
up a bit.
Later that afternoon I received a text from Patrice
letting me know that she had to attend a meeting
and would not be available the next day. That being
so, I thought I had better start keeping track of my
contractions since they weren’t going away. At this
point they were staying steady at 7 minutes apart. I
had no idea at that time that I was in labor.
By the time I went to bed that night they were
ranging from 4 to 6 minutes apart but still not too

painful. I wasn’t able to sleep much as the
contractions were waking me up. They spaced out
during the night but as I got up and moving the
next morning they picked up in frequency yet were
still very tolerable.
Later in the afternoon Dorothy texted and
suggested a nap and a bath to relax. I still wasn’t
even sure I was actually in labor but she reassured
me that I probably was and it’s normal for the first
part to take a long time.
Things finally picked up that evening, contractions
were coming closer. Patrice and I were texting back
and forth and around 11:30 pm. She decided to
come check on us. Contractions were stronger at
this time and I wasn’t able to talk through them.
Patrice checked me around 1:00 am and I was at 6 7 cm. I was relieved to hear that I was making

BJOG An International Journal of Obstetrics and Gynaecology

Vaginal birth after caesarean for women with three or more prior
caesareans: assessing safety and success
Authors: AG Cahill, M Tuuli, AO Odibo, DM Stamilio, GA Macones
First published: 3 February 2010
Please cite this paper as: Cahill A, Tuuli M, Odibo A, Stamilio D, Macones G. Vaginal birth after caesarean for
women with three or more prior caesareans: assessing safety and success. BJOG 2010;117:422–427.
Objective To estimate the rate of success and risk of maternal morbidities in women with three or more prior
caesareans who attempt vaginal birth after caesarean (VBAC).
Design Retrospective cohort design.
Setting Multicentre, from 1996 to 2000, including 17 tertiary and community delivery centres in north-eastern USA.
Population A total of 25 005 women who had had at least one prior caesarean delivery.
Methods Women who attempted VBAC with three or more prior caesareans were compared with those who
attempted after one and two prior caesareans. Univariable and stratified analyses were used to select factors for
multivariable analyses for maternal morbidity. Maternal characteristics were compared using a Student’s t test,
Mann–Whitney U test, chi-square test or Fisher’s exact test, as appropriate.
Main outcome measures The primary outcome was composite maternal morbidity, defined as at least one of the
following: uterine rupture, bladder or bowel injury, or uterine artery laceration. Secondary outcomes were VBAC
success, blood transfusion and fever.
Results Of 25 005 women, 860 had three or more prior caesarean deliveries: 89 attempted VBAC and 771
elected for repeat caesarean. Of the 89 who attempted VBAC, there were no cases of composite maternal
morbidity. They were also as likely to have a successful VBAC as women with one prior caesarean (79.8% versus
75.5%, adjusted OR 1.4, 95% CI 0.81–2.41, P = 0.22).
Conclusion Women with three or more prior caesareans who attempt VBAC have similar rates of success and risk
for maternal morbidity as those with one prior caesarean, and as those delivered by elective repeat caesarean.
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progress. I had never gotten this far with any of my
previous births. At 2:00 am I got into the birthing
tub which was very relaxing, and stayed there until
around 4:00. My hubby and I laid in bed and were
able to nap for about an hour. Contractions got very
hard while I was lying down. Shortly after 6:00 am
Patrice checked me again and said I was 9+ cm and
I should try pushing. A few minutes later my water
broke while pushing, which seemed to relieve some
pressure.
Pushing was very painful. I never really felt an
urge to push and I felt very unsure if I was doing it
right or if I was making any progress. But Patrice,
Laurie, and Dorothy were very encouraging. At
some point later, my body seemed to take over
while pushing with a very forceful energy. At 9:15
my husband and I were able to reach down and feel
her head.

our home, in the birth tub, surrounded by love and
peace... just like we prayed for! She weighed 9 lbs
11 ozs and was 21 inches long. Not only is she my
biggest baby by far, but she is our first baby born
naturally after 3 prior c-sections!
The entire experience was different from what I
had expected, but I wouldn’t change a thing.
Although it was a long labor everything went
perfectly. We are eternally grateful to God and to
our amazing midwives for coming alongside us and
assisting in our home birth for our VBA3C!
______________________________________________
Nancy has now been inspired to become a doula,
working toward midwifery. She is starting a
maternity and VBAC support group in Ludington,
where the cesarean rate is over 30%. The first
meeting will be in March.

At 9:20 am our Hosanna Joy was finally born, in

Baby’s heart defect risk linked to mom’s early-pregnancy blood sugar levels
December 15, 2017
For decades, physicians have known that pregnant
women with diabetes face a higher risk than nondiabetic women of giving birth to a baby with a
congenital heart defect.
And yet most babies born with heart defects do not
have a mother with diabetes. This led a team of
Stanford researchers to wonder: Could high blood
sugar in early pregnancy, during the period when the
fetal heart is forming, be linked to risk for congenital
heart defects in babies of non-diabetic moms?
The answer is yes, according to a new
paper published today in The Journal of Pediatrics.
Using medical records from 19,107 mother-baby
pairs, the researchers saw that —
after women who had or
developed diabetes during
pregnancy were excluded from
their analysis — the risk of giving
birth to a baby with a heart
defect was 8 percent higher for
every increase of 10 milligrams
per deciliter in blood glucose
levels in early pregnancy.
Pediatric cardiologist James
Priest, MD, the study’s senior

author, explained the value of the finding in our press
release:
‘We could use blood glucose information to select
women for whom a screening of the fetal heart
could be helpful,’ Priest said, adding that modern
prenatal imaging allows for detailed diagnoses of
many congenital heart defects before birth.
‘Knowing about defects prenatally improves
outcomes because mothers can receive specialized
care that increases their babies’ chances of being
healthier after birth.’
Specialized centers such as the Betty Irene Moore
Children’s Heart Center at Lucile Packard Children’s
Hospital Stanford can offer
prenatal care that incorporates a
plan for how to safely treat the
baby’s heart defect after birth,
including performing surgery in the
first few days of life if necessary.
The new findings should be
confirmed by conducting a
prospective study that follows a
large group of women through
pregnancy, Priest said.
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Enzo Jonas Birth - December 10, 2016
Amanda Arnone
I woke up to a "this is labor" contraction at 3:20am. I
laid in bed eagerly awaiting for the next one. 15
minutes later, another contraction. Then another 15
minutes for the next. I got up and went
downstairs to the kitchen full of energy. Labor
always makes me restless. I did the dishes, scrubbed
the kitchen, did my bible study, waiting for
progression. Things were inactive, contractions
sporadic. I went back upstairs to my bedroom
about 5am to rest, waiting for more. At 6am I texted
my friend telling her what's going on. My husband,
Chris, is sleeping and I didn't want to wake him but
I was too excited to not tell somebody. Eventually I
woke Chris up about 7am and told him I'm in early
labor. We stayed quiet because we didn't want to
wake the kids but I showered and tried to keep my
mind off things. Chris called into work and I texted
my midwife telling her about my early labor. I also
texted my sister and mom to tell them what's going
on, the plan being my mom would be here for the
kids and my sister would come help after she got off
work. The rest of the morning was spent in inactive
labor. I didn't need my midwife here yet but my
mom came over late morning to help with the kids
(Praise God!) . My sister came over about 1pm and
left about 3pm with me saying "I'm not having the
baby soon at all, come back when things progress". I
was in contact throughout the day with my midwife,
describing labor and telling her that I'm ok and not
to come over yet. My previous labors progressed at a
quicker rate so I was feeling a little defeated. I
started thinking I'd be in labor for a few days.
Through conversation, my midwife and I agreed that
baby was very posterior and not moving into a better
birthing position, which was stalling labor. I tried
some exercises to try and turn baby with no
luck. Around 4pm I stayed upstairs in my bedroom
and tried to lay down, focus on baby and body, and
praying for active labor. My contractions were
anywhere from 8 minutes apart to 12minutes, even
15 minutes apart, and sometimes longer. My
movement wasn't helping.
At 5pm my labor started progressing. My
contractions went to 4 to 6 minutes apart, with a
longer intensity. The only comfortable position was
on the toilet. I spent most of the remainder of time
on the toilet or briefly standing up by my bathroom
sink. I still had no other signs of labor (which is my
normal. I usually only have contractions). At

5:49pm my midwife texted me asking how I was
doing. My contractions were 3minutes apart and I
just started spotting. She said she was on her way.
Next thing I texted was "laying towels on floor,
finally bleeding" after that things went super fast.
After I laid towels down, I remember crying over my
bed, knowing it must be transition. It was really
brief. I moved back to the toilet.
While Chris was trying to fill the birth pool and
messing with attachments at the bathroom sink, I
was on the toilet and felt my bag of waters trying to
break! I pushed and my water broke. I exclaimed
"My water broke!!!" to Chris, I was so happy and so
was he. "I'm so happy for you babe!" was his
response. Within the next second I loudly said
"BABY IS COMING!" Chris said "WHAT!?!!!"
"I FEEL HIS HEAD, (push) HEAD IS OUT!!" I took
a breath and next push I pushed his body out. I
guided baby with my hands (hovering very closely
over toilet bowl) and baby landed perfectly cradled
in the toilet facing me! "IT'S A BOY!!" I shouted.
And then a pause of "what do I do" set in. I quickly
and carefully picked up baby and flipped him over so
his back was facing me and patted his back to make
sure he was breathing and ok. He wasn't crying but
very alert and just beautiful. He was breathing,
perfect coloring, and I think we were both in shock
over what just happened. Chris asked me "what do
you want me to do?" in shock himself. I said "give me
a towel, take my shirt off for skin to skin" I wrapped
baby and pressed
him close to me,
and then said
"What time is it?!"
wanting to know
when baby was
born. I also said
"call Emily!" (my
midwife) probably
in the same
breath. It
was 6:10pm. After
fumbling with my
phone, Chris
handed the phone
to me and my first
words were "IT'S A
BOY!" Emily said
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"What?!"

Eat Dates for Shorter Labor!

Me: "I had the baby! Just
get here!" when she
asked how he was
breathing. Emily was
already on her way and
literally down the road
but the roads were so
snowy and icy it wasn't
easy driving. Within a
few minutes (probably
even less time) she
walked in to the room
with me standing over
my bed, placenta still
needed to be birthed,
baby in my arms, both of
us doing awesome. It
was quite the birth. So
fast but praise God baby
is so healthy and perfect.
The funny thing is, this
whole pregnancy I
dreamed I would have
an unassisted birth. I
certainly didn't know it'd
be over the toilet in real
life! In my dreams, birth
took place unassisted in
the birth pool with my
midwife on her way but
not here. In real life, we
talked about these
dreams during prenatal
appointments with
reassurance that Emily
would be there. But God
perfectly timed things
how HE wanted them
and gave me the
instincts to know what to
do. I was never scared or
fearful during any part
of my labor and
delivery.

Patrice Bobier, CPM

*picture taken by my
husband, a minute or
two after birth*
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COMMENTARY

Prenatal Caffeine and ADHD: Is There a Link?
Author: William T. Basco, Jr., MD
January 19, 2018
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Prenatal Acetaminophen Exposure and Language Delay in Girls
Author: Ricki Lewis, PhD
January 10, 2018
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