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editorial    CLAIRE MACDONALD

Midwives. My first encounter with a midwife was 
through my mother. I once asked her about the birth of my 
sisters and I and she mentioned we were born in a Birth Center with a 
midwife. I didn’t know that word and what it referred to but her tone 
was so natural that I didn’t go further in my questioning. My critical 
thinking skills were obviously not as sharp as they are now because I 
never looked into it.

Years later I started thinking about childbirth again and remembered 
this conversation. I still didn’t really know what a midwife was. I was 
guessing that it was a person who was present at births, and that she 
was knowledgeable about childbirth, as I had never heard of the word 
used in any other capacity. However, I was not sure if a midwife was 
like a nurse or like a doctor. 

I never asked anyone about it. I always thought there would be time 
to figure it out. I always knew I would have a family so I knew I would 
have to figure it out when the time came. And that time did come, not 
when I became pregnant, because I have not been blessed yet, but 
when one of my dear friends did in 1999. 

She proudly mentioned she was going to have a midwife. Not wanting 
to sound stupid I excitedly replied, “Yeah!” hoping that if I stuck around 
I would find out what  midwife did or was.

And I did. I learned that a midwife not only attends births and is 
knowledgeable about the birth process, but also loves to talk, visits you 
at home, shows you birth movies, challenges your assumptions, but 
most of all she is there for you.

She is on call 24/7. She holds your hand, laughs and cries with you, she 
is your medical provider but also your family counselor, psychologist, 
mentor, BFF, and sometimes cleaning lady. She is always on, attentive 
to detail, whether it is about your emotional, psychological, medical, 
or physical wellbeing. She is also an activist, advocating for you while 
keeping in mind your priorities rather than hers. I fell in love with the 
profession instantly. 

Today, a big part of who I have become is from exposure—or as my 
dear cultural studies husband calls it—enculturation. Who I am is in a 
large part due to being around midwives and the world they live in. I 
have learned to listen, question, and love. I have learned patience and 
laser focus. I have learned the value of hard work and devotion. I have 
learned that team-work saves lives, and that ego endangers lives. I 
have learned that it’s hard to be a midwife, that there is a lot of politics 
outside and inside. Battles rage on while midwives live on the margins 
of society.

My mother worked in surgery her whole life, yet she gave birth 
vaginally and unmedicated to 4 girls including twins. She never 
thought fit to explain what a midwife was. It was. And thanks to her I 
never questioned the existence of midwives either. That’s the way it 
should be. Midwives For Ever. MFE.

As always, I am ending my editorial with the latest data available on 
midwives in Canada. Because Birth Issues is “made in Alberta” we are 
happy to say that there has been an improvements in the number of 
Registered Midwives working in this province. We are no longer losing 
the race, albeit we are still lagging behind most Canadian provinces. 
Alberta now places 7 out of 10 (instead of 9 in 2011) provinces and 
territories in the number of Registered Midwives available per person 
in it’s province or territory. When we consider that Alberta is the 

economic engine of Canada, this number is still too low. 

We, the consumers, need to keep the pressure on our provincial and 
territorial governments to attract more midwives to our Canadian 
cities, towns, and villages.

Rank Provinces Midwives 
(RM)

Population Ratio of Midwives 
to prov/terr 
population

7 Alberta 70 3,645,25 1 RM for 52,075 
persons

4 British Columbia 180 4,400,057 1 RM for 24,444 
persons

5 Manitoba 39 1,208,268 1 RM for 30,981 
persons

8 New Brunswick 10 751,171 1 RM for 75,117 
persons

9 Nova Scotia 5 921,727 1 RM for 184,345 
persons

3 Ontario 565 12,851,821 1 RM for 22,746 
persons

6 Quebec 185 7,903,001 1 RM for 42,718 
persons

10 Saskatchewan 10 1,033,381 1 RM for 103,338 
persons

2 NW Territories 3 41,462 1 RM for 13,820 
persons

1 Yukon 3 33,897 1 RM for 11,299 
persons

* Population numbers extracted from Statistics Canada 2011 Census. The number of registered 
midwives was published online by the Canadian Association of Midwives in November 2011. 
The provinces and territories that are not listed do not have any registered midwives (RM). If 
there are any mistakes please contact the Editor in Chief at bi_editor@asac.ab.ca

Share this issue and play with it 
Birth Issues is only useful if its pages are worn and cover torn!

Claire MacDonald believes in the natural cycle of life, where each 
season reminds her of how each woman, despite the advances of 
cosmetic surgery and anti-wrinkle creams, will unequivocally pass 
from the maiden, to the mother and eventually the crone and be reborn 
and transformed all over again to continue the cycle of life. Her husband 
calls Birth Issues her “full-time volunteer job”. She does it because she 
believes that birth matters and unites all. 

Email me at bi_editor@asac.ab.ca
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Your Letters

I just read the Spring issue of Birth Issues. It was really interesting 
to read different perspectives on spirituality. I think it would 
be fascinating to have a conference or meeting of women 
from different religious and spiritual traditions to share their 
experiences of birth. 

I remember seeing somewhere that there was a doula training 
course (in Ontario?) geared towards Jewish women, and I’ve 
learned about several Muslim doulas and midwives across the 
continent. This issue of the magazine emphasized the strong 
Christian background of many people involved in the birth 
community in Alberta-- and it is amazing to read about the 
complex and faceted ways Christian spiritual practice informs 
the birth experience. It would be great to learn about the local 
Aboriginal experiences as well.

Thanks for bringing the magazine together! It is great work!

Noor Iqbal

Editor in Chief: I would have been delighted to publish 
stories from a wider variety of perspectives and spiritual 
practices. I did not receive any birth stories from women 
of other spiritual backgrounds or of aboriginal descent for 
the issue on Spirituality. I was disappointed too and it is my 
hope that these women share their story with Birth Issues 
one day. I would gladly offer them a voice in the magazine.

Trying to figure out if I can find a [midwifery] program that works 
with my family’s life and it’s not easy. I’ll keep hoping that the 
one at the Faculte St. Jean will open up because that would be 
perfect.

We need more options to train midwives. It’s so difficult.

I love your magazine. It’s so inspirational. Thank you for publishing 
it.

Alexandra Rutherford

Editor in Chief: Yes, we need more midwives. This means we 
need more funding to train more and to have more courses 
of care for midwives who are trained and ready to work. I 
hope you find a way to become a midwife soon!

I just wanted to mention how much I enjoy reading Birth Issues. 
I remember when I was single and living on my own (in the 
condos behind From Within Wellness) I used to pick an issue up 
from the stand at the grocery store and think one day I’d love to 
have my own story in the magazine and voila - 4 years later you’re 
emailing me!!

Jenny Deluca

Editor in Chief: Birth Issues is published by our community 
for the community. We are proud that women, and their 
families, can improve maternity care by adding their voice 
to the discussion. Without you as a consumer, Birth Issues 
would not exist!

I am almost 14 weeks pregnant and […] I have been reading Birth 
Issues for a while and have found it invaluable in helping me 
decide to try for a baby and understand how the system works 
here in Alberta. Thank you so much for all your good work!

Zoë Kale

Editor in Chief: That’s what I like to hear. That’s the point of 
the magazine. I hope your birthing journey is informed and 
empowered.

ASAC is OPEN
Public Hours Every:  
Friday: 10am to noon 
2nd Tuesday of the month:  6:30pm to 
8:30pm

You can Book the ASAC office Space!  
Contact us at president@asac.ab.ca 

Address: 7219 - 106 street 

(next to Whyte ave and Gateway Boulevard)

Acupuncture & Beyond inc.We treat a wide range of conditions and ailments; fertility, headaches, 
morning sickness, induction, weight loss, increase milk production, 
menstrual difficulties, anxiety and so much more! 

Acupuncture 
& Beyond Inc.

Location: 323 McLeod Ave, Spruce Grove (beside fas gas)

Phone:  780.946.7984
email:  info@acupuncturebeyond.com
website:  acupuncturebeyond.com

weekday, evening and Saturday  
appointments available
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Wow - it’s been a busy year.

Fundraising activities (online crowd funding 
campaign, online silent auction), movie screenings, 
Birth Fair, Tiaras and Bowties Children’s Gala, etc. 
I am happy to say that - despite a tight financial situation - ASAC is 
healthy and active and it is great to see so much enthusiasm for birth 
and women’s rights issues. 

In June 2013, the Alberta Association of Midwives and Alberta Health 
signed a contract 

on funding for midwives which added on to the Memorandum of 
Understanding in place since 2009. Many of us have benefited from 
free midwifery care since 2009 and can speak to the greatness of 
these services. Midwives provide the same medical prenatal care as 
doctors and in addition to that give their clients plenty of time to ask 
questions. They get to know clients and their preferences well and 
attend births at home, at the hospital and at the birth center. Options 
for pregnancy and birth (in terms of pregnancy exams, birth location 
and interventions) are always offered and discussed. 

ASAC has lobbied for many years for these services to be covered by 
the public health care system and we have welcomed public funding 
excitedly and with open arms. 

Due to the speedy growth of midwifery numbers in Alberta, the 
demand for midwives has now exceeded the funding. We also see that 
there are midwives that are interested, well-trained and ready to work 
in Alberta but cannot find work due to funding issues. 

ASAC is concerned about this and is supporting efforts to ensure 
a growth in funding. Negotiations for a new contract between the 
Alberta Association for Midwives (AAM) and the government will soon 
begin and a new contract should be in place by 2015. 

On another note, as you have noticed, Birth Issues is only being 
printed twice a year now - BUT we have a wonderful new website that 
is regularly being updated with birth stories and articles. Make sure to 
visit it regularly www.birthissues.org

If you want to find out what else is going on at ASAC and how you 
can contribute and make a difference, please come to our monthly 
meetings (every second Tuesday of the month at the ASAC office)! 

ASAC president’s message    NIKO PALMER

ASAC’s  
Information Sessions

WHEN: Second Saturday of each month, EXCEPT 
in November when it will be on the second 
Saturday at 11 am
WHERE:  ASAC —7219 106 Street (side door)

Come for information about midwives, doulas, 
prenatal class options, home birth, hospital  
birth and upcoming ASAC-sponsored lectures.  
Enjoy a relaxed, kid-friendly environment  
with an opportunity to ask questions and find  
local resources.

Confirmation of attendance is appreciated, but 
not mandatory! Please call the ASAC Office at 780 
425 7993 (and leave a message) or email donna_
kempster@hotmail.com if you would like to attend.

Email me at president@asac.ab.ca

   Heather Hill 
  DONA Trained, BSW 

       Prenatal information, 
 labour support, birth 
 story, birth photos, 

breastfeeding support   

780-242-5667 

balancedbirthdoula@gmail.com  

www.balancedbirthdoula.com  

Sherwood Park, Edmonton & Area 

Balanced Birth Doula 
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birth announcements  

Adèlene Irene Christensen
Adelène Irene Christensen arrived in the early 
morning of Friday, May 24th 2013 at 12:59 
am. Her one-hour home water birth delivery 
was witnessed by her parents, Gisèle Roy 
Christensen and Paul Christensen as well as 
Noreen Walker, midwife extraordinaire and 
Amy Roy Gratton, Gisèle’s sister. She weighed 
7lb, 5 oz and was 20 inches long. Her two 
older brothers, Jonah and Owen, also born 
with midwives, are so excited to have a little 
sister. They are very protective and loving 
towards her. Adelène is Gerry and Adele Roy’s 
7th grandchild, Jim and Irene Christensen’s 
12th grandchild, and Della Walsh’s 20th great-
grandchild.

Kane Hunter Austin
Kane Hunter Austin was born to proud 
parents Jason and Jennifer, and big brother 
Scott (21 months old) on March 28, 2013 at 
8:47 a.m. at the Lois Hole Hospital weighing 7 
lb, 7oz. So thankful to have had a VBAC made 
possible by the continual support, knowledge 
and patience of our extraordinary doula, 
Suzanne Moquin.

Virginia Marianne Beach
She is a girl! Virginia Marianne Beach was 
born at home “en caul” on June 28th 2013, 
weighing 8 lb, 3 oz. After two boys, she was a 
very welcome surprise, and her brothers just 
dote on her! The birth was just incredible. In 
fact, I can’t imagine anyone having a quicker 
or less painful labour—1 ½ hours from start 
to finish. It was so easy that I was smiling and 
cracking jokes with the midwives between 
contractions. 

Please email your birth announcements with a photo of your babes to the Editor-in-chief at bi_editor@asac.ab.ca
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  GAELYN ANDERSON RMmidwifery News
Alberta Midwifery at a glance 
Midwifery care has been funded by Alberta Health Services since April 
of 2009.  Midwifery services are covered for all residents of Alberta and 
no referral is required.

All Registered Midwives must be a member of the AAM and carry full 
liability insurance. 

Midwives work as independent practitioners and can either work 
alone or with groups of other midwives in a private practice. Midwives 
provide care from their homes or private offices. A variety of birth 
places are offered such as home, birth center or hospital.

The midwifery scope of practice includes providing primary care to 
low risk women and their newborns through pregnancy, birth and 
6 weeks postpartum. Registered midwives have complete access to 
laboratories and diagnostic services; are able to prescribe and carry 
select medications, and consult or refer to other specialists when 
needed. Midwives have hospital admitting privileges in the area that 
they practice.

The practice of midwifery is grounded in the principles of health and 
wellbeing, women centered care, informed choice, holistic care, 
continuity of care and collaboration.

There are currently 15 midwifery practices in Alberta; with 72 
registered working midwives, and 20 midwifery students.

What’s New
January 1, 2013 the College of Midwives of Alberta (CMA) was 
established as the regulatory body for midwifery in Alberta. CMA’s 
mandate is to regulate the practice of the profession in the province 
and to provide an avenue for responding to feedback from the public 
regarding midwifery practice. This will ensure that midwifery standards 
of practice are maintained and women in Alberta continue to receive 
high quality midwifery care.

June 10, 2013 A three-year contract agreement between Alberta 
Health Services and the Alberta Association of Midwives was signed. 
This contract demonstrates Alberta Health Services continued support 
for midwifery and their belief that midwives are an essential part of 
our health care. The goal is to improve access to maternity services for 
all Albertans, and provide birthing alternatives for expecting families.

Mount Royal University Midwifery Program
Mount Royal University in Calgary has a four-year direct entry 
Bachelor of Midwifery degree program, which is the only Midwifery 
program in Alberta.  The program combines theoretical knowledge 
and extensive practical experience. The first intake of students was 
Fall 2011. These students are starting their third year in the fall and 
continue in midwifery placements around the province.  The first 
midwifery class from Mount Royal will graduate in the Spring of 2015.

Midwifery Practice in Edmonton
We have seen substantial growth in our numbers of midwives, as 
students have finished their programs and registered, and new 
midwives have been recruited from out of province, and out of 
country.  There are currently 7 practices in Edmonton and 21 
registered midwives. We have a strong commitment to supporting 
women in their choice of birth place; clients choose to birth at home, 
at the Lucina birth centre, or in hospital. Midwives have privileges at 

the new Lois Hole Hospital and/or the Sturgeon Hospital in St. Albert. 

The Lucina Birth Centre opened December 2011 and there have been 
wonderful births there since the opening of its doors. All midwives 
in Edmonton can obtain privileges and offer clients the choice 
of birthing at the birth centre.  It is a beautiful facility and we are 
fortunate to have this birth centre here in Edmonton. 

Rural Midwifery
Most of the midwives in Alberta are based in the two major centres 
of Calgary and Edmonton. There are also practices in Red Deer and 
Rocky Mountain House serving central Alberta. Practices in Edmonton 
serve the greater-Edmonton area including Spruce Grove, Stony Plain, 
St. Albert, Sherwood Park, Fort Saskatchewan, Beaumont and Leduc. 
Some practices also travel up to 45 minutes outside of the city to 
rural clients. Practices also may take some women from outside of 
the Edmonton area. Clients commit to travelling to Edmonton for all 
prenatal and postpartum care, staying in Edmonton for their birth and 
the first week postpartum.

One of the priorities of the AAM and Alberta Health Services is the 
growth and development of midwifery throughout the province. To 
establish midwifery practices in rural areas and to improve access 
for all Albertans. There are a few new midwives in Edmonton who 
originate from communities north of Edmonton who are planning to 
return to their communities and set up practices in the coming years.  

For more information about midwifery in Alberta go to: 

www.alberta-midwives.com 
www.college-midwives-ab.ca 

Edmonton Area Midwives and Practices
Beginnings Midwifery Care 
780.490.0906 
beginningsmidwiferycare@gmail.com 
Gaelyn Anderson 
Megan Dusterhoft 
Mia Fothergill 
Andrea Wallace

Hope Midwives
hopemidwives@gmail.com 
www.hopemidwives.ca 
Heidi Coughlin 
Tara Tilroe

Joy Spring Midwifery
birthatjoyspring@gmail.com 
Cathy Harness 
Tamar Quist

Midwifery Care Partners
780.490.5383 
info@midwiferycp.ca 
Barbara Scriver 
Teilya Kiely

Meadowlark Midwifery
Marie.midwife@gmail.com 
Marie Tutt

Passages Midwifery
780.968.2784 
passages_midwifery@yahoo.com 
Noreen Walker 
Jenni Pleym

Lucina Midwives
780.756.7226 
midwives@lucinacentre.ca 
www.lucinacentre.ca 
Maureen Fath 
Kirsten Gafvels 
Joanna Greenhalgh 
Jennifer Thomson 
Leesha Mafuru 
Sabrina Roy 
Carly Beaulieu 
Chantal Gauthier-Vaillancourt
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The Waldorf Alternative Program
A unique initiative that resulted from a collaboration 
between the Edmonton Public School Board and the 
Edmonton Waldorf Parent Community, The Edmonton 
Waldorf Alternative Program at Avonmore School uses 
a holistic and humanistic approach to teaching based 
on a particular understanding of the stages of child 
development. Waldorf nurtures the child’s imagination 
and engages the head, heart and hands in learning.

Rudolf Steiner, the founder of Waldorf Education, saw 
education as a force for social change and believed that 
Waldorf education should be available to all children, 
regardless of wealth or social class.
The Edmonton Waldorf Alternative Program is the first 
free and publicly available Waldorf Program of its kind  
in Canada.

Kindergarten & Grades 1 to 6
For more information about this amazing program 
or to book a tour of the program, please contact the 
Edmonton Waldorf Parent Council.  
T. Kim (780) 432-4888 or  
visit http://www.edmontonwaldorf.com/ or  
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Association for Safe Alternatives in Childbirth (ASAC)

ASAC CONTACTS

President
Niko Palmer 
president@asac.ab.ca

Vice-president external
Lisa Jones

Vice-president internal
Becky King 
vp_internal@asac.ab.ca

Vice-president finance
Monica Eggink 
vp_finance@asac.ab.ca

Treasurer
Lisa Grant 
treasurer@asac.ab.ca

Secretary
Lisa Elliot

Casino
Victoria Twanow

Int’l Day of the Midwife
Susan Fearnley

Display
Susan Fearnley 
display@asac.ab.ca

Info session
Donna Ritter 
donna_kempster@hotmail.com

Membership, Home, and Email 
Address Updates
Lindsay DuChene 
info@asac.ab.ca

General Info
Niko Palmer 
info@asac.ab.ca

Lecture Series
Cynthia Hnatko  
cynthia.hnatko@gmail.com

Library
Stephanie Nyhof-DeMoor 
library@asac.ab.ca

Office manager
Katherine Richter

Playgroup Coordinators
Jessica Sanchez-Wegmann 
sanchezj@telus.net

Volunteer Coordinator
Vacant

Bookings coordinator
Ricky Issler 
rickysig@telus.net

Mail pick-up
Chloe Skerlak
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parenting    ASIA HARGREAVES

How many times have we heard this saying? Before 
I had my first child, I believed it could be done in 
those first few months after having a baby. It sounds 
logical, right? Have a baby, take care of yourself and baby equally, 
and all will be well. I do not have to tell you that it is much easier said 
than done! Having a newborn requires more energy than I could have 
ever imagined. It is not even the sheer volume of work, but rather 
the energy expenditure it takes to care compassionately for another 
being 24 continuous hours a day, 7 days a week. Self-care practically 
disappears in those first three months. 

Yes, I felt an overwhelming amount of love and happiness over having 
a healthy, beautiful baby girl. I did not, however, anticipate to feel 
overwhelming guilt if I thought about doing something for myself 
and leaving my baby with someone else. How selfish of me (my inner 
voice pushed), and how dare I put my own basic needs first! So many 
mothers go through this, and many of our own mothers encourage it! 
I had to do it all on my own, they say, so you should be able to handle 
things in the same way.

I do not have to tell many of you, but that simply doesn’t work for 
most of us. A stressed, overtired mom will be mirrored by a stressed 
little baby. The solution to the happy-mom-happy-baby paradigm 
does not lie in martyrdom, in giving up everything you are, nor in 
putting all of your own needs ahead of your children’s. For me, the 
solution was figuring out the balance of self-care that worked for me 
and my family. I learned to enjoy the little things that I could get away 
with doing for myself, while at the same time putting the kind of care 
into my family that made me happy on the inside. 

Self care is so important, but sometimes it just seems impossible to 
take some time out. According to parenting author Dr. Amy Tiamann, 
there are three major mental pitfalls which contribute to us mothers 
not putting in the energy to take care of ourselves. The first is 
disappointment. After we have that baby, we need to learn to accept a 
new reality, and a new standard of what constitutes as ‘normal’ in our 
lives. If we have realistic expectations and are honest with ourselves, 
then we will not experience a vast and profound disappointment in 
those early months. So maybe before having a baby we could have 
gone to a spa for a whole day, worked out at the gym 4-5 days a 
week, gone out with our friends a few times a month, watched quiet, 
uninterrupted movies with our partners enjoying ample cuddle and 
bonding time. After baby comes, it is not exactly realistic to expect this 
type of lifestyle to continue, at least not in the first few months. 

That being said, I was so naive and clueless that I actually believed that 
it would continue and was shocked when I felt that I lost so much of 
what I thought was ‘myself’. I realized just how much my identity was 
tied to the things that I did, not so much to who I was on the inside. 
However, once I accepted my new reality, beautiful things began to 
happen. I started to get to know who I was on the inside. My own, 
personal family values developed and solidified and with each passing 

day my confidence as a mother grew.

The second pitfall is guilt. I know. It never really goes away, does it? No 
matter how old our kids get. But our imperfections are what make us 
unique, different and able to adapt to our own unique situations. Guilt 
and anxiety help no one. They make us as moms feel bad and it reflects 
in the tiny beings that we brought forth into this world. Accepting our 
imperfections and being forgiving to ourselves is much more healing 
than constantly engaging in negative self talk. Being overly critical of 
ourselves serves no other purpose than to feed our guilt and create 
disparities between realistic and unrealistic expectations of what or 
who as a parent you should be. You are you, and you are perfect for 
the little one who came into your life.

The third major pitfall is depletion, and in my opinion this is the 
result of constant nagging of the previous two. When the guilt and 
disappointment get too overwhelming, we feel as though we have 
nothing left to give. That is it, we are done, and we meltdown. We 
leave nothing for ourselves, much less our child/children and the rest 
of our family. Overall, we end up with a lose-lose situation.

So what is a mom to do in a culture that tries to tell her what type of 
parent to be/not to be? In a culture where doing everything on your 
own is prized over being part of a community that works together and 
provides support? The least she can do is to make herself a priority 
and do things, no matter how small, that make her feel important, 
relaxed, refreshed and to herself. I knit every single day. No matter 
what is going on in my life, I make sure that I find some time each and 
everyday to do my knitting. It gives my mind relaxation, peace and 
something creative that is all entirely my own. Others may need a daily 
walk, reading time or even television time! It does not matter what you 
do, just make sure to make it count and that it truly is something that 
makes you feel relaxed and refreshed. 

Those first three months of our new baby’s life are so precious, and we 
know that we will never get them back. They can also be extremely 
difficult. If we take at least a little time for ourselves and do things that 
will help keep us happy, we will be better able to enjoy those times. If 
I had to go back and do things over again, I would tell myself that it is 
okay to take some time for me. I can spend a little time away from my 
new one, and still love her just as much. Taking care of myself does not 
mean taking care away from my baby. It means making me stronger 
and more available emotionally, physically and mentally to take care of 
my baby as best as I can. 

Asia Hargreaves is a stay at home mom to her two daughters, who were 
both born at home with a water birth. Her 2nd daughter was born very 
fast, with midwives barely making it, this past July 2013! Although she 
has a degree in kinesiology and was pursuing nursing, she has since 
re-discovered the various domestic arts. When she’s not tending to her 
energetic and lively daughter she relaxes by knitting, sewing, and being 
recklessly inventive in the kitchen. 

Happy mom, happy baby…
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BORN OF WATER:    
TITUS’ RURAL VBAC
By Erin Mayou

September 21, 2012, around 4 p.m., I began timing 
a few contractions after a long walk with my 
daughter, a dear friend and her three month old who were staying 
with me at my Mother’s house in rural Bawlf, Alberta. I had earlier 
begun losing my mucous plug and I was convinced my baby was a 
Virgo: around 15 hours left until the autumn equinox! I was ready. 

These early irregular rushes1 steadied out to 10 minutes apart while 
getting my daughter ready for bed. After this my body quickly stepped 
up the pace admitting responsibilities were out of the way. It was time 
to devote my energy to birthing.

I called my partner who was working in the city around 7:30 p.m. 
Rushes had picked up to 7-8 minutes apart. I told him he should 
come out to the house, although it may be a while: possibly a day 
or two. I was worried labour would pitter out or stall. Concepts I had 
experienced with my first birth2.

8:15 p.m. I called my doula and midwife, telling them labour had begun 
but that I was yet in active labour. Rushes were 6 minutes apart and 
20 seconds long. Half an hour later they had increased to 3-4 minutes 
and 90 seconds apart and I was beginning to feel panicky without my 
support people present. Being an hour and a half from the city, I felt 
like there was a fine line between calling too early and feeling like a 
watched pot, or calling too late and birthing without my midwives. I 
called my team again, and they said they were on their way, preferring 
to be there early and wait than to miss the birth. 

By 11:30 p.m. the birth team was in place, and my rushes were now 2-3 
minutes apart. I was beginning to feel the pull of birth into another 
mental state. I no longer enjoyed the frivolous and joyful chatter 
around me. I needed to switch gears mentally to descend deeper into 
my birthing world. So I spent some time alone downstairs, after my 
daughter awoke for a quick glass of water, and when I returned to my 
group of women the mood had changed dramatically. My birth team 
recognized that I had entered a new stage of labour and were very 
respectful. Voices were low, the general conversation had ceased and 
the lights were dimmed.3 

Around 12:30 a.m. I had a bit of a cry as I realized the work that was 
upon me; I can remember expressing to my care providers that I felt 
very loved and supported which wasn’t something I had felt in the 
hospital setting during my first birth where the nurses and doctors 
were all strangers. It was a nice change and highlighted for me the 
close bonds that women can have which I believe to be an ancient 
part of our species.

I began to sink deeper into the experience, losing my surroundings 
and focusing on the process both during and between steady rushes. 
At this time my doula filled my Mother’s giant Jacuzzi tub with water 
so I could find some relaxation. When I walked into the bathroom a 
beautifully candle-lit scene awaited me and I can remember feeling so 
at peace. Upon getting into the tub, just before 1 a.m., and feeling the 

warm water and buoyancy, I said, “I feel 100% better”. I can remember 
thinking, “Now if they just offered this to every labouring woman, the 
epidural wouldn’t even exist!”4

I spent much of the rest of the labour in and out of the tub and found 
it to be very effective for relieving pressure and intensity, helping 
me move and change positions, and generally being relaxing and 
supportive enough that I often drifted off to sleep in between surges. 
I would occasionally get too hot and would climb out of the tub and 
do some deep squatting beside it. I also found the toilet to be a great 
place to relax while maintaining a wide pelvis, and even giving upper 
body support by straddling it backwards.

Around 1:40 a.m. I began to feel nauseous and by 2 a.m. was starting to 
make strong and deep grunts and moans through surges. I found that 
a firm flat hand putting counter-pressure on my lower spine to be very 
relieving at this stage and seemed to need it for each rush in order to 
cope. 

Then, I began to feel afraid of proceeding further. I kept trying to 
escape the sensations—waving my hands wildly trying to throw off 
each rush, or stomping in a vain attempt to step out of the experience. 
In my head I was picturing my cat, who had birthed several kittens, 
throwing herself wildly against the sides of the box she was birthing 
in, moments before each kitten was born. I looked and acted like a 
wild animal. Not quite the calm and dignified birthing Goddess I had 
envisioned for myself.

Although the birth of my daughter, which I had found traumatizing, did 
not register in my conscious thought, I believe it may have impacted 
the way my labour was progressing. I find it interesting to note that 
around 6-7 cm dilation, both of my births experienced a turning point. 
It was the last known recorded dilation of my daughter’s birth and it 
was also a very emotionally trying time for me during my son’s birth. 
To my doula, who had been a large part of my healing journey after 
my daughter’s birth, it appeared that I was re-enacting and exorcising 
the very moment when I was told that my daughter was to be born via 
cesarean.5 

During this time my doula held my hand, and my friend placed my 
palm on my leg with hers on top of mine, and together I found the 
pose to be very grounding. They reminded me not to waste my energy 
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by throwing it needlessly around the room, but to focus it down 
and through my body for the real work that needed to be done. My 
midwife and her 2nd attendant were sitting on the floor watching me 
from the hallway outside of the bathroom.

At around 2:30 a.m., around the time I was attempting to step out 
of my rushes and escape the entire process, my partner woke up 
feeling as though he should come and be with me. It seemed we were 
very attuned to each other as he arrived just as I was beginning to 
need a bit more emotional support. I can remember his eyes being 
very grounding and a touch or look from him was steadying and 
encouraged me through.

Around 3 a.m. my midwife and her 2nd attendant thought it would be 
good if my waters broke. I had told them I was feeling a bit of pressure, 
and had begun making noises through the height of waves: thinking 
to myself the angrier I sounded the better it felt. I relieved my bowels 
and although I no longer felt rectal pressure I continued grunting 
and crying out in short bursts with a high pitch voice. Since I was not 
receiving vaginal exams, my midwives did not know if I was pushing 
on a cervix that was not fully dilated (which could cause it to swell), or 
if I was in distress and having a hard time managing the intensity. They 
thought that perhaps my labour was stalled because my bag had not 
ruptured yet.

When I look back, I feel very confused and disconnected to this period 
of my labour. My care providers all thought I had begun pushing, yet 
I remember it differently, I was actually avoiding the urge to push. 
Afraid of swelling my cervix, I was making high-pitch screaming noises, 
attempting to pull my energy upward and away from the downward 
pushing sensations. I was avoiding my body’s signals and sensations, 
and attempting to step out of the entire process. 

I am so grateful for my doula’s knowledge and understanding of me 
and my journey, as she explained to my midwife and her 2nd attendant 
that she felt I was reliving my past, that once I got over it my labour 
would pick up again. I was appreciative that they had the wisdom 
to listen, quiet their fears, and did not feel the need to intervene. 
This time allowed me and my body to work through this mental and 
physical block. Although I looked distressed and horribly in pain, I was 
safely tucked away behind a mental wall that is labour and still felt 

strong and capable of birthing. I never wished for drugs, or had any 
thoughts that I could not achieve a vaginal birth.

With my daughter I had felt that agreeing to a vaginal exam and 
subsequent artificial rupture of my membranes (AROM)6 was the 
beginning of me losing control in labour, and I wanted to avoid feeling 
that again. I had also since learned there were several great reasons to 
keep the bag of waters intact and wanted to avoid an artificial rupture. 
So I spent some time squatting over the toilet and thinking about how 
I wanted my waters to break. It didn’t seem to be long before I felt a 
large pop with the height of a surge and knew that my waters had 
released. It was very empowering to experience this release, and I was 
quite shocked by the power of that little pop! 

Around 3:30 a.m. I was finding it nearly overwhelming to avoid pushing. 
I was told to breathe my rushes out instead of bearing down. It took 
all my focus to breathe in the opposite way than what my body was 
telling me to do. I agreed to have a vaginal exam as I wanted to be 
told it was okay to push. I wanted to work hard and finish the process. 
Instead my midwife informed me that I had a lip of cervix7 left and 
spent the next 20 minutes in the tub on my side waiting for my baby’s 
head to put pressure on the side of the cervix that wasn’t fully dilated. 
This was probably the most difficult part of the labour for me: I wanted 
to push with my whole being and willing myself not to was the hardest 
thing I have ever done. My partner helped me through this time, 
holding on to my hand with a firm grip while I looked into his steady 
eyes.

As I waited for my cervix to fully dilate, I felt a change come over my 
body—from it being incredibly difficult to avoid pushing to impossible 
to push. I did not feel I was actively bearing down, but my whole body 
would tense and curl and it felt remarkably like dry heaving. 

I suddenly could not stand being on my side. I was feeling antsy, and 
really needed a change. So my birth team suggested I come out of 
the water so that it could be refreshed. The midwife had also informed 
me of her ‘trick’ to get a woman in transition out of the tub: when a 
woman lifts her legs and body out of the water and over the ledge of 
the tub, it creates a pelvic shift that can help rotate the baby in a more 
optimal position for pushing.
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I walked to the spare room and got on the bed in a hands and knees 
position. It was close to 4 a.m. Quickly my baby began crowning and 
by 4:20 a.m. the 2nd attendant said she had filled the tub with fresh 
water and if I wanted I could move back to the tub between rushes. 
After the next rush I was up and into the water again. The second I hit 
the water I was overcome with another powerful surge. This time in a 
squatting position, I felt I could really feel a difference in the pressure 
and ability for baby to move down. I could tell it would not be long. 

The next two rushes seemed to come right on top of each other 
and were very all consuming. I could feel my vagina begin to stretch 
to allow my child through and I desperately wanted to escape the 
sensations. I closed my eyes and tried to retreat inside myself but 
instead I found the outward focus of my partner to be the most 
relieving. I cried out, “I don’t want to do this anymore!” Lovingly he 
stroked my shoulders and chest. When I tried to close my eyes and roll 
my head back away from the experience, he held my chin towards him 
and wiped the hair from my eyes so I could see him. He held my face 
there and the few seconds of eye connection between us felt eternal. 

Another wave was building and I could feel myself stretching wide. As 
the rush subsided though, so did the intensity and I was overcome by 
a huge sweeping sensation of relief. My baby’s head was born at 4:25 
a.m. and I kept repeating, “Oh there, there,” feeling as though the work 
was already over. I cried and laughed and waited for the next wave 
where my baby rode out of the womb at 4:26 a.m., in the last three 
hours of Virgo, an 8 lb, 15 oz, 20 inch boy was born.

What a mix of emotions the next several minutes were. I was so proud, 
less of myself at the time, and largely just of this tiny little being who 
was moving and alive and had made it to me. I was elated and relieved, 
and instantly full of concern and worry over this new little life I now 
held in my hands. We relaxed together in the tub and I wept over 
everything we had been through up to that moment. 

The placenta was birthed around 4:50 a.m. with very mild traction, and 
afterwards we transferred back to the spare bedroom. My son and I 
comfortably lay naked together. It was such a blessing being able to 
ravenously absorb his whole little being—A small yet important detail 
that I had missed with my daughter when she was quickly bundled and 
whisked away after her birth. 

By 7:15 a.m. they headed out of the house, just in time for the turn of 
the seasons and the fall equinox. I sat there, in the sunshine pouring in 
the bedroom window, feeling so complete and full. After my daughter’s 
birth I had felt empty, as though I missed this tiny being inside me. 
Somehow releasing my son had done the opposite and filled me with 
so much love I couldn’t possibly feel lonely or empty.

Halfway through my first pregnancy, I knew that all future births 
would be with a midwife. At the time wait lists were long and realizing 
halfway through a pregnancy that midwife care was right for you was 
not an option. After my daughter’s birth I became passionate about 
women’s rights during childbirth. I began my adventure as a doula and 
continued to read insatiably about pregnancy, birth, and postpartum. 
When we decided to try for a second child it was already very firm in 
my mind that I would be birthing this new baby at home. I was resistant 
to cesarean support groups, or VBAC (Vaginal Birth After a Cesarean)8 
literature and communities, as I did not want to feel a reminder of my 
first birth, or feel that I was now high risk, or was attempting a trial of 

labour. I am glad these terms were not used in my prenatal care, and 
instead I focused on the concept of normal pregnancy and birth and 
never doubted that this could be achieved.

Despite my lack of special VBAC preparation, it was however in 
the back of my mind. Before I was pregnant I spent a lot of time 
searching for a midwife that would be willing to attend a home birth 
after cesarean in rural Alberta. I am very fortunate to have found 
a wonderful birth team, including my doula who helped me find 
a willing midwife, and helped share my healing journey with that 
midwife, helping to establish a better understanding and care between 
everyone. I understand that finding a midwife who is passionate 
enough about providing healing home births to VBAC moms and 
willing to travel an hour and a half to see a client is, unfortunately, 
very rare. I hope in the future that this can change and that midwifery 
care becomes the norm for first time moms, VBAC births, and in rural 
settings! 

Editorial Notes: 
1. Some women use the term rushes instead of the word contractions. Other terms 

include waves, and surges. The main reason being because it is more positive and 
empowering. It was first coined by midwife Ina May Gaskin in her influential book 
“Spiritual Midwifery”.

2. To read a full account of Erin Mayou’s first birth story, which was a surprise breech 
and caesarean, go online to read Birth Issues (Fall 2011).

3. Erin wanted an undisturbed birth, which is a birth with a minimum of interventions, 
no talking, no questions, privacy, dimmed lighting, and warm environment. It 
enables a woman to focus on being in her body, rather than in her head, allowing 
her to go deep into labour while feeling supported and safe at all times.

4. A woman can labour and birth in a pool of warm water. Full water immersion (over 
the pregnant belly) has been nick-named “The aquadural” as water immersion 
triggers relaxation and the heat masks the pain associated with contractions. 
Women appreciate the buoyancy as they can move more easily and adopt gravity 
friendly positions with ease. It has also been shown to improve baby’s breathing 
and to prevent tearing of the perineum. An extensive research project on the safety 
of waterbirth  is underway at the University of Alberta. Results should be available in 
2014.

5. Erin had given birth to her first born by cesarean. It had been a very difficult birth, 
where she had felt lonely and mistreated. It took a while to heal from the emotional 
trauma she had experienced. 

6. The artificial rupture of membranes (AROM) is when a caregiver artificially breaks 
the bag of water, which is the thin membrane surrounding your baby in utero, 
during a vaginal exam (using fingers or a hook). Amniotic fluid will gush out and 
continuously leak until baby is born. AROM can increase the risk of infections, as 
well as impact the rhythm of contractions.

7. A lip is when a little part of the cervix is not fully thinned out, or effaced; a little 
part of the cervix is swollen still. It usually occurs at 9 cm dilation. To get rid of it, 
a woman just needs to lean into the area that is swollen (right, forward or left) to 
have her baby’s head put pressure on that part of the cervix. Unless her cervix is 
swollen because of an early urge to push, after 3 or 4 contractions she will be fully 
dilated.

8. A vaginal birth after a caesarean (VBAC), is birthing a baby vaginally after a previous 
baby was born via caesarean section (surgically). The Society of Obstetricians and 
Gynecologists approves of VBACs and midwives can attend them at home or at 
the hospital. Women who desire a VBAC are encouraged to become educated—
learn about their rights, risks, natural childbirth, doulas, and how to advocate for 
themselves—and connect with local VBAC groups (www.ican-online.org). 

Erin Mayou is a mother of two and will be expecting her third child 
shortly! She spends her days immersed in childbirth and parenting, 
enjoys herb collecting with the kids, and is working on patience  
with very little sleep. She is looking forward to a move for her growing 
family! 
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MANTRAS, MIDWIVES AND THIS ROCKY 
MOUNTAIN MAMA’S CONSCIOUS BIRTH
By Heather Petecky

This is the mantra that I had been repeating in my 
head prior to birth. This was my first birthing experience, and 
obviously deep down I must have feared it to some extent or else I 
would not have needed to keep repeating this mantra. So in order 
to overcome my fear, I did all I could to prepare for the journey I 
was about to go through.    My husband and I wanted to birth with 
midwives, but getting in with them was very hard. We live in Banff and, 
at the time, there was only one midwifery practice in our area. At first 
I was denied because they were too booked up, but then when I was 5 
months pregnant someone moved away, so a spot became available. 
Looking back I feel very fortunate, especially because currently my 
area is without midwifery services but I am hoping that changes soon.   
The midwives we got in with came highly recommended. We also 
employed an amazing doula, took prenatal classes at the hospital, 
which taught us some different birthing positions and breathing, 
listened to relaxation CDs, read Ina May’s Guide to Childbirth and 
basically did all we could to become more informed about birth. 
During my pregnancy I ate well and remained active, walking and 
swimming in addition to the prenatal yoga. Aside from some “morning 
sickness” (it lasted all day) in the first trimester, I felt comfortable. I did 
gain 55 lb, which is more than recommended, but the midwives eased 
my mind saying that as long as I was eating right and exercising my 
body would do as it needed.   About a month before my baby was due, 
I drew a sketch of how I envisioned my birth being, at the suggestion 
of my doula. I am by no means an artist, but it really helped me get 
clear on what was important to me. The midwives had mentioned that 

“I do not fear birth, I welcome it! Birth is a natural process that my 
mother, grandmothers and great grandmothers have all done before 
me, beautifully and successfully. I have great birthing hips. I trust 
that my body knows exactly what to do.”

the baby was positioned to come out sunny side up and they said it 
would be better if the baby would rotate. So I drew the baby coming 
out of me with baby’s face at my back, as this was what I was most 
trying to visualize and make happen. I drew myself squatting, because 
that is how I pictured myself giving birth, with my husband and my 
doula beside me. Everyone in my sketch was smiling, calm, peaceful 
and encouraging.  

Then one evening as I was driving home from work, at around 38 
weeks, I looked up at the moon and it was incredibly beautiful and full. 
I had read that the full moon could bring on labour and as I looked 
up at it, I knew I was ready. Early the next morning around 5 a.m. on 
February 19th I felt my water release1. It felt like I had peed the bed. I 
noticed the colour was clear, so I assumed that all was good. I just went 
to the bathroom quietly, came back and crawled into my cozy bed 
(other side!) and let my body do its work. I did not think to contact my 
midwives to inform them about my water breaking because I had read 
a beautiful article encouraging women to let their bodies do what they 
needed to do even when the water breaks. 

An odd sense of calm rushed over me and I was not nervous or scared 
as I once thought I might be. The midwives had advised that during the 
early stage of labour I ought to stay in bed and remain in the dark and 
quiet, so that I did not get too excited and exhausted before labour 
picked up. So I followed their advice and did not wake my husband. I 
simply closed my eyes and remained fully present, while trying to get 
some rest.   Then, around 6:30 a.m., I noticed the sensations, which 
resembled period cramps, were getting a bit stronger and more 
frequent. I purposely did not time them because I knew my body 
would let me know when it was time to do that. I did not want to get 
all caught up in the timing of things and instead stayed very present. 
At this point I decided it was time to get out of bed and go wake my 
husband. He was sleeping in the spare room because of my snoring 
(which is quite common for pregnant women). On the way to wake 
him, I sent a quick text to my doula to give her the heads up that this 
could be happening. My husband could hear me in the other room 
and he came out to see if everything was alright. I said, “I think my 
water broke, and I think I am having contractions.” He said, “Are you 
sure? Isn’t it too early?” I responded, “I’m just telling you what I think. 
Stay in bed, I’ll be right there”. I then crawled into bed with him for a 
while until the sensations became even more frequent.   Shortly after 
7 a.m. I decided it was time to call my midwife. She asked about the 
colour of my water when it broke and I told her it was clear. She then 
checked her charts to make sure I had not tested positive for group B 
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strep2, which I had not. We chatted for a few minutes and she actually 
had me on the phone for a contraction to hear how intense it was. 
Then she told me to eat as though I was about to run a marathon. My 
husband quickly prepared breakfast. I had 2 boiled eggs, 2 pieces of 
toast with almond butter, an orange and a cup of raspberry leaf tea. I 
noticed the sensations getting stronger, and I was having a bit of a hard 
time eating but knew I would need the strength.   After breakfast I tried 
to rest on the bed in the spare room in between the sensations but 
my body wanted to move. I walked around the house, stretched my 
arms, moved my legs, and did some cat stretches on all fours, rocking 
back and forth. I made a couple of quick phone calls to my sister, my 
mom and my dad (who oddly enough predicted I would have the 
baby on this day!). I kept the calls short as I needed to focus when the 
sensations hit and could not chat on the phone.   My midwife had told 
me she would check back with me in 2 hours but if things seemed to 
be getting more intense then I was to call her back. It felt to me like 
things were getting intense so my husband started timing a couple 
of contractions, and to my surprise they were only about 3 minutes 
apart and they lasted around 30-45 seconds. I was uncomfortable, but 
I could talk through them. I decided to phone the midwife again and 
she said she was on her way. I recall resting my head in my husband’s 
lap and closing my eyes and just trying to breathe and focus while the 
contractions occurred.  It was now around 8:30 a.m. I was expecting to 
be in immense pain, but to my surprise it was so far manageable. My 
doula contacted me as well, and I told her that I thought it was time 
and I needed her. So she was also on her way. Now things were getting 
intense. I paced around the dining room, my body wanted to move! 
I was feeling quite hot and asked my husband to hold a cold cloth 
to my forehead and this felt great!   My midwife showed up at our 
home around 9 a.m. It was a very cold, crisp beautiful winter day—the 
temperature read -30°C. When she arrived, my husband made her 
some tea and she helped me breathe through a sensation. She told me 
to go into it completely, close my eyes and breathe. After that, I went 
and sat on the toilet for a bit as she suggested. To my surprise, there 
was blood on my underwear, so I asked the midwife to come look and 
she said that was my “bloody show”3 and perfectly normal. She then 
thought it was time to check my cervical dilation4. I laid down on the 
bed and she was happy to announce, “Great, you are at 7 centimeters!” 
Wow, that delighted me.   Because we were planning a hospital birth, 

our midwife then asked my husband to gather our bags and get ready 
to head to the Banff hospital. I slipped on my husband’s sneakers—not 
a time to mess with tying up my own (which were a bit snug on my 
swollen feet)—and headed out to her car. As we stepped outside I 
commented how beautiful it was out and my husband responded, “A 
beautiful day to have a baby!”   I told my husband to get in the front 
seat and that I would take the back seat on my hands and knees. 
Thankfully, the drive to the hospital is only a few short blocks from our 
home. My midwife had phoned my doula and told her to meet us at 
the hospital. Once we arrived at around 9:45 a.m., my other midwife 
greeted us and brought us to the labour and delivery room. It was a 
fairly typical hospital delivery room—it did have a shower in it but I 
had no interest in using it during the birth. As soon as we walked in the 
room, the midwives turned off the lights and pulled the heavy blinds 
shut to keep out the bright sun and started playing the calming and 
peaceful music we had brought with us to listen to.    Not long after 
entering the room, I stripped off my pants, and shortly after, the rest 
of my clothes came off, as I was feeling pretty hot. Again, I sat on the 
toilet for a bit. Then my doula arrived and I got into a squat position 
at the end of the bed, with my hands on the bed. My husband held a 
cold cloth on my head and my doula massaged my back with an oil for 
joint and back pain containing arnica. My midwife asked, “How are you 
doing?” My contractions had increased in intensity and she noticed 
I was breathing quite fast. She suggested I slow down my breathing, 
which I did, and that helped calm me.   Overall, I was still feeling pretty 
good. Mostly I felt some intense pressure, like I really had to go to the 
bathroom. At around 10:30 a.m. my midwife asked if I felt ready to bear 
down. I was not sure; I just thought I really had to go to the bathroom! 
I had thought before that when it came time to push, I would be in 
extreme pain, but what I was feeling was not pain—it was intense 
pressure but not pain.   As I felt the sensations coming, I went fully 
into them, grunted deeply, and began chanting “my bummmmm”. 
This was my humorous rendition of ‘ommmm’. As the sensations left, 
I released, closed my eyes, breathed, and simply enjoyed the feeling 
of calm in between them. My doula had told me to picture the baby 
coming down, and my midwife made pleasant sounds with a singing 
bowl. Everyone kept telling me I was doing a great job and I remember 
feeling very well supported.   After squatting for a bit, I tried being on 
the bed on all fours, but that did not feel right to me. It then seemed 
it may be time to bear down and get this baby moving. It was now 
around 11:15 a.m. So I moved to a reclined seated position on the bed. 
My husband stood on one side and my doula on the other holding one 
of my legs. Each time a sensation came, I would push and then relax 
completely in between. I was so relaxed and calm that even when the 
fire alarm went off as part of a fire drill while I was pushing, it didn’t 
phase me much—the midwives coached me to ignore it and just 
focus on the baby and so I did. Only one contraction felt extremely 
intense and I remember looking at my doula and saying, “Oh ring 
of fire!” but that was brief. After this intense contraction my midwife 
asked if I wanted to reach down to feel the head and to my surprise I 
could feel the baby’s whole head. This inspired me to push the baby 
out completely with my next push. 

 It was 11:34 a.m. on February 19th, 2011 when I gave birth to my first-
born baby. Wow, what a feeling! I had done it! That was amazing. I felt 
great! Instantly I felt love towards everyone, the midwives, the doula, 
my husband, and this amazing little wet, slippery 6 lb, 5 oz baby that 
had just been put on my chest. He was so beautiful! He. Who knew, all 
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this time I was sure it was a girl inside of me. I looked at my husband, 
kissed him and told him I loved him so much. I asked him, “What do 
we do with a boy?”  Thankfully we had picked out 2 boy names: Devun 
or Parker. Both names had meaning to us, tied to snowboarding, 
something we both love and have spent countless hours doing 
together. We looked at him while still in the hospital and decided 
Devun it is!   We spent the next while just snuggling and enjoying each 
other. After about 15 minutes on my chest Devun squirmed his way up 
to my breast and latched on. The midwives helped position him and 
showed me how to breastfeed. While still at the hospital, we snapped 
a couple of quick pictures and reveled in the awesome moment. 
I started to tear up a bit as I was just so happy. Everything went so 
beautifully and I felt so fortunate. I wondered why I spent so much 
time fearing this. It was an amazing experience. The feeling of having 
a life pass through my body was incredible. I had a newfound respect 
for my body and what it was capable of doing. This was something 
that my husband and I created with our love and it felt wonderful.  I 
then got in the shower, while my husband snuggled skin-to-skin with 
the baby. After the shower I ate lunch and we filled out some forms. 
Shortly afterwards we packed up to head home. As we walked out of 
the hospital around 2:30 that afternoon, the air was crisp, the sky was 
blue and everything felt perfect. My husband looked at me and said, 
“Beautiful day to have a baby!” 

Editorial notes:
1. The bag of water, which is the membranes surrounding your baby in utero, can 

break naturally, at the beginning of labour, during labour, or while pushing. It can be 

broken artificially by your caregiver during a vaginal exam or with an amnio hook. 
Membranes have no nerve endings so the rupture does not hurt. However, some 
women find that the pressure before it breaks can be intense. If your caregiver 
suggests breaking your bag of water it may be to hasten your labour or pushing. 
Some women have no contractions when their water breaks; it can take up to 30 
hours for labour to start. 

2. Group B Streptococcus (GBS) is a naturally occurring bacteria in the vaginal 
flora and is found in 20-40% women. It is not a STD. However, a newborn baby 
can be become seriously ill from a GBS infection. Infection sites are the mucous 
membranes (eyes, nose, mouth) and can occur either when the bag of water 
ruptures or during pushing. If infected, a baby can be more prone to pneumonia 
and meningitis. The most effective preventative measure is intravenous antibiotic 
(Penicillin) during labour (at least 1 dose 4 hours before the birth), which minimizes 
the risk of the baby acquiring the infection as he/she passes through the vagina 
during pushing. Refusing vaginal exams and changing pads regularly also helps. 
There is recent research demonstrating that waterbirth also minimizes the risks.

3. Some women notice spotting when they are in labour that looks like a mixture of 
blood and mucous. This is because when the cervix dilates little blood vessels can 
break and bleed. Some women have a sensitive cervix and have bloody show fairly 
early; others show blood when they are in transition. 

4. Dilation is when the cervix stretches and opens to allow for the baby to pass into 
the vaginal canal. It is measured in centimeters (0-10 cm) with fingers by caregivers 
during a vaginal exam. Dilation is different for every woman, depending on how 
many babies she has had, how low a baby is in her pelvis, how tired she is, how the 
baby is positioned against her cervix, her state of mind, her sense of support, and of 
course, how relaxed she is. Textbook progression would be ½ cm per hour, and at 
least some progress in 4 hours. However, some women progress faster and others 
slower. Dilation is only one of many ways to measure progress. Contraction pattern, 
mom’s behaviour, vaginal fluids, spotting, bag of water, vocalization, breathing, 
sensations of pain, and the shape of the uterus are all indicators of progression.

Heather Petecky lives, works and plays in beautiful Banff Alberta. After 
the birth of her son Devun Kelly Petecky, Heather realized that being a 
mother did not change her, but instead showed her who she was truly 
meant to be.  
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MY BREECH BABIES:  
BROOKE, BRADY & BLAKE
By Heidi Wagner

The road to motherhood is not always a clear and 
simple journey. I learned this first hand as all of my 
babies presented breech. 

Brooke Elizabeth
Fall of 2006, I was so excited to be pregnant. I knew I wanted a natural 
birth, but never once entertained the thought that things would not 
go the way I planned. My mom had 4 natural deliveries so I assumed 
that I would have similar birth experiences.

On the morning of February 26th, 2007, I experienced a mild backache 
and found it difficult to sit at my desk at work. After struggling through 
the snowy trek of walking our dogs, and finishing my nightly routines, I 
could not sleep because of nagging discomfort in my lower back and 
decided to get into the tub around 7 p.m., which offered some relief. 
After my second bath, still not being able to sleep, and getting sick, I 
realized I was in labour! 

We called our doula at 3 a.m.: contractions felt like Braxton Hicks1 but 
were not going away and I could not feel the baby moving anymore. 
To ease our worry, she suggested we head to the hospital to hear the 
baby’s heartbeat. Upon arriving at the hospital, around 6 a.m., I was 
confirmed 6-7cm and in full labour. I was shocked I had progressed 
so far. Then the nurse announced she felt feet rather than a head.  As 
soon as the breech diagnosis was confirmed, things started happening 
really quickly. I felt like a bystander, and watched as I was prepped for 
an emergency cesarean section2. 

I was devastated. I asked through tears if baby would turn or if I could 
still deliver naturally. The obstetrician laughed; I had no choice. I did 
not question these decisions and never thought that I could advocate 
for a vaginal breech birth. It seemed like breech presentations meant 
babies could not be physically birthed naturally.

Instead of amazing memories of bringing a precious baby into 
the world, I will never forget feelings of utter powerlessness and 
disrespect. The environment did not lend itself to discussion about 
alternatives or my choices. I did not feel I could express myself or that 
I even had an informed opinion. At first I thought I had failed myself 
and my baby—that I should have spoken up. Later, I realized that even 
if I had, the system would not have listened. Non-informed consent 
and blind trust have been institutionalized for so long that no-one 
even notices this hospital culture. Now I see that my rights were utterly 
disregarded. I still cry when I think about it.

Brooke Elizabeth, 6lb 7oz, was named by her father after she was born. 
It felt amazing to finally meet my baby, but discouraging that I had to 
park myself outside the ICU in order to care for my healthy child, with 
good Apgar scores. I brought home a thriving, beautiful baby girl, yet 
her actual birth was one of the most painful and traumatic times of my 
life.

Brady James
Pregnant with my second, winter of 2008, I knew I wanted a 
completely different birth experience and chose the care of a midwife. 
I was still unsure of birthing at home, because I didn’t know anyone 
who had experienced a homebirth, yet this seemed like my only 
alternative outside of the hospital (birth centers do not accept women 
who have had previous cesareans, or “VBACs”—vaginal births after 
cesareans).

I had a wonderful pregnancy and felt nurtured under midwifery care. I 
was determined to have an un-medicated vaginal birth after cesarean. 
I asked a lot more questions and educated myself about options. 
Approaching the time of birth, I felt happy, prepared, and informed. 

During my 36-37 weeks prenatal visit, my midwife thought my baby 
was breech. Again! I could not believe it. 

I felt frustrated, angry and even resentful towards my baby. I had come 
to terms with homebirth but, because midwives do not have the 
jurisdiction to perform breech births (despite the fact that they have 
the training to do them safely), the choice was being taken away from 
me. I felt angry and again disempowered.

I determined I could get my little one to turn. I learned about breech 
tilts, pulsatilla, chiropractic Webster Technique, Craniosacral therapy, 
walking on hands and knees, laying on an ironing board, even the use 
of ice packs and headphones on my belly. When all failed, I will never 
forget what my wise midwife told me, “You don’t always get the birth 
that you want but the birth that you need. You will just have to plan for 
the best breech birth possible!” It was with her support that we set out 
to prepare for a natural breech birth.

birth stories

By photographer, Vanessa Brown
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My midwife referred me to an obstetrician experienced with vaginal 
breech. Used to working with midwives, he said he was comfortable 
with vaginal breech and sharing my care with my midwife. I felt again 
like circumstances were out of my control, and was afraid of the 
unknown; it made all the difference to have my familiar and caring 
midwife with me. I was grateful that they had such a good working 
relationship, as I benefited from their collegiality.

On October 19th, around 8 p.m., labour started as it had with my first, 
although 12 days after my due date! This time when I felt the dull ache 
in my back and it would not go away, I knew it was labour. 

Our midwife arrived at our home around midnight and announced I 
was 5-6 cm dilated. We arrived at the hospital at 2 a.m. and I was 6-7 cm. 

I was nervous, and unsure of what to expect, and found it extremely 
frustrating when the hospital staff tried to deter me from my decision: 
pushing a detailed, scary, waiver in my face, pointing out risks involved 
in a breech delivery. I was told my obstetrician was working, but the 
staff quickly took over in their roles, and it felt as though they did 
not share the same values as my midwife, obstetrician, or myself. Just 
like last time, the medical staff attempted to scare me into having a 
cesarean section. This time I had done my research. I knew that in 
reality a vaginal breech birth with an experienced caregiver is as safe 
as a cesarean section, that mortality rates for women significantly 
increases with cesarean sections, and that cesarean sections increase 
the risks for subsequent pregnancies3.

The dull backache was stronger and I found the hot water of the 
shower most effective. Since a breech vaginal birth after cesarean is 
considered high risk, I was prepped for a cesarean in case things did 
not go as planned4. The constant fetal monitor and IV did not allow me 
to move freely and were as annoying as the back labour. 

By 5 a.m., I was 10 cm dilated. My water broke on its’ own and I was 
ready to push. It was exciting! I did not know what to expect and in the 
beginning was not pushing effectively:, either because this was my first 
time pushing or my worries about how I sounded and looked inhibited 
my body from working as it needed to. There was extra staff in the 
room voicing their opinions which I found distracting, but was able to 
focus on my husband and midwife.

It was not until I let go, my instincts taking over, that I felt memyself 
and my baby working together;. I was squatting on the bed and 
groaning with all my inner being. I was working with my body allowing 
it to do what it needed to move my baby down. 

As we neared the end of the 2 hour mark, my “time limit” for pushing 
as a vaginal birth after cesarean, my midwife negotiated with the 
obstetrician to give us 30 minutes more as I was doing so well. It was 
close to his shift ending and, although he agreed, he brought in the 
obstetrician that would be taking over after his shift. As my birth history 
was reviewed the new obstetrician commented, “She’s already had a 
cesarean and this baby’s breech,. Perhaps there is something wrong 
with your pelvis and you cannot have a vaginal birth”. 

I felt the need to prove her wrong. I touched my perineum and felt a 
little male part, my baby was right there presenting frank breech!  I had 
gotten out of bed and the nurses told me, “Stop pushing. Get on the 
bed.” Our midwife ran to get our first obstetrician back into the room. 

The minutes on my back were the most excruciating and 
uncomfortable I had ever felt. Eventually, I was told to push 

continuously without stopping; it is customary to push a breech baby 
within 7 min of seeing their body parts. My midwife was present, 
and my obstetrician helped deliver my baby. It was very intense, and 
amazing, holding my son on my chest. Brady James was born at 7:26 
a.m., a healthy 8lb 1oz, on October 20th, 2008._It was a very healing 
and empowering experience, and I am thankful for the support from 
my midwife and obstetrician.

I had nurses ask me the next day why I would try to deliver naturally 
when I knew the baby was breech. Having gone through both a 
cesarean section and natural breech delivery, I would take the breech 
delivery any day!

Blake Carter
Fall of 2011, my third pregnancy, I was overjoyed and optimistic that I 
would get my home water birth.

As my first 2 babies were both breech, we were aware of the baby’s 
position. When our baby was still head up at 33 and then 34 weeks, I 
worried. 

For weeks we tried to turn the baby using moxibustion, hypnotherapy 
and acupuncture, to no avail. I tried to remain optimistic, telling 
myself baby would turn, and went to bed every night listening to the 
Hypnobabies script on turning breech babies. 

Around 38 weeks, I was exhausted—mentally and emotionally— with 
the realization that nothing was going to work. I was tired of defending 
my body, the shape of my uterus and my baby. My babies simply 
preferred to lay breech. I was frustrated and felt a deep sadness giving 
up my hopes for a home water birth. It felt unfair that some women 
did not appreciate their luck. 

My midwife reminded me that I could still have a natural breech 
delivery. Still, I had a good cry, releasing the negative feelings around 
what I was giving up. I felt a huge weight was lifted. I was then able to 
refocus on having a positive birth experience. 

We planned for a natural birth with the same obstetrician that 
delivered our son. I was better able to communicate what I wanted 
for this birth— freedom to move. This translated into intermittent 
monitoring and a hep-lock5. I saw both my midwife and obstetrician 
on a weekly basis. 

My due date came and went. I really relaxed and enjoyed my last days 
of pregnancy. It was a lovely state to be in. 

This time Braxton Hicks were stronger. I thought I was in labour but 
then would wake, realizing I was still pregnant. Five days after my due 
date, contractions were not going away; it was noon. I made the kids 
lunch, contractions took my breath away. I called my husband at 1 
p.m., unsure if it was active labour. When he got home 15 minutes later, 
it was clear to him it was. 

We called our midwife who said she would stop by around 3:30 p.m.. 
However, I felt really uncomfortable and hopped in our hot tub. As 
my body entered the water I instantly felt relief. I spiralled my hips and 
visualized this baby moving into a favourable birth position. It felt so 
good to be in the warm water. I felt in control, easily able to focus on 
my breathing and to visualize a peaceful and natural birth.

My husband could tell contractions were only a few minutes apart and 
called our midwife back. 
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When she arrived, around 2:15 p.m., she confirmed that I was in labour 
and 8 cm dilated. We left for the hospital immediately (much to my 
pleas to stay home) and arrived by 3 p.m. I confided in my husband 
that I really did not want to leave the safety of our home and felt 
apprehensive about going to the hospital. As we checked in my labour 
completely stopped. I guess it is true your body needs to feel safe 
before giving birth! 

The resident on duty was very cheerful and suggested, ”Let’s break 
your waters and get things going.” I relayed the information that had 
been discussed beforehand with my obstetrician—we wanted things 
to progress on their own naturally, with the hep-lock and intermittent 
fetal monitoring. I expected to be met with resistance, however she 
was very pleasant. She explained their recommendation, but that it 
was ultimately our decision. 

Now that I was at the hospital and had met the staff who were on 
board with our wishes—,_I started to relax. I could again focus on my 
labour and meeting our baby. I started walking the halls, taking deep 
breaths in hopes this would bring the contractions back.

After a few minutes of walking, the contractions came back. I spent 
the next hour or so between sitting on my birth ball and having my 
husband rub my back and then in the shower/tub. 

I heard the nurses discussing transferring me to the operating room 
to give birth. I tried not let it distract me but I yearned for the depth, 
space and privacy of our birth pool at home. It was now 6:30 p.m.. 
It felt like I was stuck at 9 cm. My midwife and I decided to take 30 
minutes before considering breaking my waters. 

A few minutes later my obstetrician came in; it was 6:45 p.m. and he 
was off duty at 7 p.m. He told us that he was going to stay but would 
not help deliver our baby if he was off duty. He broke my bag of water 
and relayed to the other obstetrician that I was still 9 cm dilated and he 
felt feet rather than a bottom. My baby was a footling breech! Within 
10 minutes of breaking my water I was fully dilated and ready to push, 
it was 7 p.m. 

I was apprehensive of experiencing pain being propped up on the bed, 
yet this time was different; I was better able to work with my body. 
With coaching from my midwife and nurse, and after only 17 minutes 
of pushing, I gave birth naturally to Blake Carter! I was supported by 
the obstetrician on duty and a resident as our obstetrician and midwife 
watched—it was an amazing experience! 

Having 3 breech babies, with very different birth stories, I have learned 
so much. With Brooke, I learned sometimes things happen outside 
our control. With Brady, I confronted fears from my first birth; I 
realized that I could have a natural birth in the hospital. It was through 
Brady’s birth that I healed from my first. With Blake, I was grateful to 
experience a shift in the medical system in regards to attitudes toward 
the safety of vaginal breech births. 

I hope that my personal birth experiences help to educate others 
about vaginal breech birth: that breech does not necessarily equal a 
cesarean; that women can ask for a second opinion or find a caregiver 
to assist in a natural birth; that women should feel empowered in their 
birth choices and experience and should trust in their inner strength 
and natural ability. Natural un-medicated vaginal breech births 
can be done and can be a wonderfully amazing and beautiful birth 
experience!

Editorial notes:
1. Braxton Hicks, false labour or practice contractions, are sporadic uterine 

contractions which can start at 6 weeks gestation. Not usually felt until the last 
trimester, and not by all women, they aid the body in its preparation for birth by 
helping stretch and dilate the cervix before labour. 

2. A breech baby is when s/he is presenting its bottom (frank) or feet (footling) 
first. Today the Society of Obstetricians and Gynecologists of Canada (SOGC) 
encourages women to give birth vaginally. Considered high-risk, General 
Practitioners and midwives must transfer or consult with an obstetrician. Breech 
births may be longer, with stop-and-go contractions and lower back pain. For 
baby, there is an increased risk for being stuck at the time of pushing and breathing 
compromised. 

3. SOGC. “Vaginal Breech Delivery of Breech Presentation” SOGC Clinical Practice 
Guideline No. 226 (June 2009); Clark, Belfort, Dildy, Herbst, Meyers, and Hankins, 
“Maternal death in the 21st century: causes, prevention, and relationship to 
cesarean delivery” American Journal of Obstetrics & Gynecology vol. 199, no. 1 
(2008): 36.e1-36.e5

4. Medical staff consider women with previous cesareans a higher risk of repeat 
cesarean. Considered a Trial of Labour (TOL) and thus prep the mother for an 
emergency cesarean. This means blood work is done, continuous fetal monitoring 
encouraged, and no water or food during labour enforced.

5. A Heparin-lock, hep-lock, is an IV device placed into the hand but not attached 
to any IV fluids. It allows easy and quick access to veins without encumbering the 
patient with wires which can reduce mobility. It can be effectively used in births 
where the mother desires mobility but indications support the use of IV or the 
possible emergency need for it.

Heidi Wagner is mother to three beautiful breech babies, who loves 
travelling and spending time at the cabin with her family. She also 
enjoys running, golf, dancing, hot yoga, and, as a restaurant owner  
(who went to school to be teacher), enjoys great food and wine! 
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ALL IN THE FAMILY
By Janine Schroeder

Before midwifery was funded in Alberta, my aunt, 
a midwife, used to host expecting clients out of her 
own house. I remember visiting her there as a girl in the 1990s 
and staring at a giant poster of a vagina, wondering what it all meant. 
Now, after the births of my two sons, I am so grateful that she chose 
midwifery as a profession. My family and extended family have all 
benefited from her years of experience. 

Despite having a midwife in the family, when I became pregnant in 
2008, my husband Jerrad and I started down the typical pregnancy 
path of doctor’s visits and cliché pregnancy books. But as my husband 
and I began to enquire about labour and delivery at our local 
hospital in Peace River, Alberta, it became clear we could not get 
the birth experience we wished for in our own community. We felt a 
caesarean rate of 25% (as related to us in a prenatal course) was simply 
unacceptable. So we called my auntie to find out if we could become 
clients of hers. We got an enthusiastic ‘yes!’ 

A tour of the clinic where she worked at the time, the Westview Health 
Center in Stony Plain1, Alberta, further confirmed that the extra effort 
of driving five hours one way from our home in Peace River was 
worth it. The birth culture in Peace River varies greatly between those 
who wish there were more physicians in town that could perform an 
epidural to those who feel helpless that there are not any practicing 
midwives. Given the small population, it is difficult to satisfy everyone, 
and yet it is unfortunate that so many are robed of the birth experience 
they desire. For those of us lucky enough to have the financial and 
familial resources, we can drive to the nearest city to seek the kind of 
care we want.

Whenever Jerrad and I were in the city we would meet my aunt for 
lengthy prenatal appointments. After I was diagnosed with gestational 
diabetes2 at 20 weeks, the appointments increased with a further twist 
of having to learn about major diet and exercise modifications. I was 
able to manage my blood sugars by walking or swimming at least 30 
minutes daily and by following a low GI diet. Low GI diets are a very 
balanced approach to eating but require a lot of effort to remove 
refined sugars and limit naturally occurring sugars from one’s diet. I 
focused on a minimum of 30 minutes of walking or swimming daily. 
This effort did pay off; however, there were a couple of times when 
my sugars were close to the threshold when insulin would have been 
recommended. Once insulin is required, you are considered a high-risk 
patient, and your midwife has to transfer your care to a physician. I was 
very happy to avoid this situation. 

Although I was thrilled to have my aunt as my midwife, I was also a 
little unsure of how patient confidentiality and the personal nature of 
pregnancy and labour would work out. Would we be able to achieve 
a balance where we could be family, yet professional? I thought back 
to how midwives would have traditionally offered their services. My 
great-grandmother was a midwife in the Fork Lake area of Alberta 
between 1910 and 1930 and would often walk miles to attend births of 
other pioneers in her area, many of them friends or family. Certainly 
this would have been no more or no less intimate than what we would 
undertake. 

My First Birth
My parents offered to have us come and stay with them in St. Albert, 
while we waited for the baby. I traveled to St. Albert two weeks before 
my due date. My husband was not able to stay with me during this 
time as he was working. He made it into the city just hours before 
my water broke. We were at my sister’s apartment when my water 
broke at midnight, on July 11, 2009. My aunt advised us to try and eat a 
light snack, pack our bags and meet her at the Westview hospital in a 
couple of hours.

By the time we arrived, my contractions had intensified. The next few 
hours were long and onerous with the baby being turned the wrong 
way, or posterior4 (facing my belly). With every contraction my only 
solace was my dear husband applying pressure on my back and a can 
of laughing gas, which I carted around religiously. There were many 
times I felt like I could not continue, but my husband and aunt were 
there with encouraging words and helpful advice. My aunt suggested 
we move around the room, try different positions, and get in and out 
of the birthing pool. 

The birthing pool relieved a lot of pain3. I did not feel changing 
positions helped to manage the pain, but keeping in motion must have 
helped things to progress. Finally, at around 11 a.m., I could feel the 
baby had twisted around inside of me, giving me instant relief from the 
back labour. When the baby turned (facing my back), I dilated quickly 
as I could focus on the labour rather than the excruciating pain. I used 
the birthing pool a lot to manage the pain but I did not birth in it as it 
somewhat slowed my contractions. After an hour or so of pushing, our 
son Kael was born on July 12, 2009. He was a healthy 10 lb, 1 oz. The 
birth was a beautiful experience.  I tear up to this day thinking about 
it. The experience brought my husband, my aunt, my son and our 
extended family closer together.

My Second Birth
We received such great care from my aunt the first time that when 
we became pregnant again, a year later, one of our first calls was 
to her. It was of great comfort to know that we had a trusted health 
care professional, family member, and friend to rely on for our 
next pregnancy and delivery. With her help we were able to once 
more manage the gestational diabetes without insulin and arrange 
appointments when we were in the city.

Again, I drove to St. Albert to stay with my parents two weeks prior to 
my due date, and again my husband arrived the day I went into labour. 
But this time, I choose to have a couple of interventions to induce 
labour a week early, as I was aware of the risks of having an overly large 
baby due to the diabetes.

On August 31, 2011, I had my membranes swept5 and took a lemon 
verbena and castor oil cocktail6. I experienced light contractions 
all day but assumed they were just Braxton Hicks contractions7. I 
managed to get a little sleep, but by 2 a.m. I knew I was in labour 
because the contractions were so intense and around 4 minutes apart.

I spent the next couple of hours chatting with my husband and Mom. 
This time, I wanted to wait as long as possible before going to the 
hospital. At my Mom’s encouragement, we left for the Sturgeon 
hospital at 4 a.m, where we met my aunt. Her initial assessment 
revealed I was already 7 cm dilated! I was amazed by this, as it 
took much longer to get to this point during my first labour. I felt 
encouraged that I had managed to get to 7 cm without much pain.
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While I was being assessed, my husband was busy desperately trying 
to set up our birthing pool, which had the wrong attachments. When I 
was allowed to go to our room I was so disappointed that the pool did 
not work out. I had envisioned using and possibly birthing in the pool 
for weeks leading up to the birth.  After some jimmy rigging he did 
manage to fill it, but the water was so cold I was not interested.

For a brief moment I thought about crying, but I decided instead to 
put my efforts into pushing. The pushing stage only lasted 20 minutes. 
I did not care for the lack of privacy in the final stage. The hospital 
policy was that two of the hospital nurses be in the room during the 
birth. I felt that this was unnecessary and a little weird to share such 
a moment with two strangers. We were some of the first midwifery 
patients to birth at the Sturgeon hospital, and much of the hospital 
policy was restrictive. At least the physical side of things went well. I 
went from 7 cm to giving birth in two and a half hours. The second 
time, the body seems to have a memory for what it needs to do.

On September 1, 2011, at 6:30 a.m., my aunt caught our second son 
Wyatt. He weighed 10 lb, 5 oz, and was born free of medication, alert 
and well. Our experience at the Sturgeon was not as intimate and 
empowering as our first birth at the Westview hospital had been. 
Nonetheless, I felt privileged to have been given birth with a midwife 
who advocated for my wishes and provided excellent prenatal and 
postnatal care. So many women in our rural areas are not given this 
opportunity.

I am sure that without the support of my husband and my midwife 
I would have had an epidural with my first son. Instead, the natural 
births of my sons have been my two greatest achievements. It deeply 
saddens me that others are denied this fulfilling experience. Driving 
five hours one way and 2-to-4 weeks of hotel costs is not an option 
for most families in the North and in rural areas. I still find it difficult to 
listen to my friends’ birthing stories when I know there is a better way 
down South. 

Editorial notes
1. The Shared Cared Maternity Health Program at the Westview Health Centre in 

Stony Plain was a 10 year pilot midwifery program funded by the Capital Health 
region. It was the only funded midwifery program in Alberta at the time and the 
only hospital where births could occur in water. Midwives were responsible for 
prenatal-birth-postpartum care, nurses were second attendants at the births, and 
obstetricians were on-call for back-up. It was for low-risk pregnancies and birth 
and did not offer drugs for pain management. The program was discontinued in 
2010.

2. For most women, gestational diabetes is a pregnancy-induced diabetes. It is an 
increase in blood sugar levels due to the pancreas being unable to keep up to the 
extra demands during pregnancy. It can be harmful to the baby as it can increase 
the blood sugar levels of baby: this can have future problems such as an over-taxed 
pancreas, low blood-sugar levels after birth, or an increase of weight particularly 
in the upper body, around the shoulders and head which could cause difficulties 
during delivery. Only a minority of women who develop gestational diabetes have 
babies that have been affected negatively. Gestational diabetes can be treated 
preventatively or after diagnosis by addressing lifestyle changes: regular exercise, 

less sugars particularly refined, and small frequent meals can help keep blood sugar 
levels stable. Herbs, such as Red Raspberry Leaf, can be used prenatally with the 
advice of a herbalist or naturopathic practitioner to help regulate blood sugar levels. 

3. A woman can labour and birth in a pool of warm water. Full water immersion (over 
the pregnant belly) has been nick-named “The aquadural” as water immersion 
triggers relaxation and the heat masks the pain associated with contractions. 
Women appreciate the buoyancy as they can move more easily and adopt gravity 
friendly positions with ease. It has also been shown to improve baby’s breathing 
and to prevent tearing of the perineum. An extensive research project on the safety 
of waterbirth  is underway at the University of Alberta. Results should be available in 
2014.

4. A posterior presentation means that a baby is head down, face looking at mom’s 
bellybutton, and baby’s spine against mom’s back (directly on the spine, or tilted to 
the right or left). It can be due to a number of reasons including the shape of your 
pelvis, angle of the uterus, an inactive lifestyle, muscle and ligament tightness, as 
well as fear and stress. Posterior presentations are the main source of the “failure 
to progress” diagnosis and exhaustion in labour, which in turn leads to cesarean 
sections. The main reason for it is that the part of the baby’s head, which is 
presenting is wider in this position. The labour is characterized with a stop-and-
go rhythm—there may be periods of regular and intense contractions and then 
periods with hardly anything or even nothing for days. This pattern may indicate a 
posterior presentation. This means that the head needs to do lots of molding to fit, 
which takes extra time. Sometimes the baby’s body also needs to rotate more for 
the baby to be in a more optimal position, which also takes extra time. It can be a 
disheartening and exhausting labour pattern. Your caregivers may put pressure on 
you to manage and hurry the birth. Patience and lots of positive support is needed 
with a posterior baby. This presentation of your baby is a variation of normal.

5. Sweeping the membranes is when a caregiver does a deep vaginal exam and 
moves her fingers around the cervix to stimulate and/or separate the membranes 
around the baby. This causes a release of prostaglandins, which can help to kick-
start labour. The cervix needs prostaglandins to become stretchy and to dilate. After 
this exam, you may experience some spotting and/or mild cramping. Semen also 
has high amount of prostaglandins—so being intimate, on a regular basis, can have 
the same effect while maintaining your privacy.

6. Lemon verbena and castor oil are used as an induction cocktail to help a woman 
go into labour. The cocktail creates uterine contractions. It is important to only 
do this when baby is at term and when the cervix is already soft and favourable to 
dilation. Castor oil causes mild irritation of the bowels which stimulates the uterus 
to contract and can cause labour to start. It should only be used if the cervix is 
favourable, that is, stretchy. If the cervix has not started to change you run the risk 
of exhausting yourself, getting dehydrated, and compromising your baby. It can 
also be taken with apricot juice and almond butter.

7. Braxton Hicks contractions, also known as false labour or practice contractions, 
are sporadic uterine contractions that sometimes start around 6 weeks pregnancy. 
However, they are not usually felt until the last trimester of pregnancy. Not all 
expectant mothers feel these contractions. They are thought to be an aid to the 
body in its preparation for birth as they will help stretch and dilate the cervix before 
going into labour. Many women find them confusing as they can last for quite a 
long time, and then die down. It is common for 1st time mothers to go back-and-
forth to the hospital to find out that they are not in labour. The trick is that if they 
stop after a few hours or faster a rest or a bath, then you are not in labour. Take a 
bath, if after 30 minutes it goes faster than you may be in early labour!

Janine Schroeder lives in Edson, Alberta, with her husband, Jerrad, 
and their sons: Kael, 4, and Wyatt, 21 months. They keep busy skiing, 
hiking, camping, travelling, cooking, and spending time with family and 
friends. Janine is currently working as a forester for a local sawmill. 
Her aunt is a midwife in private practice in Edmonton. 
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birth stories

NATURAL TWIN BIRTHS: 
THE RESULT OF KINDNESS AND COMPASSION
By Sera Fradgley

For a week my mom kept telling me that I was 
pregnant... with twins! I took a pregnancy test to see if my 
mom was right; however, the test came back negative. As the week 
went by I was still having ‘pregnancy symptoms’ so on July 29, 2011 I 
took another pregnancy test; this time it tested positive! It was quite 
the surprise, as my husband, Brian, and I had not anticipated getting 
pregnant this soon since our son was 3 and our daughter was only 11 
months old.

My pregnancy was completely normal and my midwives were pretty 
convinced I was only carrying one baby. Nevertheless, with my mom’s 
twin prediction and our plan for a home birth, we decided to get a 
20-week ultrasound to ensure the baby was healthy. My family and I 
live in Acme, Alberta, an hour away from the hospitals in Calgary, so I 
knew we would feel better knowing there were no potential issues for 
delivery. While I was still not convinced my mom knew what she was 
talking about, my family and I headed to the ultrasound. Within the 
first couple of minutes of the ultrasound the technician advised me 
there were 2 babies and I finally understood why I could never fool my 
mom as a teenager!

On the way home from the ultrasound clinic Brian and I talked about 
having an unassisted birth1 away from the hospital. I called my midwife 
that night in tears over the impending doom I felt in being transferred 
out of her care. As we spoke she assured me that she would transfer 
me to a wonderful obstetrician and that, no matter what, she would 
still attend our births, even though she could not provide my primary 
care. I felt a little better since I knew my midwife well and was positive 
she would support my choices, even in the hospital surroundings I 
dreaded. Brian and I no longer felt the need to have an unassisted 
home birth.

The obstetrician my midwife referred me to accepted me as a patient 
and I had my first appointment 2 weeks later. An hour after arriving 
at the Foothills Medical Clinic my doctor came into my exam room 
and the first thing she said was, “So you are having identical twins”. I 
was devastated, as I knew ‘identical’ meant ‘same sex’ and we did not 
wish to find out what we were having. My doctor explained that she 
was obligated to discuss the details with me, as identical twins carry 
a higher risk for complications than fraternal twins. We discussed the 
risks involved with identical twins, although she was very careful not to 
use any fear tactics or blow any risks out of proportion.

From the way she was talking I could tell my doctor would be an 
awesome care provider and I started to feel a bit of relief. I asked her 
if she would allow my midwife to catch one of the babies and she said 
that would be no problem. She suggested bi-weekly ultrasounds2 
and I discussed my concern with doing that many. My doctor said she 
was willing to discuss a different schedule, but wanted me to go for a 
more detailed ultrasound first. I asked her if she would be at my birth 
and she advised me that the obstetricians at the Foothills Hospital do a 
rotation, which meant that she might not be working when I went into 
labour. This sunk my heart (and I am positive it showed on my face). 
While I was just meeting my doctor for the first time, I felt she was the 
best person to oversee my birth. I really did not want a stranger in my 
delivery room. My doctor booked me for an ultrasound 2 weeks later 
and said we would discuss additional ultrasounds and whether or not I 
could labour in the tub (my main request).

After my first appointment my doctor called my midwife to let her 
know she could be as active at my birth as she wanted. My doctor also 
told my midwife that she would try her best to be at the birth. I think 
my doctor saw how much I needed her support and I was pleasantly 
surprised when my midwife called me with this news. I was feeling 
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much better about not having the midwife-attended home birth that 
Brian and I really wanted.

The results of our 24-week ultrasound showed that both babies 
were growing exceptionally well and had no signs of complications, 
such as twin-to-twin transfusion syndrome (TTTS)3. At my 26-
week appointment my doctor and I discussed when to do the next 
ultrasound and agreed to one at 31 weeks. We also talked about her 
partnership with my midwife and how she would allow me to labour in 
the tub, assuming the room with the tub was free when I arrived at the 
hospital. I was starting to feel even more astounded by her willingness 
to be flexible with my care, in addition to her genuine concern for my 
optimal birth experience.

I made plans for a full day in Calgary at 31 weeks: ultrasound in the 
morning followed by a hospital tour and lunch with my midwife. After 
lunch, my midwife and I headed to my doctor’s clinic to discuss my 
birth plan4  After the appointment my doctor took my birth planto 
the head obstetricians and nurses at the hospital for approval, as many 
things in it, such as labouring in water, delayed cord clamping, and 
freedom from continuous fetal monitoring5, were out of the standard 
care for twin hospital births.

Around 34 weeks my midwife called to let me know that the hospital 
did not like my birth plan. We spoke for over an hour and a half, as I 
could not believe this was happening. Again Brian and I contemplated 
staying home to have the babies unassisted. Luckily I had obtained 
my doctor’s email address at an earlier appointment so I sent her an 
email telling her I could not wait until our next appointment to resolve 
this issue. She called me the next morning and we spoke in detail 
about why my requests were so important to me and why she was 
concerned about my not having continuous fetal monitoring. After 
hearing each other’s sides, we agreed to compromise; my doctor 
would make sure we could have the room with a tub, if available, and I 

would agree to continuous monitoring of the 
babies. After the discussion I felt this was a fair 
compromise and was much relieved about 
the birth plans again.

On March 20 I received a call from my 
midwife advising me that no one was 
comfortable with me staying pregnant much 
longer. She suggested I agree to a membrane 
sweep6 and mentioned that the doctor 
wanted to do an induction7 2 days later 
should the sweep not work. I was also told 
that if the babies didn’t come right away, I 
could possibly expect a loss of support from 
both my midwife and doctor due to the risk 
my doctor felt I was carrying by not agreeing 
to force the babies out. That night I did 
not sleep well, as I was anxious about what 
my doctor would say. After a rough night’s 
sleep, Brian and I headed to my doctor’s 
appointment. My doctor sat down with us 
and explained that a 38-week identical twin 
pregnancy was like a 43+ week singleton 
pregnancy8 and, as the risks increased, her 
comfort with letting the pregnancy carry 
on was dwindling. However, she also told us 
that it was still my choice and that as long as 

the babies were doing fine, she was happy to work with our wishes. I 
agreed to have my membranes swept to try and encourage the babies 
out, as I did not want to lose the support of my midwife and doctor.

I went in for a second sweep on March 26, but this time my doctor 
was nowhere near as gentle. I was now 39 weeks pregnant and I had 
a sneaking suspicion my doctor was receiving negative feedback 
from her superiors that she would ‘let’ me stay pregnant this long, as 
identical twins are almost always delivered before 37 weeks. My doctor 
asked if I would have another ultrasound the morning of March 28 and 
I agreed to an in-office ultrasound to quickly check fluid levels. After 
the ultrasound on March 28 my doctor offered to do another sweep 
or to induce me; I declined both interventions and headed home.

On the evening of March 28 Brian and I decided to make a nice steak 
dinner for my aunt who was visiting from out of town. The last time 
this aunt visited we had just sat down for steak when we ended up 
rushing to the birth centre to deliver our (10 day) “over due” daughter. 
We were hoping for the same luck this time! I put the steaks on the 
BBQ and was bending over to give our dogs their suppers when I heard 
a ‘pop’. My water broke9! With my last two births I delivered each baby 
within 10 minutes of my water breaking so I was unsure how this would 
play out.

At about 5:30 p.m. I called my midwife to let her know the news. She 
said to head to the hospital once contractions were steady since she 
was worried my labour would stall in hospital; so I waited, wondering 
how long it would be. Brian suggested we go to the hospital right then, 
but there were no signs of labour so I said we should wait. My midwife 
called my doctor to let her know the babies were coming soon so my 
doctor used her influence to hold the delivery room with the labour 
tub. I was so thankful to her and could not have felt more blessed by 
her extraordinary efforts for my birth.
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I watched everyone eat steak (yet again), as I was not in the mood 
to eat. Around 6:00 p.m. my contractions started. They were getting 
stronger and closer together with every passing minute so we got in 
the car and headed to the hospital. It was an hour drive to the Foothills 
Medical Centre and by half way there I knew it would be the longest 
hour of my life. At that moment I knew I should have listened to my 
husband when he said we should leave as soon as my water broke! 
Within 15 minutes of the hospital I had the overwhelming need to 
push. It was all I could do to keep these babies in! As I fought the urge 
to push we arrived at the hospital where my doctor, midwife, and a 
nurse were waiting for us outside with a wheelchair. My husband was 
permitted to park at the emergency room door while they wheeled 
me up to the room.

While I was ready to get into the tub, my doctor and midwife had 
other plans; they wanted to check the heart rates of the babies and 
had yet to fill the tub with water. Ahhh, panic! I needed in that tub an 
hour ago! Once the heart rates of the babies were checked I happily 
jumped into the tub. My thoughtful midwife provided me a cool cloth 
for my forehead and I was able to relax for the first time in almost 2 
hours. Approximately 20 minutes after arriving, at 7:29 p.m., Baby A 
was caught by my midwife and placed on my chest. I was very excited 
to look down and see a boy; we named him Isaiah. His cord pulsed for 
about 20 minutes while he laid on me in the warm water. He weighed 7 
lb, 9 oz and was 19 ¾ inches long.

After about half an hour I felt I might have more contractions coming 
on so we did an ultrasound to check Baby B’s position. He had turned 
breech10 from just a few hours previous. Since hospital policy did not 
allow water births (I had been very careful not to share that Baby A was 
coming so I could have at least one water birth) my doctor told me I 
would have to get out of the tub. Before I did, I decided to ask if we 
could leave the babies cords uncut until the placenta was out. I had 
signed a 3-page waiver regarding delayed cord clamping (and all my 
other non-traditional requests) at a previous appointment; however, 
I never made mention of the cord clamping being this delayed. My 
doctor accepted my new request, so I utilized everyone’s help to get 
out of the tub and onto the bed with Isaiah still attached to me. In 
order to encourage Baby B to move head-down11 my doctor used 
external pressure and moved him gently with her hands. Baby B’s 
heart rate started to fluctuate and I was encouraged to have my water 
broken12 to get things moving quicker and to ensure he stayed head-
down. I was ready to meet our second twin so I agreed and my doctor 
broke my water.

Contractions started fairly soon after that and I was told Baby B’s heart 
rate was iffy. After a few minutes my doctor said, “Sera, I would not 
pressure you at all unless I was really concerned, you know that”. I 
nodded my head in agreement. She then continued with, “You have 
one more contraction to get him out or we are going to have to use 
the vacuum”. My doctor then told me the neonatal intensive care unit 
team was coming in from waiting outside (however, I did not hear her 
say this). A whole bunch of people then filed in the room, including a 
man. I was so surprised by their sudden appearance that I demanded 
they leave the room. My midwife immediately took notice of the 
change in my demeanor and asked the team to close the curtain for 
my privacy. I was so thankful for her strong intuition.

At this point I realized my doctor was very serious and so I covered 
my eyes again and prayed out loud. I prayed for a strong contraction 
and I prayed for strength to push. It was like everyone disappeared as I 
begged God for help. My next contraction came and I pushed with all 
my freshly replenished energy. I went from showing no head at all to 
having a whole baby caught by my midwife and again placed on my 
chest. Elijah was born at 8:25 p.m. He weighed 7 lb, 13 oz and was 21 
inches long. After Elijah was born the male pediatric specialist came 
over and introduced himself (boy, was I embarrassed for freaking out!). 
He looked over the baby on my chest and was very happy with his 
condition so he and his team left the room.

I wanted confirmation that our boys were identical so I asked my 
doctor to look over the placenta after it was delivered. My doctor 
confirmed the blood vessels crossed over the membranes and thus my 
boys were indeed identical. My midwife made heart shapes out of my 
boys’ umbilical cords and we took a picture of the boys still attached 
to their placenta. Brian then cut the cords. Since I had no tearing or 
bleeding issues and did not feel the need for any drugs I declined the 
oxytocin13 that I was expected to have – I said I would breastfeed14 
instead.

I then got up and thanked my doctor for working with Brian and 
me in our birth plans. The whole experience went about 60% of the 
way I had envisioned it would go, but it was 100% perfect. I felt so 
overwhelmed by the selflessness and kindness of my doctor. I knew 
how much she went out of her way for this birth and I was in such awe 
of her courage and compassion. She left very shortly after the births 
and I was sad to say goodbye.

It was now only Brian, our midwife, the boys, and myself. I nursed my 
boys and then Brian and my midwife dressed them while we got ready 
to leave the hospital. I then wrapped both babies on my chest in a 
carrier and we all walked down the hallway towards the exit. It was 
like walking down the green mile! Upon passing the nurses’ station 
everyone was staring at us. I guessed from their stares that they had 
never seen anyone who just delivered twins walk out of there only two 
hours after giving birth.

As Brian and I drove home with the boys we talked about what a 
fantastic blessing we had been given with such a euphoric birth. 
We believe our amazing birth experience was mostly due to the 
compassion of our amazing midwife and the concern of our 
phenomenal doctor. We were in awe of both of our care providers’ 
selflessness and compassion, as well as the two very healthy boys we 
had just added to our family. God and these amazing ladies made 
March 28th, 2012, a day we will be blessed by forever!

Editorial Notes:
1. Unassisted births, also called freebirths, refer to women who give birth unassisted, 

that is, without the support of a childbirth professional (doctor, midwife or nurse). 
Some women choose to have a friend, a parent, a spouse, or a doula present—
others are very clear that they want no one around so they can birth undisturbed. 
Most women who choose to birth in this way are well-informed about the risks, 
educate themselves, and do not enter into it lightly.

2. The Society of Obstetricians and Gynecologists of Canada recommends frequent 
ultrasounds throughout a twin pregnancy because they are associated with 
a higher incidence of fetal distress and mortality. Risks include: twin-to-twin 
transfusion syndrome, intra-uterine growth restriction, premature births, low 
birth-weight, etc. Twin births are also associated with an increased risk because it 
is common that one of the babies presents breech (foot or bottom first), which 
requires an experienced and confident caregiver. Although midwives are trained 
to attend breech births, they are mandated to transfer care to an obstetrician. 
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Depending on the circumstances, an obstetrician may share the care with a 
midwife, i.e. they both do prenatal visits, they both attend the birth but the 
obstetrician is the primary decision maker, and the midwife does all the postpartum 
care. Increased monitoring during pregnancy, but also during birth, will be 
expected. Read Birth Issues, “Twins: More work and more love”, Summer 2012.

3. Twin-to-twin transfusion syndrome is a rare condition that affects identical twins 
in the womb. The condition occurs because the babies share blood vessels in the 
placenta and it can result in one baby (the ‘donor’) losing significant amounts of 
blood to the other (‘recipient’) baby. The donor twin can become severely anemic, 
and the recipient can suffer a range of symptoms from high blood pressure to 
heart failure as a result of being overloaded with blood. It can happen at any time 
during the pregnancy but most commonly at 16-20 weeks.

4. A birth plan is a one-page outline of your birth preferences. A couple would usually 
show it to their caregiver during pregnancy and make sure their nurse, or midwife, 
reads it again when they are in labour.

5. The Society of Obstetricians and Gynecologists of Canada recommends 
continuous monitoring of both babies during labour and birth. This means the 
mother will have very limited mobility when she is in labour as she will be strapped 
to two monitors. See SOGC Consensus Statement. “Management of Twin 
pregnancies” Part 1, no. 91 (July 2000).

6. Sweeping the membranes, also called a stretch-and-sweep, is when a caregiver 
does a deep vaginal exam and moves her fingers around the cervix to stimulate 
and/or separate the membranes around the baby. This causes a release of 
prostaglandins, which can help to kick-start labour. The cervix needs prostaglandins 
to become stretchy and to dilate. After this exam, you may experience some 
spotting and/or mild cramping. Semen also has high amount of prostaglandins—
so being intimate, on a regular basis, can have the same effect while maintaining 
your privacy.

7. An induction is when your labour is artificially started, using a synthetic gel to ripen 
the cervix and then synthetic hormone to make the uterus contract. It is always 
done at the hospital, and may take several days before you are in active labour. 
This will mean that from start to several hours postpartum you will have an IV in. 
Women have reported that the contraction pattern in strong. Some women cope 
well but most will end up asking for an epidural. Some babies find this contraction 
pattern too strong and may have trouble coping over the long term, which can 
lead to a cesarean. If your caregiver recommends an induction even though your 
baby is not in distress, remember that the SOGC recommends a wait-and-see 
approach or to consider it 10 days after the due date.

8. Although unsubstantiated, some caregivers believe that twin pregnancies are at 
term at 38 weeks so pregnant women will be under pressure if they have not given 
birth naturally by then. In the absence of studies evaluating the induction of twin 
pregnancies the SOGC does not have a specific guideline on the subject nor does 
it recommend one course of action over another. Thus parents may want to inform 
themselves before accepting an induction without any risk indicators. Read SOGC 
Clinical Practice Guideline. “Induction of labour at term.” No. 107 (August 2001); 
and SOGC Consensus Statement. “Management of Twin pregnancies” Part 1, no. 
91 (July 2000).

9. The membranes surrounding your baby in utero can rupture at any time after 37 
weeks, most rupture during transition and pushing. Some caregivers like to know 
if your membranes break because there is a slight chance that the umbilical cord 
gets trapped while the water flows out, which could affect the proper oxygenation 
of your baby. These caregivers will want to listen to baby, check for fetal movement 
and the colour of the fluid. If your water is clear, or light yellow like pee, no 
concern. If it is brown or green and thick like pea soup, go immediately to the 
hospital. When the bag of water breaks before the start of labour, contractions can 
take between 0 to 30 hours to start. Most caregivers will want you to go into labour 
within 24 hours. You may want to be careful about accepting vaginal exams as 
they push bacteria up the vaginal canal closer to baby, which heightens the risk of 
infection. Because of the cascading effects of arriving early at the hospital, which 
increase your chances for interventions, it is up to you to make an informed choice 
when your water breaks.

10. A breech baby is when a baby is presenting its bottom (frank breech) or feet first 
(footling), rather than the head.

11. The most optimal presentation of a baby is head down and facing mom’s spine. 
Baby may be slightly tilted to the right or left too but baby’s spine is against the 
round of mom’s belly. It is the easiest and most efficient way to give birth to a baby. 
However, this does not mean that the other presentations (posterior or breech) 
cannot be achieved vaginally and unmedicated and that they are not safe.

12. The artificial rupture of membranes (AROM) is when a caregiver artificially breaks 
the bag of water, which is the thin membrane surrounding your baby in utero, 
during a vaginal exam (using fingers or a hook). Membranes have no nerve endings 
so the rupture does not hurt. It can be done for a variety of reasons, usually to 
either hasten labour or pushing. Only 30% of membranes rupture before labour 

starts, and 99% of women break them during pushing. It is perfectly healthy and 
safe to birth a baby in the caul (baby born inside its membranes). Because AROM 
can increase the risk of infections, as well as impact the rhythm of contractions, 
some women prefer to keep their membranes intact as long as possible, or to squat 
during a contraction to naturally break their own membranes.

13. Oxytocin (synthetic) is the synthetic form of the naturally occurring hormone 
oxytocin. It can also be called syntocinon or pitocin. It is administered with an IV. It 
is used to contract smooth tissues in the body, which causes uterine contractions. It 
is given when a woman has an epidural, during an induction or an augment. There 
may be different reasons for it: perhaps your labour is long and you are tired, your 
contractions have slowed down, your contractions are far apart, your contractions 
are not long enough, we need to start labour, to rotate a baby in a more optimal 
position, or to prevent your labour to stop altogether. Sometimes if your bag of 
water has broken some caregivers like to speed labour with this form of synthetic 
oxytocin to minimize the risks of infection. When present, it reduces the ability of 
the body to produce the natural form of the hormone, which in turn means that a 
woman will have to keep the IV for several hours postpartum or until her uterus is 
firm and low. It may impede with breastfeeding and increase the feeling of being 
sick and dependent. In any case, when you are administered this form your labour 
is now managed and mobility reduced.

14. Oxytocin (natural) is a naturally occurring hormone which contracts smooth 
tissues in the body. It causes uterine contractions, milk let down, and bonding. It is 
called the hormone of love!

Brian and Sera Fradgley live on a hobby farm in Acme, Alberta beside 
Sera’s mom. They enjoy growing their own food and home-schooling 
their children. Brian is a sales rep and Deputy Chief of the Acme fire 
department while Sera is a full-time homemaker. 
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BRINGING BIRTH BACK TO THE NORTH

By Sarah Ligon

Originally published in New Trail, University of Alberta alumni 
magazine, Winter 2013

The survival of a community has a lot to do with the ability to give 
birth and to continue the community. If they can’t do that, it’s almost 
the death of the community. Isn’t it? —Beverley O’Brien

When 25-year-old Jocelyn Merritt gave birth to her first child, Leo, 
in Rankin Inlet, Nunavut, last November, she did what few women in 
Canada’s far northern communities have done in the past 50 years: she 
gave birth close to home.

On a cold, clear night last November, as most of the 2,400 inhabitants 
of Rankin Inlet slept in their beds, Jocelyn Merritt was jolted awake by 
a contraction stronger than all the others. She began timing them on 
her iPad: 3:54, 3:57, 4:02, 4:13, and listening to her iPhone to help her 
meditate through the pain. But by 4:46 a.m. she knew “it was time,” and 
woke her partner, Gavin, to call the midwife.

It took some time to warm up the truck, with the temperature 
hovering around -15 C, but by 5:30 a.m., Merritt, Gavin and Gavin’s 
mother were bundled up in its warm cabin. Before leaving, Merritt 
remembered to call her sister to remind her to bring the homemade 
amauti, a traditional Inuit parka for carrying babies, that Merritt would 

need for carrying home her first-born. Then, they drove down the hill 
to have a baby.

The story of Merritt’s experience is not the dramatic stuff of movies 
or reality television. Just like the old saying among the Inuit that giving 
birth is “as natural as breathing air,” Merritt gave birth to her eight-
pound son, Leo, with no medical intervention after only two hours of 
labour. Yet, until recently, a birth story like Merritt’s was an anomaly in 
the North.

Beginning in the 1960s, government health officials deemed birth too 
risky to occur in these remote communities, which have no doctors 
and no C-section capabilities and are several hours’ plane ride from 
the nearest operating room — and that’s if the weather permits. So 
for more than three generations, most pregnant women were sent 
to southern hospitals — in Winnipeg, Churchill and Edmonton — far 
from home, alone, and often a month or more before their due dates.

But now, the tide is turning. Since 1992, Rankin Inlet has been home 
to a birth centre — the first in the region — allowing women with 
low-risk pregnancies a say over where and how they give birth. And 
an innovative education program, supported in part by Dr. Beverley 
O’Brien, a University of Alberta professor and alumna, is working to 
train local Inuit women to serve there as community midwives.

Jocelyn Merrit with her son Leo in Rankin Inlet, photographed by Sarah Ligon
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“I fought to have my baby here,” says Merritt, who had to sign a waiver 
not to be evacuated to a hospital in Winnipeg. “I didn’t want to be in 
a hospital with doctors. I’m a bad flyer, so to think I’m about to have a 
baby and they’re going to fly me out by myself? I wasn’t going to have 
it. I really wanted to have my baby here, with the midwives, and have 
him in the hometown where I grew up.”

Educating a New Generation of Midwives
When U of A professor Beverley O’Brien began working in the North 
as a nurse practitioner in the early 1980s, she rarely attended births. 
Although the communities in what is now known as Nunavut where 
she lived were small — Pagnirtung (current pop. 1,550), Igloolik (1,450) 
and Hall Beach (650) — they had some of the highest birthrates in 
all of Canada. But at the time, the policy of shipping all expectant 
mothers down south was at its height. “I was told by my supervisor that 
it would only be my mistake that resulted in a baby being born at a 
nursing station,” says O’Brien.

O’Brien’s experiences in the North — and the birth of her own son 
years later — taught her that there had to be a better way to have 
babies. So, she trained as a midwife and embarked on an academic 
career that has focused on providing midwifery care to women in 
Africa, Asia, the North and here in Alberta. Then, in 2006, she was 
approached by Nunavut Arctic College to develop a program to 
train local women as midwives and maternal care workers — one 
that includes traditional Inuit knowledge about birth while meeting 
high Canadian midwifery standards1. Further to that end, she recently 
published a book, Birth on the Land, based on her interviews with Inuit 
elders and traditional midwives, to make sure that the knowledge of 
how women gave birth in these communities prior to colonization is 
not lost.

Now, as the acting co-ordinator of the Nunavut Arctic College 
midwifery education program, she works with a team of administrators 
and southern midwives, including Kerstin Gafvels, an Edmonton-based 
midwife who has been intimately involved in the program from the 
beginning, to select students in three communities across Nunavut — 
Rankin Inlet, Cambridge Bay and Iqaluit — and craft an educational 
program suitable to their unique needs and their location. “They 
almost all have small children and they are living in small communities 
where travel is difficult and costly,” says O’Brien. “So we have to 
support each individual as opposed to setting up a rigid criteria.”

Students can graduate from the program with a certificate as a 
maternal care worker, a diploma in midwifery or a bachelor’s degree 
in health sciences (midwifery), which is granted through a bridging 
program with the Bachelor of Midwifery at Laurentian University in 
Sudbury, Ontario.

Susan James, has been instrumental in developing that third degree 
option. Like O’Brien, she worked for years as a nurse, including stints 
up north, before finding a permanent home in midwifery. Now the 
director of the midwifery program at Laurentian, she consults with 
Nunavut Arctic College in designing its curriculum and helps those 
students wishing to earn a bachelor’s in midwifery meet the degree 
requirements. Since 2007, the program has graduated 10 maternity 
care workers and two midwives, and is close to awarding its first 
bachelor’s degree. 

The key to the success of the program — similar programs geared 
toward training First Nations midwives have stalled, in Manitoba for 
instance — has been its flexibility and focus on the individual. “What 
is the thing that is most valued about having a midwife?” asks James. 
“They want a midwife who can speak their language if at all possible. 
They want someone who is going to be safe. But they don’t care if 

they have six credits in women’s studies and nine credits in the social 
sciences. The pieces that bring that safety are still there: hands-on 
practice, prenatal and postnatal care, and catching babies.”

Cas Connelly and Rachel Jones were the first gradautes of a program that trains local women 
to work as Midwives in small communities across Nunavut, photographed by Sarah Ligon

Northern communities such as Rankin Inlet have some of the highest birth rates in Canada yet 
for more than three generations most babies were born hundreds of kilometres away in large 
southern hospitals, photographed by Sarah Ligon

Most Rankin Inlet mothers and some fathers carry their children in hand-made Amautis
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Catching Babies
Last spring, when the ice was still thick on Hudson Bay and snow 
covered Rankin Inlet, Rachel Jones, 36, got a phone call. She was 
home alone with her eight-year-old son, boiling pasta for dinner, she 
remembers. “It was the nurse at the health centre, and she’s saying 
someone has come in and she’s pushing.” So, as the midwife on call 
that night, she dumped the uncooked pasta in the sink, kissed her son 
goodbye and headed out into the night to catch a baby.

It’s a scene that is often repeated in this small hamlet, where there are 
50 to 60 local births a year. Jones has seen it play out many times since 
becoming one of Rankin’s three full-time midwives — two of them 
graduates of the Nunavut Arctic College program. It has not been easy 
for her family. She remembers attending her first births in 2004, when 
she was a maternity care worker and had an infant son at home.

“Even if it’s the middle of the night and a blizzard, you have to be 
here for that woman,” says Jones, who was the first graduate of the 
midwifery education program in 2007. “My partner would be driving to 
the health centre by Ski-Doo in the middle of the night with my son in 
it so I could breastfeed him.”

Cas Connelly, 25, the second of Rankin’s full-time midwives to 
graduate from the program, agrees that the life of a midwife can be 
tough. “I graduated from high school on August 26, 2006,” she says. 
“And I started the program on September 5. I’ve never had time off 
since. Going through high school and college with two little kids 
was tough.” But Connelly knows the value of having a local midwife 
provide care in the community, because she herself has experienced 
it — as well as the alternative.

When Connelly was pregnant with her first child at 16, she, like so 
many women in the region, was flown down to Winnipeg a month 
before her due date. Fortunately for Connelly, her mother could 
afford to pay her own way and accompany her daughter as she waited 
to give birth. With round-trip airfare starting at about $2,000, it’s an 
option most families cannot afford.

But when Connelly was expecting her second child, she found herself 
under the care of visiting midwives at the Rankin Inlet Birthing Centre. 
“It was so much more comfortable having the baby with the midwives 
I knew. I really liked the connection I had with them.” An added benefit 
was that her husband could be present at their child’s birth. “He got to 
be at the birth. He got to see the second one being born, and you can 
see the bond right away with that one.”

As members of the local Inuit community, Jones and Connelly are able 
to provide a level of care that visiting midwives from the South, often 
in town for three-month stints, are not. The closeness of the small 
community means that Jones and Connelly usually know, very well, 
the women they care for. “A lot of times when women come into care 
at our birthing centre, we know them on a personal level,” says Jones. 
They know who may be drinking or suffering from domestic abuse, or 
who may be planning on giving their baby up for adoption — a fact 
of life in many northern communities — and they can tailor their care 
accordingly.

And more subtly, they instinctively provide care that is more culturally 
sensitive. For instance, when Gloria Uluqsi gave birth to her third 
child, Pearl, in 2010, she was able to speak Inuktitut with Jones, her 
midwife. Although most residents of Rankin Inlet are fluent in English, 
many of the women from smaller surrounding communities are 
more comfortable speaking their native tongue. “We find that when 
somebody is in pain, their mother tongue tends to come out,” says 
Jones. “I’ve heard a lot of women say it was so much easier to be in 
labour and to be able to speak Inuktitut.”

Although the population is small, Jones and Connelly have seen their 
fair share of emergencies, and their training has prepared them well. 
They’ve attended preterm births and successfully handled a case of 
shoulder dystocia, an obstetric emergency in which the baby’s head 
is delivered but its shoulder becomes stuck. “You have about four 
minutes before the baby has major brain damage or death,” says Jones. 
So it is essential that midwives can handle the situation quickly and on 
their own.

Despite being a six-hour trip from the nearest hospital, the Rankin Inlet 
Birthing Centre has excellent outcomes. Since 1992, when the centre 
opened, midwives have delivered more than 500 babies without a 
maternal or newborn death, showing that community-based care 
for most women in the North can be a safe alternative to the policy 
that, for three generations, routinely removed childbirth from these 
communities.

Editorial Notes:
1. “The challenge for this program was that the caregivers needed to be from the 

community, otherwise there would always be a revolving door of midwives coming 
up from the South,” explains O’Brien. Locally-trained midwives, she added, could 
also provide a higher level of care because they would be more familiar with the 
unique lifestyle and customs of the North and would be more likely to speak the 
native language. “No matter how much one tries to be culturally sensitive, you 
pretty much have to be a member of a culture to be appropriate and supportive all 

of the time.”

Sarah Ligon is a writer, editor and mother of two (soon to be three). 
Originally from the American South, she now calls Edmonton, AB, 
home, and travelling to Rankin Inlet to report this story was the farthest 
north she has ever been.  

Doula
dou· la [doo-luh]:  
integral members of the  
birth team supporting the 
childbearing family

For information call: 780 945 8080
www.edmontondoula.org
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TIARAS & BOWTIES CHILDREN’S

ASAC would like to send out a huge THANK YOU to all supporters, contributors and attendees 
to the first annual Tiaras and Bowties Children’s Fundraiser Gala, held in Edmonton on April 21, 
2013 at The Palace. The event was a huge success and raised over $4,200 for ASAC.

Guests were extremely pleased with what they saw and experienced at 
this inaugural event. From the full table of silent 
auction items, large activity area for children, 
variety of entertainment, great food, and the 
opportunity to dance the night away, guests had 
a fantastic evening! 

“Thanks for organizing such a great event! The 
boys and I had so much fun!”  
--Dana Weatherhead

If you missed this fantastic family evening, I 
strongly encourage you to attend next year – it 
will be well worth the money, and of course your 
support goes towards a good cause. Watch the gala 
website for upcoming details – www.asacgala.com.  

GALA WAS A  HUGE SUCCESS

Baby Birth Pools
Baby Bump Doula & Birth Services
Bonnie Doon Bowling Lanes
Bosom Babies
City of Edmonton, Community Services  
Department
Diaper Supply
Earth’s General Store
Earthsong Professional Massage Centre
Ellerslie Chiropractic & Wellness Centre

Elizabeth
Essence Organic Tea
Even Rocks Grow
Flirt Cupcakes
Flourish Nail Studio
Fringe Theatre Adventures
Glen Ramkissoon, Realtor®, RE/MAX River City
Grammas’ Toy Shop
Head Shoulders Knees & Toes
Hobby Wholesale

House of Koopslie
Hypnotic Bloom
J’Adore Dance
Java Mama
Justisse Healthworks for Women
Kid’s Stuff etc. & My Favorite Aunt’s
Kristy Wolfe Photography
Life in Progress
Livewell Family Chiropractic
Lux Beauty Boutique

GALA DONORS
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GALA WAS A  HUGE SUCCESS

PRESENTING 
SPONSORS
Baby Birth Pools

NACO Commercial Property Solutions

ObiChrome Design

GALA SPONSORS
Joelle from Now Radio, 102.3 FM (Our emcee)

Flashworks Photobooth (Photo Booth) 

Zenocopy (Poster and Handbill printing) 

Natural Vision Improvement Centre  
(Face Painting)

Lucerne (Swag Bag)

Rubber Band Entertainment (DJ)

Mommy Connections (Media)

Carolyn Schulz (Princess and Prince Hair 
Design)

Life in Progress  
(Entertainment – Live Painting on Canvas)

Anonymous ($200 Cash Sponsorship)

Sparkle Tattoo Inc. (Glitter Tattoos)

Jeon’s Traditional Taekwondo  
(Entertainment – Demonstration)

Whitemud Crossing Chiropractors  
(Face Painting)

Pure Wellness Studio ($935 Cash 
Sponsorship)

Rachel J Photography (Event Photography)

Dr. Chris Naturopathic Clinic  
($250 Program Printing)

Century Park Pain & Health (Craft Table)

Roots on Whyte Dental (Photo Booth)

Ever After Princess Parties [entertainment]

Amara Kotylak [entertainment]

Matahari Restaurant
Momentum Health & Wellness
NACO Commercial Property Solutions
Natural Vision Improvement Centre
ObiChrome Design
Pure Hair Design
Pure Wellness Studio
Pura Vida
RBC Royal Bank
Red Lobster

River City Games
Rock-A-Dry Baby Diaper Service
Reel Moments
Rose Remedies
Save-on-Foods
Scholar’s Choice
Seeds of Health Acupuncture
Sephora Southgate
Sisters of the Sahara
SJ interior Design

Stella & Dot (DianneCK)
T. Bolinkski Photography
Transcendent Movement Pilates
The Cellar Group Inc.
Tina Briglio (Avon)
Urban  Chickadee
Watson Family Chiropractic
Winnie Lau 
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THE JOURNEY OF MIDWIFERY IN ALBERTA
By Joanna Greenhalgh

Midwives are valued for their ability to listen and be available outside 
office hours. They share knowledge as well as resources to help families make choices, 
including choice of birthplace. Midwives provide continuous, autonomous care during the 
childbearing experience. They detect and discuss concerns early, support normal physiology 
and emotional wellbeing, and facilitate natural childbirth and breastfeeding. 

A midwife has the same scope of practice in pregnancy, birth, all the way to 6 weeks after the 
birth as a family doctor, and can order the same tests and ultrasounds. Both professionals refer 
to experts for the same reasons.

In the early 1990’s, there was an organized push from consumers to get midwifery regulated and 
increase the accessibility of midwifery care for all women in Alberta. ASAC1 members played a 
major role in this campaign. In 1995, a landmark court case in which a midwife stood accused 
of practicing medicine without a license, ruled that midwifery was a distinct profession. 

In 1996, the Alberta government began a rigorous assessment of midwives’ education, 
experience, knowledge, and skills, which culminated in the first group of registered midwives, 
in 1998. Almost all of these new registered midwives had been working as nurses, most had 
received midwifery training in Europe or in the United States, and when the opportunity came 
to be full-fledged midwives they of course jumped on it. 

By this time, both Ontario and British Columbia had publicly funded registered midwives. 
Unfortunately, the Alberta government withdrew the promise of funding prior to registration 
of the first midwives. Consequently, the University of Alberta’s proposal to offer a midwifery 
degree program collapsed. The original cohort of registered midwives was decimated as the 
initial enthusiasm turned into a mass exodus. These experienced, highly qualified midwives left 
the province for British Columbia or Ontario, where their services were funded, or opted out 
of midwifery practice altogether. Those that left the province mostly did so because of their 
inability to make a living in Alberta and because of the lack of opportunities for those interested 
in faculty positions. The remaining few midwives continued to charge privately for their services 
or worked in alternative programs. 

In 2000, a limited number of births were funded through a University of Alberta study and the 

results were consistent with the literature 
demonstrating that midwifery is safe and cost 
effective.  

By 2003, all of the Edmonton midwives had 
hospital privileges. The Royal Alexandra 
Hospital was the first to grant privileges to 
midwives. Westview Health Centre in Stony 
Plain began a Shared Care Maternity Program 
in 2001 with the intention of bringing women 
back to the community to deliver2. Starting 
with one midwife whose services were 
paid through grants, care was shared with a 
family doctor and nurses. This program was 
popular with families due to free midwifery 
care and hospital waterbirths. The midwives 
were valued. One night in Emergency, a 
mother with twins arrived pushing, so the ER 
physician called the midwife in to help him 
with the delivery.  

The degree of collegiality within Westview 
(having nurses, doctors and administrators 
sing the praises of the midwives) further 
increased the awareness of Edmonton 
obstetricians of midwives’ competence 
and skills. For example, an obstetrician, who 
did regular case reviews with the midwives 
and family doctors, remarked repeatedly 
that midwives made good decisions 
when complications arose. Unfortunately, 
the program closed in 2009 with public 
funding of midwives. The dramatic decline 
in birth numbers at Westview, along with 
the pressures from a busy Emergency 
department, spelled the end of maternity 
services there by 2011. 

Collegiality between midwives, doctors, 
nurses, and Emergency personnel has 
evolved over the years. Although there 
is still a lot of work to be done, most are 
aware of midwifery and there is a desire to 
understand what midwives know and how 
they are competent. For example, at the 
Sturgeon Hospital in St. Albert, there is a real 
interest from administration and the lead 
obstetrician to facilitate midwifery care. As 
with the integration of any profession in a 
well-established system, there continues 
to be a need for clear communication and 
debriefing to prevent misunderstandings and 
allay anxieties.  

The closing of maternity services in the 
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only hospital offering waterbirth, and the increasing demand for waterbirth during labour and 
birth led to the establishment of Edmonton’s Lucina Birth Centre. A systematic review of all 
births in the Shared Care Maternity Program, which was the cornerstone of maternity care at 
the Westview Health Centre in Stony Plain, is being conducted by Dr Beverly O’Brien from the 
University of Alberta. Outcomes for the waterbirths are being collated for dissemination to 
increase awareness of the safety of waterbirths. 

As the number of midwives increased in Edmonton, the need for them to have hospital 
privileges put increased pressure on the hospitals to open their doors to them. The Sturgeon 
Hospital in St. Albert began privileging midwives in 2011 and further allowed women to labour 
in rented pools (but not birth). 

The numbers of midwives have fluctuated since registration. Roughly 25 midwives successfully 
completed the registration exams in 1998. The numbers dwindled to about 17 midwives in the 
province within the next few years. Once midwifery services were funded, that number almost 
quadrupled. Currently, about two thirds of the midwives practice in Calgary, High Level and 
Canmore. About six midwives work in central Alberta (Red Deer and Rocky Mountain House). 
There are 20 midwives in practices in Edmonton, Sherwood Park and Stony Plain. With the 
commencement of a midwifery degree program at Mount Royal University in Calgary, these 
numbers will continue to grow so that more and more families can access midwifery services.

In April 2013, Alberta Health Services (AHS) formalized a contract with the midwifery practices. 
The process of hospital privileging has been streamlined for new applicants. An administrative 
hierarchy for midwifery within AHS was established on June 1, 2013. Gisela Becker RM is the 
Provincial Midwifery Lead and Marie Tutt RM is the Midwifery Lead for the Northern/Central 
Alberta zones. 

Midwifery will continue to grow and spread throughout the province. Midwives have the 
unique ability to be confident while attending births in small and remote communities so 
that women don’t have to travel or deliver on the road. Indeed, many families are concerned 
about travel distance to hospitals as more community hospitals close their maternity services. 
Midwives from these smaller communities intend to migrate from the urban areas after gaining 
more experience to fulfill the needs in more rural areas. There are currently two such midwives, 
who studied in Ontario and Quebec, who plan to return to their communities in High River and 
Lac LaBiche.   

Increasingly, women want natural childbirth and babies not compromised with drugs or 
interventions. As experts in physiological practices, midwives support those goals. For example, 
using upright positions during labour, allowing time to mold the cervix, continuous support, 
delayed cord clamping (so that the new baby receives more stem cells and red blood cells 
to fight infection and anemia in infancy) and early baby-led breastfeeding have always been 
important practices for midwives. 

Members of ASAC have remained consistent supporters of women’s choices over the years and 
continue to provide women with education for their choices in childbirth.  They continue to 
put pressure on the government and the medical system to raise awareness about the benefits 
of natural birth and to keep midwives active and on their toes! 

Editorial Notes:
1. ASAC is the Association for Safe Alternatives in Childbirth. It publishes Birth Issues. It is the only remaining 

childbirth consumer advocacy group and has been active for over 30 years. 

2. The Shared Cared Maternity Health Program at the Westview Health Centre in Stony Plain was a 10 year pilot 
midwifery program funded by the Capital Health region. It was the only funded midwifery program in Alberta at 
the time and the only hospital where births could occur in water. Midwives were responsible for prenatal-birth-
postpartum care, nurses were second attendants at the births, and obstetricians were on-call for back-up. It was 
for low-risk pregnancies and birth and did not offer drugs for pain management. The program was discontinued 
in 2010.

This article was a joint endeavor by Joanna Greenhalgh, Gaelyn Anderson and Marie Tutt, all 
senior registered midwives in Edmonton. All three midwives were involved in the past in the Alberta 
Association of Midwives, regional/zone committees and work in different practices. 

780 893 3333
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My  
LIFE AS A 

MIDWIFE
By Gaelyn Anderson, RM

Monday 
I enjoy a laid back morning with the boys; eating 
breakfast, playing, getting myself  and the boys 
ready for the day. McCoyan (6 years old) and I go over his 
printing and we round up his library books to return to school. Daryl 
makes McCoyan’s lunch and makes sure he has his permission slip 
for his Kindergarten field trip coming up. I make sure I have my lunch 
packed too and then head out the door. I always get big hugs and 
kisses when I am leaving for work. Obryn (22 months old) toodles over 
and gives me a big smooch, “Mommy!” I pick him up and give him 
a nice long cuddle and kiss, “Bye, bye Obryn, Mommy has to go to 
work”. He cries as I pass him to  hisDaddy,  then waves goodbye at the 
garage door as I drive away. It is always hard to leave my boys when I 
go off to work. But I am so fortunate that I have my  amazing husband, 
Daryl, that is able to stay home with them. . It makes life manageable. 

Being a midwife means long unpredictable hours, and we need 
supportive partners and family around to help us through it all—to be 
understanding when we dash out the door, be able to take over with 
kids at a moments notice, getting up with kids in the morning when 
we are sleeping in after a birth, and forgiving when we have to cancel 
plans. Because of our commitment to our clients and our work, our 
families sacrifice a lot. It really makes a difference to have family on 
our side to support us when we need a break to recharge our batteries. 
I am so lucky to have Daryl! It is only with his support that I am able to 
continue doing the work that I love.

I swing by the midwifery office to do a few things and then head over 
to the Edmonton Midwives monthly meeting. It is at the Lucina Birth 
Centre today, although we are outgrowing the space provided by the 
Centre. We have become such a large group with  21 midwives in the 
Edmonton area!  I greet all of the friendly faces as I come in and find a 
seat. I chat with one of the midwives to see how her client is doing. I 
did back-up for her the other day and I wanted to see how everything 
was going. Of course we are late to start because we all get chatty 
with each other and can’t stop talking about birth. We have lots of 
business to cover today and we have a really good meeting. I really 
enjoy getting together with all of my colleagues every month. We are 
able to connect, work together, and support each other as Midwives – 
what a great group of women!

Our meeting runs late, so Daryl will have to take McCoyan to Musical 
Theatre. I manage to get home in time for supper and to put the boys 
to bed. A client who is 10 weeks pregnant calls to tell me that she is 
having some spotting. She is worried. I talk to her for a few minutes 
and plan to fax off a requisition for her to have some blood work done 
tomorrow. That’s what being on-call means, my clients can call me 

at any time with emergencies or if they go into labour. There are no 
office hours for a midwife!

Tuesday
It’s a clinic day today. I see my clients in clinic for 30 minute prenatal 
appointments and postpartum appointments after the first week (30 
– 60 min.). I have a new couple that I am meeting for the first time. 
During their 1 hour appointment we talk about midwifery care and 
they have lots of questions for me. She really wants a home birth, but 
he’s not sure about the idea. It’s pretty common for Dads to be a bit 
hesitant to this new idea of having a home birth, but once they have 
a bit more information and understand our midwifery training, the 
equipment that we carry, and our hospital transfer protocols, they 
usually get more comfortable with the idea and are excited for their 
baby to be born at home. I encourage this couple to go home, talk 
more and bring in their list of question again for their next prenatal 
visit. 

A repeat client is in for her 30 week visit. Her son is getting to be 
so big now! It is so fun to see the babies grow into little people. As 
midwives, we establish a relationship with our clients and especially 
when they come back with subsequent pregnancies we really develop 
close connections. She is starting to worry about the birth; she had 
such a great home birth last time, and now an issue has come up in 
this pregnancy. It was discovered on ultrasound that she has a low 
lying placenta and we review together her follow-up ultrasound 
which showed that it is still low-lying. This may mean that she would 
be recommended to have a hospital birth due to the risks involved.  
I recommend that she consults with an obstetrician and send off a 
consultation letter. She will see him for his opinion and to follow-up 
with ultrasound and we cross out fingers that it moves far enough 
away from the cervix that she can have a home birth. 
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By the time I finish up a few administrative things and head home it is 
late. My kids are in bed when I get home, but McCoyan has come out 
a few times to see if I’m home yet so I go in to tuck him in, sing him 
our special song and say good night. 

Wednesday
Swimming lessons this morning for my boys. My husband takes Obryn 
in and I watch McCoyan from poolside. He loves when I can come and 
watch him do his activities and show off what he has been working 
on. Luckily I’ve been able to come to almost every class this session, 
except for one when I was sleeping after getting home in the wee 
hours from a birth. I then get a call from another midwife from my 
midwifery practice to do backup just as I am getting McCoyan dressed. 
Luckily Daryl and I brought separate vehicles today so I can dash off. 

It is her first baby and she has been labouring through the night and 
this morning. She is tired from working so hard, but is refreshed to 
have a new face arrive to encourage her and let her know that her 
baby will arrive soon. As a second attendant at a birth, I double check 
the equipment as I always do, and settle in quietly at the side of the 
room, charting fetal heart tones and the events of labour for my 
colleague who is the primary midwife. 

Before too long we can see the baby’s head making its way. The 
woman reaches her hand down to feel the baby emerging, the head is 
born, then with the next contraction she gives a big push and reaches 
down to lift her baby out of the water. She looks up at us in awe, then 
gazes down at her new baby. Pure Joy! Dad is crying but manages to 
take a few photos and I take the camera from him to snap some shots 
of the whole family. After the placenta is out we get them out of the 
pool and she has a quick shower before tucking into bed with the 
baby. The primary midwife helps her to latch the baby and we then 

work on clean-up and paperwork while the couple enjoy their time 
together. Once the newborn check is done, I say my congratulations 
and leave the couple with their primary midwife. I am on my way to 
run a few errands, then head home to take McCoyan to Tai Kwon Do. 
After the kids are in bed, Daryl and I enjoy some down time and watch 
our favorite television program.

Thursday
Another busy day of clinic today. I have 8 appointments today. My last 
appointment of the day is a final 6 week postpartum check. This new 
mom ended up with a c-section but her recovery has gone pretty 
well. Her baby is big and chubby and she has really done well with 
breastfeeding. Although an obstetrician performs c-sections midwives 
maintain the postpartum follow-up of their clients. She is crying as 
she is getting ready to leave; it can be really hard to say “farewell” 
after all of the time we have spent together over the past months, 
and after sharing in such an amazing event. After all we have known 
each other for a while now, 9 months of pregnancy and then 6 weeks 
postpartum… that’s almost a year! I give her a hug and thank her for 
the beautiful photos she gave me of her new baby for our wall—the 
place where we have photos of all the happy babies and families 
we have supported. I tell her to stay in touch and that she is always 
welcome back!

Friday
I drive the 25 minutes to my client’s home. She had her baby last week 
and I am seeing them for their 1 week postpartum check. I love seeing 
clients during that first week, seeing them settle in to motherhood, 
and supporting them through the process. It is their first baby and they 
are so happy to be new parents. They had lots of visitors this week 
because everyone is so excited about the new baby. I remind them 
about taking time to rest and to look after themselves. She breastfeeds 
her baby while I am there and I am able to give her a few suggestions 
on positioning and latch that should help. She has been working on 
the latch and establishing breastfeeding. 

I have a look at her baby and she is nice and pink, eyes open looking 
around. I weigh her with my digital hanging fish scale and she is only 
2 oz below birth weight – well done! I book an appointment for them 
to come into the office next week, but tell her to call me if she has any 
concerns before then. I always remind my clients of that every time I 
leave, “Call me if you have any concerns”.

Another client who is 39 weeks has texted me a few times today, 
letting me know that she’s having contractions. They started in the 
night and she wasn’t able to get any sleep. Now contractions have 
picked up and are getting more intense. I drive across the city to her 
home to see how she is doing. Her contractions are every 4 minutes 
lasting a minute long and she is leaning on the counter working 
through contractions. She’s pretty uncomfortable but manages to put 
on a smiling face and is happy that I have arrived to be with her. I offer 
to check her cervix and she is 4cm – that’s a great start! 

I encourage her to have something to eat and be sure to sip water 
and juice to stay hydrated. Her doula arrived a few hours ago as well 
so she has been giving her good suggestions for labour. I encourage 
her to move around, using movement to help progress the labour and 
cope with contractions. I set my birth equipment up while I observe 
my client move around with her birth team. She is moaning, breathing, 
moving. Her eyes are shut. Her partner is giving her water and holding 
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her hand. Her doula is quietly putting counter pressure on her back 
and whispering words of encouragement. After 7 years of being a 
midwife, what a familiar scene it has become to me! 

Some hours later the contractions seem to have slowed and I offer to 
check her cervix and see where things are at. Her cervix is still 4cm and 
a bit swollen now. I feel to assess the position of the baby and it seems 
like the baby is a bit crooked. We make a plan to try different positions 
to encourage baby’s position to shift so things can progress, and so 
that she doesn’t loose her stamina. She walks up and down the stairs, 
we rock her hips while in hands and knees and she sits on the ball and 
does big hip circles. She’s getting tired but willing to work hard to try 
to get the baby to shift. 

A few hours later and there is still not much progress. I have to 
have the difficult discussion with my client and her partner about 
recommending we transfer in to the hospital and consult with the 
obstetrician on call. She is disappointed and reasonably upset, as she 
was planning a home birth and was so dedicated to a natural birth. I 
give them time to talk it over alone as I pack up my equipment. I call 
ahead to the hospital to let them know we are coming. We each take 
our cars and follow each other to the hospital. 

We meet the obstetrician and it is recommended that she have 
an epidural and to augment the labour so make the contractions 
stronger. I support the recommendation and the labouring mom 
agrees to the procedures. Both her and her partner are able to get 
some much needed sleep once she is comfortable with the epidural. 

The nurse and I work together rotating the labouring mom’s body 
from side to side--this helps change the position of the pelvis and 
encourage baby to shift. And a handful of hours later she is fully 
dilated and ready to push! Together we support her pushing efforts 
by encouraging different positions and cheering her on. She did such 
a great job pushing.  The obstetrician comes in just in time for the 
birth and everything is set for delivery. As the baby is born he lifts her 
baby up onto her chest.  What a relief to finally have your baby in your 
arms after all of that work. I am so proud of her for her perseverance 
and what an amazing job she did. Now to see her with her baby is a 
beautiful sight. She is glowing. 

We gush over their beautiful baby boy, already nicknamed “trouble-
maker” for the trouble he has caused. I help her to get the baby skin-
to-skin and to get the baby latched. We take photos of the new family 
with the whole support team. She is staying the night at the hospital so 
I make plans for them to call me when they get home in the morning. 
I give her a big hug and tell her how amazing she was, then make 
my way home. I feel good about this birth an another opportunity to 
collaborate with an obstetrician. We have so much to learn from each 
other, and pregnant women really benefit from us enjoying working 
together as a team.

It has been a long day and I am very happy to see my pillow.

Saturday
I have some time with the boys before my clients who gave birth last 
night call saying that they are home from the hospital. I head over to 
see them. It is so great to see them in their own home, in their own 
bed. We review the events of the birth and talk through everything. 
She was disappointed that she didn’t have a natural home birth, but 
I reassure her of the amazing job she did and how hard she worked. 

Sometimes things don’t go according to plan, and we have to readjust 
and go with the situation that we are dealt with. We are fortunate 
to have interventions available when we need them. Overall they 
were happy with how things went and were really happy with the 
hospital staff. Everyone was really nice and supportive of them making 
decisions. 

I assess how mom is doing by asking how she is feeling, discussing 
strategies for resting and coping with a newborn, inquiring about her 
perineum and bleeding and checking her uterus. I also check the baby, 
listening to his heart and lungs, check his cord, assess his tone and 
behavior and how he is feeding. We spend quite a bit of time reviewing 
breastfeeding and I help her with positions and working on the latch. 
I make plans to come see them at home again in a few days to check 
mom and baby, weighing him and do the newborn screen. This home 
visit is especially important as I not only check on everyone’s health 
but also attempt to build confidence in every new mom.  

When I get home it is Movie night at our house. This means that I get 
to put my PJ’s on and cuddle into my recliner with the boys on my lap. 
Just what I needed!

It’s early to bed for me, and good thing because I get called in the 
early hours of the night by a client in rockin’ labour. She had a pretty 
fast first birth, and she is planning a home birth again, so I rush over 
and called the back-up midwife (my second attendant for this birth) to 
meet me there. We barely have time to set up the equipment because 
she’s already pushing! She planned to have a water birth in her living 
room but there wasn’t time to fill the pool so she ended up having 
her baby on the bed. With only a few pushes baby was born!  Dad was 
stunned and so happy we arrived so that he didn’t have to catch the 
baby. She couldn’t believe how fast it was…less than 2 hours of labour! 

Their other child wakes up with the commotion and comes in to meet 
her sister. How precious for the siblings to share this moment with the 
new baby. Mom latches the baby like a pro and we get her something 
to eat then settle down to the paperwork. Sometimes the paperwork 
takes longer than the birth! After a few hours we finish everything up, 
and I drive home as the sun is coming up.

Sunday
I am happy that Daryl gets up with the boys and tries to keep them 
quiet so I can get some sleep. It is amazing what a few hours of sleep 
will do! I get up and have a shower before heading downstairs as the 
boys are eating lunch. McCoyan is excited to hear about the baby I 
“helped be born” last night. He would really love to come to a birth 
some day. Someday. 

It is a beautiful day and we head outside for a bike ride. McCoyan is 
learning to ride without his training wheels and Obryn has discovered 
the tricyle. We head out to the pond near our house and enjoy the 
sunshine and quality time together. 

Gaelyn Anderson has been a midwife for 7 years, a wife for 8 years and 
a mother for 6 years. I started Beginnings Midwifery Care with Megan 
Dusterhoft four and a half years ago. My life is busy, dynamic, stressful, 
exciting ... and I love it! Being able to share in women’s experiences of 
pregnancy, birth and motherhood is an incredible privilege. I am in awe 
of the strength of women, and the miracle of each birth. 
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The birth of a  
MIDWIFERY EDUCATION PROGRAM IN ALBERTA
By Deborah Duran-Snell RM, CNM, MS

Canadian Midwifery and midwifery education are the envy throughout 
the world. All Canadian Midwifery Education programs meet the 
International Confederation of Midwives guidelines for professional 
midwifery education1. Because Canadian Midwifery is unique in the 
world, our educational programs reflect this uniqueness with course 
content, which emphasizes autonomous practice both in and out of 
hospital.

Prior to the development of the first Canadian midwifery education 
program in Ontario, midwifery advocates came together to develop 
the Canadian Model of Midwifery in the late 1980’s. The first midwifery 
bill in Canada was passed in Ontario in 1991. Based on their work, 
entry into practice as a midwife in Canada became direct entry with 
a Bachelor’s degree requirement. These early midwifery advocates 
looked at international midwifery practices and choose to go a 
different route from either Nurse-Midwifery or Apprenticeship. 

Nurse Midwifery requires Midwives to be Nurses as well as Midwives. 
Many Nurse-Midwifery education programs require Nursing degrees 
before you can pursue a Midwifery education. While Nursing and 
Midwifery share common areas of study, in Canada they are two 
separate professions. In the Apprenticeship model, often theory and 
practice are taught separately (a Bachelor degree would teach theory 
and practice simultaneously). One of the issues we have seen with 
this model is that formal recognition of midwifery and midwives as 
professionals with an apprenticeship style of education has been 
difficult in countries where this style of education is available. Often 
midwives with apprenticeship education are limited in their scope of 
practice (e.g. they do not get hospital privileges or their services are 
not reimbursed by private insurance companies).

Midwifery programs first opened in Ontario, then in British Columbia 
and Saskatchewan. Because most midwives stay in the province where 
they graduate from, there were very few midwives in the province… 
despite Alberta’s booming economy, subsequent population 
explosion, and public outcry for midwifery care. Finally, in January of 

2006, a meeting was conducted to discuss a proposal for a Midwifery 
Education Program at Mount Royal University (MRU). The Alberta 
Midwifery Education Steering Committee was formed as a result of 
this meeting and continued to meet over the next 5 ½ years. The 
Committee’s collaboration resulted in development of the processes 
necessary for governmental approval of an Alberta Baccalaureate 
Midwifery Education Program. The Alberta Midwifery Education 
Steering Committee was composed of members from: 

 ❉ Mount Royal University

 ❉ Midwifery Health Disciplines Committee

 ❉ Alberta Association of Midwives with Midwife representatives from 
throughout Alberta

 ❉ Educators/Advanced Education & Technology

 ❉ Alberta Perinatal Health Program

 ❉ Alberta Health and Wellness

 ❉ Calgary Health Region

 ❉ Association for Safe Alternatives in Childbirth representing Alberta 
consumers lobbying for midwifery care since the mid 1970s

The Midwifery Education Steering Committee designed Mount Royal’s 
curriculum to be consistent with other Canadian midwifery education 
programs and utilized existing courses offered in the University’s 
general education program to balance the science components 
with liberal arts. The midwifery curriculum is divided into three 
main categories: General education, non-midwifery core courses 
and midwifery core courses. The midwifery core courses continue 
throughout the program to link theory to practice and use problem-
based learning with evidence-based research. 

In May of 2011, the Alberta Minister of Advanced Education made a 
major announcement declaring that Mount Royal University would 
launch a Bachelor of Midwifery Program in the Fall of 2011—the first 
midwifery program in Alberta! This set the stage for what was to be a 
wild ride to admit our first cohort of students. Despite the short notice 
MRU received close to 200 applicants for fourteen available spots in 
the first cohort of students for September 2011. MRU was able to get 
the new midwifery program running in only 4 months—It showed how 
many people had been waiting to become midwives!

Mount Royal University (MRU) is proud to offer a four-year Bachelor 
of Midwifery (B.Mid) degree program. The program is based on the 
Ontario midwifery education programs but emphasizes Albertan 
values; Midwifery in Alberta has had a strong base in out-of-hospital 
birth with an emphasis on normal birth. Many midwives in Alberta are 
well versed in complimentary therapies and clients of midwifery care 
request information and alternatives in options presented. Therefore, 
the midwifery education program at Mount Royal university has a 
strong emphasis on normal birth in the first two years of the program. 
In addition, the Pharmacology course addresses homeopathic, 
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herbal and other complimentary therapies that can be considered in 
midwifery care and management. This Alberta midwifery program was 
developed entirely by MRU faculty and the Alberta Education Steering 
Committee.

The first two years of the program combines midwifery theory with 
general education courses as well as biological, social and health 
science courses to provide a broad, comprehensive theoretical 
foundation. The second two years of the program offer extensive 
practical experience through clinical placements in Alberta 
communities working with practicing midwives and supervised by the 
MRU faculty. 

Many wonder how midwifery education differs from medicine or 
nursing schools? They actually have common courses but also have 
courses that are unique to their professions. Most of the similar 
courses include the science courses like Anatomy and Physiology, 
Chemistry, Biology, Microbiology and Nutrition. However, midwifery 
education differs in that it includes courses in Women’s studies, 
communication, and midwifery history.

It also requires many hours in clinical placement, more than required 
in medical or nursing school educations. Midwifery students are 
not only placed in a variety of midwifery practices in Alberta (to be 
exposed to a variety of clinical approaches), but are also required to 
attend at least 10 home and 10 hospital births, and a total of 60 births 
before being able to graduate. 

All clinical placement courses are tied to theoretical courses to enrich 
the clinical experience with continued theory development. In total, 
the students will be enrolled in seven clinical courses throughout the 
program for a total of 3620 clinical hours!

Multiple preceptor workshops have been held to introduce Alberta 
midwives to the program and provide guidance for precepting 
students. So far we have over 30 registered midwives who have 
attended and are interested in precepting MRU students. Preceptors 
for the MRU Bachelor of Midwifery program receive a stipend for 
agreeing to precept and while the stipend can’t possibly adequately 
pay midwives for the many hours of precepting, it is a token of 
acknowledgment and respect for the hard work preceptors do.

Since there have been changes and still are changes occurring in the 
Registration process, I would rather refer readers to the College of 
Midwives of Alberta website for more information.  I’m not even sure 
what the current policies are or will be!!!

Between the second and third year of the program students have an 
opportunity for a summer clinical placement in geographically remote 
or international placements to encourage students to deepen their 
understanding of cultural aspects of midwifery as well as women’s 
rights. Currently students are scheduled to be in placements during 
Spring/Summer 2013 in:

 ❉ Tanzania, Africa

 ❉ Leicester, United Kingdom

 ❉ Freeport, Grand Bahamas Island

 ❉ Fort Qu’Appelle, Saskatchewan

 ❉ Rocky Mountain House, Alberta

 ❉ Local placements in culturally diverse areas (for students who 
cannot travel)

The first cohort of fourteen students has just completed their first 
clinical placements with practicing midwives. The students were 
placed in midwifery practices throughout Alberta including Edmonton, 
Red Deer, Rocky Mountain House and Calgary. Those students placed 
outside of Calgary have been able to use an on-line classroom 
for their weekly tutorial sessions allowing them to remain in the 
communities of their practicum during the term. The feedback from 
both students and preceptors have been very favorable. Of course, 
we have been listening to some constructive feedback and the 
program will continue to evolve to allow placements to be even more 
successful. 

Our current students come from many areas. In Alberta we have 
students from Edmonton, Calgary, Red Deer, Bow Island, Canmore, 
Rocky Mountain House, Turner Valley, Three Hills, Chestermere, and 
Olds. Two students were also admitted from the British Columbia cities 
of Prince George and Kelowna. As we settle into our third round of 
admissions, the process seems to be running more smoothly, despite 
the increasing number of applicants. This year we invited 40 student 
applicants out of almost 300 applicants for interviews. They came from 
6 provinces: 24 from Alberta, 7 from British Columbia, 3 from Ontario, 
3 from Manitoba, 2 from Saskatchewan and 1 from Nova Scotia. Being 
an Albertan does not officially make a difference in your chances 
of being accepted as the Alberta government has not imposed any 
quotas.

MRU is very proud to be addressing the need for Aboriginal midwives. 
Every year, 10 % of the seats in the Bachelor of Midwifery program are 
reserved for Aboriginal applicants. Many First Nations, Inuit or Metis 
students have had adversities as they have pursued their educations, at 
MRU we want to help balance those adversities when they are seeking 
admission into a very competitive program. These seats are filled on 
a competitive basis, and specific criteria must be met. Currently, MRU 
has 3 aboriginal students among the 28 total number of students 
enrolled in the program. 

The Bachelor of Midwifery program also has three full-time faculty 
members in the department of Advanced Specialty Health Studies 
within the Faculty of Health and Community Studies: Debbie Duran-
Snell RM, CNM, MS, Mary Landsiedel RM, MMid and Dr. Susan Jacoby 
RM, CNM, DNP. We plan to expand to a total of five full-time faculty 
members within the next few years. In addition, part-time instructors 
will assist with lab classes. The Bachelor of Midwifery program 
receives support staff assistance both at the department and faculty 
levels. There are two faculty members from the Biological Sciences 
Department who teach in the Bachelor of Midwifery program, Dr. 
Traci O’Connor (Lab Sciences) and Dr. Carol Armstrong (Reproductive 
Physiology). Rebecca Alexander is the strength behind the program 
working as the Midwifery Student Advisor and the Clinical Placement 
Coordinator.

Admission to the midwifery program consists of a two-step 
process. The first step is a review of required pre-requisite courses 
and calculation of GPA based on either high school, mature or 
postsecondary status.2 

The second step in the admission process involves the Multiple Mini 
Interview (MMI) which can be best described as speed dating for 
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admission. Assessors from throughout Alberta come together for a 
full day to assess the student applicant’s ability to meet the philosophy 
and demands of the midwifery program and profession. Assessors 
are educators, midwives, and community activists and eventually 
graduates of the program will be involved. The MMI originated at 
McMaster University and has been tested extensively and found 
to be an accurate tool to determine which applicants have the 
necessary “soft skills” required to be a midwife and complete the 
educational program. The scenarios measure the following attributes: 
responsibility, ethical and moral judgment, communication skills, 
management skills, problem solving, self awareness, team work and 
conflict resolution. There is really no way to prepare for this type of 
test, so it is best to relax as much as possible and just be you.

Student applicants move from one station to the next (10 total) and 
have two minutes outside the door to read the scenario followed by 
eight minutes inside with the assessor to discuss their insights into 
the scenario posed to them. Each assessor reviews every applicant on 
the same scenario/question and then ranks them on a scale of 1-10. 
This process allows each applicant ten separate opportunities to show 
assessors their ‘fit’ to the program. These are not pass/fail interviews 
and provide a well-rounded insight into each applicant. The top 
scoring applicants are then offered a place in the program.

By the fall of 2014 we will be conducting the program with students 
enrolled in all four years with our first students scheduled to graduate 
in Spring 2015. Eventually, enrollment will grow to 80 students in the 

program over the full four years with 20 students admitted for each 
intake. Mount Royal University’s midwifery program will significantly 
contribute to increasing the number of midwives practicing in Alberta 
while offering an affordable solution to Alberta’s urgent deficit in 
maternity care providers.

While it is exciting to think about the potential for more midwives 
practicing in Alberta following graduation from MRU, current 
government cutbacks threaten the growth of midwifery within 
the province. As advocates for women and the right for choice of 
midwifery care, it is time to shout loudly for continued growth and 
access of midwifery care in the province. Although MRU is working 
diligently to increase the number of midwives in the province, without 
budgetary changes growth cannot happen and birth will suffer. 

Editorial Notes: 
1. Guidelines: http://internationalmidwives.org/what-we-do/education-

coredocuments/model-curriculum-outlines-for-professional-midwifery-
education.html

2. Application process: www.mtroyal.ca/ProgramsCourses/FacultiesSchoolsCentres/
HealthCommunityStudies/Programs/BachelorofMidwifery/index.htm

Debbie Duran-Snell is a Registered Midwife in Alberta and is the 
Program Coordinator for the Bachelor of Midwifery Program at Mount 
Royal University. Debbie has been a practicing midwife for 34 years and 
has been in attendance at over 2,000 births. She is the proud mother of 
four adult children (two born at home) and has one delightful grandson. 
She loves to hike and crochet! 

PHOTO BY: Helga Himer Photography
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DREAMS DO COME TRUE: 
MY FIRST YEAR OF MIDWIFERY SCHOOL
By Samantha Stupak

I knew I wanted to be a midwife soon after I graduated from high 
school. I could not put words to it, but I knew in my heart there was 
nothing in the world I wanted more. However, I was scared – and I let 
my fear of the unknown guide my decisions over the next six years. 
In this time I volunteered in Cambodia, moved from Lethbridge to 
Edmonton, and became a social worker. Despite these successes, I 
knew something in my life was still missing. When I heard that Mount 
Royal University was opening a Bachelor of Midwifery program, I put 
aside all of my doubts and reservations and, in December of 2011, 
applied to become a student midwife at Mount Royal University.

It was a difficult process that included a grade point average of 4.0 
and ten intense mini interviews, but I did it. Soon after the interviews I 
was accepted into the second cohort of midwifery students at Mount 
Royal University. Three months later, in August 2012, my incredibly 

supportive husband (of only two months!) joined me as we made the 
move from Edmonton to Calgary. As we drove down the highway, I 
could not believe what was happening. I was actually going to be a 
midwife.

My first year of midwifery school at Mount Royal University was 
challenging, surprising, and so undeniably fulfilling. As I started 
my midwifery courses I realized that I faced a challenge I was not 
expecting: I would no longer hold my identity as a social worker. I also 
faced another fear: could the reality of being a midwife live up to my 
dreams of being a midwife? Working through this identity shift and 
dream realization was a trial I had not expected. It was bizarre to me 
that I could feel so confused when everything I had ever wanted was 
finally at my fingertips.

Megan Caron, Eileen March, Kara Moore, 
Taryn Lynkowski, and Avery Nixon hanging 
out at Avery Nixon & Megan Caron’s house

Tamara Lacelle, Taryn Lynkowski, Kelly Burgess, Samantha 
Stupak, Hannah Stewart-Vermette, and Eileen March studying 
in the library at MRU

Placentas for our in our Lab Sciences for Midwifery Lab (Top to bottom) Tamara Lacelle, 
Eileen March, Avery Nixon, Taryn
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Throughout my first semester I was able to find ways of combining 
my identity as a social worker with my future as a midwife. I did 
a presentation on drug use in pregnancy and wrote a few papers 
that allowed me to learn more about Aboriginal culture and harm 
reduction. Combining my knowledge and experience as a social 
worker with my passion for midwifery care allowed an exciting twist to 
midwifery school that I had not expected. I felt satisfied as I began to 
understand what being a midwife meant to me. 

As my first semester began, I was so excited for my first two midwifery 
courses… until I got in the classroom. Organic chemistry? Genetics? 
Metabolism? I felt a deep sinking in my heart that I had bargained 
for much more than I was ready. However, only a few days into the 
program I met my salvation – the brilliant, caring, and incredible 
women that I was to spend the next four years with. My midwifery 
family and I spent hours and hours together that first semester 
bonding, studying, and taking care of one another. It felt so refreshing 
and wonderful to be with a group of women who were so passionate, 
gentle, and like-minded. 

During two days of clinical observation at Birth Partnership Midwifery 
Services in the fall of 2012 I got a (very) small taste of what being a 
midwife would be like. I got to feel the positions of babies in their 
mothers’ wombs and I was able to search for the heartbeats of fetuses 
with a doppler. I watched in awe as tiny little babies were looked 
over by midwives, and I got to snuggle those same babies as the 
mothers went through their own assessments. As the hours passed 
by it became more and more clear that I was actually going to be a 
midwife.

Since the first year of the midwifery program at Mount Royal 
University only requires two midwifery courses, and the schedule the 
university set out for us had them both set in the first semester, I did 
not get to take any midwifery courses in my winter semester of 2013. 
This was such a bummer! That doesn’t mean I didn’t have any courses 
to take; I just wish I had more midwifery related courses. Just like any 
student, I was eager to specialize and find out more about my future 
profession.1

As the winter semester dragged by it felt like we were never going 
to be midwives. My friends and I conquered these feelings by talking 

whenever we could about absolutely everything midwifery related. 
While we took no midwifery-specific courses during that semester, 
we did not skip a beat. We spent hours talking about cervixes, vaginas, 
placentas, and uteruses. We taught each other all we knew about 
pregnancy and childbirth. We explored our values and beliefs, and 
challenged each other in ways we had not expected. We laughed and 
we cried as we told stories, and we got ourselves prepared for our 
second year of midwifery school. As the semester came to a close, we 
celebrated with a raging bon fire, delicious potluck, and retro slumber 
party.

While I know the next three years of school will be challenging, I 
cannot wait for what is next. In my second year of midwifery school 
I will get to take a number of midwifery courses and, in early 2014, I 
will be catching babies. I cannot imagine a more perfect life. As Peggy 
Vincent’s friend put it in the book Baby Catcher, “Just think about it. 
As midwives, we meet wildly interesting people and stay up all night 
with them. We ask them questions about their sex lives, eat their food, 
feel inside their bodies, snoop around their houses, drink champagne 
at all hours, and best of all, we get to catch delicious little naked, wet 
babies. What I can’t figure out is, why doesn’t everyone want to be a 
midwife?”2 I could not agree more!

Editorial Notes:
1. In my first semester I took the two midwifery courses and a midwifery lab, as well 

as some other required courses, including: a general education course called 
Mathematical & Scientific Literacy, a biology course called Anatomy & Physiology 
(Part 1), and an Anatomy & Physiology lab. In my second semester I took a number 
of non-midwifery specific courses, including: Anatomy & Physiology (Part 2), a 
women’s studies course called Women and Health, a health research course called 
Research Practices, and an Anatomy & Physiology lab. Because I had my social work 
diploma I was able to avoid some of the other general education courses that are 
generally required for my degree.

2. Peggy Vincent, Baby Catcher: Chronicles of a Modern Midwife (New York: Scribner, 
2002)

Samantha Stupak lives in Calgary, Alberta with her husband, Chris 
Hancock. While she previously worked as a social worker in the inner 
city of Edmonton, she is now pursuing a career in midwifery. Samantha 
loves to read, do yoga, and make homemade soap and candles. 

Hannah O’Riain and Megan Caron in their 
in their Lab Sciences for Midwifery Lab

Lab Sciences for Midwifery Lab Our Midwifery Class
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BANFF MATERNITY SERVICES: 
FIGHTING FOR ITS EXISTENCE
Below is a series of letters written by Banff and Canmore families, 
as well as their attending G.P., who are pleading with Alberta Health 
Services and the Alberta provincial government to maintain birthing 
services in Banff. The main issue is that these essential services are 
being replaced by non-essential plastic surgery services in a publicly 
funded health care centre. Are our tax dollars used appropriately?

Maternity Care RIP
By Dr. Michael Klein

Here Lies Maternity Care in Banff—too good to last. A victim of 
unrestrained self-interest and greed. While few speak for pregnant 
women and their families, many speak for themselves. 

Who gains?
Family physicians in the second group in Banff and not attending 
births, support moving birth to Canmore (they are in competition for 
patients and can easily denigrate a practice group providing services 
that they do not provide).

Plastic surgeons stand to benefit financially from the demise of 
maternity care so that they can do more surgeries privately. They 
support moving birth to Canmore.

Family physicians in Canmore who will receive more maternity 
patients, support moving birth to Canmore (even though their birth 
outcomes are far inferior to those in Banff).

Administration in Banff and Covenant and Alberta Health, who 
can more easily staff plastic and vascular surgery (compared with 
maternity nursing, which is more unpredictable), and who will gain 
financially through collection of private fees for use of the Banff 
Hospital facility.

Administration and physicians who are afraid of birth and who would 
prefer to pass their problems or potential problems on to those 
further down the line in Canmore and Calgary. They would gain by 
avoiding birth, which makes them uncomfortable and fearful, while 
rationalizing their action by claiming low birth numbers are unsafe—
despite no evidence for safety problems nor even that 100 births per 
year are unsafe. If all units with fewer than 100 births closed, Canadian 
women would be poorly served by being forced to travel to distant 
locations to be cared for by well-meaning strangers, who despite their 
best efforts, would get results that are inferior to better outcomes that 
would have occurred if the women stayed in their own communities.

Who looses?
Banff women who have to be cared for by strangers, resulting in more 
adverse outcomes for woman, the fetus and newborn.

Banff women who have to travel to Canmore after hours when public 
transport is unavailable (especially those least able to have personal 
transportation, the poor and those on public assistance).

Banff women who must appear at the Banff Mineral Springs Hospital 
because they are too far advanced in their labour for transport. They 
will be attended by physicians who have lost the needed skill set, and 

who therefore may cause damage to women, the fetus and newborn.

Banff women who are in labour with a fetus less than 36 weeks. They 
will be transferred to Calgary as Canmore physicians are afraid of a 
very slightly early baby. 

And this way of thinking about birth demonstrates “birth fear” and 
explains in part the high cesarean rates in Canmore.

Moreover if you can’t or won’t care for a 36 week baby then you will 
not know what to do when one arrives anyhow.

Banff women who have had a previous cesarean and want to try for a 
vaginal birth. They will be transferred to Canmore or Calgary where 
routine cesarean section is done in this circumstance—and her next 
pregnancy again will be by cesareans section, resulting in adverse 
outcomes for mother and baby.

Women in the communities surrounding Banff, Lake Louise etc., who 
will have to go additional distances to Canmore, where less than 
optimal results occur.

Women who need reconstructive surgery and other plastic 
procedures covered by the public purse, whose plastic surgeons will 
only operate if the woman “goes private.”

The community, who will have lost a genuine, needed service covered 
by Medicare, a service replaced by destination plastic surgery not 
needed by Banff citizens and available in larger centers like Calgary. 

And the community will loose related services that tend to follow birth 
as a package, including pediatric services, child health services, child 
developmental services and school health. 

The kind of physicians who support birth tend to be engaged in all 
these services, while those who do not attend birth tend also to be 
lacking in involvement in these as well.

And the community will tend to recruit physicians who stay a short 
time and to remain disengaged with the life of the community.  

It turns out that maternity care is a window thorough which one can 
view an entire system, a system that is a risk of collapse. 

Maternity care loss is one step along the path to a complete change in 
the character of physician and nursing services in small communities 
like Banff.

Maternity Care R.I.P
6 March, 2013

The rights of Banff pregnant women will be tremendously affected by 
canceling maternity in Banff.

Let me share my recent experience that exemplifies the need for 
women voices to be heard and their choices respected.

My wife delivered our beautiful baby Julian on February 26th 2013 ( 2 
weeks ahead of the due date) at the Banff Mineral Spring Hospital. The 
original plan was to bring her to Calgary due to her previous cesarean; 
however one Calgary hospital could not take her and the other one 
advised against the travel; the risks had been well explained to us and 
we have always been in favor of a natural birth.
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Unfortunately the Bow Valley hospitals both have a no VBAC policy. 
We would have been forced into having a repeat Caesarian section 
without the support of our local Dr. Women in the Bow Valley do 
not have a choice despite them knowing the risks. We were lucky 
but feel strongly that other families should be able to share the same 
experiences that we did.

All the doctors and medical staff in Banff were quick to assemble 
and be ready for the delivery in the most efficient and professional 
manner; it was the best choice to keep her in Banff.

I feel very sorry and concerned for the Banff pregnant mothers that 
will be deprived of this alternative, if we do not succeed in our goal of 
preventing the closure of the maternity ward; therefore I request your 
assistance in lobbying and reaching out to media, I trust you will find 
this to be a common cause.

Sincerely yours, 
Fernando Alvarez

March 1, 2013

Dear AB Health Minister,

We are writing this in response to your request outlining our concerns 
for the proposed closure of maternity in Banff. This is a matter of 
Province –wide importance especially since maternity hospitals in 
Calgary are often full and rural hospitals are expected to help with the 
burden.  Canmore is no exception as it has a large native population 
and operates daily on a bed shortage.

Mineral Springs hospital is a community hospital funded by 
the government and thus is expected to serve the needs of the 
community. In the 2011 census the population of Banff was 8244 
with more than half being in their child bearing years. The majority 
of this population is in the work industry and a large percent have 
few resources. We must not forget the huge number of tourists that 
frequent our national Park and require the expertise in this area of 
medicine.

Currently we have excellent Doctors with expertise in maternity, 
caesarian sections and Pediatrics who actually live in the Community 
of Banff.  The concern of sustainability of the program is completely 
unfounded, as the Alpine Medical Clinic has just accepted another 
doctor who brings with her years of Obstetrical experience. She is also 
very used to working in rural areas.

The news is full of rural towns loosing Doctors, so why are we not 
going out of our way to encourage these doctors to stay rather than 
forcing them to move as the services are not available for them and 
their patients.

Numbers have been stated as a reason for this proposed closure and 
the difficulty in keeping staff trained. Firstly rural hospitals fluctuate 
immensely year to year whereas urban hospitals keep steady numbers. 
52 deliveries in 2012 is actually a high number compared to a lot of 
rural hospitals. If you closed us down because of this number then you 
would be closing down a lot of maternity hospitals across Canada. 
The number of deliveries planned for 2013  in Banff is 70. This is a large 

number and is expected to increase with the impending arrival of our 
new OB Doctor. In the UK fulltime Midwives only deliver between 30-
40 babies a year so the Doctor in Banff actually has a large volume.

The nurses in Banff are extremely well trained and skilled in this area, 
with one of the nurses being an instructor in neonatal resuscitations. 
They are not concerned about their skills as we have continuous in 
house training with MoreOB and regular workshops. Doctors deliver 
babies and the nurses provide the care. AHS/Covenant  health care 
need to focus on the skills of the doctors and if the doctors are 
competent than it is the administrations job to keep the staff well 
trained. Nursing is not a problem at the MSH but undermining their 
ability will make a problem.

Safety is cited as the main concern.  No real reason has been given 
apart from low numbers and administrations perceived concerns 
about staffing. We know the numbers are not low and indeed are 
growing and we know the staff are skilled and competent.

Patient satisfaction in Banff is extremely high with our OB Doctor 
producing excellent results. Her caesarian section rate for 2012 was 
8%. Canmore`s in 2011 was 38%. We believe that there numbers are 
still high for 2012 but the latest stats are not available. Not only does 
she keep her CSection rate down she also has a very low high degree 
tear rate. As you are fully aware WHO has been very critical of the 
extremely high CSection rates in North America. They state that the 
rate should be between 10-15% . The provincial rate is 27%

Why close down a facility that costs the health care very little money 
and is obviously working well and force women to go to a centre with 
poor results and a huge drain on the health care system. Are we not 
meant to be looking at Fiscal restraint and improving health care.?

Pregnant women have no voice and need to be protected from the 
system especially when they have no choice. You are giving them no 

PHOTO BY: Helga Himer Photography
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choice, no accessibility and poor quality service.  An unnecessarily 
caesarian section  often forces them to have repeat Caesarian sections 
and sets them up for increased morbidity both for mother and 
child. This pending decision is going to force many families to have 
unattended births which unfortunately is growing in Alberta.

A Hospital`s sole duty is to treat sick patients without discrimination. 
Neglecting any particular area or procedure for which expertise exist 
can never be excused by the mere statement that it is not a ‘core 
programme’. The question is as to whether patients can be denied 
treatment in their own hospital and if so how can it be done and on 
what grounds? It is of such importance that it can only be decided by 
you.

Does the community really need vascular and plastic services?  I ask 
you with a heavy heart?  It is so sad that the plastic surgeon was on the 
small committee which decided to remove the Obstetrical services 
as it was in his vested interest to gain more OR time. No one directly 
involved in the OB program in Banff was consulted not even our local 
OB Doctor.

More information is being made available about the refusal of 
the plastic surgeons to bill AHS for AHS related surgeries. They are 
requesting that all these patients go privately with the MSH still getting 
funded from AHS. Something is not right and the last thing that the 
government need is another inquiry.

The vascular surgeons will be coming up from Calgary with their own 
patients mainly from Calgary. This is not a community hospital.

The community has risen up in support with a petition that has now 
got over 1300 signatures.

You have chosen to ignore a community concern that relates to 
health care, which is your responsibility and mandate. You have been 
elected in a democratic and political process and should welcome 
opportunities to be in contact with well-educated not emotional 
members of the Banff community. To disregard this important matter 
shows irresponsibility, insensibility and a total lack of respect for the 
community of Banff.

You have indicated that this request is not valid because it has become 
political disallows for the political process that is part of the effective 
management of situations or conflicts. Democratic systems like 
Canada require political involvement of all its citizens beyond casting 
a vote to be able to be called democracy.

In conclusion AHS/Covenant health feel that they have succeeded 
with their plan in that the administration are planning to close down 
the program on safety grounds. This is a very old tactic that has been 
tried before when they tried to close down the endoscopy program. 
Interestingly this is the next service to be forced out again . The pattern 
repeats itself. When will it stop? The huge implications for patient care 
will be obvious to you.

Save Banff Maternity Coalition
Banff, February 20 2013

I am writing this letter as a representative for citizens that are part of a 
group Hatch, Patch and Dispatch: What a Community Hospital Should 
Be. We are against the closure of the maternity ward at the Mineral 
Springs Hospital in Banff. I am writing this letter to explain why we 
oppose the closure and to ask you for your time to hear our concerns 

in person and to take an interest in this issue.

We believe that small communities deserve to keep basic health 
services at their community hospitals. We believe that basic health 
services include giving birth (hatch), receiving emergency care 
(patch), and receiving end-of-life care (dispatch). These are the times 
when it is most important to be close to those that love and support 
us. This belief actually aligns with the current mission of the Mineral 
Springs Hospital as stated on their website: “…the Banff Mineral 
Springs Hospital provides a high standard of emergency, surgical and 
primary health care…” Primary health care is described at the bottom 
of the webpage as including acute care, continuing care, maternal/
childcare, outpatient clinics and palliative care. We are protesting the 
closure because we do not agree with the decision-making process, 
we do not agree with the decision itself and we fear the long-term 
consequences for our community.

Firstly, I will write about the difficulties we have with the decision 
making process. We feel that Banff was underrepresented in this 
process. There was one meeting that included 36 invited guests from 
Banff. There was a similar meeting held with 45 invited residents of 
Canmore. After both of these meetings a group of 19 were selected 
to make the actual decisions. I have asked Alberta Health Services and 
Covenant Health how many of these 19 were Banff residents, and who 
actually selected these specific 19 people? In their response they did 
not answer these questions. It would appear that another important 
voice that was missing was those who will be directly affected- 
pregnant women. In fact no public consultation was sought during 
this process. As well no professional external facilitation was used. This 
does not seem like true community engagement to us.

Secondly, we do not agree with the decision itself. To state it simply 
it would seem that closing the maternity ward is a “solution” to 
a “problem” that does not exist. Currently all staff are in place to 
continue to deliver babies in Banff. The first claim from Alberta Health 
Services and Covenant Health was that it would be safer for moms 
and babies at the Canmore Hospital. However they do not provide 
any evidence of why this would be the case. In fact through my own 
research I discovered that the C-section rate and 3rd and 4th degree 
vaginal tear rate is significantly higher at the Canmore Hospital. 

The second reason that Alberta Health Services and Covenant Health 
gave for the closure was that due to a reduced number of births at 
the Mineral Springs Hospital they feared that nurses would lose their 
skills. Again, as admitted by Alberta Health Services themselves, there 
is no evidence indicating a critical number of births that nurses need 
to participate in in order to maintain their skills. As well the nurses at 
the Mineral Springs Hospital participate in ongoing training (MOREob) 
which has proven quite effective. Could management at the Mineral 
Springs Hospital not be run similar to the Canmore Hospital. For 
example schedule an on-call OB nurse and use a buddy system to help 
train all nurses in Obstetrics. There are other small communities that 
have maternity wards that deliver fewer than 50 babies a year. How do 
these hospitals keep up the competency of nurses? Overall it would 
seem that there is little substance to support the decision to remove 
the maternity ward from the Mineral Springs Hospital. As well it would 
seem that the management of the hospital has put little to no effort in 
to finding solutions to these perceived problems. We must remember 
that Alberta Health Services and Covenant Health themselves have 
stated that this was not a financial decision. In this provinces’ current 
economic climate that is good news.
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Thirdly, the long-term potential consequences of this decision 
concern us. Dr. Michael Klein in an article he co-authored in the 
Canadian Journal of Rural Medicine identified 4 themes that are 
important to note: maternity care affects current and future potential 
for economic development, other maternal and health care services 
and continuity of care, retention and recruitment of physicians and 
other health care providers and the social fabric and sense of place 
within a community. How did the community engagement group 
of 19 investigate the pros and cons of having maternity care in the 
community? Was this even done? We wonder about the readiness of 
an already overextended maternity ward at the Canmore Hospital. I 
recently read the account of one mother who delivered her baby in a 
closet at the Canmore Hospital because there was no other place for 
her. The loss of the maternity ward in Banff is a loss to the whole Bow 
Valley.

Another fear is that this will be the first in a long line of important basic 
health care services that Banff will lose. Perhaps it will be endoscopy 
and general surgery next. Our biggest concern is that the next 3 year 
plan will include the removal of long-term care from the Mineral 
Springs Hospital. These fears are not baseless. All you have to do is 
read their vision: “a centre of excellence for specialty surgical and 
emergency care.” This vision doesn’t say community hospital to us and 
research shows that this is the opposite direction which rural hospitals 
should go to serve communities effectively. So the question comes 
down to this: do you think that a hospital should provide basic/primary 
health services to the members of the community in which it is 
situated? If your answer is “no” then this new vision of surgical tourism 
is fine. However if your answer is “yes” then you should be concerned 
about the loss of the maternity ward in Banff and its impact in the long 
term sustainability of the community itself.

We are proud to be showcased as the face of the province and 
Canada, however as residents of this towns we only desire to keep the 
services that will make this community vibrant.

Kristen Cotton

January 4th 2013

As a community member and medical doctor practicing obstetrics 
in Banff I am deeply concerned about the recent decision to close 
obstetrics in the Banff hospital and consolidate services in Canmore. 

I believe that the decision making process was not transparent. Only 
0.44% of the Bow Valley community was chosen to sit on the planning 
committee. How were these individuals selected? How well were they 
informed of all the facts, options and consequences of consolidating 
obstetrics in Canmore? Whose interests did they represent? 

70% of the Banff community said “yes that they are loosing an 
important service,” Question of the Week, in the Banff Crag and 
Canyon. However, research shows no improvement in the quality of 
care in consolidating services. If anything there will be added risk to 
the labouring mother.

While Banff and Canmore might appear close, they are separated by 
a good portion of highway that is periodically closed due to winter 
conditions. As community members loose confidence in their hospital, 
expectant couples will be under stress as they will have to consider the 
added travel time, intensified with winter driving conditions. Over time 
the population will be required to travel to Canmore for an increasing 

numbers of medical issues, not just those that are birth related, 
overburdening an already stretched medical service in Canmore. 

On December 11th, 2012 a memo was released from Barb Shellian 
Director of Bow Valley Community and Rural Health to Banff Hospital 
staff explaining the changes pending to medical service profiles for the 
Bow Valley. I would like to bring to the community’s attention some 
inaccuracies in this memo that have been relayed to the press. 

The low risk obstetrical clinic in Canmore is not a specialty clinic. The 
physicians are general practitioners just as they are in Banff. 

Increasing the number of deliveries at a given hospital does not on its 
own ensure quality, nor does it guarantee appropriate staffing, safety 
and long-term sustainability. 

The Canmore Hospital does not have better outcomes compared 
to the Banff Mineral Spring Hospital. Indeed, the caesarian section 
rate is substantially higher in Canmore as is the rate for severe 
maternal vaginal trauma. These statistics are undisputed and readily 
available from The Alberta Perinatal Health Program. Canadian 
National Guidelines show that there is no required number of births 
to maintain competence. The nurses and medical staff at the Mineral 
Springs Hospital maintain their skills through an established ongoing 
Obstetrical Risk Management program and on site workshops. 

Research shows that while centralizing maternity care may seem like a 
good idea, it exposes mothers and babies to unforeseen complications 
that can result in far reaching effects on the functioning of a 
community and its long-term sustainability. Among the consequences 
of loss of maternity care is the shift from a fully functioning 
community to one known as a ‘high outflow community.’ In such 
communities, physicians and nurses become less satisfied with their 
work and less committed to their communities. Physicians, nurses and 
the community suffer the loss of an entire skill set related to women’s 
health. 

The loss of one service, obstetrics, often means the loss of other 
services such as general surgery and ultimately more rapid turnover 
of medical/nursing staff and difficulties in recruitment of a stable 
medical/nursing workforce. Ultimately loss or reduction of medical 
services has a negative impact on social and educational services. 
As the community spirals downhill businesses find it difficult to 
recruit employees where medical, health and community services 
are limited. Centralizing maternity service will lead to the de-skilling 
of the maternity service providers at the Mineral Springs Hospital 
along with other services as well. Some of these workers will leave as 
their work brings them less satisfaction. This will put the hospital in a 
precarious state as maternity cases will inevitably still present at the 
Mineral Springs Hospital emergency department to be looked after by 
a staff that has lost increasingly the skill to care for women and babies. 
Paradoxically, and tragically, a decision thought to improve risk and 
outcome will have the opposite effect. 

Birth, and its support services, is a central pillar of community. We 
need to maintain maternity care in Banff so that health care providers 
can continue to care for the women and children of our community 
and bring new members into the world. 

Dr. Jane Macdonald G.P., Banff  
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HOME BIRTH FACT SHEET
Around the world women choose to give birth at home with 
the assistance of a trained midwife. In the Netherlands 30% of 
women birth at home while in Alberta home births represent 
a mere 0.8% of births. Numerous peer-reviewed studies have 
confirmed that planned home births and low risk hospital births 
have the same positive outcomes for both mom and baby.

Are home births safe?
Recent studies in Canada, as well as in the United Kingdom, 
United States, Netherlands, New Zealand, and Switzerland have all 
reported that planned home births for low-risk women attended 
by registered midwives are as safe as hospital births. There is no 
increased risk to mom or baby associated with planned home 
birth under the care of a skilled midwife.

More specifically studies have found that serious complications 
for baby — death, the need for medical care immediately after 
birth, meconium aspiration, neonatal resuscitation, oxygen 
therapy, admission to a pediatric intensive care unit and low birth 
weight — were lower in the home birth group compared to the 
hospital group.

The studies have also highlighted that women too benefit 
from giving birth at home. They are significantly less likely than 
those who plan a hospital birth to have obstetric interventions, 
cesarean sections, third or fourth degree perineal tears, and 
postpartum hemorrhage.

Why choose a home birth?
Like any choice, it is personal. Some women are more 
comfortable and feel safer giving birth at a hospital while others 
are more comfortable in their own home. Many women choose 
to give birth at home for privacy, for the comforts their own 
home

provides, because they want a natural birth and reduced 
interventions, to feel uninhibited in labour and to have immediate 
bonding and unrestricted access to their baby. There are many 
and varied reasons. A woman may choose home birth simply 
because she cannot imagine giving birth anywhere else.

Studies have also demonstrated that women who give birth at 
home experience fewer perineal lacerations, fewer postpartum 
hemorrhages and are exposed to fewer medical interventions. 
Most importantly if a woman feels comfortable, safe and 
protected no matter where she gives birth she will have a better 

chance at having a normal natural birth.

Do I have a choice where to give birth?
Yes. Midwives support a woman’s right to personal autonomy and 
decision making in maternity care.

When a woman is considering a planned home birth, her midwife 
will play an important role in providing information and guidance 
so that it is an informed choice, considering all the benefits and 
risks of any decision.

During your pregnancy a midwife gets to know you and assesses 
your wellbeing and health as well as your baby’s health. If your 
pregnancy moves outside of her scope of practice (e.g. twins 
or breech), she has to transfer care to an obstetrician just like a 
family physician would.

Your pregnancy may not be considered high risk but your 
midwife may discover that you have other underlying health 
conditions which could affect you or your baby. She will consult 
with an obstetrician and transfer care if needed and she may 
recommend birthing in hospital.

 Can I change my mind at the last minute?
Yes. You can change your plans at any time. Every midwife 
supports her clients’ choice of place of birth. A midwife will 
come to your home and support you during your labour. You 
may have planned to give birth at home but a complication 
may necessitate a transfer to hospital. These are joint decisions 
between you, your partner and your midwife. You may also plan 
a hospital birth and all is going very smoothly and you decide to 
stay at home. Midwives always have their equipment with them 
just in case!

What if there is an unforeseen situation?
Many parents find that they cannot imagine a home birth 
because of the ‘what ifs.’ A healthy low-risk woman planning 
a homebirth attended by a skilled midwife will have the best 
chance of experiencing a normal uncomplicated birth. Every 
place of birth has its’ risks and the best thing couples can do is 
make a decision that is informed and feels right for them.

How do you plan for an emergency?
First of all midwives keep a careful continuous watch 
monitoring the mother and baby throughout the labour, birth 
and postpartum. Being mindful of any potential problems can 
decrease the likelihood of a situation becoming an emergency. 
In the event of an emergency midwives have specific skills 
and training and carry emergency equipment such as oxygen, 
intravenous fluids and drugs. If the mother or baby does not 
stabilize quickly then a transfer to hospital by ambulance is 
initiated

How about germs?
There are fewer germs in your home than at a hospital. Your baby 
or yourself are more likely to be exposed to a variety of illnesses 
from people who are hospitalized. For a home birth a tidy, clean 

PHOTO BY: Helga Himer Photography
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room to birth in, a bathroom with a tub or shower and a place 
to set up the midwife’s equipment is all that is needed.

What do I do with my other children?
Again it is a personal decision. Some couples choose to have 
their children present throughout labour and birth, others 
restrict their presence to the moment of birth and others send 
their children to be cared for in another home. If you decide 
to have your child present, make sure they are prepared for 
what birth sounds and looks like. You can ask your midwife 
for videos that would be helpful. Including your children in 
the prenatal visits can help them become familiar with your 
growing belly, the arrival of a sibling and to become your 
midwife. Some parents find that having a person (grandma, 
friend, or doula) dedicated to the needs of your children 
during your labour and birth helps.

Where can I find more information?
Please find below all the main studies on the outcomes of 
home births. They are all available on the online medical 
database called MedLine or the Cochrane Database.

Sandall J, Soltani H, Gates S, Shennan A, Devane D. “Midwife-
led continuity models versus other models of care for 
childbearing women.” Cochrane Database of Systematic 
Reviews 8 (2013), Art. No.: CD004667. DOI: 10.1002/14651858.
CD004667.pub3

Patricia A. Janssen, Lee Saxell, Lesley A. Page, Michael C. 
Klein, Robert M. Liston, and Shoo K. Lee. “Outcomes of 
planned home birth with registered midwife versus planned 
hospital birth with midwife or physician.” Canadian Medical 
Association Journal. 181 (2009): 6-7.

De Jonge A, van der Goes B, Ravelli A, Amelink-Verberg M, Mol 
B, Nijhuis J, Bennebroek Gravenhorst J, Buitendijk S, “Perinatal 
mortality and morbidity in a nationwide cohort of 529688 
low-risk planned home and hospital births.” British Journal of 
Obstetrics and Gynecology. vol 116, no. 9 (2009): 1177-1184.

Hutton EK, Reitsma AH, Kaufman K. “Outcomes associated 
with planned home and planned hospital births in low-risk 
women attended by midwives in Ontario, Canada, 2003- 2006: 
a retrospective cohort study.” Birth. vol. 36, no. 3 (2009):180-
189.

Kenneth C Johnson, and Betty-Anne Daviss. “Outcomes of 
planned home births with certified professional midwives: 
large prospective study in North America.” British Medical 
Journal. 330 (2005): 1416.

Janssen PA, Lee SK, Ryan EM, Etches DJ, Farquharson DF, 
Peacock D, et al. “Outcomes of planned home births versus 
planned hospital births after regulation of midwifery in British 
Columbia.” Canadian Medical Association Journal. 166 (2002): 
315-323.

Wiegers TA, Keirse MJ, van der ZJ, Berghs GA. “Outcome 
of planned home and planned hospital births in low risk 
pregnancies: prospective study in midwifery practices in the 
Netherlands.” British Medical Journal. 313 (1996): 1309- 1313. 

Community Resource Listing
Doula Association of Edmonton
Are you pregnant? Have you just given birth? Would you like extra 
professional support during your pregnancy, birth or even after? Talk with 
a doula from the Doula Association of Alberta:  
www.edmontondoula.org or  
780-945-8080 or  
contactus@edmontondoula.org

Friends of Freebirth 
Planning to freebirth? Experienced freebirth? Support the freebirth 
option? Our growing community of families shares wisdom and 
resources: 
friendsoffreebirth@yahoo.ca

Edmonton VBAC Support Association/ICAN of 
Edmonton
Cesarean and VBAC parent meetings. Cesarean prevention class. RSVP to 
edmontonVBAC@gmail.com.  
Visit www.edmontonvbac.com and join our free online email group.

Postpartum Depression Awareness
Resources for families and women who suffer from postpartum 
depression. Find about the many groups and professionals that can 
support you. Contact: 
780-903-7418  or info@ppda.ca   
www.ppda.ca

Friends of Medicare
Do you care about your healthcare system? FOM is a non-partisan 
provincial coalition raising public awareness on concerns related to 
Medicare in Alberta and Canada, lobbying governments to maintain a 
health care system that adheres to the spirit and the letter of the Canada 
Health Act, and opposing investor-owned, for-profit, two tiered or private 
health care. 
780-423-4581 
info@friendsofmedicare.org 
www.friendsofmedicare.org
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library picks

The library is open to everyone with an ASAC 
membership, do come around to borrow books and 
DVDs.

The ASAC library is a great resource for parents 
because it has books, DVDs, and CDs that are not 
readily available elsewhere.

ASAC library, 7219 106 street, Edmonton, side door. Fridays from 10am 
to noon or every 2nd Tuesday of the month from 7pm to 9pm.

The following books provide further information about 
midwifery, midwives and natural childbirth.

Childbirth Without Fear: The Principles and Practice  
of Natural Childbirth 
By Grantly Dick-Read 

Birth Without Violence 
By Frederick Leboyer

Spiritual Midwifery 
By Ina May Gaskin 

Ina May’s Guide to Childbirth Ina May’s Guide to Childbirth 
By Ina May Gaskin

Home Birth  
By Sheila Kitzinger 

Heart and Hands: A Midwife’s Guide to Pregnancy and Birth 
By Elizabeth Davis

Gentle Birth Choices 
By Barbara Harper

ASAC FALL LECTURE SERIES:  
PRENATAL AND BABY CARE

When: 7pm-9pm Wednesdays  
October to December 2013 

Where: Located at the ASAC office  
7219 - 106 Street (side door)

FREE!  
Please Pre-register: 
presentations@asac.ab.ca

               
                    
          

September 25
Cycle Charting for Fertility Awareness and Overall Health

October 2
Nutrition for Fertility and Pregnancy, 

October 9
Birth and Postpartum Doulas, Prenatal Class options

October 16
Alternative Health Care during Pregnancy: Homeopathy, 
Chinese Medicine, Naturopathy, Chiropractic

October 23
Pelvic Floor Health

October 30
Cesarean Prevention

November 6
Making the Most of Your Hospital Birth 

November 13
Art of Breastfeeding

November 20
Baby Wearing, Cloth Diapering, Diaper Free

November 27
Postpartum Depression Prevention

December 4
Daddy Duty, a day for just the dads (sorry mom’s)

PHOTO BY: Helga Himer Photography
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PRENATAL CLASSES IN EDMONTON AREA
To include a listing contact bi_events@asac.
ab.ca and become an ASAC member! Go to 
ww.asac.ab.ca, click on “About ASAC” and 
“Join/Renew Membership”.

A Helping Hand: Nancy Johnson
Location: Edmonton 
Time: 6 weeks, 2 hours/class—12 hours 
Phone: 780.634.2216 
Email: helping_hand@shaw.ca 
Website: www.helpinghandprenatal.weebly.com

Baby Bump: Lisa Mackell CD(DONA), 
CBEd(CBI)
Location: Edmonton 
Time: Friday night and all day Saturday—9 hours 
Phone: 780.918.9359 
Email: babybumpdoula@yahoo.ca 
Website: www.babybumpdoula.com

Blooming Bellies: Skyla Bradley and Trish Walker, 

Birthing From Within certified mentor 
Location: Edmonton 
Time: Weekend, 6 hours each day—12 hours 
Phone: 780-920-1763 
Email: info@bloomingbellies.ca 
Website: www.bloomingbellies.ca

Conscious Prenatals: Claire MacDonald, 
MA, (CD)DONA
Location: Edmonton 
Time: 6 weeks, 2 hours/class—12 hours 
Phone: 587-920-7911 
Email: cveisseire@yahoo.ca

Doula Care: Mitzi Gerber CLD, LE(CAPPA), 
CBE
Niko Palmer (CD)DONA, Stefanie McKinnon 
CD(DONA), PES 
Location: Edmonton, Lucina Center 
Time: 4 weeks, 2 hours/class, Sundays or Fridays—8 
hours 
Phone: 780-450-0983 or 780-266-3773 
Email: mitger@telus.net 
Website: doulacare.vpweb.ca

Energy of Birthing: Ava Curtola R.N.
Location: Spruce Grove and Edmonton 
Time: Weekend, 4 hours/class—8 hours 
Phone: 780-963-3111 
Website: www.theEnergyofBirthing.com

Hypnobabies Childbirth Education: Ricky 
Issler CD(DONA), HCHI
Location: Edmonton and Beaumont 
Time: Weekly for 6 weeks, 3 hour/class (see website for 
class schedule) 
Phone: 780-929-4669 
Email: comfortinghands@telus.net 
Website: www.comfortinghandsdoula.com

International Cesarean Awareness 
Network (ICAN) Canada
Location: Online 
Time: Ongoing web seminars—unlimited! 
Phone: (780) 444-9527 
Email: edmontonVBAC@gmail.com 
Website: edmontonvbac.com

Midwifery Care Partners: Barbara Scriver, 
RM
Location: Edmonton South 
Time: Weekly, Mondays, 2 hours/class—6 hours 
Phone: 780-490-5383 
Email: barb@midwiferycp.ca 
Website: www.midwiferycp.ca

Motherizing Childbirth Education: Lisa 
Cryderman, R.N.
Location: Edmonton 
Time: Weekend (Fri, Sat, Sun) or over 4 weeks—12 hours 
Phone: 780–901-1178 
Email: lisa@motherizing.com 
Website: www.motherizing.com

Soul Birth ~ Midwifery for the Soul: 
Jennifer Summerfeldt
Location: online 
Time: 8 modules in your own time 
Email: Jennifer@soulbirth.ca 
Website: www.onlinechildbirthclasses.org

Terra – Centre for Pregnant & Parenting 
Teens  
Location: Edmonton Centre 
Times: Weekly, 2 hours 
Phone: 780-428-3772 
Email: terra@terraassociation.com 
Website: terracentre.ca
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Lactation Consultants @ Home
This section is reserved for lactation consultants who do home 
visits in Alberta. They do not ask their clients to come to them, at 
their office or clinic. 

We know that there may be many Lactation Consultants in 
hospital and clinical settings; however most mothers find it 
difficult to leave home when they have a newborn. They will 
delay accessing help because of it, which has an impact on her 
breastfeeding success.

There are a number of other professionals who can also 
support your breastfeeding journey without you needing to 
leave your home. Some Public Health Nurses are certified 
lactation consultants. You can call the Alberta Public Health line 
and ask for a nurse who has the IBCLC certification. They can 
then combine the postpartum home visit with breastfeeding 
support. Also many senior birth and postpartum doulas have 
taken breastfeeding courses and can provide a certain level of 
hands-on support and reassurance. Search for your local doula 
association website. It will have their names and contact info. La 
Leche League leaders (LLL) are enthusiastic women who have 
breastfed their children and are leaders in their community. They 
can be of great help. Give them a call.

To include a listing contact bi_events@asac.ab.ca and 
become an ASAC member! Go to ww.asac.ab.ca, click on 
“About ASAC” and “Join/Renew Membership”.

Arie Brentnall-Compton, LE, CBE 
arie@tadpoles.ca | 780.777.9525

Kirsten Goa, IBCLC, RLC Esengo Consulting 
kgoa@esengo.net | www.esengo.net | 780.974.7409 
holisticbreastfeeding.ca

Krystal Hoople RN, BScN, IBCLC 
NaturalConnections@shaw.ca | 780.907.3481 
naturalconnections.vpweb.ca

Lee-Ann Grenier, LE, CBE, LLL Leader 
lacgrenier@gmail.com | 780.571.4039 
holisticbreastfeeding.ca

Pam Davey BSc., IBCLC, CD(DONA) 
birthingsinceforever@gmail.com | 780.554.8475 
www.wix.com/birthing/sinceforever

Susan Prendergast MN RN NP CBE Koru Family Wellness 
korufamilywellness@gmail.com | 780.999.1970 
www.lucinacentre.ca/wellness/koru-family-wellness

BScN: Bachelor of Science in Nursing

CBE: Certified Breastfeeding Educator

IBCLC: International Board of Certified Lactation Consultants

LE: Lactation Educator

LLL: La Leche League

RN: Registered Nurse

2013 Online Auction in support of ASAC and Birth Issues

               
                    
          

Go online and do your Christmas shopping today!

ASAC and Birth Issues successfully lobbied to have 
midwives included into our healthcare system. This is only 
the beginning because we know there is so much more 
that still needs to be done—such as improving mother-
baby bonding in hospital, supporting maternity services  
in rural areas, encouraging parents to educate themselves 
about the benefits of natural childbirth, debunking  
myths around midwifery, encouraging woman-centered 
care, etc.

To do this, we need your contributions. So how about 
shopping at our online auction for Christmas?

Our online auction will include:

 ❉ Massage/health services/restaurant gift certificates

 ❉ Crafts

 ❉ Baby clothes and accessories

 ❉ Doula services

 ❉ And more!

We are accepting donations in October, with the  
auction to run in November.

Look for details on  ASAC (Association for Safe Alternatives in Childbirth)  
or on ASAC’s website, www.asac.ab.ca 

ASAC was formed in 1979 to support childbearing families. ASAC was, and continues to be,  
a completely volunteer-run organization. Birth Issues started as a newsletter, typed out  
on a typewriter and photocopied. Today it is a 50 page magazine published twice a year!



www.birthissues.org  |  FALL–WINTER 2013  |     55

PLACENTA ENCAPSULATION SERVICES IN ALBERTA
Your baby’s placenta contains your own natural hormones and is perfectly adapted to your needs. Thanks to it some 
women dehydrate their placentas and put it in capsules to use during the initial months after giving birth. It is believed to balance 
your hormonal system, replenish depleted iron, lessen bleeding, increase breastmilk production, ease your postpartum moods, and 
hasten the return of your uterus’ pre-pregnancy state! To include a listing contact bi_events@asac.ab.ca and become an  
ASAC member! Go to ww.asac.ab.ca, click on “About ASAC” and “Join/Renew Membership”.

A Beautiful Child: Marissa Dean
Serving Calgary and surrounding communities 
marissadean2009@hotmail.com  
403-560-6470 ~  www.facebook.com/
abeautifulchildservices

Amanda Radcliffe
Serving Whitecourt and area 
amanda.collin@hotmail.com  
780-706-3929

f.a.b. birth services: Kimberley Girard
Serving Calgary and the rural Foothills (Okotoks, High 
River, Nanton, Pincher Creek, Black Diamond, Turner 
Valley, Bragg Creek, Cochrane) 
info@fierceandbeautiful.com  
403-971-8094

from Baby, with Love: Sandra Finlan
Serving Red Deer to Rocky Mountain House and area 
sfinlan@frombabywithlove.com  
 403.896.7809  
www.facebook.com/frombabywithlove

Krista Oestreich
Serving Didsbury to Blackfalds 
kristaoestreich@yahoo.com  
403-559-9329

Natasha Longridge CD(DONA), PES
Serving Edmonton Westend, Stony Plain, Spruce 
Grove, St Albert 
supermommadoula@live.ca  
 780-318-9336

Nine Months & Beyond Doula: Krystal 
Bartz
Serving Lethbridge and area 
krystal@ninemonthsdoula.com  
403-360-5357

Pure Birth Services: Susan Stewart 
LaForest
Serving Calgary, Okotoks, Airdrie, High River, Bragg 
Creek, Banff, Canmore, Red Deer, Didsbury, and 
Nanton 
susan@purebirth.ca ~ 403-668-7732 or 403-801-4081 ~ 
www.purebirth.ca

Roots of Life Placenta Encapsulation
RootsofLifetn@gmail.com  
www.placentaroots.com 
Serving Edmonton and area: Trudi Rumball RAc., HHP, 
PES ~ 780-298-9811 
Serving Calgary and area: Nicole Stevens RAc., HHP, 
PES ~ 587-984-4915

Sonya Duffee
Serving Edmonton 
fullcirclebirthcollective@gmail.com  
587-521-2717

Stefanie McKinnon CD(DONA), CBE, PES
Serving Edmonton and area 
beautiful.beginnings@shaw.ca  
780-966-3828  
www.beautiful-beginnings.ca

Women’s Balance Health
Serving Sherwood Park and Edmonton 
Nadia Houle BSc, R Ac, PE 
Addie Baklinski PE 
info@womensbalancehealth.ca  
780-919-6870  
womensbalancehealth.ca

The Crunchy Mommy: Elisabeth 
Hoffman
Serving Central Alberta,  
located minutes south of Red Deer 
elisabeth@thecrunchymommy.ca  
403-357-2444 

Niko Palmer CD(DONA), PES
Serving Edmonton and area 
niko.palmer@gmail.com 

780-965-6585

CONSUMER NEWS
Midwifery graduates fight for their rights
Do you remember the 5 midwifery students who fought for over 
a year to have their midwifery diplomas recognized by the Alberta 
Midwifery Health Disciplines Board?

Four of them won their appeal during the Summer 2012. Of the 4 
who won their appeal, 3 started practicing as midwives with restricted 
licenses in Edmonton and one moved to practice in Saskatchewan. 

The experience was grueling for all involved. The midwifery graduates 
were individually assessed three times, had to hire a lawyer, and 
appealed twice. In the end the Alberta Health Disciplines Board asked 
the Alberta Midwifery Health Disciplines Committee to assess each 
applicant for registration on an individual basis. The graduates were 
granted registration with a number of caveats. Some had to take extra 
professional courses, others needed to be the primary caregiver at 
more births, and most were told to practice under the supervision of 
a senior midwife. Although these midwifery graduates did not receive 
full registration, they are all very happy to be working as midwives. 
They just want to put the experience behind them and finally support 
birthing families. 

The members of the board, the majority of whom are not midwives, 
were also in a hard place. They had little formal guidance or 
framework to assess foreign-trained midwives. It also created some 
divisions amongst the midwifery profession, which as an emerging 
profession is still trying to find its place in the sun. 

All in all, there was a lot of fear, which unfortunately appears to plague 
childbirth. 

Now that there is a College of Midwives in Alberta, consumers could 
think that midwifery in Alberta is in the clear. Alas it isn’t. There is still 
work ahead of us. The College needs to create guidelines, frameworks, 
and hire staff. Team work, ethical behavior, transparency, impartial 
decision-making, open communication and especially listening also 
need to be nurtured. As consumers keep demanding for it.

Midwives are ready to work but there are no 
courses of care for them
Consumers may not be aware that there are qualified midwives 
waiting to work in Alberta but there are no courses of care available 
for them. This seems ridiculous. Doctors are never told that they need 
to apply for a job before coming to Alberta. Instead they move, open 
an office and start working. They can open their ‘private business’, see 
patients, and bill the government. They don’t have to wait to get to 
work!

For some reason midwives are treated differently. They cannot open a 
practice and start working. They have to wait while demand for their 
services mount. 

If you want more midwives, please write/visit/call your MLA letting 
him or her know that because families are important for the growth of 
our province we need more midwives, especially in rural areas where 
doctors are not being replaced! 
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latest research

Midwife-led continuity models versus other 
models of care for childbearing women 
Updated
By Sandall J, Soltani H, Gates S, Shennan A, Devane D

Published Online August 21, 2013

In many parts of the world, midwives are the main providers of 
care for childbearing women. Elsewhere, it may be obstetricians or 
family physicians that have the main responsibility for care; or the 
responsibility may be shared. The philosophy behind midwife-led 
continuity models is normality, continuity of care and being cared 
for by a known, trusted midwife during labour. The emphasis is on 
the natural ability of women to experience birth with minimum 
intervention. Midwife-led continuity of care can be provided through 
a team of midwives who share the caseload, often called ‘team’ 
midwifery. Another model is ‘caseload midwifery’, which aims to 
ensure that the woman receives all her care from one midwife or her 
or his practice partner. Midwife-led continuity of care is provided in 
a multi-disciplinary network of consultation and referral with other 
care providers. This contrasts with medical-led models of care where 
an obstetrician or family physician is primarily responsible for care. 
In shared-care models, responsibility is shared between different 
healthcare professionals.

In this review we included models of care where midwives provided 
care throughout the pregnancy, and during labour and after birth. 
We identified 13 studies involving 16,242 women both at low and 
increased risk of complications. Midwife-led continuity of care was 
associated with several benefits for mothers and babies, and had no 
identified adverse effects compared with models of medical-led care 
and shared care. The main benefits were a reduction in the use of 
epidurals, with fewer episiotomies or instrumental births. Women’s 
chances of being cared for in labour by a midwife she had got to know, 
and having a spontaneous vaginal birth were also increased. There 
was no difference in the number of caesarean births. Women who 
received midwife-led continuity of care were less likely to experience 
preterm birth, or lose their baby before 24 weeks’ gestation, although 
there were no differences in the risk of losing the baby after 24 weeks, 
or overall. All trials included licensed midwives, and none included lay 
or traditional midwives. No trial included models of care that offered 
out of hospital birth.

The review concludes that most women should be offered midwife-
led continuity models of care, although caution should be exercised 
in applying this advice to women with substantial medical or obstetric 
complications.

Background: 
Midwives are primary providers of care for childbearing women 
around the world. However, there is a lack of synthesised information 
to establish whether there are differences in morbidity and mortality, 
effectiveness and psychosocial outcomes between midwife-led 
continuity models and other models of care.

Objectives: 
To compare midwife-led continuity models of care with other models 
of care for childbearing women and their infants.

Search strategy: 
We searched the Cochrane Pregnancy and Childbirth Group’s Trials 
Register (28 January 2013) and reference lists of retrieved studies.

Selection criteria: 
All published and unpublished trials in which pregnant women are 
randomly allocated to midwife-led continuity models of care or other 
models of care during pregnancy and birth.

Data collection and analysis: 
All review authors evaluated methodological quality. Two review 
authors checked data extraction.

Main results: 
We included 13 trials involving 16,242 women. Women who had 
midwife-led continuity models of care were less likely to experience 
regional analgesia (average risk ratio (RR) 0.83, 95% confidence 
interval (CI) 0.76 to 0.90), episiotomy (average RR 0.84, 95% CI 0.76 to 
0.92), and instrumental birth (average RR 0.88, 95% CI 0.81 to 0.96), and 
were more likely to experience no intrapartum analgesia/anaesthesia 
(average RR 1.16, 95% CI 1.04 to 1.31), spontaneous vaginal birth 
(average RR 1.05, 95% CI 1.03 to 1.08), attendance at birth by a known 
midwife (average RR 7.83, 95% CI 4.15 to 14.80), and a longer mean 
length of labour (hours) (mean difference (hours) 0.50, 95% CI 0.27 to 
0.74). There were no differences between groups for caesarean births 
(average RR 0.93, 95% CI 0.84 to 1.02).

Women who were randomised to receive midwife-led continuity 
models of care were less likely to experience preterm birth (average 
RR 0.77, 95% CI 0.62 to 0.94) and fetal loss before 24 weeks’ gestation 
(average RR 0.81, 95% CI 0.66 to 0.99), although there were no 
differences in fetal loss/neonatal death of at least 24 weeks (average 
RR 1.00, 95% CI 0.67 to 1.51) or in overall fetal/neonatal death (average 
RR 0.84, 95% CI 0.71 to 1.00).

Due to a lack of consistency in measuring women’s satisfaction and 
assessing the cost of various maternity models, these outcomes were 
reported narratively. The majority of included studies reported a 
higher rate of maternal satisfaction in the midwifery-led continuity 
care model. Similarly there was a trend towards a cost-saving effect for 
midwife-led continuity care compared to other care models.

Authors’ conclusions: 
Most women should be offered midwife-led continuity models of care 
and women should be encouraged to ask for this option although 
caution should be exercised in applying this advice to women with 
substantial medical or obstetric complications.

More Information:
Go online at http://summaries.cochrane.org/CD004667/midwife-led-
continuity-models-versus-other-models-of-care-for-childbearing-
women#sthash.aJbbZm6c.dpuf
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Canadian Association of Midwives

MIDWIFERY CARE AND NORMAL BIRTH
Recent policy statements by maternity care provider organizations 
in Canada, as well asthe United Kingdom, have promoted normal 
childbirth and recommended a number ofsystem changes and 
best practices to support the normal labour and birth process.1,2 
Underlying these statements are concerns about unprecedented 
rates of technological and surgical intervention in childbirth, the use 
of caesarean section without medical indication, and the health and 
social consequences that may accrue if current trends continue.

The Canadian Association of Midwives (CAM) welcomes these 
important collaborative initiatives toward reducing unnecessary 
intervention and restoring confidence in the physiologic process 
of childbirth. CAM also welcomes ongoing discussion about the 
parameters of normal labour and birth, the attitudes and beliefs 
that influence maternity care practices, and the actions needed to 
promote, protect and support normal childbirth as a healthy and 
meaningful event in women’s lives.3

CAM believes that midwives are making a vital contribution to 
interdisciplinary efforts to promote normal birth and decrease the 
anxiety that often surrounds maternity care today. Trust in the normal 
childbirth process is fundamental to the philosophy and practice of 
midwifery, the language midwives speak and the care they provide to 
women. Midwifery education includes the development of specific 
skills and clinical practices that facilitate normal, undisturbed labour 
progress and spontaneous delivery through the efforts of the mother, 
without routine use of drugs and interventions. For midwives, the 
concept of normality rests on the physiology of labour and the 
capacity of women to give birth with their own power.

A 2008 Cochrane review of midwifery-led models of care in 
developed countries concludes that women attended by midwives 
are consistently more likely to labour without major intervention 
and analgesia or anaesthesia, and more likely to experience a dicates 
that when midwives are well integrated into the health care system, 
midwife-attended births, both at home and in hospital, involve 
significantly lower rates of intervention and, at the same time, very low 
rates of maternal and neonatal/perinatal morbidity and mortality.5,6 
Midwives moreover seem to achieve similar normal birth outcomes 
with women across the socio-economic spectrum, in rural and 
remote settings as well as large urban centres. Integral to the Canadian 
midwifery model are the standards and best practices that support 
physiologic birth and optimize women’s childbirth experiences. Some 
of the essential components of this model of care include:

 ❉ Providing continuity of care to build trust and partnership with the 
woman

 ❉ Sharing information and offering choices, including the choice of 
birthplace

 ❉ Actively supporting client decision-making and autonomy

 ❉ Allowing adequate time for discussion of individual needs and 
concerns

 ❉ Preparing women for the realities of labour while anticipating a 
normal birth

 ❉ Creating a calm and intimate birth environment

 ❉ Providing a familiar presence and continuous support during 
active labour

 ❉ Using non-pharmacologic methods to help women work with 
normal labour pain

 ❉ Encouraging free movement and instinctual behaviour in labour

 ❉ Encouraging fluid intake and nourishment as needed

 ❉ Encouraging spontaneous second stage “pushing” in the woman’s 
preferred position

 ❉ Supporting early labour at home as appropriate

 ❉ Supporting birth at home or in a birthing centre as appropriate

Qualitative research suggests that there are subtleties in the midwifery 
care process that “tap into the woman’s personal strengths” and that 
women experience as empowering.7 According to Rooks, one of 
the underlying goals of midwifery is inspiring women’s confidence 
in their own abilities in pregnancy, birth and motherhood.8 Taken 
together, the characteristics of midwifery care seem to create optimal 
conditions for the intricately-balanced process of birth to unfold 
– conditions in which women feel reassured, safe and supported 
to labour as they wish. As a result the need for intervention and 
pharmacological pain relief is often reduced.

While models of care that support normal birth are not exclusive to 
any profession, midwives have a body of expertise that is essential to 
creating a normal birth culture. Changing attitudes and developing 
practices to support physiologic childbirth require leadership and 
mentoring from all maternity care providers who understand and 
can articulate the value, meaning and transformative power of giving 
birth normally. Midwives in Canada look forward to continuing 
collaboration and interdisciplinary initiatives to make normal childbirth 
a common reality.

1 Society of Obstetricians and Gynecologists of Canada. Joint Policy Statement on 
Normal Childbirth. JOGC 30(12); December 2008. Available at: http://www.sogc.
org/guidelines/documents/gui221PS0812.pdf

2 Royal College of Midwives, Royal College of Obstetricians and Gynecologists, 
National Childbirth Trust. Making Normal Birth a Reality: Consensus Statement 
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lotussoulgym.com

Please inquire about our 8
week Preparing for Birth
class starting fall 2013.

Registration required.

YUMMY
MUMMY
PASS

DROP-IN YOGA CLASSES TAILORED TO MOM

Class options include: 
Prenatal Yin, Prenatal Hatha, 
Prenatal Flow, Prenatal Pilates, 
Postnatal Baby & Me Yoga, 
Postnatal Baby & Me Pilates

10 Pass $149.00
20 Pass $239.00
30 Pass $299.00

Passes do not expire

Cherish Your Curves. Before. During. After. Always.


