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editorial

CLAIRE MACDONALD

Making Informed Choices. When I was five or six
I created a circus tent. I had chairs lined up and
covered with bed sheets. I was going to be an
acrobat that day! I proceeded to walk across. It was
going to be a great moment but as soon as I put
one foot on the sheet, I abruptly fell to the floor
knocking my head on the hard edge of the chair. It
hurt so bad that I automatically drew my hand to
the back of my head. As I walked downstairs to tell
my mother about my misadventures, I discovered
I was bleeding. Needless to say I ended up at the
hospital.

There are no official waterbirth protocols as of today in any of the
Edmonton hospitals, however they are being worked on. Some
midwives have been able to attend water births at the Lois Hole
hospital. There is hope that the Sturgeon hospital in St Albert may
follow suit. In the mean time, there is some research being done
at the University of Alberta collecting midwifery statistics on the
waterbirths done at the Westview health Centre to help hospitals
make an informed decision around these protocols.

As I lay on the operating table I remember asking
the surgeon, “What are you going to do? Can I see
the needle?” Before I could ask another question my
mother interrupted me apologizing for my attitude. I
still remember the surgeon laughing and shaking his
head saying, ‘Oh that’s fine. I don’t mind her questions.
Email me at bi_editor@asac.ab.ca
This is what we are going to do […]. This is why I am
doing it […]. Can we proceed now?” I don’t remember his
encourage our children to ask questions and don’t feel threatened
answers but I remember the feeling of relaxation that came over
by it, we should feel the same amongst adults.
me.
Thirty years later I look back at this experience and realize that
if I had been an adult I would not have had the same reaction
from my surgeon. He may have thought I was questioning his
authority. At the very least my questions would not have been
met with the same patience or delight. I have witnessed this
unfortunate situation prenatally and during labour many a time.
This confrontation ruins a woman’s pregnancy and birth.
This is such an important issue that it is seldom written about. No
one wants to loose face and everyone wants to feel in control.
This issue is an attempt to open the doors of communication—to
encourage the natural-born-inquisitive and the courteousbut-curious others to ask their questions. We are encouraging
everyone to be seekers and interested about their lives, and
especially their health care. We realize that questions and
decision-making isn’t always easy or encouraged in our healthcare
system, so we hope that the birth stories and articles will provide
you with real life examples of how you can feel safe while
considering your birth options. We also hope that this will also
help health providers be mentors: ones who hold knowledge
while knowing they know very little. Lets remember that if we

Midwifery news
Mount Royal University’s Bachelor of Midwifery (Calgary) has
accepted it’s first batch of midwifery students: 12 were accepted.
One from Edmonton, one from Lethbridge, one from Calgary,
two from out of province, and 2 Native students. There are also 21
midwifery students in Alberta studying midwifery through distance
education. A number of students have graduated this year and are
waiting for their portfolios to be accepted by the Midwifery Health
Disciplines Committee.
We have 57 Registered Midwives in Alberta, however 56 are
actively working: 40 are in South Zone (Calgary/ Okotoks/
Cochrane/ Canmore/Banff), 4 in Central zone (Rocky Mountain
House / Red Deer), and 13 in North Zone (Edmonton / Sherwood
Park / Stony Plain).
The Alberta Association of Midwives’ priorities for the future are
to develop a midwifery college, a strategic plan, and to secure
ongoing funding (The 3 years of funded midwifery comes to an
end on March 31, 2012).

Since the recent closure of maternity services at the Westview
Health Centre, the midwives who used to attend births there
have applied for hospital privileges at the Sturgeon hospital. We
are happy to announce that privileges were granted to midwives
Marie Tutt, Kerstin Gafvels, Maureen Fath, Megan Dusterhoff,
Heidi Coughlin and Joanna Greenhalgh. This is exciting news as it
allows more women from northern and rural communities to have
access to midwifery care, and of course for midwives to maintain
their hospital birth skills. Sturgeon privileges for the midwives will
start right away. The first midwifery-attended births there will be in
September.
As many of you may know, Edmonton now has a birth centre!!!!!
It is called the Lucina Centre and the midwives working out of
it are Kerstin Gafvels and Maureen Fath. Possession occurred in
August. It is freshly renovated with luxurious bedrooms and tubs
for waterbirths. The Misericordia hospital is but 5 minutes away.
Weekly walk through tours are organized for those interested in
either renting a space or using the birth centre. Any woman can
birth there, even if they have another midwife or a GP. The centre
will also offer parenting classes. The first births are projected
to take place in October. For more information go to www.
lucinacentre.ca
As always, I am ending my editorial with the latest data available
on midwives in Canada. I am sad to say that Alberta is still losing
the race. Alberta places 9 out of 10 in the number of registered
midwives available per person in Canada. It is too low. We,
the consumers, need to keep the pressure on our provincial
government to attract more midwives to this province.
PROVINCES

Alberta
British Columbia
Manitoba
New Brunswick

SPEAK UP ABOUT BIRTHING AT WESTVIEW HOSPITAL:

POPULATION NUMBER
of RM /
PERSON

57

3,720,900

65,279

184

4,531,000

24,635

51

1,235,400

24,223

4

751,800

18,795

Call, email, write a letter, visit in person

Nova Scotia

10

942,500

9,425

Mr. Fred Lindsay, MLA, Stony Plain
#103, 5101 48 street
Stony Plain, AB T7Z 1L8
780.963.1444
stony.plain@assembly.ab.ca

Ontario

487

13,210,700

27,126

Quebec

Ken Lemke, Mayor, Stony Plain
73 Umbach road
Stony Plain, AB T7A 1G2
780.963.6310
k.lemke@stony plain.com

Councillors Pat Hansard & Darren Brady are on this board
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Family & Community Support
Services Board
4905 51 avenue
Stony Plain, Alberta
780.963.8583
pfcss@stonyplain.com

139

7,907,400

56,887

Saskatchewan

7

1,045,600

149,371

Northwest
Territories

3

43,800

14,600

Nunavut

8

33,200

4,150

* Population numbers extracted from 2010 Canada Census. Numbers of
registered midwives published in a fact sheet written by the Canadian
Association of Midwives in April 2010. The provinces and territories that are not
listed do not have any registered midwives (RM). If there are any mistakes please
contact me.

Share this issue and play with it – Birth Issues is only
useful if its pages are worn and cover torn!
Editor-in-Chief
Claire MacDonald emigrated from France, got invited to a
waterbirth and was transformed. She is both a birth doula and
an audio-visual archivist. She has been married for two years to
her own Doctor of Philosophy but she calls him nurse! She loves
sweating in the Rockies and at folk music festivals. Her husband
calls Birth Issues her “full-time volunteer job”. She does it because
she believes that birth matters and unites all.

Editors
Heather Beaudoin is the mother of two school-aged boys and
younger daughter, all born at home. She has volunteered with
ASAC for seven years in a variety of roles. She has a BSc. In
molecular genetics, attends births as a doula and intends to return
to school to obtain a degree in midwifery. Here’s hoping that
Mount Royal College in Calgary can help her out with that plan.

Congratulations!
To the first 12 midwifery
students accepted into
Mount Royal University’s
Bachelor of Midwifery.
We wish you the best for your studies,
as well as lots of patience, strength
and heart. We believe in you.
Love,
ASAC

www.asac.ab.ca | FALL 2011 birthissues
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editorial

Birth Issues Editorial Policy

CLAIRE MACDONALD

Jen Mallia is a writer and stay at home mom to Judah and two
“fur babies”. After years of marriage she is still wildly in love with
her handsome husband Martin. She is a passionate advocate for
breastfeeding and is happily raising her son as a feminist.

Proofreaders
Rhonda Kelln is the mom of a wonderful toddler. Returning to
work after maternity leave she thought, “Gee, how can I make
myself even more busy?” and so decided to volunteer for Birth
Issues which her husband interpreted as him being the best
husband in the world for her to have that much free time.
Winona Morland is married, the mom of five wonderful children,
and is a foster parent. She also teaches playschool in Lloydminster
and likes to read, write and quilt. She is a doula and a soon-to-be
certified childbirth educator. As a life-long learner she does not
plan to stop her education there. She can’t wait to take further
courses!

Calendar
Lenka Durnikova comes from Slovakia. Her homebirthed
daughter is her first baby. Before being a mom she worked in adult
education, teaching languages and philosophy. She finally got a
bike and is really enthusiastic about exploring Edmonton’s parks.
She has got it easy as her husband tows the child trailer.

Illustrator
Edmonton illustrator Caitlin Crawshaw has always found
pregnancy beautiful and enjoyed creating her first illustration for
Birth Issues. Cait spends much of her time engaged in creative
practices (including freelance writing), but in her downtime she
practices yoga, walks her pup, and argues with two feisty felines.

Layout
Jess Dupuis brings over eight years of extensive experience in
illustration and print design. Graduating with an illustration major
from MacEwan’s Design Studies Program, she holds a unique set
of award-winning development skills. Jess devotes her time to
web and print design and is also a part-time faculty member at
MacEwan University for the Design Studies Program.
Joanne Meredith’s love of graphic design began as a youth
attending press-checks with her father. A ten-year veteran of the
industry, she graduated from MacEwan’s Design Studies program
with a major in illustration and a drive for the details. Joanne has
a strong skill set in project management – she whips project
timelines into shape, stays on track and on budget. Y

YOUR LETTERS
Hi Claire,

1) Birth Issues publishes current options in pregnancy, birth and
parenting within the stated Goals & Missions of ASAC.

article, publication city, publisher, page. Don’t hesitate to ask your editor
to help you.

2) The Birth Issues editorial team shall consist of 4 to 6 volunteers.
When the membership falls below 6, new volunteers will be publicly
recruited. These volunteers include an editor-in-chief, general editors
and proof-readers.

9) Letters to the Editor will be published space permitting at the
discretion of the Editor-in-Chief, along with a response. Authors will not
be notified if it is published. The letter is never edited. If it exceeds the
word count, it will not be published at all.

3) The Birth Issues editorial team will furnish regular (in-person or
written) reports to the ASAC board and at ASAC meetings.

10) Author biographies are not promotional spaces. They should not
include phone numbers, business names, or websites.

4) The editor-in-chief must make the content of an upcoming
issue of the magazine available to the ASAC board at least 3 weeks
before publication.

11) Submissions by advertisers will be printed on a separate page from
their ad and must fit within the stated Goals & Missions of ASAC.

5) All content in Birth Issues is published at the discretion of the editorial
team in conjunction with the ASAC board.
6) All edits (major or minor) to submissions must be made in
collaboration with the author(s) of a submission. If approval between
an editor and an author cannot be reached, the submission can be
postponed to allow further time for discussion.
7) All text must follow the following style: Title and author should be
on the left-hand side and in bold. The text of all submissions should be
void of italics, bolds, underlining (unless it is a bibliographic reference),
excessive capitalization, repeated punctuation marks (e.g. !!!!), or
automatic formatting (e.g. numbers, bullets, or end/footnotes)
8) All claims in the text of a submission must be supported by a citation/
bibliographic reference from research published in an article or book.
Magazines, book reviews, and websites are not reliable sources. When
quoting, use a superscript instead of the automatic endnote/footnote
and give full reference according to the Chicago Manual of Style.
Include author(s), date of publication, title of book, tile of journal

12) Submissions will not identify birth attendants (i.e. doctors,
obstetricians, nurses, midwives, doulas) or businesses neither by full
name nor by initials, except in birth announcements. They can be
referred to by their title (i.e. ‘my doctor’ or ‘the midwife’).
13) If a submission includes a criticism of the care provided by a birth
attendant it should not be slanderous. Editors would advise the author
to provide contextual information and to communicate non-violently
rather than write a diatribe on a person. Authors can for example share
their disappointment about how their care did not promote team
building and how it fragilized their commitment to their vision.
14) Submissions may be published under a pseudonym, at the discretion
of the editors and the ASAC board.
15) Word limits for submissions to Birth Issues are as follows:
a. Birth announcements (100 words)
b. Birth stories (500 to 2500 words)
c. Biographies (50 words)
d. Informational articles (1500 to 3000 words)
e. Letters to the editor (300 words)

Oh thank you for publishing the tribute article!
I loved it. The photos are great. Look at my pregnant belly.
Claudia Villeneuve
PS: for the next issue, can you publish a tiny correction? The photo
of the Edmonton VBAC group ladies was innocently mislabeled.
This was actually of a photo of the Calgary Doula’s group. I was
their invited speaker for ‘cesarean and VBAC’.
Editor: We were so proud to publish this article and to make
sure you are remembered Claduia and that you know we
valued what you did. We miss you already! Y
Just read your editorial, very much enjoyed it i used to say: babies
come on their schedule... anyway thanks for ALL your time Claire,
i can hardly wait to sit down and finish Birth Issues, truly one of
my favs. really got my writing vocation off the ground kind of full
circle ok enuf
enjoy
p
Patti Sinclair
Editor: Patti it means a lot to hear that Birth issues also helps
writers. Wow it makes sense but I had never thought if it.
We have helped women with getting educated with birth,
also giving women on maternity leave with volunteering
experience which, in my experience, has helped one of two
of our editors get a job. So now I know we also help people
who write. We are a community! Y
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ASAC Student

Midwifery Grant
This grant is available to all Alberta midwifery students
currently enrolled in a program of study (please include
the name of your program).
Please note, this grant is intended for midwifery students
intending to stay and practice in the Edmonton area.
All applicants must submit a biography (500 words
minimum) describing your philosophy and beliefs
regarding midwifery. Each grant will be $1000 with a
maximum of five grants to be awarded each year.
Students are allowed to apply each year they are
enrolled in the program, however priority will be given
to new applicants.
Application deadline will be October 1 each year and
grants will be awarded January 1. To apply, please
email application to president@asac.ab.ca

ASAC’s
Information Sessions
WHEN: The second Saturday of each month 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 ASACsponsored 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 and/or would like to meet a midwife during
this session. (Due to the very busy private practices of local
midwives, an effort to have a midwife attend for a Q & A session
is only made if there is confirmed attendance & interest.)

See the ‘Calendar of Events’ printed in this
magazine for dates and times.

www.asac.ab.ca | FALL 2011 birthissues
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ASAC president’s message

Association for Safe Alternatives in Childbirth (ASAC)

MONICA EGGINK

President’s Message

ASAC is a nonprofit volunteer organization active since 1979. We are a resource for parents and parents-to-

ASAC has been on a bit of a hiatus over the summer.
We were busy in the spring and early summer – hosting

be seeking information about pregnancy, childbirth, parenting and related topics.
Membership in ASAC, open to all people concerned with birthing issues, includes borrowing privileges from ASAC’s library; a subscription
to Birth Issues quarterly magazine; free classified ads in Birth Issues; free birth announcements in Birth Issues, free playgroups; and
opportunities to meet midwives, doulas, and new and expecting parents. ASAC also lobbies for safe childbirth in hospitals, birth centres
and at home. ASAC is proud to publish Birth Issues for all its members and distributes it for free to anyone who asks for it all over Canada.

a wonderful conference on May 7th, being introduced in the
legislature on May 10th, holding our AGM on June 5th, and a
having a successful casino at the end of June. Unfortunately there
was a sewer backup problem in our space at the end of May, and
minor damage to the carpeting and walls meant that we had
to move out temporarily. Playgroup was held in the homes of
generous ASAC volunteers over the summer, and the library and
info sessions have just been on hold. Luckily it’s looking like repairs
will be complete by the time you read this message, and we will be
moved back into our space for this fall season.

ASAC address: 7219 – 106 Street, side door
Mailing address: Box 1197, Main P.O. Edmonton, Alberta Canada T5J 2M4
Phone (780) 425-7993 | Fax 1-888-237-6457 | E-mail info@asac.ab.ca | Website www.asac.ab.ca
ASAC provides information on options in childbirth and
postnatal care:

The last I heard, 12 students have accepted an offer of admission for
the midwifery training program at Mount Royal University (MRU)
in Calgary for the fall of 2011. Two more students may be added.
At least one student is from Edmonton. We are thrilled that this will
mean more midwives among us…someday. It’s hard to be patient.
In other news, Dr. Bev O’Brien, researcher at the University of
Alberta, is writing a proposal to do a retrospective look at the
outcomes of water births done at the Westview Health Centre
(WHC). The administrators at WHC have decided to end obstetric
services at that hospital; you can read Claire MacDonald’s article
about the history of this decision in the Spring 2011 Birth Issues.
Midwives who were attending births at Westview are moving to the
Sturgeon hospital in St. Albert. Unfortunately the administration
at the Sturgeon is not comfortable with the idea of water birth.
Dr. O’Brien and the midwives involved in this project are hoping
that they will help to sway the opinions of Sturgeon Hospital
administrators in favour of allowing births to take place in water.
ASAC ordered and has received a few birthing stools that we plan to
donate to the Lois Hole Hospital for Women. With all the excitement
in the spring and early summer, we didn’t get around to making
this donation yet. Now that we will be moving back into our space,
hopefully we will be able to get to this project.
ASAC’s next business meeting is Tuesday, September 13th, 2011 at
7 p.m. at the ASAC office, 7219 106 Street. Come and find out what
else we are up to, and see if there might be a way to get involved.
We don’t bite! Y

Email me at president@asac.ab.ca

Monica Eggink is a speech-language pathologist, mom, and
wife, among other things. She likes movies, long walks on the
beach, and candle-lit dinners, but for now is content with Diego,
strolls to the spray park, and mac ‘n cheese.

ASAC also offers:
t

a library of books, periodicals and videos on pregnancy,
childbirth, breastfeeding, and parenting — open to the public
for reference; ASAC members have borrowing privileges

pain management

t

Birth Issues magazine

t

interventions

t

information about midwives and doulas

t

yoga, massage, herbs, wholistic care

t

a monthly film and information session for the public

t

safety and outcomes in childbirth

t

fact sheets on options in childbirth

t

vaginal birth after Caesarean (VBAC)

t

a free Planning for Birth booklet

t

parenting

t

monthly meetings

t

weekly playgroups

t

questions to ask potential caregivers (midwives, doctors, doulas)

t

natural childbirth

t

ASAC CONTACTS
President

Int’l Day of the Midwife

Library

Monica Eggink
president@asac.ab.ca

VACANT

Stephanie Nyhof-DeMoor
library@asac.ab.ca

Vice-president external

Susan Fearnley
display@asac.ab.ca

Niko Palmer
vp_external@asac.ab.ca

Vice-president internal
Stephanie Nyhof-DeMoor
vp_internal@asac.ab.ca

Vice-president finance
Jackie Michaels
vp_finance@asac.ab.ca

Treasurer
Amanda McEachern
treasurer@asac.ab.ca

Secretary
Asia Hargreaves
secretary@asac.ab.ca

Display

Office manager
Stephanie Nyhof-DeMoor
office@asac.ab.ca

Film & info session

Phone

Donna Ritter
Donna_kempster@hotmail.com

Membership, Home, and Email
Address Updates

Susan Fearnley
phone@asac.ab.ca

Political action

Joey Kuzminski
info@asac.ab.ca

VACANT

General Info
Niko Palmer
info@asac.ab.ca

Marie-Christine Vallet,
Lenka Durnikova
playgroup@asac.ab.ca

Lecture Series

Volunteer Coordinator

Joey Kuzminski
presentations@asac.ab.ca

Playgroup Coordinators

Niko Palmer
display@asac.ab.ca

Casino
VACANT

8

birthissues FALL 2011 | www.birthissues.org

www.asac.ab.ca | FALL 2011 birthissues

9

ASAC Membership Form





birth announcements

Birth Issues delivered to your door
Access to the ASAC library and playgroups
FREE birth announcements and classified ads
and more!

Please email your birth announcements with a photo of your babes to the
Editor-in-chief at bi_editor@asac.ab.ca

For just $20 a year (or $100 for an entire lifetime), you can support the organization that supports safe childbirth and parenting alternatives!

Maria-Elena Claribel Flores

Yes, I would like a membership
 $20 — one year
 $35 — two years
 $100 — lifetime
 FREE for one year to new parents (who aren’t already members)
Baby’s due date is ____________________
Birth Announcement

Do you know about ASAC playgroups?  Yes  No
Where did you hear about ASAC?
 Birth Issues magazine
 a friend
 from a midwife or doula
 other: _________________
Yes, I would like to make a donation to ASAC of $__________
(tax receipt will be issued)

Alexander Ethan Goertzen
Klaas Obe Nyhof-DeMoor
Klaas Obe Nyhof-DeMoor was welcomed
by his parents, Michael and Stephanie, four
weeks early on May 10, 2011 at 3pm. He
was born by emergency cesarean section
at the Royal Alex hospital and weighed 5lbs
5 oz. Mom and dad would like to thank our
midwife Barbara Scriver for her outstanding
pre and postnatal care and support. We
would also like to thank Dr. Mayo for his care
as well as the anesthesiologist, maternal
fetal medicine, perinatology, and NICU
staff. Thanks also to our doula, Amanda
McEachern, and to the nurses who cared for
Stephanie during her 5 day antepartum stay
and 4 day postpartum stay. Klaas spent 6 days
in NICU and came home to his adoring sister
and brother, Liesbet and Johan.

Ivan and Adrienne Goertzen are proud to
introduce baby Alex who arrived on May
16th, 2011, at 5:08pm and weighed 8lbs, 9oz.
He was lovingly welcomed into the world
by Mommy, Daddy and big sister Sarah at
home, in a warm pool of water. We would like
to thank our midwives Joanna Greenhalgh
and Kirsten Gafvels and their student Carly,
for their support and encouragement
throughout the pregnancy, delivery and
postpartum.

Max Christopher Parnell

Please make cheques payable to ASAC. ASAC also accepts Visa and Mastercard.
Name

Priya Katherine Snyder
DuChene

Address
City/Town

Province

Postal code
Home phone

Work phone

Alicia Victoria Beck

Fax

E-mail

Alicia Victoria Beck was born naturally on
April 01, 2011 at the Grey Nuns Community
Hospital in Edmonton. She weighed 7 lbs
11 oz and was 20 inches long. Colin and
Serena Beck enjoyed having their precious
daughter look into their eyes and match their
faces to their voices.The first few moments
of meeting their first child were amazing.
A special thank you to their support team
consisting of Dr. Michelle Fairgrieve-Park
who helped Serena deliver on all fours (she
had back labour) without drugs, and family
members Linda Fairbrother and Christine
Beck who brought Serena cold wash cloths
for her face and neck.

 Visa / Mastercard number
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We would like to welcome Maria-Elena
Claribel Flores to the world, born May 2, 2011
at 5:36 a.m. at the Wetaskiwin hospital. Proud
parents are Francisco Flores and Silvia Acosta.

We would like to welcome Max Christopher
Parnell born at 10:33 a.m. on March 10, 2011
at the Lois Hole Hospital. Proud 1st time
parents are Lara and Christopher Parnell. We
were delighted to have a quick 7 hour labour.
Lara credits her fast delivery to four things:
her wonderful husband Chris, who is a loving
and supportive partner, her best girl friend
Leah, who is an excellent birth coach, her
desire to finally hold the tiny precious miracle
that she had fallen in love with, and Max
himself, who was ready to meet the world
with such speed!

Bob, Lindsay, Cassandra, Garnet, and Annalina
are very happy to announce the arrival of
Priya Katherine Snyder DuChene. She was
born at home in the water on May 23rd at
4pm after a very intense labour (1.5 hours!),
and weighed 9 lbs 4 oz. Nana (Jan Snyder)
provided wonderful labour support once
again, and we were so blessed to have
midwives Barbara Scriver and Tracy Kennedy
help us welcome our new baby. Welcome,
Priya!

Anjali Freya Whitney
Born May 21, 2011 at 2:00am, weighing 6
lbs 5 oz to overjoyed parents Rob Whitney
and Nira Lalji. Anjali was born at the Royal
Alexandra Hospital. A special thanks to our
doula, Corinne McNally for her skill and
support!
www.asac.ab.ca | FALL 2011 birthissues
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Intentionally
Blessed: Birth of Lyla

much for my sign! I called my midwife, and she told me not to dwell
on it, just continue with life as normal.
So I sent my husband to work, walked the dogs, made lunch etc. By
7pm my husband was on his way home from work, and it’s a good
thing because my contractions were about five minutes apart, and
my mom was busy heating up the birthing tub. By 8pm I was pretty
excited to get in the birthing tub and experience this ‘spa’ I had
set up for myself. The room was dark with candle light, spa music
playing, Happy Momma spray in the air, sitting in a warm pool, eating
a mango popsicle, and two people at my beck and call. Seriously I
liked this labour stuff…oh and then a contraction, breathe, breathe,
breathe…and back to my spa!

By Dani Shaw

It’s funny, I have never been someone that
was drawn to the topic of children, but all
that changed once I became pregnant. I found
myself starting or ending most conversations
with babies. Almost every sentence included babies. It is

now common for me to discuss birth stories with friends, family
and even strangers. Through these discussions I have discovered
a new pet peeve… when people categorize my labour as ‘lucky’. I
can’t help but think to myself, “I would not have considered myself
‘lucky’ when that head was crowning!” But, I know what they are
referring to. I did have a wonderful, natural, home birth. But, it was
not luck, it was planned!

I feel as though the use of the word ‘luck’ is almost condescending.
One would not tell a marathon runner that (s)he is lucky for
crossing the finish line after (s)he had been training for months.
It is not a coincidence. I take full responsibility for how my
pregnancy, my labour, and my postpartum terms unfolded. Why?
Because I intended for them all to happen the way they did. Don’t
underestimate the power of intention!
Okay, at first my pregnancy wasn’t exactly planned, it was more of
a surprise. Actually almost a deer-in-the-headlights type thing. So
that’s how things started off, a little rocky to say the least. I wasn’t
prepared to be put on bed rest for 6 weeks for some complications
that arose within the first week, but the nurse I talked to suggested
that I be on bedrest to keep the baby safe as I was spotting. I wasn’t
to overdo it as it may cause my pregnancy to terminate, so I had to
keep activity to a minimum. That was a lot harder than I thought it
would be, the novelty of getting to stay home and watch television
runs out pretty quick. I decided that this baby did not need a nut-job
for a mom (and that is what I was turning into being stuck inside, by
myself all day). So I choose to be proactive rather than sit and wait
for life to happen; life already was happening…inside of me.
I was born into water, at home with an amazing team of midwives, as
was my sister and all my cousins. I don’t know much about hospital
births or other birthing options, midwifery is all I know. So for my
‘proactive kick,’ I got on the internet to find myself a midwife.
Amazingly enough, the midwife who delivered me is still practicing!
How cool would it be to have her deliver my baby? Yes, I would
have her deliver my baby. It took some name dropping but I did it! I
scored my first choice of midwife. Good intentions.
Little did I know that after agreeing to be her client she was going to
whip me into shape! I had to be a powerful, committed Momma if I
was going to be her patient. No more bed rest and no more feeling
sorry for myself. After all there are literally hundreds of reasons why
a woman may spot in their first trimester, and bedrest was not going
to necessarily stop the spotting. Her coaching for me was that from
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now on I am fully responsible for how this is going to go and that I
get to create this journey my way.
First thing to do, get tests done! Did I want genetic testing? ‘Yes’
I thought to myself “I want to know if there was going to be
something wrong with my baby”. Little did I know, that this thought
I just had would create the test would tell me there was something
wrong with my baby. It is amazing how we can create something in
our thoughts (unintentionally) and have it show up in reality. Yes, I
am that powerful. The results came back predicting a 3% chance
of Down’s syndrome… which, my husband pointed out, meant we
had a 97% chance of a healthy baby. Great intentions! Time to get
my head in the game and really get started with powerful intentions
going my way.
I began with what I like to think of as training and I trained hard.
After all, I was committed to a perfect, peaceful birth. This meant
getting into shape; exercising, eating right, taking vitamins, and
increasing my iron levels. I also began reading books, articles,
magazines, blogs and watching videos. With enthusiasm I went to
my prenatal classes, group sessions, and one-on-one appointments
with my midwife. No one was going to accuse me of not being
prepared. I even ‘toughed out’ pre-natal massage… okay that was
probably the best experience of my life! I also talked to my baby
frequently, stayed positive in my thoughts, feelings and actions
toward labour, and best of all I visualized the birth every night.
Before going to sleep each night, my husband and I would have a
conversation and verbalize what we were visualizing for the birth.
We were creating how we were going to have the birth look. The
birth I was planning included a ‘sign’ beforehand so I knew I was
going into labour, an easy early labour that I could relax and get
enough rest throughout, an active labour lasting less than three
hours, and less than three pushes. “Quick and easy, down and out”...
This was my mantra that inspired, empowered, and lit me up.
All of my ‘training’ was about to pay off when I got my sign; a
tiny bit of bloody show and a whole lot of gut feeling… just as I
had visualized! It happened at 5pm.This feeling in my gut told me
something changed inside of me, so I told my husband to get ready
and I told my mom to drive into the city. Sure enough by 11pm light
contractions were starting and by 3am they were every 15 minutes,
but then by 11am the next day they had spread out to every hour, so

I didn’t want to get anyone too excited and I knew the midwife was
an hour away, so the last thing I wanted was for her to come and
have to go home again. The pain was manageable and I asked my
husband not to call her until we were sure I was in active labour.
I had created the guest list to include my wonderful husband, my
mom who had had paved the way for me with two water births
under her belt, and my favorite cousin who is training to be a doula
(who by the way will make an excellent doula!). Exactly the people
I knew I could count on to encourage and support me 100%. They
all (including my midwife) believed in me and had no doubt in my
capabilities in labour or of being a mother. So how could I doubt
myself, if no one else did?
Anyway back to that night, at 9pm my mom sneaked out of the
room and decided to call the midwife. Great (sarcasm), so she was
on her way, as was my cousin, and here I am, not showered, no
makeup, no clothes for that matter, feeling as big as a house, sitting
spread eagle. This was no way to welcome guests. Did we even have
food in the fridge to offer them? Or coffee? I was more nervous for
people to see me this way than to push out the 7 or 8 lb baby sitting
in my birthing canal.
By 10pm everyone was there and I was trying to crack jokes to
break the ice, and ease my nerves about being so naked. Ok, this
isn’t so bad… oh contraction, breathe, breathe, breathe…and back
to visiting. Thank goodness I measured 8cm and bulging, whatever
bulging meant? Later I found out that bulging is a term used to
describe the amniotic sac before your water breaks, so it is literally
bulging out of the cervix ready to break. Anyways, 8 cm and bulging
that sounded good! I guess it was a good thing my mom called the
midwife when she did.
I don’t remember much past 10:30pm, things got blurry, and
I stopped asking what the time was. I remember going to the
washroom to pee. I couldn’t for the life of me pee in the pool, so I
thought maybe walking to the bathroom would help my body relax
and let me pee? I don’t know… I just wanted to pee! After that, I felt
like a heifer, trying to get away from the herd, looking for a nice
place to birth my baby. I wandered around my house from room to
room looking for a right spot to have my baby. No, the bathroom
was too cold, the arm chair was too uncomfortable, my bedroom
maybe? No, I didn’t want to have to clean the sheets. Okay back to
the tub. By then things hurt, I was ready to have this baby out of me!
Quick + Easy, Down + Out!

pool, and he asked when he should go put on swim trunks? When
the answer was ‘now!’ I was so happy, it also meant the baby was
coming soon. I was busy collecting evidence for myself that the pain
would soon be over. Quick + Easy, Down + Out!
James got in, and I was instructed to start pushing. I never got the
urge to push that I read about, but then again I never visualized
having the urge to push either. After two contractions the midwife
leaned over and said, “This is it Dani, push with everything you’ve
got.” I thought, “Okay, seriously, I would do anything to get this over
with!” and all of a sudden… whoosh! Head, shoulders, knees and
toes, I had a baby!
At 11:25pm, on November 15th 2010, Lyla James Love Shaw was born
into the world, into her father’s hands. I can’t even begin to describe
how I felt leaning back on my husband, his arms around me, with
a brand new being on my chest, and big bright eyes looking up at
me. Love at first sight! My husband was overcome with the immense
honour and privilege that he got to be a real part of this birthing
experience from start to finish, he was no bystander. And, I had my
own unbelievable sense of pride knowing that I did it, exactly how I
said I would do it, I finished the marathon! Two of us got into the tub,
and three of us got out!
By 12:30am everyone had left, Lyla’s tummy was full of milk, and the
three of us relaxed together after an eventful day. And by relaxed,
I mean Lyla fell asleep, and we watched her in wonder, absolutely
amazed that we created such a perfectly healthy, beautiful little
individual.
I got my sign, I got a relatively easy early labour, I had 3.5 hours
of active labour, and a total of three pushes. I created that! I got
everything I visualized, and everything I intended. Having good
intentions is easy, but keeping the intentions focused 24/7 for 40
weeks is the tough part. But, that is why you get 40 weeks to train
and prepare for the marathon called ‘labour’. Who said training was
easy?
I was blessed with the most wonderful labour and delivery I could
imagine. I am blessed with a happy healthy baby. I am blessed with
the power of intention. I say forget luck! I am not a lucky person— I
just work hard to be intentionally blessed.

Dani Shaw is enjoying being a stay at home mom, in fact she
thinks it is the greatest job ever! After university she has found
her passions in food, yoga, dog walks, travelling and all things
natural. Dani would like to thank Lyla for opening her eyes to
this lifestyle! Y

I was asked to reach down and feel the head, I didn’t really feel
much, but I took it as a good sign because that meant the baby is
coming soon! They asked my husband if he wanted to get in the
www.asac.ab.ca | FALL 2011 birthissues

13

birth stories

THE BIRTH OF SAMUEL
By Donna Ritter

Sam was born October 30, 2003 at 8:16am by
scheduled cesarean section. He was 7lbs, 5oz
and came out roaring… but who wouldn’t,
with a birth like that? It was the best, and
the worst, experience of my life. The best
experience because my amazing little boy
was born; the worst because my body and
mind would undergo the rigors of an ‘elective’
cesarean section.
We were elated when we got pregnant and I could not wait to
embark upon pregnancy and birth for the first time. I made my
monthly doctor appointments without delay and did not hesitate
at all to go to the first of my many ultrasound appointments; they
wanted me to go so we could get an idea for a ‘due date’. My
ultrasound said that I was 10 weeks pregnant and that I was due to
have the baby on November 12.
A phone call a few weeks later took me by surprise, and started me
down the slippery slope toward a cesarean section birth. My family
doctor called to inform me that my placenta was ‘low lying’ and
that this would necessitate transfer of care to an obstetrician as
this could be a serious complication and I may need a cesarean (In
later years, I would learn that many, if not most, placentas are low
lying at this very early stage in a pregnancy and many, if not most,
placentas do migrate upward as the uterus grows).
The obstetrician was brief, professional, and impersonal. My
appointments lasted 5 minutes at most. In my appointments, I
would try to ask questions, but his hand-on-the-door-knob spoke
volumes and I learned that questions were not really welcome.
Certainly, information was not forthcoming.
Another ultrasound was scheduled to check on my placenta,
around week 24. Good news—the placenta had migrated, but
now the baby was breech! But, I didn’t worry yet. There was lots
of time for the baby to turn and I was confident everything would
work out as I hoped. I had read Birth Issues and knew about doulas
and midwives, but, I was not raised with the expectation of hiring
either, so never considered them as a real option for myself.
Besides, my husband and I felt that we could achieve a natural
hospital birth ourselves—and we wanted a private experience.
Ironically, we felt that hiring a doula or (gasp!) a midwife, would
be no way to achieve these objectives. We later found that, for us,
hiring a midwife was the only way to achieve these objectives.
My pregnancy progressed beautifully. I was thriving, baby was
fabulous, and I had never felt better. On to ultrasound number
three. Lets check on that breech issue. Sure enough, at about
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week 30 Sam was still breech and cesarean talk again began at my
appointments. I had been reading and learned that an external
cephalic version (ECV) was an option for turning a breech baby. An
external cephalic version is when the obstetrician manually turns
the baby by palpating the mother’s stomach—it can be painful,
the mother must be as relaxed as possible, and ultrasound is used
throughout to ensure that the baby is tolerating the procedure
well. I asked about this and was told that only a baby under 8 lbs
would qualify. So, back for another ultrasound to double-check
Sam’s size. Ultrasound number four at about 34 weeks—still
breech, and over 8lbs, so no external cephalic version (Note the
size of Sam at birth was 7 lbs, 5 oz. Remember, an ultrasound is not
an exact science!).
At home, I was working to encourage the baby to turn by aiming
music and singing low down on my belly, by shining lights down
low on my belly, and by doing the breech-tilt exercise. The
breech-tilt exercise has the mother lay on an inverted ironing
board, or other flat surface, with her head closest to the floor.
Imagine placing one end of an ironing board on a chair, the other
on the floor, then lowering down onto it so that you are almost
upside down. My husband helped me to do this exercise many
times throughout the day. It is not particularly comfortable to be
inverted when nine months pregnant! I learned of other turning
options years later, but at the time this was all I knew about.
At my 35 week appointment it looked like all the hard work at
home had paid off and the baby was now head down—and the
doctor did an internal exam and found I was 2 cm dilated! We were
thrilled with the good news. But, it was short lived as we came
back for the 36 week appointment to find, after the obstetrician
appeared with a hand held ultrasound device, that the baby was
still breech (or had returned to breech). Elation turned to despair.
My obstetrician said that breech babies were all delivered by
scheduled cesarean and that this was a safer option than a vaginal
breech birth. Ironically, the study1 upon which this unilateral
response to all breech presentations was based was later found to
be flawed and in the spring of 2009, the Society of Obstetricians
and Gynecologists of Canada released a new recommendation
that breech presentation should be evaluated on an individual
basis and that vaginal breech delivery should be offered as a safe
and viable option.2-3 Birth Issues has published these findings and
new SOGC recommendations. But, this reversal came six years too
late for us.
I went home from this last appointment in tears, and redoubled
my efforts to turn Sam. I was depressed and felt battered by the
whole process.
At the 37 week appointment, my husband came with me. I was
too emotional to speak clearly or coherently, but I wanted to push

for waiting… waiting for labour to start on its own or waiting to
give the baby more time to turn. When we entered the room, the
obstetrician said, “You will be parents on Thursday.”
No “Hello”, no “I see you are distressed”, nothing to address our
obvious disappointment with what was happening.
I started to cry, and my husband asked, “Is there any benefit to
waiting”. The answer? “No.”
That’s it. Just, No. No explanation why, no further discussion. We
are both university educated, well-read, approachable individuals,
but, we were treated like naughty children who could not possibly
question, let alone understand, the reasons for this surgery. So,
why even waste valuable obstetrician time explaining it to us?
Later, we were to learn that there are many, many good reasons to
wait. His response was at best coming from ignorance, at worst a
flat out lie. There are good reasons to avoid pre-term cesareans:
accidental delivery of a seriously premature infant (especially
when the conception date is not known, which ours was not),
lack of exposure to invaluable labour hormones for mother and
baby, as well as breastfeeding complications. The obstetrician gave
us no explanation for his decision to surgically remove a healthy
baby, pre-term at 38 weeks, from a healthy mom.
He directed us to see his secretary and then just walked out. We
left in a daze. The surgery was a week away.
I was in a depression for the rest of the week. I cleaned and
cooked and prepared, but without any joy or anticipation for the
upcoming birth. I only felt disappointment and personal failure.
I started to research, then stopped, afraid of what I would find –
there was no fight left in me – no motivation to stop the ball that
had started rolling so many months ago with that first ultrasound
and obstetrician appointment.
Wednesday came—our pre-op appointment at the hospital.
What a lovely prelude to a birth. My blood was typed, a view of
the operating room was provided, a hospital bracelet was put on
me, and a video was shown on what to expect during the surgery
and postpartum period. Needless to say, the video said little of
value and most of it was highly inaccurate when compared with
the actual experience. The video made the surgery seem a breeze,
recovery a simple matter, and did not speak at all to the possible
complications that could arise from a cesarean birth, let alone
comment on the emotional turmoil I would feel afterward.
Although I know I must have signed a consent form, I do not ever
recall any medical professional at any time verbally informing me
of the serious risks of major abdominal surgery, for either myself
or my baby. One specific excerpt from the video still lives in my
memory—I should expect to experience some ‘gentle tugging’
during the surgery— perhaps that was their way of describing
how my anesthetized body was heaved and shoved all over the
operating table, to the point where I thought I would fall off?
Back to the pre-op day. It was a busy day with the hospital
appointment and last minute preparations, and by the time my

husband and I lay in bed together, we were exhausted. As I lay
there, I asked my husband, “What if we just didn’t show up?”
But, we did. My surgery was scheduled for 8am, the first of the
day, and we had to be there by 6am.
I arrived and received my hospital gown, and went into a pre-op
room to have my incision area shaved and IV and fluids started,
and a catheter inserted in my urethra. Then, I lay shivering and
cold on the bed, waiting, as they performed one final ultrasound
(at my request) to make absolutely certain that the baby had not
turned in the night. This was the miracle I was praying for. But no
such luck. Still breech. Still cesarean.
I began the walk down the long hallway to the operating room,
accompanied by a nurse and my husband. Loose gown, drafts
blowing up against my healthy, thriving pregnant body, catheter
hanging out attached to a pole and bag that I pulled along beside
me… no joy, no anticipation. Fear and failure were my main
emotions. It seemed like everyone, including myself, had forgotten
that a baby was being born very soon.
As I walked down the hallway, I saw my obstetrician arrive and he
said, “Ready to have a baby?” I just smiled and trudged on to the
operating room. We got to the doors. My husband gave me one
final hug, and left me to go put on his sanitary blue operating
room outfit, while I entered the surgical suite alone. There were
three other people there. An anesthetist and two nurses. I was
shaking. I sat on the operating table and the anesthetist asked me
to hunch my back and hold very still. I hunched over a tray table,
while a nurse held my arms and told me to calm down and relax. I
was quietly crying by now.
The spinal epidural went in with only a bit of pain, and I lay down
with my arms stretched out to either side of my body. What a
surreal experience to prepare yourself to be awake and aware for
major abdominal surgery on your own body.
My husband arrived and sat by my head. The obstetrician and
another doctor arrived and began preparations. All our cesarean
birth requests were denied – we asked that the doctor tell us what
he was doing as he did it, and we asked that the screen be lowered
so I could see the baby being born. The doctor said that he “didn’t
put on shows” and that was that.
The obstetrician, another doctor, and the anesthetist talked about
their recent holidays and about hockey. They laughed and joked.
I cried and my husband was silent. Our child was being born and
there was simply no respect for what was happening. Silence
would have been preferable to this blatant disregard for the
people who were there and the event that was taking place.
A co-worker had tried to console me that all her three babies had
been born by cesarean and they all came out peaceful and serene
due to the gentleness of a cesarean birth, versus the supposed
violence and force of a natural birth. I have to assume she was
under general anesthetic for her births, because Sam’s birth was
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THE BIRTH OF SAMUEL

the most forceful physical experience I have ever endured. And, I
wasn’t even the body being pulled and yanked on!
Sam was born 16 minutes after I entered the operating room. The
anesthetist announced that it was a boy, and Sam was taken away
across the room to a little bassinette. My husband immediately
went over to the baby and began singing to him as I tearfully
ordered him to “sing, sing louder”—sing to the baby so that he
could hear a familiar voice.
He was soon brought over to me, amid the smells of my own flesh
being cauterized, and I touched his face and nuzzled him as he
was held for me, in the crook of my arm. During this time, though
I did not know it, my uterus was removed from my body (as it is
during all cesareans) cleaned out, and replaced back in my body,
amongst all my other displaced internal organs. I was sewn and
stapled. The disinfectant was washed off my naked body, I was
transferred to another bed, covered up, and wheeled out of the
operating room, with Sam tucked into the crook of my arm.
We all went to a recovery room. I was feeling well and asked to
start breastfeeding, but no one answered me and no one told me
I could. I felt like I was usurping someone’s authority if I just chose
to do it on my own, so I waited. It was over two hours before I
was in my own room, when a nurse finally asked if I wanted to try
nursing. I was adamant. I was nursing this baby. I felt I had failed at
birth, nursing was going to happen. It just had to.
But, having had a scheduled cesarean, my body took time to catch
up to what had happened and it took my milk a long time to come
in—add this to the fact that my confidence as a mother had been
severely shaken by the cesarean. The result was a terrible initiation
into breastfeeding. But, despite the very difficult path, I persevered
and nursing eventually was established. But it was a long, tearful,
lonely path.

rude doctors in the operating room. I was not giving Sam’s birth
the respect it was due. However, now I can say that I am proud of
Sam’s birth and of Sam—my amazing and inspiring little boy—
now, I can fully appreciate the insight we gained and the journey
we began on the day he was born.

Notes:
1. Whyte H, Hannah ME, Saigal S, Hannah W, Hewson S, Amankwah K, et al.
“Outcomes of children at 2 years after planned cesarean birth versus planned
vaginal birth for breech presentation at term : the International Randomized
Term Breech Trial.” American Journal of Obstetrics and Gynecology 191
(2004): 864-871.
2. Goffinet F, Carayol, Foidart JM, Alexander S, Uzan S, Subtil D, et al. “Is planned
vaginal delivery for breech presentation at term still an option? Results of an
observational prospective survey in France and Belgium.” American Journal of
Obstetrics and Gynecology 194 (2006): 10002-10011.
3. Society of Obstetricians and Gynecologists of Canada. “SOGC Clinical
Practice Guidelines no. 226: Vaginal Delivery of Breech Presentation.” Journal
of Obstetrics and Gynaecology Canada 31, no. 6 (2009): 557–566. See also,
Society of Obstetricians and Gynecologists of Canada. “SOGC Clinical
Practice Guidelines no. 155: Guidelines for Vaginal Birth After Previous
Caesarean Birth.” Journal of Obstetrics and Gynaecology Canada 27, no. 2
(2005): 164–174.

Donna Ritter is a full time mom to Sam, 7, and Noah, 4. She
presents ASAC’s monthly Info Sessions, is a sometimes-doula,
and passionate VBAC and breastfeeding advocate. A past
editor/writer for Birth Issues, look for Noah’s HBAC birth story
as well as “VBAC Preparation” in the Winter 2008/2009 issue,
“VBAC at Home” in the Summer 2010 issue, and “Cesarean
Voices – Book Review” in the Winter 2010 issue. Donna is
preparing, with her husband and boys, to welcome a new little
person to the fold, sometime in the early fall. Y

Our journey with Sam has never been an easy one. Sam was a
fretful, high need baby. He cried often and slept little, right from
his first day of birth. The nurses had no idea what to do with him,
and the doctors told us it was ‘colic’. Our road with Sam continues
to be a difficult one—at six, Sam was diagnosed with Autism
Spectrum Disorder.
Sam’s birth prompted me to look for answers, to read and become
an informed consumer of all things, and to eventually pursue a
vaginal birth after caesarean (VBAC) with our second child, Noah,
in 2007. Noah’s gentle birth was attended by a midwife and he
was born in our bedroom, into water. We finally had the natural,
private, personal, and safe prenatal care and birth experience we
had been searching for. All we had to do was take the responsibility
onto ourselves—to learn about the natural, normal course of
pregnancy and birth and the options available to us.
Cesarean birth is still a birth, but few of us see it that way, really. I
gloried in writing Noah’s VBAC birth story and did so within weeks
after he was born. It had never occurred to me to write about
Sam’s birth until almost seven years later. I was just as bad as the
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HOW I LEARNED
I DO HAVE A CHOICE.
By Brandy Behrisch

I am the mother of five children. Each of them is very
special in their own way, much like their birth stories are special. I
have learned so much as a woman and a mother from them. I live
in Fort McMurray, Alberta. A bustling city in the north-eastern part
of Alberta that has grown at a phenomenal rate. There are many
young families here and many have more than two children like
you often see in Canada. Sadly, most of the women birthing here
will have highly medicalized births, unless they choose to not go
to the hospital or have a strong voice and fight for what they want.
My first child was born in 1999, I was a newlywed and didn’t know
a lot about childbirth. While I was expecting I found a group that
has since folded, it was called The Association for Safe Choices
in Childbirth1. This group showed films on natural childbirth
and talked about midwives. I learned a lot during this time and
I thought, “I can do that, I can give birth naturally.” I didn’t see a
need for a midwife, I thought homebirth was ‘weird’.
My daughter was born on November 30, 1999. I had a very
medically managed hospital birth with a surgeon (we had two
obstetricians at the time, those were the only options). Nobody
listened to me asking for help. Instead, help was given in the form
of pain medications. I was given pitocin and laughing gas. I was
also given cytotec, it was a white pill that I swallowed to, “help
your labour pick up”. This pill causes tetanic contractions, which
can lead to fetal distress and uterine rupture!2
I didn’t know the words to use. I didn’t know how to advocate for
myself. Toward the end of my labour, my daughter’s heart rate
plummeted all the way down in the 60s (normal is in between 110140 beats/min) so I had an emergency episiotomy and vacuum
extraction—although nobody asked me if I wanted these or even
told me I was going to have them, they were just done.
I truly believed at that time, and for the longest time, that if it
wasn’t for the skill of my surgeon I surely would have lost my
daughter. He had saved us. I was very grateful. In a way he did, but
wasn’t the saving due to an intervention?
After this difficult birth my daughter was with the nurses for the
first six hours of her life, she was ‘snuffly` and needed observation.
I finally asked over the intercom, “Did my baby die?” and she was
finally brought to me. I met my Sydney Charlotte who was 7lbs.
8oz, 22.5 inches tall. She had a broken collarbone. I thought it was
because I wasn’t big enough to have her. After all, my mother had
two scheduled caesareans because x-rays revealed that her pelvis
was not big enough to deliver a child. I was amazed I didn’t need
surgery too. Nobody thought of explaining to me what the broken
collarbone was due to!
In 2000 I was pregnant with my second child, a son. As soon as
I found out I was expecting him, I called a doula. I was 5 weeks
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along and I knew I needed
someone on my side. I learned
so much from my doula. It is
thanks to her that I joined the
above-mentioned group. I found
a new family physician (who
has since moved south of Fort
McMurray) that would attend
hospital births and I felt so much
more confident in my ability to
birth a baby.
When labour began this time I was calm. I called my doula,
laboured at home and was admitted to the hospital at seven
centimeters. I was so proud. I birthed my baby on July 3, our
2nd wedding anniversary, and was proud to say I had no pain
medications, no augmentation and this baby was even bigger than
my first! Addison Caelan was 9lbs, 4.5oz and 22.25 inches—but he
also had a broken collarbone. Maybe something was wrong with
my body, maybe I wasn’t really big enough, maybe I was like my
mom?
In 2002 I was expecting baby number three. This time I called and
met a number of midwives. I settled on one from the Edmonton
area. I was elated! Then my husband got cold feet. He wasn’t sure
if he was comfortable with her and it was “a lot of money” so I
let her know I didn’t need her3. I looked some more and found
another midwife (from Fort Fitzgerald, Alberta) and I thought he
would be comfortable with her. I made arrangements but at 31
weeks she called to say she was unable to be my midwife because
she had to travel out of her town to attend more births in order
to renew her registration. But not to worry, she had spoken to yet
another midwife on my behalf and I could still have my homebirth.
I met my midwife four weeks before my daughter was born. We
traveled to Edmonton (5 hour drive) to meet her and felt very
comfortable with her. When labour began I called her and she
made the drive all the way here to witness her birth.
It was so different (and so much better) than my hospital
experiences. I also had a friend present who was a registered nurse
(and is now a registered midwife in Edmonton), a 2nd attendant
(who was a registered nurse) and a student nurse. During this birth
I was the one in control. I didn’t have to ask for permission to do
anything, I did what I wanted when I wanted. Kiera Capri was born
in water (the fishy pool) on December 10, and was 8lbs 13oz, 20
inches and—didn’t have a broken collarbone.
In 2005 I was expecting baby number four. I called my midwife
but she was unable to be with me. She was now working for the
Shared Care Maternity program at the Westview Health Center in
Stony Plain and couldn’t travel to births out of the city anymore. I
was crushed. I wanted to have the same birth as with my last baby.
I wanted a midwife. I had to find a way to have the same birth
experience.
I decided that I would have my baby at home anyway. Why did I
need a hospital? I had three healthy babies, I didn’t tear, I didn’t
need medical management and I definitely didn’t need to fight to

birth my baby the way my body was meant to. I learned a lot that
year. I learned to trust in myself, my body and in birth.
My husband was initially anxious, but he became more
comfortable as we progressed through the pregnancy. We
prepared by reading many books on trusting birth, homebirth
and some on emergency birth. I also prepared by eating healthy
and keeping active. And finally, I reached out to others that had
unassisted births and benefited from their mentorship.
I woke at 2am on the day my second son was born. At 3:30am my
husband came to the bathroom to check up on me and quickly
fell back asleep. I laboured comfortably in the bathtub. “We would
inflate the fishy pool soon”, I thought, “after all, my shortest labour
was 12 hours.”
At 6am my water broke and at 6:15am I was holding my 10lb. 3oz,
21inch son, Julius Crispin. I caught him, my husband watched, he
was born in the bathtub. He had the cord around his neck, but he
was fine. We unwrapped it and he pinked up quickly—and he too
didn’t have a broken collarbone. I know that if I had been in the
hospital it would have been handled very differently.
I did it on my own. I had a baby without an attendant. Would I have
liked one, definitely, but without a midwife available, what could I
do?
In 2008 I was expecting my fifth child. I called the midwives again,
but no midwives would come. I was comfortable with having
another unassisted birth, although I would have rather had a
midwife present. Approximately 8 weeks before my son was born
we realized he was breech. We did not panic. We knew he could
turn on his own. But he didn’t.
My family doctor knew my history and knew my plan to birth
unassisted at home. She advised me that an external cephalic
version (ECV) was a good idea4. I called the obstetricians in Fort
McMurray: One was on vacation, one was unable to do an ECV
without ultrasound in the office and the other would see me.
The day before my appointment the clinic called, “the Doctor
reviewed your history, because of your bleeding disorder (Von
Willebrands’ Disease, a clotting issue) she is advising that ECV is
too dangerous and you should schedule a caesarean”. What?
My family doctor let me know that the hospital knew my baby was
breech and that if I showed up I would have no other option than
to have a caesarean section. I was told that I would have no option
to say no and that a doctor would sign forms to consent to the
surgery. Whether it was true or not, I was very frightened and felt
cornered.
What was I to do? I wanted a healthy baby too. Should I have
a breech baby unassisted or have surgery I didn’t consent to? I
called everyone: the International Cesarean Awareness network
group (ICAN) in Edmonton, my previous midwife, I called all
over. I needed help. I tried everything: Webster’s’ Technique,
moxibustion, pulsatilla, visualization, massage, relaxation, upside
down on the ironing board, etc. It didn’t work. I even went to
Edmonton, and had an ECV. But it was unsuccessful.

I went home again. I called more people and I made arrangements
to birth in Yellowknife, if need be, with an awesome obstetrician
I have never met who agreed to support my choice to give birth
naturally. He agreed that he would attend my birth and wouldn’t
force a caesarean upon me. I also found two obstetricians in
Edmonton that would attend a breech vaginal delivery. But I really
wanted another homebirth. I tried another ECV in Edmonton and
this one worked! What relief … eight days later labour started.
This time labour began after my husband went to work. I called
him at 11:15am to tell him it was baby day. He walked in the door
at 11:55am and our son was born at 12:12pm, in the bathtub.
Labour was 3 hours long. I was alone, with 4 children, for most of
it. I would have very much loved to have a midwife present, but
even if I had hired an Edmonton area midwife, she wouldn’t have
made it in time. Sebastien Carmon was born July 27th, he was 8lbs.
13oz and 20 inches tall with an intact collarbone. He is my last
baby.
I am happy to have learned all I have, but I wish it wasn’t all such
a fight to have what I wanted in childbirth. I wish there was more
available options to women. My journey as a mother has been
interesting, I have learned how to advocate for myself and make
choices that suit me and my family. I have made choices that
appear extreme, but not without research and careful planning.
My husband has always been fully supportive and we feel
empowered by the choices me made. They were our choices. We
wouldn’t have done anything differently. I only regret one thing:
not having midwives in Fort McMurray!

Notes:
1. In 2001, I became a member of ‘The Association for Safe Choices in
Childbirth’, later on it was re-named ‘Birth Choices’. I became president of
this group from 2005-2009 and then it folded.
2. Cytotec, also called Misoprostol, is a synthetic prostaglandin used to stimulate
uterine contractions and prevent postpartum hemorrhage. It is a very strong
drug in a small pill that can be taken orally or broken in pieces and inserted
vaginally. Side effects include diarrhea, abdominal pain, uterine rupture and
vaginal bleeding. It should never be used during pregnancy or to stimulate
labour since it can cause abortion, premature birth, tetanic contractions, fetal
distress, and fetal death!
3. Midwifery services used to cost between $2000-3500. Since 2009, Alberta
Health covers midwifery services.
4. An external cephalic version is a process by which a breech baby can
sometimes be turned from buttocks or foot first to head first. It is usually
performed late in the pregnancy. In this procedure hands are placed on the
mother’s abdomen around the baby. The baby is moved up and away from the
pelvis and gently turned in several steps from breech, to a sideways position,
and finally to a head first presentation. An epidural is often placed, continuous
fetal monitoring, and an operating room is made available just in case baby
goes into distress. An ultrasound is used to estimate if there is sufficient
amount of amniotic fluid to move baby.

Brandy Behrisch resides in Fort McMurray, is a married
mother of five, a birth and postpartum doula, as well as a
childbirth educator and a breastfeeding counselor. Brandy
enjoys attending homebirths and runs a breastfeeding support
group. In her spare time, Brandy enjoys walking with her dogs,
reading and learning to garden. Brandy is currently a student
in Justice Studies in Lethbridge College. Y
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FRANKLY MY DEAR, I JUST DON’T

Mommy is getting tired.” I was feeling a lot of pressure in my
bottom and the doula mentioned it would be good if I could have
a bowel movement so I decided to head to the shower alone until
the obstetrician arrived.

GIVE A DAMN

Prenatally I longed for a cave to birth in to ensure I could squat
and scoop my baby up on my own to my breast. I was afraid of
being told to lie down and to have the birth, and first precious
moments, taken away from me. I had expressed my preferences
during prenatal appointments and the obstetrician told me,
“Women don’t stand to give birth” adding, “squatters” eventually
lie on their backs, legs supported, during birth. I thought, “you
don’t understand at all”.

By Erin Mayou

May 30th, 2010, I’d gone to bed around 2am,
and soon felt the first contraction. After three
more within the hour I knew that, whatever
stage of labour (active, early, false), it was
bound to be annoying to my partner so I
moved myself to the couch to rest as best
I could. I found sleeping impossible and eagerly waited an

In order to achieve the privacy I needed to birth the way I had
envisioned I retreated into the shower. I pushed lightly along
with a few contractions. I could feel the bag of waters bulging
about two knuckles deep but felt no obvious progress was being
made and I wasn’t feeling an overwhelming urge to push, just an
overwhelming fullness and discomfort.

appropriate hour to call and tell my mother what was happening.
By 6am contractions were around 7-8 minutes apart and I was
feeling a bit giddy from excitement and lack of sleep.

At 6:30am the physician who examined me seemed disappointed
to tell me I was 6cm and my cervix was very hard. My heart sank.
I thought, “I have been slowly progressing for nearly 30 hours
now, in the hospital for almost seven hours and only dilated 2cm
since arriving?” I panicked and from here on out I only remember
pieces: little scenes from a movie, that were clearly not my life, as
I wouldn’t be agreeing to these things. I felt so removed from the
following story yet it is mine to tell.

I spent much of the morning and afternoon waiting for a chance
to meditate, saying goodbye to ‘maiden’ me, and welcoming
baby. Instead I felt overwhelmed by calls, visits, and peeing!
Late morning contractions were six minutes apart and were
manageable and by late afternoon they were around four minutes
apart. My sister-in-law spent the afternoon keeping me busy until
everyone came back from work. I was living with my family-in-law
so I sat with my excited family while being in what felt like active
labour.
I was surprised to feel that in the midst of this loving excitement
and support I was wishing, and waiting, for quiet. I half expected
my family would know I needed a mystical sacred experience. I
should have known that no one is a mind reader—but I was struck
by an extreme inability to speak. I just sat watching television with
family as contractions grew to ninety second crescendos at twominute intervals. I still found contractions manageable, but would
need to focus my breathing through the peak.
Around 8pm my mother-in-law asked me if it was time to go
the hospital. I wasn’t ready and suddenly felt frightened: by the
hospital, the strangers, the sterile nature of it, afraid I would have
no control. I called my doula, retreated to the shower, and delayed
going for four hours.
My reaction surprises me because I had been committed to
making informed and educated decisions. I was confident that I
would be able to advocate for myself if anyone suggested to fasttrack my birth. I had prepared myself because my obstetricians
and I were from different worlds. I was discouraged from standing
during birth, delayed cord clamping, or immediate breastfeeding
to release the placenta. To protect myself, I focused on informed
consent and my right to refuse treatment. I used these two
phrases as bodyguards keeping my birth team in check. I would be
able to give birth on my own terms. I would change my caregivers’
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This is what I watched happen to me.
The doctor stands in front of the window, surrounded in harsh
morning light, and says, “Contractions are petering.” My doula
encourages me and reminds me, “Nothing is wrong. We can
return to the shower.” Feeling claustrophobic I didn’t want another
few hours in the dark but all I could express was, “I don’t want to
go into the shower.”

mind after seeing how I give birth. I thought, “You will see the
difference!” I was very optimistic.1
Driving to the hospital was blinding excitement and I remember
only crossing the parking lot upon arriving. In Maternity the
nurse asked to examine me and I told her I was declining vaginal
exams. She responded, “One was needed to be admitted,” and for
a second I excitedly thought, “Is she sending me home?” Instead
I agreed to one, explaining I didn’t want routine exams, only if
asked. The nurse was understanding and reassured me that I was
nearly 100% effaced and 4cm dilated. However my contractions
were now back to 5min apart, and I dejectedly thought, “That’s
where they’d been early morning.”
It was midnight by the time I arrived in my room. I quickly
retreated to the washroom in my room, wanting darkness and
warmth. The memory that stands out the most during this phase
was holding my mother-in-law’s hand in the dark of the bathroom.
She was silent, contraction after contraction, and a steady anchor
during a time of peaks and waves. Although birth never happened
as beautifully, or as lucidly, as I had imagined, looking back I
did reach that meditative state I was looking for earlier. I don’t
remember visualizing themes I had practiced during pregnancy,

but I don’t remember feeling pain either. I felt like an open window
in the night, staring out into the dark, open to possibilities.
Sometime around 5am I began feeling a bit of pressure and asked
for a vaginal exam. Instead a nurse came to check my baby’s heart
and told me the doctor was coming. I interpreted this as a sign
that I must be close to birthing my baby. I came out of my cave an
hour later and realized that it was day, which at the time I found
obnoxiously bright and a bit depressing as I thought I would have
a baby by now.
I was feeling an urge to bend forward and pillows were set up on
the bed. This embarrassed me. I didn’t want to wake my sleeping
partner for him to see me bent over and moaning. I didn’t even
want to moan, but couldn’t say that. I wanted to be mobile, to
dance, to rotate my hips but I felt too nervous and on display, so I
just stayed there bent over—embarrassed, tight, and stoic.
I started sweating and thought I would vomit, and I can remember
pleading at one point, “Baby you have to come soon because

Just before 7am I am advised to have my bag of water ruptured.2
My partner and mother in law take this chance to take a coffee
break. I was afraid of having my contractions being augmented,3
so I agree thinking this would buy me time on my own again. The
physician exclaims after breaking my bag of water, “ There’s a lot
of meconium!” A nurse leans over and seems shocked. My doula
gets a peak too. Fluid is gushing out of me with each contraction.
I feel gross and on display. I make a move toward the bathroom,
feeling both dirty and curious, but both the obstetrician and nurse
tell me, “Don’t move!” My baby’s heart is sounding fine despite
the meconium but the doctor proceeds with a vaginal exam
regardless. I never had time to give consent (or refuse). She just
went in and jokingly exclaims, “Oh that isn’t a cervix, it’s an anus!”
Of all the thoughts surrounding a surprise breech in transition,
mine was along the lines of, “How did you think 6cm was an anus?
What were you doing in there?” After being worried about vaginal
exams for countless reasons, I was shocked to find yet another
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FRANKLY MY DEAR, I JUST DON’T GIVE A DAMN

potential risk: rectal exams! Then it dawned on me, “Anus, that’s on the bum, my baby is
breech!”
I retreated further into shock, and the scenes get smaller and smaller.
The doctor gets an ultrasound to confirm the breech presentation. The image of my
baby appears on the monitor folded in half: head and feet up, bum down by my cervix.
My doula hugs me. The physician tells me, “Your cesarean is booked. You are pushing
back three other women for your emergency.” Someone puts in an IV. A woman inserts
a catheter while another explains a piece of paper to me (my consent form to having a
cesarean). My partner comes back from his coffee break and sees me exposed with the
nurses inserting the catheter. He watches them insert the catheter. They ask me to sign
the paper. I do absent-mindedly without reading. For a brief second I wonder, “Could that
have said they can take my baby?”
I am wheeled down a hallway that my support people can’t follow. I am alone surrounded
by strangers. I am lying on a table still sitting on all the meconium. I am asked if they need
to strap my arms down. I don’t understand. I look down and see my arms jumping off the
table. I try very hard to prevent my arms from jumping but it’s out of my control.
My partner arrives in the operating room. He tells me to look into his eyes. I am crying
and shaking. I stare straight at him and am slowly able to breathe deeper. I am so glad
he is with me. I had let him sleep thinking labour was going slowly. Despite the seven
hours at the hospital we hadn’t had a chance to connect. Finally he was here, and his eyes
shone out of a mask of sterile blue. In this confusing time, his presence proved to be a
comforting and steadying force.
The cesarean is proceeding. I am curious to watch and wish there wasn’t a drape between
my head and my uterus. Yet at the same time I am panicked and worried that I may not
take it well. I ask my partner to tell me what is happening and to announce our baby’s sex.
He stands up and he is very attentive. I can tell he thought it was the coolest thing he’d
ever seen: they were cutting and holding me open with clamps. I feel pulling and tugging
around. I wait, and wait, and wait. I wonder about what my sweet baby is thinking and
how shocking this entry into the world must be. I think of the peaceful birth I had longed
to provide for my baby and that it was currently being ripped out of me. I am openly
weeping and keep repeating to myself, to my babe, “I’m sorry.” Then a man says, “It’s a
girl.” My partner, “It’s a girl? It looks like a girl.”
“I have a daughter,” I repeat out loud. My mantra, my focus. I tell my partner to be
with our daughter, and my physician takes this lonely isolated moment to pressure me
into the Vitamin K shot and eye drops I had declined. I was heartbroken, and wavered
in my convictions, but am so proud to know that my partner didn’t—as neither were
appropriate for us.4
I remember thinking about my crying daughter who still hadn’t felt her mommy’s skin5,
and how instead she was being vigorously rubbed by strangers, how her vernix was being
washed away6, how she was being placed on a cold surface under harsh lights, and how
her cord was clamped immediately after birth7. I felt defeated and heartbroken. I couldn’t
see my baby or hear much. I heard someone ask dad to cut the cord. I instinctively knew
this was the second, aesthetic, cut. I had already been severed from her.
I see my partner’s face bobbing into my stormy view, telling me the sweetest thing, “She’s
so beautiful! She looks just like you.” He brings her quickly to me, but I can’t get my arm
around to touch her. I try to kiss her but can’t reach.
My daughter I’m sorry. I missed the power that comes from knowing you can accept
those last moments of birth: the confidence and inner strength. My daughter I need you
to know all the strength it took for you to be born through cesarean. How strong I had to
be to just settle and realize I couldn’t touch or kiss you yet: to let you leave. How strong
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I had to be to hold you that quick moment in recovery terrified I
would drop you. The strength it took to get up alone in the night,
carrying my catheter, to change you.
In recovery your father fawns over you and the look on his face,
caressing you, is the most tender, precious, thing I have seen. I love
him so much, and you look so beautiful together. We had talked
about your name, Niaouli, a cleansing respiratory plant for my little
Gemini, and decided on Theodora for your middle name after the
Byzantine Queen. Your dad told me our little Niaouli Theodora
was born at 8:36am, 21” long, and weighing 7lbs 2oz.
You are my daughter. Despite the fact that your birth wasn’t what I
wanted for you, you are to be the woman you were meant to be: a
little on the stubborn side, always testing your boundaries, and the
perfect challenge this woman needs to become the strong and
courageous mother you need me to be.
Informed consent and the right to refuse were not the bodyguards
I hoped for. But I have come to recognize them as the strong
foundations they are. Upon these you can build a plan for a
birth, but in the end I think it is counterproductive to the labour
process to require the woman to act rationally regarding her care.
I think this speaks volumes for how important the birth team is,
and having everyone on the same page before labour begins. A
woman shouldn’t have to go into birth feeling like she can fight off
any obstacles, rather she should enter birth knowing she will be
supported. I will be placing a lot more emphasis on my gut instinct
to go for midwifery support in the future, as that is the paradigm
that suits my needs.

absorb into the skin. It helps the skin from drying out, as well as fighting off
infection.
7. There is new evidence emerging to support that immediate cord clamping
(ICC) after birth can decrease the amount of red blood cells that the baby
receives. ICC has been standard practice for as long as most of us can
remember. However, the practice was not based on good scientific evidence,
and in some cases, it is clearly harmful. A number of studies have been
published in the past 10 years proving that delayed cord clamping (DCC)
is beneficial to babies. It allows babies to receive their full supply of blood,
and has been shown to improve neonatal cardiopulmonary adaptation,
blood pressures, oxygen transport, red blood cell flow, days on oxygen and
ventilation, and anemia. DCC also shows benefits in extremely low-birthweight and premature babies. Many hospitals now commonly practice DCCs
for preemies because it enables them to require fewer blood transfusions,
have higher mean blood pressures, and requires fewer volume boluses. The
Grey Nuns hospital in Edmonton recently changed their protocols to include
DCC for all newborns, not just preemies.

Erin Mayou is mother to one determined and courageous girl.
She works in the Edmonton area as a holistic practitioner, and
loves picking herbs in the river valley. She is a budding birth
advocate, interested in maternity care, and dreams of one day
owning a health retreat and birthing center. Y

Notes:
1. As the last few months of my pregnancy passed I longed for a cave for birth.
Interpreting this as needing my own space, I looked into homebirth. However,
I quickly became aware of my limited choices. The midwives were all booked
and I didn’t feel I could hire a traditional birth attendant or birth unassisted
because I didn’t have my own home. Homebirth became a dream.
2. Breaking the bag of water is also called breaking the bag of membranes or
artificially rupturing the bag of membranes (ARM). It can help bring the baby’s
head down further and place more even pressure on the cervix, which has the
potential of speeding labour up.
3. Augmenting uterine contractions can be done in several ways. The artificial
way is to place an IV with the synthetic form of the naturally occurring
hormone Oxytocin. This synthetic form is also called Oxytocin, as well as
Pitocin or Syntocinon. It can make contractions stronger and more rhythmic.
4. The Vitamin K shot is given to newborns to prevent internal hemorrhage
as they are not born with Vitamin K themselves; our baby had no signs of
bruising, and I had been including Vitamin K in my diet through pregnancy
and planned to breastfeed. The eye drops are antibiotics meant to protect
the baby from contracting psyphillus as it passes through the vagina; as I have
been in a committed, loving relationship for several years, had been tested for
STDs prenatally, and didn’t even birth my daughter vaginally I did not feel they
were appropriate.
5. Although babies are often placed under warming lights during examinations,
a mother’s chest is naturally the hottest part of her body right after giving
birth, making it a great place for bonding and examinations at the same time.
6. Although commonly washed away directly after birth, the vernix (white cream
on baby’s body) continues to protect baby’s skin as long as it is allowed to
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THE HEALING BIRTH OF

MATILDA ZHENG
By Katherine Walker

Unlike many women, my desire to birth at
home was not a difficult decision to make.
As the daughter of an experienced and prominent midwife, home
birth was something I grew up with, and something I always
assumed I would do. It was not a choice I needed to make; it was
just the way we did things in my family.
Three years ago, when I was pregnant with my first daughter, I
spent the entire time enjoying my pregnancy. I was healthy, active,
and felt wonderful. Other than my expanding waistline, I never felt
pregnant at all. That’s why it was such a shock for me when, in my
41st week of pregnancy, my blood pressure suddenly skyrocketed,
and tests showed a high level of protein in my urine. Even though
I felt normal, these are all signs of preeclampsia and my mother
consulted with a doctor that she trusted. My options suddenly
narrowed, and I made the choice to be induced in the hospital. I
checked in on Friday morning to begin the process. To make a long,
unfortunate and disappointing story short, my daughter was born by
C-section the following Monday night.
That experience was life-changing for me. Although the birth was
not what I wanted or expected, it did result in a healthy baby girl,
and provided me with an opportunity to learn a lot about myself.
Sometimes you don’t get the birth you want, but you get the birth
you need.
This past January, I had the opportunity to try again. My second
pregnancy was also fairly easy, and again I was planning a home
birth. I spent a lot more time this pregnancy dealing with my
mental baggage acquired from my first birth experience, and tried
to identify and deal with my fears, distrust and disappointment in
myself. I wanted to put it behind me, so the issues would not sneak
up on me again.
I thought that my biggest fear was ending up with another section,
and although that would be heartbreaking, I knew I could live
through it. As it turned out, I discovered and dealt with my biggest
fear when I was in labour. One thing I did to help me visualize the
birth was to write my birth story, a month before I was due. The birth
of my second daughter went just as I had written it, except that it
was completely different. The work and reward involved was unlike
anything I could have imagined.
I woke up early, on the 23rd of January 2011, eight days before I was
due. It was just after 5am, and I couldn’t get comfortable in my bed. I
got up, went to the bathroom, then went back to sleep. Ten minutes
later, I woke up, uncomfortable again. What was wrong with my
bed? Is it my hips? The discomfort subsided, and I fell asleep again…
for 10 minutes. This continued until I got out of bed in frustration,
and decided to start the day.
My brother had spent the night over, and as usual, we all took turns
that morning playing cards with my mother. Every 10 minutes I had
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to stand up from the table and rock my hips. My mom kept asking
me if I thought it might be contractions. I definitely did not think
so. It wasn’t painful, and it felt nothing like what I felt when I was in
labour with my first daughter. This was not nice, but it was definitely
an in-body experience, whereas my induced labour with my first was
definitely a more out-of-body, external feeling. This felt more natural
than supernatural.
The regularity of this natural, in-body discomfort continued its 10
minute cycles, and my brother began to panic that he may be there
for a birth. He demanded my mom drive him home, which is about
50 minutes away. Mom checked me before she left—about one
centimetre. Then they were gone.
I was home alone with my daughter. As soon as my mom and
brother had turned the corner, and the sound of the engine
had blended into the distance, contractions began in earnest. In
retrospect, I think this is what my body was waiting for; for my entire
pregnancy, I tried to envision giving birth on my own. I felt that
the outcome of my first birth could be emotionally attributed to
my underlying belief that birth would somehow be easier for me,
because of who my mom is. I subconsciously expected her to do the
work for me. Some lessons are hard to learn, and I pushed myself
this pregnancy to prepare to do it alone.
It was nice to have my daughter with me. We had spent a lot of
time practicing our sounds, so she groaned and mooed right
along with me, without any fear. She was actually quite excited
that the day had finally come, and she would finally be a big sister.
Between contractions I cleaned the house and set up the pool in my
bedroom.
My mom is full of sage wisdom, and her best lines I have heard her
repeat over and over to all of her clients. One that always stuck
with me was, “only eat what you want to throw up in transition.” I
pondered that question long and hard, and decided that I would
like to puke up Dilly Bars from Dairy Queen. Chocolate, cold and
refreshing, and not something I have often enough to really regret
not eating again for a long time. I texted my brother to let mom
know to pick them up on her way back. (She purchased a cheap
imitation supermarket brand, not realizing that her desire to save
time would irrevocably alter my birth plan and be forever etched in
my memory).
Mom returned around 4:30pm, and checked me again. Definitely
happening. I was four centimetres dilated with a stretchy cervix.
I was still coping well, although it was getting less pleasant. Mom
started filling the tub; my daughter jumped right in. This was how I
wanted it, but I quickly changed my mind as it became really difficult
to let go through the contractions with her splashing about, and
it was certainly not fair to expect her to be quiet and still in a pool.
Thankfully my sister was there to take care of her. My mom made a
deal with my daughter that she could get back in the tub when the
baby was almost out.

Somewhere at this point my memory starts getting a little wonky,
and I am sure that I am not recalling things in order or clearly. I
remember using the computer to call my husband, who lives in
China; speaking Chinese completely fuddled my brain, and I had
one loud, painful contraction while speaking to him. He started to
beg me to go to the hospital, saying he couldn’t bear to hear me in
pain... I was filled with a surge of inhuman rage, and I slammed the
computer shut. “What a baby”, I thought. That was exactly what I
didn’t want to hear, but also very much in his character. His concern
was his way of showing love. In hindsight I should have prepared him
for the event, much as I had prepared my daughter.

there, it felt like that spot was radiating energy, letting it escape
when I needed it elsewhere. With her hand there, I was focused. I
progressed.

As evening set in, I was in the birthing pool. My memory is as
rippled as the water I was in. I was leaning over the edge a lot; I was
hot. Sweating. The plastic edges of the tub were not comfortable,
so mom covered them with a towel. I wiped sweat off my face
and neck constantly. Mom, knowing that my birth plan was to
do it myself, kept her distance and didn’t touch me much at all. I
remember thinking that I really wanted her to make it feel better, but
I was also too stubborn to ask. I would do it. I could do it.

Mom was telling me to push through it. I remember pushing as hard
as I could, and that feeling of sudden relief when the head came
out. Once it was out, it felt easy. Mom had already called my sister
and daughter up. Another contraction, and I was holding my baby. I
looked up, and my first daughter was in the water with us. The joy on
her face was a reflection of my own. I looked at our baby for what
felt like several minutes before I thought to check the sex. To my
surprise, it was a girl! Matilda!

I was still coping well; I tried to make the most of each contraction.
I squatted or draped myself over the side of the tub, I bared down, I
felt an urge to push even before I was fully dilated. It hurt, but I didn’t
fight it. I tried to relax, make low sounds, and make it happen. I didn’t
believe it was happening. I still thought it was going to stop at any
moment.

Matilda was born at 10:14pm, on January 23rd, 2011. She weighed
8lb 14 oz. She is beautiful.

The worst pain wasn’t from the labour at all, but from a leg cramp.
I had several during labour, and several after. These cramps were so
painful that labour was completely overshadowed. In the middle of a
contraction I remember leaping upright, out of the water to lay my
foot flat. When a contraction hit, I still had a mind enough to moan
low and relax. When a cramp attacked, I was suddenly erect and
howling like a coyote with her foot caught in a trap.
Mom checked me often, and more often as labour progressed.
At one point she was leaning into the tub to check me, while I
was draped over the side, when she slipped and caught herself
on my lower back. With her hand there, it was like my energy
was redirected. Although I didn’t notice it before her hand was

For several contractions, my mom was there to add focus to my
effort. She encouraged me to reach down and feel the head inside.
I could not. I still did not believe it was happening. It didn’t feel real
enough; it could stop at any moment. This was when I realized what
my greatest fear actually was; I feared that my body was built wrong,
that I was incapable of giving birth. My fear was holding me back.
When I realized this, I did reach down and felt the soft fuzz. It was
happening. I was almost there.

The rest of the events all kind of blur together, images stitched
together with euphoria and comfort. My daughter playing in the
water saying, “Look! I’m red! I’m red!” Calling my husband again
with happy news. Getting tummy rubs to get out the clots. Feeling
reconnected with my body. Sudden extreme hunger after the birth.
Eating granola and guzzling juice. Crawling to the bathroom. My
two girls cuddled up to me, both fast asleep, while I stared at my
beautiful baby all night.
I never puked in transition.

Katherine Walker is the lucky mother of two amazing girls in
a multicultural family. She runs a company that produces ecofriendly mom and baby products, which she co-founded with her
mother. She is also a full-time midwifery student, hoping one
day to take over her mother’s midwifery practice. Y
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THE JOURNEY HOME:
THREE GENERATIONS OF HOME BIRTH
By Nancy Johnson

t

1973
My mom gives birth at
home to my sister

t

1984
Home birth tea for
Anastasia’s birth.
Bill me and my mom

t

1986
Hayley’s birth

My parents are quietly conservative.
My husband and I are reluctant radicals.
Our daughters are savvy Internet-age
researchers and cautious consumers. What
do we have in common? We have all chosen
to birth our babies at home. It has been a long
road for each of us to find our way, but we have
no regrets that we stuck to our decision to
have homemade babies.
My parents started their birthing career the way most people did
in the 1960s. Dad brought my labouring mother to the hospital,
she was mysteriously whisked away by strangers, and he was
banished to a lonely waiting room until another stranger came to
inform him that he was now a father. For my mother, the story was
even more dismal. After enduring the various indignities of the
mandatory prep, her ordeal culminated in a battle between the
nurses and the forces of nature, with the nurses screaming in fury
at my mother to quit pushing because the doctor hadn’t arrived
yet. For the hostile half hour until he got there, they kept angrily
shoving their hands up her to push my head back up the birth
canal. With her second and third babies, my mother refused to
come to the hospital until the last possible moment. It was only a
marginal improvement. The nurses were still furious with her.
By the time they were expecting their fourth baby, my parents
decided there must be a better way. It was now the 1970s, and
it seemed only hippies had their babies at home barefoot on
the commune. That was not my parents’ style. Midwifery was
commonly believed to be illegal, and there was a huge stigma
attached to home birth. However, my cautiously conservative
parents studied all their options and decided that despite the
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t

1986
My home birth day
portrait

t

1987
Bethany’s birth

t

1987
My home birth day
portrait

various ramifications home birth would be their safest and most
satisfying choice. Their quiet enquiries led them to a foreigntrained nurse-midwife in Montreal who was willing to deliver their
baby at home in Ottawa. I remember it as a rather clandestine
affair. We children came home one day to find two strangers in
our parents’ bedroom. One was a lady we had never seen before
and whose name we were not told, and the other was our brandnew baby sister. For my parents, it was a deeply satisfying birth
experience, and in the following years my mother quietly helped
many other women on their journey to a more empowered birth.
My sister’s birth was an epiphany for my 9-year-old self. By the
time I was 11, I had secretly read all my mother’s pregnancy and
birth books cover to cover. I also had a radar for conversations
about pregnancy and birth experiences, and I would quietly tune
in whenever I could. I learned a whole lot. I learned that the ladies
that went for natural childbirth in the hospital had much happier
stories than the ladies who went for the whole works. I discovered
that most ladies didn’t know they had any choice in how they
would give birth or who would attend them. I was intrigued that
the ladies who seemed to have the happiest stories of all were the
ones who delivered at home, expectedly or unexpectedly, and I
decided very early on that when I grew up my own choice would
be to birth my babies at home my own way.
Interestingly, none of my siblings chose home birth. My parents’
positive experience did not automatically create a new family
tradition. We each independently weighed our various options
and came to our own conclusions. I chose home birth and my
three siblings planned hospital deliveries. Ironically, home birth
chose one of my sisters when despite an elaborate hospital birth
plan her first baby arrived precipitately in her bedroom one
morning before the paramedics could arrive. She subsequently
planned a midwife-attended home birth for her second baby, with
no regrets.

t

2005
Isaiah

t

2007
Micah

t

2011
Zepherine breast feeding

Before we married, Bill and I had already agreed that if all was
progressing normally we wanted our children to be born at home.
When we found ourselves unexpectedly expecting, the first task
on our to-do list was to find someone who would do a home birth
for us. It took eight months before we had anyone who would
commit to helping us out, and she lived 250 miles away from our
small northern Ontario town. The year was 1984.
The only local doctor who was willing to help us at home was
told by his superiors that he would lose his job if he did. There
were no midwives in our area, so if we were really committed
to a home birth, it began to look like our only choice would
be to take on the responsibility of doing it ourselves. We read
everything we could get our hands on. We studied the process and
mechanics of birth, various childbirth methods, and we devoured
midwifery handbooks. We studied the development of the fetus
and newborn care. We pored over the variations of normal birth
and birth emergencies, and we had a clear plan for every possible
situation we could think of. We dutifully attended medical prenatal
clinic visits and a prenatal class. And we kept asking everywhere
we could think of for leads on a midwife somewhere within
birthing distance of our home. It seemed to be a pretty hopeless
dead end.
Finally, by some miracle, we got hold of a Manitoba midwife’s
phone number and made the call. I loved her instantly. She was
calm, thoughtful, intelligent, open – everything I had hoped for.
I told her where we lived and when I was due and asked if she
would be willing to come. Her gentle answer was that 300 miles
was pretty far away and she had small children in school. I thought
she was giving a kindly but categorical no. I later found out that
her gentle resistance was part of her screening process to see how
committed we were. But I was only 19, not yet very assertive, and
I mistook her answer for an out-and-out no. I was devastated. But
she did give us the name of a midwife in Thunder Bay, Ontario.

t

2011
Nancy Johnson and her
home born grandbabies’
hands.

t

2011
Home grown Johnson Family

Bill and I borrowed a car and drove 250 miles to Thunder Bay to
meet the midwife there. By now, the big day was only about a
month away. We were confident we could tackle the birth on
our own, but we still would prefer to have a midwife with us.
This midwife was young, energetic, enthusiastic – and leaving in
two days to go practice midwifery in India. So she bundled us off
down the highway a few more miles to the home of yet another
midwife. It turned out this midwife was available and willing to
take a bush plane to be with us for the birth of our first baby. She
missed the birth by 15 minutes. My mom and Bill did the honors,
and baby Anastasia arrived without a hitch. At home, my way.
Thirteen months later, our second daughter was on her way, and
we discovered our midwife had changed some of her philosophies
of care in ways that were not comfortable to us. In desperation, we
contacted the Manitoba midwife again. This time we understood
each other better, and she agreed to help us with our home birth.
Our prenatal visits with her were awesome, intimate, soul-stirring
celebrations of the beauty, sacredness, and normalness of birth.
This midwife was a perfect fit for our family in every way. She and
her nursing toddler took a bush plane in a blizzard to be with us
for Hayley’s birth. Bill caught our baby, but we enjoyed the luxury
of having a wonderful, competent, compassionate midwife as
part of our birth team, guiding us gently through the rhythms and
challenges of labour and birth.
In 1987 when our third daughter was ready to join us, this same
midwife was ready to hop on a bush plane for us again, but our
baby chose a Sunday to arrive—the only day of the week there
was no air service to our town. The midwife offered to drive the
300 miles despite a snowstorm, but we all recognized that she
would not make this birth on time. There was now a local doctor
willing to do home births, so our choices were to call the doctor
to come to our home, go to the hospital, call the paramedics,
or carry on with another unassisted home birth. We chose to
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carry on, and the midwife braved the blizzard, hopped in her
car, and headed our way. Bethany was already 2 hours old when
we introduced her to the midwife. This woman’s passion and
commitment to supporting birthing families has been our gold
standard ever since. This was during a time when it was illegal for
midwives to charge for their services, so a midwife’s work was truly
an unpaid labour of love.
Fast forward about 20 years. We now live in Alberta, and our
daughters are having children of their own. They live in the age of
instant access to information and misinformation, hospital birth is
as popular as ever, midwifery has undergone radical changes, and
home birth is still widely misperceived as unsafe, too weird, and
even illegal. We held our breath to see which way our daughters’
own birth philosophies would swing. Our hearts hoped they and
our sons-in-law would be open to the advantages of home birth
and midwifery care, but at the same time we respected their right
to make their own choices, just as we had demanded that right for
ourselves.
When our eldest daughter sought midwifery care for her first baby,
our hearts sang with gratitude. She found a team of Edmonton
midwives that she was comfortable with. This was in 2005 before
Alberta had started funding midwifery services, and the out-ofpocket fee for a home birth was rather prohibitive for a young
couple just starting out. However, their commitment to a midwifeattended home birth was strong, and they willingly made the
sacrifices to meet their monthly midwife payments. It turns out
our daughter had a breathtakingly precipitate delivery, and she
and her husband had an unintentionally unassisted home birth.
It seems to run in the family. We arrived before the midwives did
and had the privilege of helping her deliver the placenta. It was
a remarkable start to our career as grandparents of home-born
babies. For our daughter, it was a very expensive do-it-yourself
birth.
For her second baby, she wanted to try a water birth. We had a
lot of reservations about her actually delivering our grandchild
into the water. However, we recalled our own baby research days,
opened our minds, and quickly came to understand and respect
her choice. When the time came, we were ready, excited, and
privileged to support her at her home water birth.
Although full funding would not come into effect until 2009, by
2007 there were rumors that funding for midwifery care was in the
works, so we were thrilled about that, but we were a little worried
about what impact the proposed changes and the steps leading up
to them would have on the traditional standard of midwifery care.
One of the first disappointments was that her original midwife
team would no longer attend home births. If our daughter was
willing to commute for group prenatal care and travel to a rural
hospital to deliver in a birthing room they would take her on as a
client. Given her previous precipitate home delivery and current
threatened preterm labour, plus the fact that her Edmonton home
was 50 km away from the hospital, our daughter felt it was not a
realistic option for her.
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She began searching again for a midwife with a birth philosophy
compatible with her own, and she soon found a wonderful
midwife that she really connected with. Unfortunately, due to
regulatory red tape, this midwife was obligated to work with a
second midwife whose philosophies were not quite in synch and
were much more interventional and less respectful of the birthing
family’s right to participate in care decisions. The bureaucratic
efforts to make midwifery care financially accessible ironically
also took away some of our daughter’s power of choice as to
who would attend her during the intimacy of birth. Although our
second grandson’s water birth was in itself a beautiful experience,
the behind-the-scenes tension marred the atmosphere somewhat,
and some of the skirmishing spilled over and affected the standard
of care that our daughter received. Fortunately, our daughter’s
midwife of choice provided virtually all of her prenatal and
postnatal care, so we are still grateful that the current midwifery
system has served her reasonably well.

2011, with a superb team of midwives present, our second
daughter gave birth at home to her first child, our little earlybird
granddaughter.

When our second daughter and son-in-law recently announced
that their first baby was on its way, we were thrilled to learn that
they too planned a home water birth. But we weren’t prepared for
how rocky their road would be to finding a midwife who would,
or could, attend them. There are now more midwives than ever in
Edmonton, so we were boggled by the paradox that it is so difficult
to plan a midwife-attended home birth.

Nancy Johnson is a home-based wife, mom, grandmother,
and medical transcriptionist. When she is not busy as doula
to her daughters, her family often finds her in a tangle of yarn
or a heap of quilt scraps. Her secret dream is to be a midwife’s
apprentice. Y

With funding, empirically trained lay midwives have been forced
to disappear from the landscape, while foreign-trained midwives
are not guaranteed provincial registration. Home birth is more
financially accessible, but women’s choices within funded
midwifery services are more limited. Our hospitals no longer allow
water births, so women wanting that option are forced to deliver
at home. Home birth after a cesarean remains a tenuous option,
but professionally attended twin, breech, and postdates deliveries
are absolutely denied to women wanting to give birth at home.
Under the current quota system imposed on midwives, when the
midwives’ allotments are full, women wanting a home birth have
two heart-searching choices: give it up or do it yourself.
Our daughter contacted every midwifery practice in Edmonton
when she was only four weeks pregnant, stating she was firmly
committed to birthing at home. She either got no reply, was told
they were not taking bookings that far ahead, or was told that they
were already completely booked. Within a month, our daughter
re-contacted all the no-replies and the clinics that had said to try
later. They were now all fully booked, not one opening amongst
them, with no hope in sight due to the strict quotas imposed on
them.

Our youngest daughter is likewise passionately committed to
passing on the legacy of home birth. Will she have more choice
about her caregivers and her birth experience, or will legislation
continue to define what constitutes the ideal birth?
Bill and I have been privileged to participate in the birth of each
one of our little homegrown grandbabies. We treasure the
memories of our own home birth adventures. We are grateful
to my parents for quietly blazing their own childbirth trail. And
we salute the generations of midwives who courageously and
passionately honor the choices of their birthing families. Our
hope is that midwifery and home birth will continue to flourish
and that our family’s journey will encourage other families not to
give up too quickly on the choices they cherish.
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Our daughter was devastated, panicky, and worried sick about
being forced to give birth in a hospital against her will. It was an
unfortunate blot on the first several months of her pregnancy.
However, she and her husband persevered, and finally their
repeated enquiries were rewarded with an appointment to meet
with a team of midwives. Fortunately for them, they stumbled
into an excellent match and received beautiful care. In March
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The struggle to have a
vaginal breech birth

for some reason neither delivery doctor was in town, and I showed
up at the hospital at 5cm dilation—I would not be turned away
from the hospital and directed to Edmonton. This was important
information that we stored away!

By Janice Ouellet
that we would either not have enough
time to drive to the city or we would have
to go at the very first sign of labour and
be stuck there for a few days until action
really began (and the cascading effect of
waiting and possible medical management
of labour).
So we inquired about doctors. We found
out there were now only two doctors in
town that would deliver babies and only
one was accepting new patients. I knew
that relying on one doctor meant working
around their vacation schedule and with
my due date being January 5th 2011, there
was a good chance the baby could arrive
during the holiday season when the doctor
could be away, meaning we would be sent
to the city to give birth. This is precisely
what we wanted to avoid.

Before conceiving our second child my
husband and I discussed the possibility of
a home birth. So when I found out I was
pregnant, I immediately found the list of
midwives for the Edmonton area and sent off
e-mails to each and every one.
Our first child had been born in a remote northern community
under the care of midwives and it had been an amazing
experience. Over the next few days, the responses from the
midwives came back. Many were already booked (yet we had only
conceived less than three weeks ago!), and all declined to travel
this far outside of the city (we live in a community about an hour
and a half outside of Edmonton).
Without being able to attain the services of a midwife, home
birth was no longer an option for us. We weren’t opposed to a
hospital birth, or even having a doctor, as long as we could birth
the way what we wanted (as much as possible). If the birth had
to be in a hospital we were happy that we were in a small town
where we figured the pressure to deliver fast or intervene would
be less so than in a large city hospital. We were also happy to give
birth locally because we were concerned about driving to a city
hospital since our first child had been born relatively fast (and
subsequent labours statistically go faster). We were concerned

30

birthissues FALL 2011 | www.birthissues.org

I brought this point up with my family
doctor (whom I was still seeing) and he
said that it was a potential issue and that I may not even be able
to deliver locally if the anaesthesiologist was away. To which I
responded, “What would I need one for?” So far my pregnancy
had progressed without any complications, the birth of my first
child had gone very well with a registered midwife in a birth
centre, and had taken place many hours away from a hospital
where caesarean and other medical interventions were available.
In the unlikely occurrence of an unforeseen emergency, we would
still only be an hour-and-a-half away from all possible medical
assistance.
We eventually had our meeting with the delivery doctor in our
community and unfortunately we did not see eye-to-eye on a
number of issues. I left that appointment feeling so discouraged
and worried about the ongoing care we would get from this
doctor. I was 25 weeks along in my pregnancy.
We persevered however. We successfully convinced the other
delivery doctor in town that we would see him for maternity
appointments only and were perfectly happy with our family
doctor for all other matters. Once again we went through our
spiel with him about our past experience and what we hoped for
this birth. His response was that he would do his best to give us the
experience we wanted—oh such relief at hearing such a simple
statement! He also confirmed that since it was my second birth,
an anaesthesiologist need not be on hand, that he had no plans to
leave town at any time during the end of my pregnancy, and that if

So we felt great. All was organized and we started relaxing and
enjoying this pregnancy. At about 34 weeks into my pregnancy
I went for a routine ultrasound check. Everything looked fine
but it was noted that the baby was in breech position. We were
disappointed to hear this but not too concerned figuring nature
would take care of itself and the baby still had lots of time to turn.
But as each week passed, and the baby remained in breech
position, we became more stressed. We were not concerned
about the health of the baby or my ability to deliver but of the
likelihood I would be required to deliver by c-section. I had already
heard that very few doctors in the cities are willing, or able, to
deliver breech babies vaginally and that it is outside of the scope
of practice of midwives in Alberta.
Our doctor, being fairly easy going, had not brought up any
concerns with the baby being breech but we eventually asked
him what his plan would be if I went into labour while baby was
in this position. He was not concerned about delivering a breech
baby vaginally, having delivered many this way before, but kept
stating that the best practice is to deliver by caesarean (although
the Society of Obstetricians and Gynecologists of Canada says the
opposite).

Around 5am, I had a gush of clear fluid come out that required
me to go back to my bedroom and change my clothes. I figured it
was now time to wake my husband. We discussed our plan again
and agreed we would try to labour at home for as long as possible,
even though we were certain the baby was still breech. We wanted
to avoid showing up at the hospital too early, being sent off to
Edmonton, and having a likely caesarean.
About an hour later I felt another gush of fluid but this time I
saw greenish-brown streaks in my underwear pad and knew
immediately it must be meconium from the baby. My mind began
to race, trying to recall what this could mean for the baby. All
confidence I had in labouring at home and in the health of the
baby vanished and my only thought was that the baby was in
distress and could swallow the meconium. I called for my husband
who then made a phone call to the hospital. They told us to
come in immediately. We raced around to get dressed, woke our
sleeping toddler, and called our friends who would be looking
after him. I struggled to hold back the tears as we drove away
from our house as this was already not how we had wanted this
birth to go.
It was about 7am when we arrived at the hospital and we did not
receive a warm reception. The staff immediately said they do not
deliver breech babies there (which we knew), and that we should
be in Edmonton. We explained the discussions that we’d been
having with our doctor to which they responded by asking when

We left this appointment feeling completely discouraged. I began
doing daily exercises to help bring the baby in optimal head-down
position. I shone a light at the end of my bed every night before
going to sleep. I started taking homeopathic remedies and went
to the Chiropractor. As my due date approached I even washed
and towel dried our entire main floor on my hands and knees (and
I loathe cleaning floors!). I tried to remain positive and it helped
when I heard stories about babies turning in the last week, or even
the night before labour begins (apparently I did this when my
mom was pregnant with me!). But in reality both my husband and I
were extremely stressed about the situation.
I eventually had to acknowledge that although we started
this pregnancy with the hope for a home birth, we would not
only have to have the baby in a hospital outside of our home
community but likely have a c-section.
My due date came and went. On January 8th I was feeling a lot of
Braxton Hicks but didn’t even mention it to my husband as I had
felt this before and it probably didn’t mean anything. That night
I woke around 2am to some dull cramping. I allowed myself to
think, “Maybe something is happening” and dozed off to sleep
before waking to a trickling sensation. I laid there waiting to
see if it was just nothing more than heavier vaginal discharge
when seconds later I felt it again. It was 3am and I knew for sure
the birthing process had begun. While laying on the couch the
dull pain in my abdomen turned into periodic contractions and
between Facebooking and watching CSI, I started to time them.
They were 20 minutes apart and lasting about 40 seconds.
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we had last spoken to him and again began lecturing us by saying
that we should have been seeing a doctor in Edmonton if we knew
the baby was breech. I could not believe what was happening!
Why was no one re-assuring us they would check on the baby?
Why were we being lectured about our choice to not immediately
default to having our baby in the city? So I snapped, which I rarely
do, and demanded that they check on the state of the baby. One
nurse responded and took me off to another room to begin the
fetal monitoring. There she explained that it was perfectly normal
for me to be leaking meconium since the baby was breech and
that the contractions were literally squeezing the poop out of the
baby, and that there was really no risk of baby inhaling it if its head
was up. I wish someone had told me about this before…
I felt quite a bit better after that news and after she confirmed that
the baby’s heart rate was also fine. However, she proceeded to
state that we needed to do what’s best for the baby and that she
had c-sections when two of her kids were breech. I was enraged
at the comment but did not feel like getting into an argument
about what is best for baby and me. I knew she meant well but I
was so angry that her comments were making my husband and
I feel wronged for wanting to have a vaginal birth in our home
community.
A nurse came back into the room to explain that they had spoken
to our doctor and that he requested an x-ray be done to confirm
the position of the baby. This is normal procedure for all suspected
breech babies. Finally, things were starting to go as planned since
this is what our doctor had explained would happen to us upon
arriving at the hospital. I was then hooked up to an IV to give me
some fluids as I was told that I could not eat or drink anything (in
case of surgery)1.
By about 8am our doctor arrived. He confirmed the results of
the x-ray, what we already knew, that baby was still in breech
position. He then did an internal exam and found that I was 1cm
dilated. This was heartbreaking for
me to hear since I had been having
steady contractions for 5 hours and
figured labour was progressing well2.
If I was nowhere near ready to deliver
then of course they would send me
off to Edmonton for a c-section. The
doctor left the room to make some
phone calls. When he returned he
explained that he would not be able
to deliver the baby here as there
was no anaesthesiologist on hand.
He apologized for not being able to
give us the birth we wanted in our
community but we understood. He
further explained that we would be
sent to the Sturgeon hospital in St.
Albert as they had beds available and
my situation would be re-assessed
upon arrival. We paid no attention to
the re-assess part and were 100% sure
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that sometime that day our second child would be arriving by
c-section. We proceeded to accept our fate. In the meantime my
contractions went from 10 to 7 minutes apart. They were still fairly
easy to handle.
Rather than my husband and I travel to the Sturgeon on our own
it was decided that I would go by ambulance in case labour really
picked up. The ambulance ride turned out to be a good thing
as it took close to two hours to drive to the Sturgeon hospital,
which was much longer than normal as driving conditions were
poor due to blowing snow. My contractions were about 5 minutes
apart for most of the ride and as we neared our destination they
became harder to manage, especially while being confined to the
bed. The attendants were excellent company and certainly lifted
my spirits from the earlier stress and conflict I had experienced
that morning. My husband followed by car.
We arrived at the hospital around 11am and were barely in our
room when a nurse asked, “So how would you like to have this
baby”? You can only imagine our shock and complete elation
at that comment and we practically screamed out, “We want to
deliver vaginally!” She said she would let the doctor know and
then checked on the baby with another round of fetal monitoring
and internal exam. I had progressed slightly to 3cm.
A resident doctor soon came in to discuss the possibility of me
having a vaginal birth. He explained that they were waiting to
see the x-ray that had been taken earlier and that they did have a
doctor available who was willing to do such a delivery. Although I
was not really concerned I asked what the risks were of trying to
deliver vaginally, as no one had ever explained them to me during
my pregnancy. I had just always been told that the best practice
with breech babies is to deliver by caesarean. The resident said
the risk was the baby being caught in the birth canal but that was
usually less of a risk as long as they determined the position of the
baby ahead of time, which is why they needed to see the x-ray.

I was also concerned about constant fetal monitoring and it
restricting my ability to birth in the position I wanted. I explained
that with the birth of my first child I felt that the best position was
to be on my hands and knees. He said they would want to keep
the monitoring straps attached but I should still be able to birth in
almost any position I wanted. He also commented that being in
the hands and knees position was usually more comfortable for a
baby in head-down position and that I might not like this position
with the baby being breech.
My contractions continued to increase in frequency and strength
and I found them much more bearable if I was leaning over the
bed or walking around. But it seemed like I rarely had time to walk
and unlike my first labour, it was progressing whether or not I was
up and about! The resident returned with the other doctor who
explained in detail the scenario required in order for me to deliver
vaginally. At this point my contractions were getting a lot stronger
and closer together so I had a hard time focusing on what she
was saying but figured my husband would fill me in on anything
important I missed!
She explained that I could have an epidural like any other birth to
which I responded that I would likely not get one as I had not used
any pain relief for the birth of my first child. Then she really went
on and on about the ideal position of the baby’s head so I thought
for sure that our baby was positioned wrong and that we still were
going to end up with a c-section. But finally she spit out that if I
was up for it, that I could deliver vaginally! She made it very clear
that I would have to do all the work as she would not pull the baby
out, but it didn’t scare me in the slightest. I knew my body was
already taking over and it wanted to push this baby out!3
The activity in my room seemed to increase as a nurse came to
take my blood and other nurses came to introduce themselves.
At around 12:30pm I told one nurse that I was starting to feel
pressure, either a possible bowel movement or maybe even the

urge to push. She said it was good that I was letting her know what
I was feeling and as she walked out into the hallway I heard her say,
“We’re going to have a baby in here!” That resulted in even more
activity in and around my room and someone came to do another
internal exam. This time I was 7cm so a lot had happened in the
past hour!
Within 20 minutes I felt the definite urge to push. I got on my
back for another quick internal exam, which showed I was 9.5 cm
dilated. The crowd began to form around my bed: my husband
on my left, two doctors at the foot of the bed, and a nurse on my
right.
I pushed a couple of times and a lot of meconium kept coming
out. It was a very weird feeling! The fetal heart rate sounded
normal... it was the baby-bottom-toothpaste effect! Then in
between one of the contractions the room seemed oddly silent.
I noticed the very bright light shining from behind the doctors,
both of them staring between my legs as I was lying on my back,
and everyone else just waiting with me for the next contraction. I
couldn’t help but comment out-loud to everyone how awkward it
seemed that everyone was staring at me! We all had a laugh and
soon I was pushing again.
I could feel the baby’s feet kicking in the birth canal and the
doctor said she could see the baby’s bum. So I prepared myself
for a very long and hard string of pushes to get it out. Well it only
took two or three more and the butt came out along with one
foot. The doctor gently pulled the one leg out. The other leg and
torso came out on the next push. I knew things were going well
and it was certainly going a lot faster than I had expected, but I
was really starting to lose energy. Having had no food in at least
16 hours, I felt shaky and exhausted. During one push I somewhat
blacked out. My mind went to something completely unrelated to
the birth, then I could hear everyone really yelling me to push and
I suddenly remembered what was actually happening. A couple
more good pushes and the head was
out. It was done!
Our daughter Anik was born at 1:14pm
weighing 6 lbs 2 oz on January 9th, 2011.
I have to admit this birth of our second
child was not quite as emotional as
our first born, but it was still just as
amazing. We had a lot of stress during
this pregnancy. So we were immensely
relieved with how it turned out and
that our healthy baby girl had finally
arrived.
My body did everything it needed to
do to give birth. I am again completely
amazed at the birthing experience.
It was different being in a hospital as
opposed to the quiet birthing centre
we had been in the first time, and I
think there were far more people in the
room than I even noticed (I delivered
www.asac.ab.ca | FALL 2011 birthissues
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and stayed in the same room, no operating room) but it was still
a great experience. One nurse commented that she had never
seen a vaginal breech birth and we also learned that the Sturgeon
Hospital had only started allowing them within the past 6 months. I
felt even more relieved that we had been able to avoid a c-section.
During my pregnancy, we heard a lot of comments from family,
friends, and doctors assuming we would, or stating that we should,
have our breech baby by caesarean. All we ever wanted was the
chance to try to let the baby arrive when and how it wanted. Now
that I had successfully delivered our daughter, I want to let other
women, who are stressing about breech babies, to know, “You do
not automatically have to have a caesarean. Breech babies used
to be delivered vaginally all the time. It was not offered in Canada
for 8 years only!” My only regret about this birth is that I didn’t do
more research myself and that because of our lack of information
we could have almost missed the opportunity to deliver vaginally.
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Notes:

Meditation, Yoga, Hypnosis,

1. There is a tendency to prepare women for a possible surgery if they had a
previous c-section or if they have a baby in breech position. These women are
told that they are having a trial of labour. The concern is that they may require
an urgent c-section. In the unlikely event this occurs, all women are prepped
for a possible c-section, which means an IV is placed (for quick access to their
vein), blood work is done (mainly for blood transfusions) and solids/liquids
are forbidden (so that a woman who is put under general anaesthesia does
not aspirate digestive fluids/acids). Of course it is up to a women to accept
or refuse to follow these protocols as they suggest a lack of trust in her
abilities, which may disempower her. Not all women react alike: some may be
bothered others may not.

Reflexology & Acupressure.

2. A breech presentation usually means that the baby’s bottom is presenting first
(it can also be a foot presentation or two feet presentation). A woman needs
to be prepared for a different labour pattern. The contraction pattern is often
stronger than a head down position’. Also there may be meconium because
the baby’s bottom is being squeezed like toothpaste. And finally, there may be
off-and-on contractions because the bottom is not as hard as the head, thus
putting uneven pressure on the cervix.
3. For the birth of a breech baby, caregivers are taught to keep “hands off the
breech” to prevent hurting a baby’s organs or to hurt the spinal cord. Because
of this, when women are pushing, they are encouraged to use gravity friendly
positions where the baby’s body can dangle out of them. They can either
squat or kneel at the edge of a seat or mattress. This allows the baby’s body
to be born with the use of gravity. Some caregivers still prefer the lying down
position, encouraging a woman to push without them ever placing their
hands on the baby. This position can require more energy than the other
gravity-friendly positions.

Janice Ouellet is a full-time mom to 2 children, Alexandre
and Anik. She has had the opportunity to live in a number
of different communities due to the nature of her husband’s
work and attributes her passion for natural childbirth to the
supportive birthing experience she had with midwives birthing
her first child in Canada’s arctic, and now the successful vaginal
breech delivery of her second child in St. Albert. Y
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through it all. He was my rock. I wanted to keep my baby inside,
where I knew she would be safe. I felt very protective. I sobbed
right until they put the needle in my back. I stopped at that point
because I knew there was no turning back. I felt warm and heavy
from my chest down. The c-section was very fast. I felt some
pushing and pulling. It felt like somebody was standing on my
chest and then out she came. I didn’t cry, I didn’t breathe, until I
heard her gurgling.

My high-risk experience:

I am pregnant and have Crohn’s disease
By Lydia Grenier

I am a completely different woman since
having my daughter Lilly 2½ years ago. I never
understood how important informed consent
was. I did not understand what it meant to
analyze risk. I thought the guy in the white
coat knew what was best for me. Not that I
think doctors don’t have my best interest in
mind and I am sure the intention is good.
Let me start off by saying that my pregnancy was considered
high-risk from day one. You see, I have Crohn’s disease1. I was in
remission for almost two years when I got pregnant. When my
disease is active, it is usually quite severe. I have had a couple
serious Crohn’s related surgeries in my early twenties. I have had a
bowel abscess, an emergency colostomy, and colostomy reversal.
My disease has not been a picnic, but I did go into remission after
that last surgery and I did manage to get off all my medication in
2005.
My child was planned. My husband and I decided since I was
so healthy, that it was the perfect time to get pregnant. It took
me about 6 months to get pregnant. I was thrilled. I went to the
doctor and they said my pregnancy was high-risk. I didn’t let that
scare me too much. I was used to the medical management of my
health. I agreed to the extra ultrasounds and I had about five of
them all said and done. We were so excited to begin our family.
It was the middle of my pregnancy when I started to wonder
about childbirth. I was a bit scared. I assumed that childbirth
was a reality for me. I didn’t think it was an issue because I was
in remission. I was seeing an obstetrician and I asked him about
childbirth. He found out my history included fistulating Crohn’s. He
said, “You don’t want to do that. You have had fistulas in the past.
If you tear you could get a recto-vaginal fistula. You can also get a
fistula in your c-section incision. Better there than your vagina.”2 I
never asked about my options. I never asked about what the actual
risk was. Was it 10% or 1%? I didn’t know. Neither was I told about
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ways to reduce the risk of tearing if I wanted to attempt childbirth.
Terrified, I agreed to the c-section.
During my last prenatal visit with my obstetrician we made a
c-section appointment for 10 days before my due date, at 38 ½
weeks. We were given two days to choose from, a week apart. I
picked the earlier one, because it happened to be my brother’s
birthday. I was informed that babies born a little earlier had a slight
chance of breathing issues, but that the risk was really small (I now
know that the SOGC recommends against artificially birthing a
baby out of the body of a woman before 41 weeks b/c of issues of
prematurity).
I was also informed during this visit that I was measuring small, and
my baby may have a low birth weight3. This interpretation came
from the results of my 32 week ultrasound and from measuring
my fundal height. To be fair my belly looked small. I never popped
out like some women did in their last month of pregnancy. I could
still get off the couch and out of the tub just fine. I am small myself
though, at barely 5’1. I was a bit surprised that I may have a small
baby, since I felt so wonderful during my pregnancy. I ate well,
slept the best sleep of my life, and I felt healthy. In fact I loved
being pregnant, even at the end. I was not uncomfortable at all.
Having fully resigned myself in having a c-section, I read
everything I could. I even watched videos of exactly what they
were going to do to me. I knew all the risks involved. I really
believed the cesarean was in my best interest, although a small
part of me wonders if it was also for the sake of convenience.
Looking back I wish I had read about childbirth in more detail. For
instance, I now know that there are ways to prevent tearing during
childbirth, such as not pushing during crowning, and delivering
in positions other than lying flat on your back. I also know that
women can have a warm compress applied on their perineum to
minimize, or even prevent, tearing. If I had a midwife, I could have
a waterbirth, which would protect my tissues even further. I never
knew that before.
The morning of my c-section I went to the Grande Prairie
Hospital. I was a sobbing mess. I kept thinking I could die. I was
absolutely terrified. My husband was with me to hold my hand

The staff had her under the warmer. I saw them sucking all the
fluid out of her mouth and nose, her little arms flailing about. She
was a healthy 6 lb 5 oz baby born on March 6th 2008. This was not
the small baby that I was expecting. I imagined 5 lbs, maybe4.
Then they wrapped her up, put her 5 inches from my face for 3
seconds and wheeled me away to recovery. My husband promised
he would stay with her the whole time I was gone. I teared up.
The nurse said I could see her, “in about 40 minutes” but I did not
get to see my baby for two hours. In recovery, I felt numb both
physically and mentally while they put ice packs on me to see if
sensation was returning from the spinal I just had. I remember
wondering why I did not feel joy, my daughter was just born after
all?
Recovery was terrible. I was in a lot of pain. I am allergic to
codeine, and nurses gave me little narcotics while in the hospital.
My first bowel movement was the worst experience ever. That is
a big statement coming from somebody that has Crohn’s disease.
I was told that I could not go home until I had one. I felt rushed
and they gave me all this medication to force me to go. The
experience was so painful, I sobbed like a baby on the toilet, while
my husband tried to comfort our crying baby.
I went home on the third day with nothing but extra strength
Tylenol and Advil. I didn’t use much of the Advil because it’s
contraindicated with Crohn’s disease and I didn’t want to trigger a
flare.
I had a hard time bonding with my baby. I had a lot of anxiety. I am
thankful I breastfed, because I think it really helped me bond with
her. It forced me to interact with her when I wasn’t sure I wanted
to. It calmed me in times of stress. In fact I became so passionate
about breastfeeding, I went on to become a La Leche League
leader. Since I healed so well (no fistula formed at the incision), I
can’t help but wonder if I would have healed just as wonderfully
from a tear, that’s if I would have torn at all. I had no complications
and it took me about two weeks to start feeling normal again.

a midwife who will listen, support, and not scare me into a repeat
c-section. I think with everything I have been through with my
health, I deserve a normal childbirth. I deserve to go home whole
and be with my baby. However my next birth goes, I know my
decisions will be based on information and not fear.

Notes:
1. Crohn’s disease is a form of inflammatory bowel disease (IBD). It usually
affects the intestines, but may occur anywhere from the mouth to the end of
the rectum. This disease is linked to a problem with the body’s immune system
response. Normally, the immune system helps protect the body, but with
Crohn’s disease the immune system can’t tell the difference between normal
body tissue and foreign substances. The result is an overactive immune
response that leads to chronic inflammation. This is called an autoimmune
disorder.
2. An obstetric fistula (or vaginal fistula) is a severe medical condition in which a
fistula (hole) develops between either the rectum and the vagina or between
the bladder and the vagina after severe or failed childbirth, when adequate
medical care is not available. This can cause incontinence, severe infections
and ulcerations of the vaginal tract, and paralysis caused by nerve damage.
3. When a woman’s fundus is measuring small, not growing over time, and
her baby looks small for his/her gestational age in an ultrasound, the
possible diagnosis is intrauterine growth restriction (IUGR). This indicates
that a baby may not get enough oxygen and nutrition from the placenta
during pregnancy, which is why s/he isn’t growing at the ‘normal’ rate. IUGR
increases the risk that the baby will die inside the womb before birth so if
your caregiver thinks you might have IUGR, you will probably be advised to
have a c-section. You can also advocate for expectant management, which is
a wait-and-see approach. You would be closely monitored with ultrasounds
to measure the baby’s growth, movements, blood flow, and amniotic fluid.
Non-stress testing can also be done. IUGR can be due to a variety of issues
including placenta malfunction, high-blood pressure, kidney disease,
congenital or chromosomal abnormalities, and infections.
4. For babies who are born prematurely or with a low birth weight hospitals
usually discharge them when they are over 4 ½ pounds. Of course babies
need to also be able to maintain their body temperature, breathe on their
own, have no organ dysfunctions, pee, poo, and be able to breastfeed.

Lydia Grenier lives in Grande Cache, Alberta, and is the
mother of Lilly who is now 3 years old. She enjoys camping,
hiking, fishing and the outdoor lifestyle that Grande Cache
has to offer, with her husband Tommy. She is also the La Leche
League Leader of the Grande Cache Group, which opened in
October 2010. Her and her husband hope to add to their family
real soon. Y

I never really thought of my birth experience much until we
started trying to conceive again. Since we started trying to get
pregnant, I have been having nightmares. I was unprepared for
this. In the nightmares, I am being hooked up to IVs and tied down.
Doctors are trying to give me a c-section and I keep pleading with
them to let me go. Its strange how 2½ years later, it all snuck up on
me. I had no idea the extent to which my birth traumatized me. I
guess I just did my best to forget about my daughter’s birth!
I am trying my best to be more educated to help me make
decisions that are not based on fear. I know that even with my
risk, I do not want to have a c-section again and I hope I can find
www.asac.ab.ca | FALL 2011 birthissues
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ODE TO A
BIRTHING WOMAN
By Megan Mansbridge

“A woman fierce and full of life,
who’s soul and passion soar.
Will step into that stillest place,
where time will be no more.

And there she’ll stand and sing and dance,
to let her baby know.
Where to pass into this life,
that she will be his door.

I think it’s hard to choose this world,
this world of flesh and bone.
I think it takes the love of her,
the Mother he’ll call his own.

So journey there, to that sacred place,
where only a mother could.
Accept her baby’s precious gift,
the gift of Motherhood.

Lactation Consultants
LACTATION CONSULTANTS @ Home

This section is reserved for lactation consultants who
do home visits in Alberta. 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. We hope that this list
will help mothers access home breastfeeding support.
If you want to add another professional, please contact
bi_editor@asac.ab.ca to add them to this list.
Krystal Hoople RN, BScN, IBCLC
NaturalConnections@shaw.ca
780.907.3481
Krystal focuses on the needs and concerns of the breastfeeding
mother-baby unit to prevent, recognize and solve difficulties
that may arise during breastfeeding. She is a breastfeeding and
lactation specialist whose approach is respectful of the unique
needs and goals of each family, and fosters parental autonomy
and growth. She will also go to a families home, who resides in
the capital region, on request. She is available when mothers are
in need during the day and evening, not just Monday-Friday Her
phone is on 24/7.
Lee-Ann Grenier, LE, CBE, LLL Leader
lacgrenier@gmail.com
780.571.4039
Lee-Ann offers breastfeeding support in a variety of ways. A free
phone and email assessment is available prior to a consult to
gather information and assess the clients individual needs. The
initial consultation fee is $175 for a 2-3 hour consult which takes
place in the client’s home. Additional hours/follow up visits are
$50/hour. Also provided are follow up phone and email help
(about 20 minutes) at no charge. It rarely takes more than one
consult to help the mom with a problem that is in their scope
of practice. Moms do consider follow-ups for additional or new
problems as they might arise.
Arie Brentnall-Compton, LE, CBE
arie@tadpoles.ca
780.777.9525

Note:
*This is a poem I wrote to honour one of my women friends
who was preparing to birth her first child in 2003 Y

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.
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
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INFORMED
DECISION MAKING
By Lisa Mackell
As a parent, we are faced daily with making decisions that will have
an effect on our children and family. Did you know that parental
decision-making starts before your child is born? There are many
decisions to make, and making the best decision, with all the
correct information, is making an informed decision.

Why is it important for me to be actively involved in
the decision-making about my maternity care?
Being pregnant may feel like an awesome responsibility, but the
more knowledge you have, the easier it will be to make informed
decisions about your pregnancy and birth with confidence. The
decisions you make and the care that you receive can have lasting
effects on the health and well-being of your baby, yourself, and
your family. Therefore, it is important that you understand the
benefits and risks of any procedures, drugs, tests, or treatments
that are recommended to you during pregnancy, labour and birth.
Your health care provider is responsible for explaining why the
type of care is being recommended, what it involves, and the risks
and benefits of the care for both you and your baby. Your health
care provider should also tell you about alternatives to the care
being recommended and their risks and benefits. You have the
right to accept or refuse procedures, drugs, tests, or treatments,
and to have your choices honored.
Making informed decisions about maternity care means
getting the best and most up-to-date information possible, and
contrasting that information with your values and preferences,
and then deciding what’s right for you, your baby, and your family.
Key questions about making informed decisions: Not fear!
On which basis are you making the decision? Are you agreeing to
a medical recommendation because,
t

you believe in your caregiver knowing what is best for
you and your baby?

t

you are in your 3rd trimester and don’t think you
can change caregivers?

t

you don’t want to create a fuss?

t

your partner is pressuring you?

t

you are feeling bullied into a decision?

t

you are too tired to think or speak up?

t

you never felt you were given an option?

t

you are afraid and concerned your caregivers will
be mad at you?

t

you are afraid of the pain and are losing control?
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Take the time to think through your decision, as it should never
be made out of fear or pressure. Fear disempowers you, and more
often than not, makes you make poor decisions that you will
later regret. Know that you are the only one who will live with the
consequences of your decisions. Your doctor or midwife will move
on to another patient, and although they may be temporarily
disappointed or ticked off, it will not last … and the experience
will be forgotten or classified as ‘past.’ But you won’t forget your
decisions and it will impact you during your postpartum period.
If you refuse to make a decision, and one is made for you, you
will still live with it and have to deal with it later. So you may
want to consider learning about the pros and cons of medical
interventions, knowing the facts and taking the approach from
least invasive to most invasive. And most important of all—only
make the decision when you are calm.
In this calm and private space, think of the following key points
each time you are making a decision:
-

What are my options?

-

What are the benefits and risks for me and my baby for each of
these options?

-

What are my values and preferences and those of other family
members?

-

What choices are available and supported in my care setting
and through my health care provider?

Choosing your health care provider and place of
birth

Midwives—Although there are different types of midwives, they
all specialize in caring for healthy women anticipating a normal
pregnancy and birth. They focus on health and wellness and
encourage women and families to be part of the decision-making
process. Midwives only attend low-risk pregnancies and births.
They are trained to identify possible problems in pregnancy, and
work together with physicians for births. Midwives attend births in
birth centers, at home, and in hospitals.
Family Physicians—Family physicians focus on the health care
needs of the entire family. Not all family physicians include
maternity care in their practice. Some only offer prenatal care
but do not attend births. Those that do attend births only attend
low-risk births and will work with an obstetrician if a complication
arises. Some rural family physicians are trained in surgery and
perform cesarean sections. Family physicians primarily attend
births in hospitals.
Obstetricians—Obstetricians (OB’s) may be either medical
doctors (MD’s) or doctors of osteopathy (DO’s). MDs have gone
through 4 years of medical school. DOs have completed 4 years
of study at a school of osteopathic medicine, which emphasizes
the study of the body’s muscle and bone structure, in addition to
the regular medical school curriculum. Both MDs and DOs must
complete an approved 4-year residency program in Obstetrics
and Gynecology (OB/GYN) to become obstetricians. OBs care
for low-risk and high-risk pregnancies and births. They are trained
to identify and treat medical problems in pregnancy, and tend to
create a controlled environment to minimize “unlikely events”.
They are also trained in surgery and are able to perform cesarean
sections. Sometimes obstetricians manage high-risk pregnancies
in conjunction with a perinatologist.
Perinatologists—Perinatologists are obstetricians with additional
special training in managing high-risk pregnancies and birth.

They consult with and accept referrals from other maternity care
providers. Perinatologists practice mostly in major medical centers
in large cities.
Training—Doctors and midwives are trained differently. They have
the same medical knowledge yet practice differently. Midwives are
trained to put the woman at the center of their care and to make
decisions in partnership with their patients. As pathologists, most
doctors are taught to identify potential issues in childbirth. They
use the three Ps of childbirth—Passageway, Passenger, Power—
that is to say, birth outcomes depend on the pelvis, the baby, and
contractions.1 Do you notice that the woman is not mentioned?
This approach to childbirth disregards completely a woman’s
autonomy and trumps her rights as a human being. Although
some medical and nursing manuals are starting to recognize that a
woman’s psyche has an impact on birth outcomes the number of
caregivers who apply these principles are few and far between.
This may explain why Dr. Michael Klein’s research on the attitudes
of Canadian maternity care practitioners towards labour and birth
shows that GPs and obstetricians do not believe that a woman’s
belief system is important for the outcome of a birth.2 We may
thus infer that doctors, perhaps because of their training and the
medical culture they work in, do not believe that what a woman
thinks, feels, or wants is ultimately important.
If a woman wants to build a trusting relationship with her
caregiver, she will need to consider her caregiver carefully. She
also needs to allow herself to change midwives or doctors if
she feels they are not supportive of her birth plan or if she is
suspecting that she is being given lip-service (even during her
third trimester). A woman should look beyond the obvious and
seek out alternatives. Although she may not have the caregiver
she wants in her community, she can arrange to give birth in a
hotel suite or to live at her best friend’s to access the care she
deserves. There are more options than we
think sometimes!

Interventions

Choosing your care provider and your place of birth are two of
the most important decisions you will be making. Because birth
is 90% mental, the ability of a labouring woman to feel calm
and supported will affect her birth outcome—but also her birth
satisfaction, the bonding with her babe, her postpartum recovery
and her attitude toward birth. This is especially true of first time
moms.

We all hope that birth will go smoothly.
Most women dream of a nice quick
birth. However, some women will have
complications, or a slow labour, and
require medical interventions. Although
interventions save lives and may be
necessary, sometimes interventions are
used because it is the common thing to
do rather than because it is absolutely
necessary. This is where a birth plan, a
good relationship with your doctor or
midwife, and informed consent comes in.
These ingredients are important for you to
be able to make the best decision for you
and your family.

Imagine a woman who wants to give birth at home, but cannot
find a midwife. This woman will need to give birth in a hospital and
more likely than not, she will be stressed and more closed. She will
probably have a slower labour, which could trigger a cascading
effect of interventions. She may give birth naturally and have a
healthy baby, but she may feel dissatisfied by her experience and
have a hard time postpartum. Imagine another woman who wants
a doctor but desires one that specializes in natural childbirth. If she
cannot find one, she will make compromises, which will likely also
affect her birth outcome.
PHOTO BY: Little Bums, Fingers and Toes Photography
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“cascade of interventions.” This is when one intervention leads
to a series of interventions. For example, when you accept an
epidural you are also going to accept the use of continuous
fetal monitoring, catheters, and synthetic oxytocin. It has also
been demonstrated that epidurals increases a woman’s chance
of having an instrument delivery3. It is important to be aware of
the cascade of interventions and to know how to minimize their
effects.

Educate Yourself
Knowledge is power. Being knowledgeable always aids in decisionmaking. Without it a woman cannot be responsible for her care,
which is why many caregivers don’t bother asking a woman for
her opinion!
Instead, empower yourself. Do what you would ask of your own
child: Educate yourself! Know your pros and your cons, know
what to expect, learn about your anatomy, research your options,
and do not delay facing the fact that you will give birth in a few
months. You can read books (use the ASAC library or your public
library), magazines, studies, Facebook, sign up to moms groups,
speak with other women who have given birth (but not those that
will scare you) and attend prenatal classes. Attending a prenatal
class series during your second trimester will make a difference.
Find a prenatal educator who will teach evidence-based prenatal
classes. For a partial list of prenatal educators you can refer to the
back of this magazine and you can also read the article written by
Krystal Hoople in this issue.
Websites can be useful tools too. Choose reputable websites that
are not biased one way or another. Typically, websites that end
in .gov or .org are going to be more reputable. A website I like to
refer to clients is the Society of Obstetricians and Gynecologists
of Canada www.sogc.org. Another is the very reputable website
called Childbirth Connection www.childbirthconnection.org.
Childbirth Connection is a not-for-profit organization founded in
1918 to improve the quality of maternity care through research,
education, advocacy and policy. Childbirth Connection promotes
safe, effective and satisfying evidence-based maternity care and is
a voice for the needs and interests of childbearing families.

It is interesting to note that many obstetricians are surprised at
how well women do in home births. There is a suggestion that
home birthing women differ from hospital birthing women in
that they are more prepared and spend more time educating
themselves than hospital birthing women. Dr. Michael Klein
may have given us a partial answer to this difference: During the
ASAC-sponsored event “Research Matters” on May 7th he said
that women who have midwives are more informed and educated
than any other women. He believes that this is due to the longer
prenatal visits and to the inclusive attitude of midwives, but also to
the fact that most women who know and seek midwifery care are
part of a network that is already educating them—helping them,
in turn, to be more trusting and less fearful of the child-birthing
process.

Use your brain
When interventions are being suggested, decisions need to be
made. Despite thorough prenatal preparations and education,
parents can often feel overwhelmed when they need to make a
decision. They often report, “one intervention lead to another …
nothing went to plan.” How do you avoid that?
It is often difficult to make a decision when you have a person in
front of you waiting for an answer, especially if they have a white
coat! You feel obliged to please. During the annual conference of
the Canadian Association of Midwives conference last October

(2010) in Edmonton, Dr. Andrew Kotaska, who is an obstetrician in
Yellowknife, explained that caregivers need to be careful about the
way they offer choices. Are they offering, suggesting or ordering
their patients? Let’s use the sample of a caregiver recommending
an epidural. This caregiver, Dr. Kotaska shared, could recommend
it in several ways:

this time you can breathe, cry perhaps, and review the pros and
cons of the intervention suggested. While reviewing the pros and
cons, use the acronym called B.R.A.I.N. and you will find you will be
much more clear and calm when you make a decision:
B.

Benefits – what are the benefits of this intervention?

R.

Risks – what are the risks of this intervention?

A.

Alternatives - what are the alternatives to this intervention?
Instinct – what do your instincts tell you? What feels right?

1.

This is what we are going to do: You are going to have an
epidural.

2.

Do you want to have your epidural now or in 30 minutes?

I.

3.

I think an epidural is advisable to help you progress and relax.
Here are the reasons why and here are the pros and cons. Let
me know what you would like to do when I come back.

N. Nothing – what happens if we do nothing or take a wait-and-

These statements are all slightly different. The first one
disempowers a woman and tells her she is incapable of making
a decision, the second is condescending and gives lip-service
to woman centered care, and the third gives a medical
recommendation but also leaves the women the power to make
decisions about her care. Because the first and second scenarios
are most commonly used you can imagine the potential for stress
and disempowerment.
Because of the “white coat syndrome”, there is no harm in asking
your care provider for a few minutes of privacy so that you can
weigh the decision without feeling pressure or obligation. During

see approach?
This is also one way for parents to begin to acknowledge their
responsibility for decision-making during pregnancy and
childbirth (and subsequent parenting). Ultimately they are
responsible for making choices for their child and they are
responsible for examining the different options—childbirth is the
threshold each person passes when they become parents.

Informed Consent vs. Informed Choice
Informed consent is a principle of law. It refers to a situation where
a caregiver has proposed a certain course of action, explained the
risks and benefits, including the risks and benefits of not taking this
action, and explained how the test or procedure will be carried
out. Note that in disclosing risks, the caregiver need not explain
every single possible risk, only the ones that might be reasonably
foreseeable.
Informed consent is somewhat limited in scope in that it suggests
that the caregiver has already selected a course of action and
the patient is deciding whether to accept it after receiving the
required information, although alternatives may be mentioned.
Informed consent relies on the concept that the caregiver may
not pressure a patient into a course of action, or withhold relevant
information, or bias the presentation of information to favour a
certain action—the consent must be voluntary and freely given,
and the patient has the option of declining to consent or placing
conditions on her consent.
Informed choice, on the other hand, is a process. It is a process
of communication, back and forth, between caregiver and

Balanced Birth Doula
Heather Hill
DONA Trained, BSW





3UHQDWDOLQIRUPDWLRQ
ODERXUVXSSRUWELUWK
VWRU\ELUWKSKRWRV
EUHDVWIHHGLQJVXSSRUW
780-242-5667

balancedbirthdoula@gmail.com
www.balancedbirthdoula.com

Sherwood Park, Edmonton & Area
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patient about the situation a patient faces, what options there
are to address the problem, and what the pros and cons of each
option are. The patient is then able to weigh the possible options
and after due consideration, choose among them without
undue pressure to choose any particular option. The caregiver
is not simply seeking the patient’s ‘okay’ to proceed, he or she
is engaging in a dialogue to help the expectant parent take
responsibility for her own choices. Once the patient has made a
choice, she may then give informed consent to the procedure
chosen.

Notes:

The purpose of informed consent is to respect your right to selfdetermination. It empowers you with the authority to decide what
options are in your best interest and the best interest of your baby.
Your rights to autonomy, to the best available information, and to
protect your children and yourself from harm due to a caregiver’s
dismissive attitude, aggressiveness, poor sportsmanship or bullying
are very basic human rights.

Lisa Mackell raises two wonderful boys, and the support of
her husband allows her to be with labouring women (and their
families) as their birth doula, and to help educate them in her
prenatal classes. She feels so blessed to be in this profession. She
loves photography and scrapbooking. She lives in Edmonton,
was born and raised there too! Y

1. The three Ps of Childbirth, Passageway-Passenger-Power, is taught in medical
and nursing schools to explain the mechanics of childbirth. According to this
way of thinking, birth outcomes do not depend on the woman at all. For more
information, go to http://birthingwithguinever.com/2007/01/29/the-absurdps-of-childbirth
2. Michael Klein, and Kaczorowski J, Hall W, Fraser W, Liston R, Eftekhary S, et al.
“The Attitudes of Canadian Maternity Care Practitioners Towards Labour and
Birth: Many Differences But Important Similarities.” Journal of Obstetrics &
Gynaecology Canada 31, no. 9 (2009): 827-840.3. For more information, go
to “Cascade of Interventions in Childbirth” on the Childbirth Connection’s
website: www.chilbirthconnection.org

Consenting to Treatment
When you give birth in a hospital or birth center you are asked
to sign a “consent to treatment” form. Your signature gives
permission to the staff to care for you and your baby. Usually this
form includes common procedures such as: vaginal exams, fetal
monitoring, use of IVs, pain medication, breaking the bag of water,
use of forceps or vacuum extractor.
You do not have to agree to everything on the form. You can
delete from or add statements to the form. A separate consent
is often required for an epidural or for a cesarean section. You
can also change your mind at any time by making your wishes
known to your caregivers. If you choose not to agree with a
treatment or procedure you may be asked to sign a waiver of
liability acknowledging that you are taking responsibility for your
decisions.

So, where do we go from here?
Good maternity care starts with an understanding that pregnancy
and birth are ordinary and healthy events in a woman’s life—
with a belief that most of the time the mothers and babies will
continue to develop together, as they have for all mankind. We
have the evidence and we have learned how to ensure that
pregnancy and birth (and beyond) are safe for those involved. We
also know that when basic needs are being met, and personal care
throughout, most women will go on to have a healthy pregnancy
and birth. Whether women give birth in their homes or in the
hospital, when birth is allowed to unfold without pressure or
interference and the birthing woman feels safe, supported and
cared for by her care providers—then mothers and babies thrive.
Informed decision-making should not be about a specific care
provider, location or a particular intervention, but about the
model of care a woman receives. To all of you women, seek out
woman and family centered care. Any doctor or midwife can offer
this to you, but it is up to you to ask for it and to ensure they are
honest!
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The Cascade of Intervention: How one medical
intervention can lead to many more
By Claire MacDonald

The routine management of labour can change the
course of a woman’s labour in important ways, yet
women and their partners often have little or no
awareness of it.
In childbirth medical interventions have known side effects
for mother and baby. Often these effects have unintended
consequences that are solved with further interventions, which
may in turn create yet more problems. This chain of events has
been called the ‘Cascade of Intervention.’ This phrase was coined
in a pamphlet written by Childbirth Educator Pam England in 1989.
It was a picture of a waterfall illustrating how routine obstetric
management of childbirth increases the chance of further
interventions.
Interventions in childbirth that can lead to a cascade of intervention
include—using various medications to induce labour, artificially
breaking the membranes surrounding the baby and releasing

amniotic fluid before or during labour, giving medications for
pain relief, augmenting labour contractions, and using back-lying
positions for labour or for birth.
In many instances, these interventions cause problems because they
disrupt the normal physiology of pregnancy, labour and birth. For
example, by interfering with hormones that move labour and birth
along, by creating opportunities for infection, by interfering with a
woman’s ability to push her baby out, or by disempowering her—
telling her she cannot do it on her own.

What is an example of the cascade?
Epidural analgesia can provide very effective pain relief during
labour and allow a woman to relax and give birth vaginally. However,
medical textbooks also admit that it increases the chance that a
woman will experience a sudden drop in blood pressure, a longer
labour, difficulty urinating, a slowing down of uterine contraction
pattern, fever, difficulty pushing, etc.
Because of these possible side effects a variety of interventions have
been developed by the medical community to monitor, prevent
or treat these above effects. These include the use of synthetic
oxytocin to strengthen contractions, continuous electronic fetal
monitoring to make sure baby is faring well with the increased
contraction pattern, I.V. to have access to a vein (to provide
medicine to treat an infection or fluids for blood pressure), urinary
catheter to empty the bladder, and vacuum or forceps to help move
the baby out. These in turn may have side effects and lead to further
interventions (e.g. cesarean section).
The impacts can extend to babies. For example, epidurals increase
the likelihood of babies to be born with forceps or vacuum
extractors. Because women who have an epidural tend to stay
in non-gravity friendly positions over long periods of time, and
because the epidural encourages pelvic muscles to relax—it may
take longer for the baby to rotate and to engage deeply in the
pelvis. The baby is also more likely to get stuck in a position that is
not optimal which may lengthen the pushing stage. This situation is
compounded by the fact that most women do not feel their urge
to push when they have an epidural. It makes it difficult for them to
efficiently rotate and push their baby. This is why first time mothers
with epidurals will often need obstetrical instruments to help them
birth.

How can women limit a cascade of intervention?

PHOTO BY: Little Bums, Fingers and Toes Photography
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This chain of possible effects from epidural and other interventions
shows the importance of making careful informed childbirth
decisions. However when help is genuinely needed the benefits
of intervention may outweigh their risks. Almost every medical
intervention has some potential to cause harm. Decisions about
whether to undergo an intervention should be made carefully. They
should only be used if they are more likely to offer benefit than

harm. In weighing possible benefits and harms, it is important to rely
on the best available evidence about effects, and also to consider
how women feel about the possible outcomes. It is also important
to learn about other options that may be available.
Unfortunately, it is impossible to accurately know in advance the
course of a decision, and the degree to which other interventions
and their effects will come into play. The best way to limit the
problem of a cascade is to avoid routine interventions whenever
possible.

Would preparing myself prenatally help me?
Yes preparing prenatally is most important. No athlete can run a
marathon without months, if not years, of training. Do not wait for
your pregnant belly to show or even for the third trimester to start
before paying attention to your pregnancy. If you wait this long, you
will be running a sprint rather than a marathon— and that is one
exhausting race! You will probably take short cuts, and decide on
reading What to Expect when Expecting rather than Ina May’s Guide
to Childbirth, attend a one day prenatal rather than a five week
prenatal series, or worse, only talk with women who only tell you
their horror stories.
Birth is not a war. Most women are not war veterans who survived
the horrors of birth—unless they felt disempowered by their births.
But you don’t have to be disempowered.
Making your birthing decisions in a place free of fear or pressure is
ideal. But how do you do this? The old adage ‘Knowledge is Power’
holds true. The more you know the more empowered you are as
it is easier for you to make decisions that are clear, balanced, and
appropriate to you. Become familiar with medical and hospital
procedures, drugs, tests, and treatments. Read up-to-date research,
not just the ones that confirm what you want to believe. Know your
pros and cons so you can make informed choices. Keep in mind that
educating yourself will provide you with an opportunity to think
things through, to slowly run your marathon, and integrate every
step.
Also, take the time to read Krystal Hoople’s article on prenatal classes
and Lisa MacKell’s article on how to make informed choices. They
are both published in this issue.
With all this knowledge role-play all situations: What would we
decide if? Write down your preferences and make them known to
your caregiver.
And finally when a birth does not go as one had envisioned it is easy
to fall into a place of blame. You may blame yourself, your partner,
or your caregivers. However you are as much responsible for your
care as your team is. Make sure you take the time prenatally to be
responsible for your birth.

Other tips to prevent a cascade of interventions
1. Choose your caregiver and place of birth wisely. Make sure that

they don’t routinely perform interventions. In the absence of
open and frank dialogue, look somewhere else!
2. Engage in open and respectful dialogue with caregivers about the

rationale for a proposed intervention

3. Explore with your caregiver the options of watchful waiting

(doing nothing, for now at least) or using simpler less invasive
alternatives
4. Use your Brain: Benefits. Risks. Alternatives. Instincts. Nothing
5. Communicate clearly your wishes to your caregivers, and obtain

the support of knowledgeable and positive companions (e.g.
doula)
6. Speak up for yourself so that you make sure your choices are

honoured

Final words
A powerful story I often share is the one of a first time mother who
gave birth a couple of years ago. She desired a natural hospital birth
attended by an obstetrician. She and her husband had educated
themselves and hired me for support. The birth started like many
others—slowly but steady. When I arrived at their home this woman
was moving around and moaning gently. Her contraction pattern
was irregular so we stayed home for a while, wanting to make sure
we were at the hospital in active labour.
After some time the contraction pattern was very strong and
she was eager to find out how dilated she was. We also needed a
change of space! So we made our way to the Grey Nuns Hospital
in Edmonton and my client’s cervix was checked. She was told that
she was 9 cm dilated! We were so happy. The nurse prepared all the
equipment for the birth and we waited eagerly for the first signs of
pushing.
Two hours passed. Nothing. No urge to push. The nurse suggested
the epidural would help dilation. She refused. After another two
more hours she was checked again: still 9 cm dilated and a little
swollen. Four hours of no progress is often considered problematic.
She was told the famous words “Failure to Progress” and “You baby
is direct OP.” This means that her baby was looking directly at her
spine. This position lengthens labour as it requires a lot of rotation
and molding of the head. It is a tiring labour and the cause of many
cesareans. Perhaps, anticipating her being tired and not being
successful at her attempt to birth vaginally a direct OP baby, her
doctor advised her to have a c-section.
She and her husband did not just say yes. We had spoken about
scenarios and how to make sure they understood the implications of
interventions, especially one as serious as a cesarean, for themselves
and their baby. Although the woman had been in transition for
hours, she had the clarity to ask, “How is my baby?” The doctor and
nurse responded, “Great!” and she responded as enthusiastically,
“Well me too, so since everyone is doing well lets continue. I will
accept the laughing gas though.”
If her caregivers were shocked they did not show it. There was such
determination in her voice, that no one dared contradict her. Her
husband and I continued our support: double-hip squeezes and
breathe awareness. The nurse brought the laughing gas and our
doctor offered to insert his finger by the head of the baby during
a contraction to help the rotation. She agreed and after a few
contractions, suddenly my client felt a strong rotation within her.
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She breathed out and down all the oxygen she could to relax her
uterus—to allow the baby to move freely, and… within minutes the
baby was in her hands.

Maassen MS, Hendrix MJ, Van Vugt HC, Veersema S, Smits F, Nijhuis JG.
“Operative deliveries in low-risk pregnancies in The Netherlands: primary versus
secondary care.” Birth 35, no. 4 (2008): 277-282.

We all smiled, laughed and cried… including the obstetrician. It was
the perfect experience where a team was able to use each other to
achieve natural childbirth and maintain a woman’s power. It required
every member to be positive, engaged, and in the service of natural
childbirth.

Tracy SK, Sullivan E, Wang YA, Black D, Tracy M. “Birth outcomes associated with
interventions in labour amongst low risk women: a population-based study.”
Women Birth 20, no. 2 (2007): 41-48.
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Claire MacDonald hopes to be pregnant soon and will put all her
knowledge about childbirth into practice. She knows that taking
charge is not easy but is well worth the time and energy. While
waiting to conceive, she spends her time working as a doula and
having fun with her beloved husband Michael. Y

Lieberman E, Davidson K, Lee-Parritz A, Shearer E. “Changes in fetal position
during labor and their association with epidural analgesia.” Obstetrics &
Gynecology 105, no. 5, prt. 1 (2005): 974-82.
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Choosing a prenatal class:

The what, who, where, when, how and why of prenatal classes
By Krysal Hoople RN, BScN, IBCLC

Congratulations on your pregnancy! This is a very
exciting time that comes with an overwhelming
amount of preparation. The only thing more overwhelming

International Childbirth Education Association
(ICEA)

Birthing From Within

Family-centered maternity care (FCMC) is ICEA’s primary goal and
the basis of ICEA philosophy. In 1986 ICEA adopted the McMaster
University definition of FCMC: “The birth of a baby represents, as
well, the birth of a family. The woman giving birth and the persons
significant and close to her are forming a new relationship, with
new responsibilities to each other, to the baby, and to society as
a whole. Family-centered reproductive care may be defined as
care which recognizes the importance of these new relationships
and responsibilities, and which has as its goal the best possible
health outcome for all members of the family, both as individuals
and as a group. Family-centered care consists of an attitude
rather than a protocol. It recognizes a vital life event rather than
a medical procedure. It appreciates the importance of that event
to the woman and to the persons who are important to her. It
respects the woman’s individuality and her sense of autonomy.
It realizes that the decisions she may make are based on many
influences of which the expertise of the professional is only one.
It requires that all relevant information be made available to the
woman to help her achieve her own goals, and that she be guided
but not directed by professionals she has chosen to share the
responsibility for her care.”1 For more information: http://www.
icea.org/

Birthing From Within presents childbirth as a rite of passage for
both parents and baby, rather than as a medical procedure. While
facilitators will discuss pain medication, they encourage expectant
mothers to trust in their bodies’ capacity to birth naturally and to
reinterpret pain as something to be expected, but not feared. For
more information: http://www.birthingfromwithin.com/

There are many independent educators or classes which aren’t
guided by any of these better known philosophies: midwives who
offer it as part of their course of care, doulas who offer classes,
registered nurses with Public Health and maternity experience,
hospital based courses or classes especially forteens, parents
expecting multiples, etc.2

The Bradley Method

A good prenatal class should, at the
very least, cover:

than naming your baby and finding the safest car seat is choosing
a childbirth education course that is right for you! As a Registered
Nurse, Lactation Consultant and mom, I have used my experience
to compile a list of what to look for and expect from a prenatal
course.

1. What: Prenatal philosophy
While all childbirth classes aim to educate participants, their
philosophies vary considerably. Familiarizing yourself with available
options can help you choose the class that is right for you. Some
of the more widely know approaches to childbirth include:

HypnoBirthing
The Hypnobirthing method teaches mothers that if you remove
fear and tension, severe pain does not have to be part of labour.
Intense relaxation will enhance natural birthing instincts that
lead to a calm and serene birth experience. The curriculum
also teaches women how to experience a feeling similar to
daydreaming, while remaining controlled and happy during labour
and birth. For more information: http://www.hypnobirthing.com/.

The Bradley Method stresses the importance of a well-prepared,
supportive birthing coach. Couples learn the birthing and
coaching techniques needed for each stage of normal labour as
well as skills for coping with unexpected complications. For more
information: http://www.bradleybirth.com/

t

the environment of an undisturbed birth

t

how knowing ones anatomy and physiology helps childbirth

t

the normal progress of labour and birth

t

the signs of labour and when to call your doctor or midwife

Lamaze

t

comfort techniques

Lamaze uses a contemporary curriculum that supports birth as
normal, natural, and healthy and empowers expectant women and
their partners to make informed decisions. For more information:
http://www.lamaze.org/

t

how to make informed choices and advocate for oneself

t

the pros and cons of all childbirth interventions, drugs, and
protocols

t

how a support person can help you during labour

t

early postpartum period

t

breastfeeding

t

car seat and safety
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2. Where: Choosing an instructor and a
location

An ideal childbirth class has between 3-10 couples. You need
enough people to start a good discussion, but not so many that
you are just a number to your teacher.

Once you have selected a method or philosophy that you and
your partner want to follow, find an instructor in whom you
have confidence. The best method of finding a good instructor
is checking with other dads and moms who have been through
the class. Childbirth educators vary enormously in what they
offer and in their beliefs. If you are open to using pain medication
(i.e. an epidural or other options) steer clear of instructors who
discourage their use. Similarly, if you are determined to have a
natural (drug free) birth, find a class that offers a wide variety of
relaxation and pain management techniques, and leaves you well
versed in common childbirth interventions and their pros and
cons.

5. How: Time and financial commitment

Talk to the instructor either in person or on the phone. This will
give you the opportunity to interview her. Find out her level of
experience and certification. Make sure she provides the right
learning environment for you.
The location of the class can tell you what type of class it will be.
A class located in a hospital, a public health centre or a doctor’s
office will generally follow a more medical model, whereas a
class taught by an independent instructor held in a non-medical
location may be a more consumer-oriented service.
Consider looking for independent classes held outside the
hospital and health centres. Independently taught classes tend to
offer a wider range of information whereas hospital classes tend
to teach how to be prepared for giving birth in their facility.

3. When: Sign up early!
Don’t wait until the last, hectic weeks of your pregnancy to take
a class. The ideal time to attend a course is during your second
trimester. This way, you will finish the course even if you deliver
early or experience unforeseen developments Completing classes
early allows you more time to practice the class exercises and
supplement what you have learned with additional childbirth
books, lectures, or workshops.

4. Who: Private or classroom?
Many independent childbirth educators offer expectant couple’s
private, one-on-one instruction. Private instruction allows for
more flexibility and individualization. Classes are arranged around
your schedule and greatly benefit those who are not able to
attend the weekly group classes. Private classes allow you to ask
personal questions that you otherwise may not ask in a group
setting. Some private classes are taught in the comfort of your
home. This especially benefits those women on bed rest. Private
classes will cost a little more, but it may be worth the difference.
Having other people in the class gives you the chance to learn
from their observations and experiences. Frequently, women
who attend childbirth classes together go on to form friendships,
support networks, and playgroups that ease some of the isolation
associated with being a new mom.

A session consisting of four or more classes, each lasting
somewhere between two to four hours is ideal. This allows you the
time to get your questions answered and learn more information
on each topic. Plus, meeting with the same group over several
weeks provides you with a great support network. Taking an
intensive, one-day course (those usually last eight hours) is better
than nothing, but can be exhausting, overwhelming and deprives
you of many of the benefits of a more in-depth class.
Prenatal classes range in price from $100 to $250. The cost is
usually dependent on the educators’ experience and the length of
the class. Feeling prepared and confident for one of the biggest
days of your life is money well spent!

6. Why: Knowledge is power
Only 30% of Canadian women attend a prenatal class3. How are
the rest educating themselves about childbirth? Are they relying
on 10 minute appointments with their doctors to provide them
with an education? Where are they getting prenatal information
from (the television or the Internet)? Every expectant mom and
dad deserves to be an informed participant in the most important
event of their life: becoming a parent. Lack of knowledge is
disempowering. Parents have a right and even a responsibility
to make truly informed choices (not just give partially informed
consent) throughout their prenatal care and birth. The right
childbirth class can educate and prepare you for this life-changing
experience! Spend the time to find the class that will prepare you
and give you the confidence to allow your body to do what it
naturally knows…birthing!

Notes
1. International Childbirth Education Association, Philosophy statement, http://
www.icea.org/content/mission (accessed
May 31, 2011).
2. See page 81 of Birth Issues for a listing of prenatal classes currently offered in
the Edmonton area.
3. Beverley Chalmers and Dawn Kingston, Prenatal Classes, Public Health Agency
of Canada. In What Mothers Say: The Canadian Maternity Experiences Survey.
Ottawa, 2009, 56-59.

Krystal Hoople is the mother of three amazing kids. Kristal is
a nurse, lactation consultant, and prenatal educator. Krystal’s
experience in the medical profession and with holistic therapies
provides her the opportunity to offer the best of both beliefs. Y
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Is childbirth painful?
A matter of beliefs.
By Heather Beaudoin

I intended to write an article about pain in childbirth.
I wanted to research all the hormonal and physiologic
changes that occur in a woman’s body when she
experiences sexual arousal and orgasm. Then I wanted
to compare that with the hormonal and physiologic
changes that occur during natural vaginal birth.
As well, I hoped to compare a woman’s childbirth
experience to a man’s experience of arousal, erection,
intercourse and ejaculation.
I had a strong suspicion that we would see a great deal of parallel
between these three scenarios and I hoped that demonstrating
those parallels would provide a convincing argument that pain
in childbirth has no physiologic basis—that given its physiologic
similarity to sexual arousal, childbirth could, or even should, feel
enjoyable and is not necessarily painful as the large majority of us
have come to expect.
My research, however, kept leading me elsewhere. The mechanics
of childbirth, like sex, are relatively constant for all of us. So
it seemed that maybe it doesn’t really matter if anatomically
childbirth should feel like sex. Instead, I realized that what mattered
is the experience—the experience of pain or the lack of pain. A
significant number of women experience childbirth as orgasmic
while a large majority of people in our culture (even those who
have never given birth) describe childbirth as painful.
From where does this difference originate? I keep coming back
to the stories that formed my beliefs about how childbirth would
feel. Could the differences between women’s experience of
childbirth be not only dependent on physiology but also on our
belief system?
Dr. Michael Klein, who is a family physician and a professor at the
University of British Columbia in the Faculty of Medicine, argues
that this is true indeed. In one of his studies he explored the
beliefs of caregivers and the effect these beliefs have on maternal
and newborn outcomes. He discovered that pregnant women,
midwives and doulas all believe that a woman’s belief system and
attitude on childbirth has an impact on the outcome of birth.1
So let’s explore that idea: The reason that women describe their
childbirth experience as painful and others will not, has to do with
their beliefs—especially, the belief about whether or not to expect
the experience to be painful.
As of today Dr. Michael Klein’s research has not expanded to
the second phase of testing out his research conclusions, thus,
I will use myself as the first test subject. Here are the stories that

52

birthissues FALL 2011 | www.birthissues.org

formulated my beliefs and then my actual experience that normal
natural vaginal birth would not be painful.
My mother had three children. I was her second baby. I knew
that in the early 1970’s when she had given birth to my older
brother, natural childbirth was not the norm. My mom, however,
attended Lamaze classes, dutifully applied the breathing patterns
she had rehearsed and with the analgesic effects of laughing gas
delivered her first baby with the assistance of forceps. To her mind,
she had successfully experienced a natural childbirth as she had
intended. Throughout my childhood, she repeatedly told me, both
prompted and not, that the only time my brother’s labour and
birth had ever hurt was when the doctor used the forceps to assist
the delivery.
Nearly four years later Mom and Dad dropped my brother off at
his Nana’s and went into the hospital apologizing for being there
so early in labour. Mom had been unsure of how quickly labour
might progress with a second baby. Always one to err on the side
of being too early rather than late they had decided it was best to
get my brother settled at Nana’s early rather than be rushing later
on. Mom was shocked to learn, however, that she had arrived fully
dilated! She had experienced no pain whatsoever. She actually
hardly experienced any discomfort!
I asked for this story of my birth to be retold to me many times as
a child, and Mom always swore that she had only had one ‘real’
contraction for which she had had to pause to breathe through.
Again, Mom insisted that labour was not at all painful. With one
exception, however, she would then stop and stretch her mouth
in the widest yawn imaginable. She would encourage me to do
the same and then explain, “Do you feel that stretching burning
sensation around the edge of your mouth? That is how your yoni2
will feel as the baby’s head emerges and stretches you as wide as
you can go. Not so bad, huh?”
My little sister followed seven years later. The only element of her
birth story that stands out as I recall Mom’s retelling of it, is that
her water broke at the start of labour, which was not as either she
nor Dad expected since it had not happened that way with the first
two. So after getting up to get towels to sop up the mess, my dad
proceeded to fall back asleep! Mom re-awoke him then headed
off to the hospital and by the time my brother and I woke up that
morning Dad was home reporting the arrival of our little sister. No
reports of pain at all.
Amongst the stories of the births of the babies in my extended
family, I also recall snippets of tales of baby’s born at home to
the fellow La Leche League women my mom knew. I never
once in my years, growing from a girl into a woman, ever recall

hearing any tales of painful or agonizingly long births. No tales
of mother’s nearly bleeding to death nor babies that were saved
by the heroic actions of a doctor. In my mind these sorts of
possibilities were non-existent. I knew with every fiber of my being
that labour would not be painful. I might feel a ring of fire as the
head emerged but there was no need to worry about myself or
the baby. All the stories I was told reminded me that, “Birth was a
normal every day miracle.”
Then I got married and subsequently expected my first child. It was
my turn to find out if the tales were true and how my beliefs about
childbirth would impact my own experience.
With my first pregnancy I miscarried the baby at 12 weeks. My
miniaturized ‘labour’ to deliver that tiny person was agonizingly
painful—both physically and emotionally. Each contraction sent
a sharp ache across my belly and through my groin. I sobbed
through several hours of rhythmic contractions writhing on my
bed trying to find ways to relieve the pain each time it gripped me.
I knew beyond a shadow of a doubt that my experience had been
painful because I had been resistant to what was happening. I did
not want my baby to leave my body. This resistance, deep sorrow
and fear created tension and pain. I would not release and could
not trust my body. I fought the birth during the whole labour,
trying desperately to avoid the truth that I was losing that baby.
Fast forward a few years and I am now sitting in my midwife’s
office approximately 36 weeks pregnant with my oldest son. She
asks me, “So what is your plan to cope with the pain of this birth?”
I was shocked and caught very much off guard, thinking, “She’s
a midwife, isn’t she on the same page I’m on? Doesn’t she know
that it’s not painful?” I was barely able to construct an intelligent
response that involved regurgitating some things I learned in my
prenatal classes about massage, heat, breathing and relaxing.
In my head and my heart I believed I would just release into the
process, trust in my body’s wisdom to do what it was made to do
and have no fear. I knew that the midwife was mistaken because it
wasn’t going to be painful, just hard work.
True to my expectations labour was hard work. With my three
babies my labours started with anywhere from less than 30
minutes to over 12 hours of a sensation that I would describe as
a mild cramping or tightening deep within my groin, sometimes
even a feeling like I had diarrhea and needed to go to the
bathroom. I was fully aware of these mild contractions, but
they required none of my attention and no one else knew I was
experiencing them unless I told them. This was followed by an
intensification of the sensations such that I no longer wished to
walk and talk through contractions. The sensations were the same
as early labour, a cramping feeling, a tightening, an ache like you
feel when your muscles get tired from doing any sort of exercise.
They were just more powerful, bigger, longer, stronger and this
demanded my focus and attention. Through my various labours
this stage took anywhere from 1- 15 hours. My belly would tighten
into a hard rock as the contraction would peak and I could feel the

PHOTO BY: Little Bums, Fingers and Toes Photography

muscles of my cervix and uterus working together to open wider
than they ever had before to make way for my baby. But it was not
unbearable, it was not torturous, I was not in pain. I was working
harder than I ever had in my life and it was glorious.
Then came the second stage of labour, where I get to push my
babies into this world. I remember it so clearly—the contraction
begins like the earlier ones, but as the wave rises on its approach
to the peak a new sensation is added. Now my body, with no
direction from me, begins this massive push downward. I can feel
the baby’s head as it moves through the birth canal—it starts out
feeling like it’s going to explode through my rectum. It nearly
terrifies me, but I know to expect this sensation and trust that my
fear simply cannot happen. As the contraction continues and my
body continues to bear down I feel a head slide further along.
There is no more pressure in my rectum, just a delicious fullness
in my yoni. I look forward to that feeling with each push—that
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IS CHILDBIRTH PAINFUL? A MATTER OF BELIEFS.

moment as the head slides far enough forward to ease my poor
bum and I can feel the baby fill up my birth canal. It isn’t just
tolerable, it is enjoyable and pleasurable. My whole body is so
exhausted. I pushed for 20 minutes, one hour or two and a half
hours with my three children. I always doubt, at this point, if I can
go on and I just desperately want each baby to be out so I can
meet him/her. With some of my pushes there is a sharp, intense
stabbing and ripping pain—I know I have torn, but I will survive.
When my first child finally crowns there is an intense feeling that
my urethra and clitoris have been crushed, but I don’t feel this with
my second or third child. My second child arrives in such a hurry
with so much tearing that I barely recall his crowning. My last baby
is eased by me so carefully into my own hands. I held my own
warm compresses and massaged my tissues with olive oil. Each
time the intense stretching and burning threatened to overwhelm
me I was able to respond spontaneously to my body’s needs to be
soothed.
So, if one day Dr. Michael Klein were to interview me, and ask
me about my four births and the beliefs I held before the births, I
would respond:
t

as long as labour starts on its own, the contractions of labour
will not be painful. I may need to stop and focus and breathe
through them

t

if my labour needs to be managed (e.g. with a pitocin induction
or augment3, vacuum or forceps delivery4, episiotomy5) the
contractions will be unnaturally uncomfortable—read, painful

t

if I am resistant to, or fearful of, what is happening, I will
experience the sensations as pain

t

I will feel intense stretching and burning when babies crown
and are born

A few months later, he would most certainly receive the results of
my birth and ask for a follow-up interview. During this interview I
would expect him to ask me whether or not my beliefs matched
my actual birthing experience. This is what I would tell him, “I
am not at all surprised that my beliefs held true and accurately
describe the experience of my four births.”
He may be surprised, or not, as he is well informed, but he would
need more information so I am sure he would ask me to elaborate.
So I would further share:
“I will never describe what I felt during labour contractions
as painful. To me it is simply the wrong word and it is far too
suggestive of an experience to be feared and avoided. For
me labour contractions were massive, strong, overwhelming,
exhausting, intense and powerful beyond my imagination. I
must digress slightly and point out that these are all adjectives
I would also use to describe the experience of sex, and I would
not describe sex as painful. Although I know some women find
intercourse difficult and/or painful, it isn’t for me.”
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I would add, “I did need to focus and breathe through
contractions. I also followed my body’s lead to find positions and
hands-on support that increased my comfort (hmm, do you see
the sex parallel again?)”.
The only time I felt pain was when my yoni tore, as the heads of
my babies were emerging from me. My skin and muscle tearing
is something I feel is unnatural. Because I did not feel any pain
with the birth in which I didn’t tear, I can say that the pain was very
identifiably related to the isolated incidence of feeling my flesh rip.
It does not, for me, cast a generalized perception that childbirth
was painful – only the few moments at delivery when I tore were
painful.
Again, I cannot resist the parallel with sex—if we experience a
moment that is uncomfortable during sex we usually deal with
it and move on. I wouldn’t avoid sex because I heard that it has
the potential of being painful or because I had an isolated painful
experience. I wouldn’t let one bad moment out of an entire
experience become the primary or only way of describing that
experience. I would instead try to find ways to make it more
enjoyable and fun!
Because, I felt very intense stretching and burning upon crowning,
just like I was told to expect, I will forever wonder if I might have
experienced those sensations differently if I had come into my
births with different expectations and beliefs. To me this is just
more evidence in support of my idea that you experience what
you believe you will.

the wonderfully indescribable sensation of giving birth the same
way there are just no words that accurately describe your most
wonderfully indescribable orgasm? Could our experiences really
depend largely on our beliefs, expectations and the language we
use to describe it? I think so and I can’t wait for Dr. Michael Klein
to take me as one of his research informants.6

Notes

6. For further reading on this topic, read Childbirth Without Fear by Dr. Grantly
Dick-Read, Pinter & Martin Ltd, 2nd Edition (2004).

Heather Beaudoin is passionate about natural childbirth at
home and can’t wait to apply to Mount Royal University’s
midwifery program. She wishes her mom had told her that birth
would be orgasmic, then maybe she would have believed and
realized that expectation. Y

1. Michael Klein, Kaczorowski, Hall, Fraser, Liston, Eftekhary, Brant, Mâsse,
Rosinski, Mehrabadi, Baradaran, Tomkinson, Dore, McNiven , Saxell, Lindstrom,
Grant, Chamberlaine. “The attitudes of Canadian maternity care practitioners
towards labour and birth: many differences but important similarities.” Journal
of Obstetrics and Gynaecology Canada 31, no. 9 (2009 Sep): 827-840.
2. Yoni is a term borrowed from India’s ancient language, Sanskrit or devanagari
(divine language). It can be translated by several English concepts (origin,
source, womb, female genitals) and is considered a more respectful word for
naming female genitalia.
3. Pitocin is a synthetic form of the hormone oxytocin that causes the uterus
to contract. It can be used to artificially start a labour (induction) or to make
contractions stronger, longer and closer together in a labour that is perceived
to be to slow (augmentation).
4. In vacuum or forceps delivery an obstetric instrument is applied to the head
of the baby in order for the doctor to help pull the baby out of the vagina at
the same time that the mom is pushing.
5. In an episiotomy a doctor (or rarely a midwife) creates a larger vaginal
opening by cutting down through the perineum (the skin and muscle that
separates the vaginal opening from the anus).

I often wonder how the majority of women might experience
the sensations of childbirth if, as a culture, we told each other
different (yet still accurate) stories. What if young women didn’t
watch movies with actresses doubled over in pain with their first
contraction rushing off to the hospital as if someone were in need
of life saving measures. What if instead, we saw a woman standing
with her arms around the neck of a loved one gazing dreamily
into his/her eyes, erotically swaying her hips and moaning in a
way that reminds us of how this baby came into existence. What
if we saw a beautifully curved woman gracefully floating in a large
pool of warm water embracing every contraction as a cool breeze
blew into her face. What if we saw a woman squatting on her
hospital bed with her doctor and nurse quietly and reassuringly
encouraging her with a smile? What if we didn’t hear patronizing
caregivers telling us that, “It’s gonna hurt like hell, so you better
have a coping strategy.” What if, instead, we heard our mothers
telling us they felt like all the energy of creation was crashing
through their body and they surrendered to the strength of it and
wept with the joy of feeling the fullness of their yoni as life came
through them? Even how my girlfriend’s mom likes to jokingly
describe her daughter’s birth, “it was like a really big poo” seems
like a more accurate and complete description, than ‘painful’.
What then? Would childbirth really be painful for so many?
Might more of us try desperately to find the words to explain
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On the importance of gentle birth:
Midwifery and the medicalization of childbirth
By Vyky Reid
no exceptions. Conversely, the word ‘midwife’
is derived from the words “with woman.”
Though midwife-attended births are actually
the global norm, Simonds, Rothman and
Norman indicate that since the early 1900s in
North America, an entire society of women
have been attended in childbirth by men2.

PHOTO BY: Little Bums, Fingers and Toes Photography

For as long as there have been humans, there has
been childbirth. For thousands of years, women have birthed
their babies squatting in fields, kneeling against their mates,
or lying comfortably in their bedding. Traditionally, women
have managed their own births, or they have been attended
by midwives—women trained to assist a mother throughout
pregnancy and birth. It is only recently that pregnancy and birth
have been managed by physicians. Obstetricians, surgeons who
specialize in abnormal pregnancy and birth, are now attending
the majority of low-risk, normal pregnancies. Theoretically,
having a doctor attend the birth of one’s child should increase the
likelihood of a good outcome for both mother and child.
However, statistics show the opposite: births that occur in hospitals
are actually more likely to have complications1. On the other
hand, babies born peacefully at home, and the mothers who birth
them are healthier in both the short and long term, exhibiting
less instances of “lacerations, hemorrhage, and infections.
Neonatal outcomes of planned home births revealed less frequent
prematurity, low birth weight, and assisted newborn ventilation”1.
The medical model of childbirth disempowers a birthing mother,
resorts to unnecessary ‘routine’ interventions and provides a less
satisfactory outcome for both mother and child when compared
to a midwife-attended home birth.
Patriarchy is defined as a system of society in which men hold
the power and women are largely excluded from it. Medicine
has always been a predominantly male profession and, as a
result, modern medicine has been largely shaped by the ideas,
experiences and preferences of men. Pregnancy and childbirth are
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They claim that, “quite simply, midwives are
woman-centred. In a cultural environment
that generally devalues women’s bodies,
desires and experiences, midwives honour
them”3. When choosing a midwife-attended
birth, a mother can expect to be treated
with dignity, respect and empathy. Midwives
practice with a holistic view of the birth
process. They realize that it may be a short or
long process, and that circumstances may vary
greatly. Women are encouraged to listen to
their bodies, to move around, and to eat and
drink to keep their energy levels up. During
the birth of the baby, different positions for
pushing are used to ensure optimal positioning of the baby in
relation to the birth canal and in consideration of the mother’s
comfort.
Comparatively, in the hospital, the physician or institution’s
policies often supersede the needs and desires of the mother. Her
autonomy is stripped, much like her clothes when she is ordered
into her hospital-issued backless gown. She becomes vulnerable
and powerless to speak for herself, unable to make her wishes and
preferences known. Throughout labour, strangers will enter her
room uninvited to poke buttons on a machine, to read the printouts spit out by fetal monitors, or to insert their fingers into her
vagina to assess her progress. During the delivery of the baby (use
of the word ‘delivery’ implies that the physician is the individual
at work), the mother must often lay flat on her back with her legs
open wide and her feet in stirrups.
The lithotomy position became the norm as it allows
unencumbered view and access to the vagina by the medical staff.
This position continues to be used despite evidence that shows
that it decreases the size of the birth canal and is physiologically
the least effective position for the second stage of labour. Cox
claims that, “many positions other than lithotomy are more
effective, safer, and more comfortable for the birthing woman”4.
Pushing in the lithotomy position often results in perineal tears
and increases the likelihood of cephalopelvic disproportion:
a condition in which the pelvis becomes too narrow to
accommodate the fetus’ head5. Regardless of more effective
positions that could be utilized, the lithotomy remains the most
common—it has become routine.

Simonds, Rothman and Norman state that, “routinization and
objectification are inherent to institutionalization”3. Simply put,
the medical model of childbirth is disempowering for the mother.
They also assert that, “the power that is the birthing woman’s has
been drained from her and given to the institution in which she
is placed” and that “giving birth at home returns that power to
the woman”6. This is not to say that medicine and childbirth are
mutually exclusive, as there will always be situations in which it
would be prudent to seek care from an obstetrician. Consider also
that midwives are competent in emergency situations and have
the ability to recognize when it is necessary to transfer the mother
to the hospital in the event that complications do arise.
The medical model of childbirth assumes that women are unable
to birth their babies without assistance. Wagner indicates that
nearly all women who give birth in a hospital setting will be
subjected to some form of intervention, routine or otherwise7.
Statistics show that over 90% of labouring mothers will have
continuous fetal motoring, and 80% will be hooked up to
intravenous fluids, being withheld food and water. Nearly 80%
of mothers will accept medicinal pain relief, notably epidural
blocks or opioid narcotics. More than half of all women have their
labours started or augmented by a synthetic form of oxytocin.
Perhaps the most disturbing statistic is that one third of all babies
born in North America are born surgically7. This is happening
despite the fact that statistics also indicate that, “interfering
with the normal physiological process of labour and birth in the
absence of medical necessity increases the risk of complications
for mother and baby”8.

can actually impact maternal and fetal well-being, physically and
mentally.
The number of mothers suffering from postpartum depression
is on the rise. Many women have been interviewed about
their thoughts on their condition, “whereupon these women
implicated lack of control over their birthing experience or a
difficult birth”10. Furthermore, many women are not told of the
risks associated with medicinal pain relief. Maternal hypotension
(which is even more concerning when a woman is lying on her
back) and fetal respiratory distress are common side effects to
the popular allopathic pain management approaches: opioid
painkillers and the epidural block11. It is also noted that narcotics
can interfere with the initiation of breastfeeding. “Compared with
newborns of women who do not receive narcotics, the newborns
of women who receive narcotics may experience more difficulty
breastfeeding in the first hours, days, and weeks after birth”8.
Women who give birth at home will often escape these issues.
Midwives do not offer narcotic pain relief; instead they will
suggest non-medicinal alternatives to help deal with the
pain of contractions. Because of the continuity of care that
midwives offer, they are present for the first few hours after
birth to assist the new mother and baby with breastfeeding.
A successful breastfeeding relationship is an important factor
in avoiding postpartum mood disorders such as depression12.
Postpartum mood disorders can also include Post-Traumatic
Stress Disorder—a serious disorder that, according to Kitzinger,

Figures suggest that a very small percentage of women will
experience a “normal birth”, that is, a birth in total absence of
hands-on medical intervention. We can accredit most of those
births to midwives. Kitzinger says, “One-to-one midwife care is a
major factor in preventing unnecessary caesarean sections”9. In
a home setting, women are free to let their bodies work through
labour naturally. Midwives carry only the equipment necessary
for infant and maternal resuscitation or for medical emergencies.
Drugs are not used to start or speed labour or to intensify
contractions—instead mothers are free to experiment with
movement and position to help facilitate the descent of the baby
within the birth canal. Mothers are encouraged to eat and drink
instead of relying on IVs for hydration. They are urged to vocalize
and draw support from their partners to distract themselves from
the pain of contractions. Midwifery preserves the notion that as
women, we are designed to birth our babies without the need for
drugs or technology.
Western culture holds the belief that medical professionals
always act in the best interest of their patients and that their
expertise is not to be questioned. Though North Americans
have the right to informed consent, they often choose not to
exercise it. They blindly trust that the institution knows what’s
best, and will act accordingly. Unfortunately, the maternity care
system in place is broken; the best interests of mother and child
are often ignored for the sake of doctor convenience, efficiency
and resource management. Birthing mothers are placed under
what can be described as ‘arrest’: confined to a bed, monitored,
and immobilized with pain medications. The after effects of this
www.asac.ab.ca | FALL 2011 birthissues
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can affect up to one in twenty women after a traumatic birth
experience9. Because midwives strive to assist mothers in
achieving a gentle birth, home-birthing mothers are far less likely
to suffer from P.T.S.D. as a result of a negative birth experience.
“Birth is not dangerous; birth need not be frightening; birth does
not require people well versed in the abnormalities of childbirth
to observe and record it’s every fluctuation. Birth needs to be
trusted and believed in. Birth is safe”13. The North American model
of maternity care does nothing to instil a sense of safety in a
labouring mother. Instead, her instincts and wishes are overridden
by bureaucratic policies and unnecessary, overused technologies.
By choosing midwifery care over an obstetrically managed birth, a
new mother can remain in control of the birth of her baby, avoid
gratuitous medical procedures and can look forward to a gentle
and healthy start to life for her newborn and herself as a mother.
As Simonds, Rothman and Norman said, “birth belongs to the
woman, not to the attendants”14.

Footnotes:
1. Wax, Lucas, Lamont, Pinette, Cartin, and Blackstone, “Maternal and newborn
outcomes in planned home birth vs planned hospital births: a metaanalysis”
American Journal of Obstetrics & Gynecology 203, no. 3 (2010): 243.
2. Simonds, Rothman, and Norman, Laboring on: Birth in transition in the United
States (1st ed.). New York, NY: Taylor & Francis Group, 2007, p.15
3. Ibid., p.158
4. Cox, Bonnie, “Culture and Attitude of Birth Caregivers.” International Journal
of Childbirth Education 9, no. 2 (1994): 13-15.
5. Definition of Cephalopelvic disproportion (CPD). Mosby’s Dictionary of
Medicine, Nursing, and Health Professions. 2009. www.credoreference.com.
ezproxy.macewan.ca/entry/ehsmosbymed/cephalopelvic_disproportion_cpd
(accessed June 01, 2011)
6. Simonds, Rothman, and Norman, Laboring on: Birth in transition in the United
States (1st ed.). New York, NY: Taylor & Francis Group, 2007, p.72
7. Marsden Wagner, Born in the U.S.A.: how a broken maternity system must
be fixed to put women and children first (1st ed.), Berkeley, CA: University of
California Press, 2006.
8. Romano and Lothian, “Promoting, protecting, and supporting normal birth:
a look at the evidence.” Journal Of Obstetric, Gynecologic, and Neonatal
Nursing 37, no. 1 (2008): 94-104.
9. Sheila Kitzinger, “Birth as Rape: There must be an end to ‘just in case’
obstetrics” British Journal of Midwifery 14 (2006): 544-545.
10. Torres and DeVries, “Birthing Ethics.” Journal of Perinatal Education 18, no 1
(2009): 15.
11. Kumar and Paes, Epidural opioid analgesia and neonatal respiratory
depression.” Journal of Perinatology 23, no. 5 (2003): 425-427.
12. Zauderer and Galea, “Breastfeeding and depression: empowering the new
mother.” British Journal of Midwifery 18, no. 2 (2010): 88-91.
13. McCracken, A Declaration of the Rights of a Childbearing Mother, 1999. www.
midwiferytoday.com/articles/declaration.asp (accessed June 2011).
14. Simonds, Rothman, and Norman, Laboring on: Birth in transition in the United
States (1st ed.). New York, NY: Taylor & Francis Group, 2007, p.161

Vyky Reid is a doula and aspiring midwife, wife to supportive
husband Chris, and mother to Lyra June, born by unnecessary
cesarean in October 2009. She is currently expecting another
baby and planning an HBAC (home birth after a cesarean) in
November. Y
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Letter to Alberta Health:
Clinical responsibility in maternity services
By Erin Mayou
The year following my daughter’s birth, a cesarean for a slowly
progressing surprise frank breech1, has been a difficult one for
me. I have struggled with confidence in myself, and struggled with
lingering feelings of anger and resentment.
When I first found out I was pregnant, I was shocked. I remember
checking the pregnancy test over and over as if I expected it to
fade to ‘not pregnant’; they don’t. Was I ready? Being a student
of holistic health and going to school with a few doulas, I was
asked, ‘are you having a home water birth?’ A what? At first the
idea seemed foreign and intimidating, to birth at home. I was only
wrapping my head around being pregnant, and hadn’t looked at
the physiology of birth, so the unknown frightened me. I wanted
the perceived safety and reassurance of the hospital.
I called a typical maternity clinic, which was recommended by a
family member, with rotating physicians. However my curiosity
had been peaked and I began looking into the idea of water
birth online, falling in love with the peaceful videos and joyous
triumphant faces on the mothers. The more research I gathered,
the more a water birth seemed the best choice: the lack of gravity,
the ability for baby to move and position easier, the reduced
risk baby would attempt to take a breath too early in the case of
breech, and the over-all familiarity of a water birth from transition
of the womb2. I realized it was too late for midwifery care, but I still
had confidence that I could easily advocate for myself, and have
an intervention free birth.
I heard about Shared Care Maternity where I could have a water
birth with the reassurance of the hospital, but no one ever
returned my message, and I later found out they had closed that
program. I approached the hospital to see if I could rent a birth
pool and have it set up there but I was not able to get approval.
I was met with resistance, at my prenatal appointments, when I
would indicate my plans to opt out of procedures such as routine
use of pitocin, or antibiotics, or the GBS swab, and even vaginal
exams. It felt like my maternity clinic had a limited number of
choices a mother is allowed to make in her own birth. When
presenting my side to declining these interventions I was often
met with what felt like contempt, as if I shouldn’t presume to be
able to understand research well enough to make an informed
choice on my own. At one appointment, when I asked about using
herbs during labour, the physician told me he wouldn’t consider it
unless I could present him with randomized double-blind placebo
controlled studies3. His tone made me feel he didn’t think I would
understand what that meant, or at the very least couldn’t possibly
find any. Being familiar with scholarly research as part of my
career, I did find some placebo-controlled case studies, however
I felt the comment had been made more as one would make a
rhetorical statement.
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I found my pregnancy very emotional, and struggled to voice
what I was feeling and needing from my partner, family, and birth
team. I was afraid I would feel this way while in labour. After one
physician told me that pitocin was used routinely at a set interval
of labour because, “some women’s uteruses just don’t work”,
and another told me all “squatters eventually lie down, women
don’t give birth standing up”, I began to worry constantly about
the feeling of being watched or timed while at the hospital. I was
afraid of medical intimidation and so I read voraciously to become
as informed as I could. I knew every intervention, and exactly why I
didn’t want it. I thought I knew all possible complications.
Nearing the end of thirty hours of labour, I entered what felt
strongly like transition4. Instead of the safety I hoped for from the
hospital I encountered an air of intimidation and fear that rushed
my surprise frank breech baby off for a cesarean. The attending
physician, who had reviewed my birth plan prenatally, told me my
cesarean was an emergency for which they would push back three
other women. Only later did the doctor discuss a vaginal breech
delivery with my partner—after I had been separated from him
to be taken to surgery, and only in the context that I should have
broken my waters immediately upon arrival and then it would
have been more likely I could have delivered vaginally. She did
not explain how the artificial rupture of membranes (ARM)5 could
have helped, but I assume that the hopes are it would have sped
things along. The principle being a vaginal breech is ok, but a
slow vaginal breech is not. I was never personally told about the
possibility of vaginal breech delivery.
After I had been released from the hospital I started doing
research and found that the Society of Obstetricians and
Gynecologists of Canada (SOGC) released an article one year
prior to my birth stating that breech birth in some cases, including
ones such as ours, was safer than a cesarean6. The on-call
physician told my doula she performed vaginal breech deliveries
in that hospital, but didn’t recommend it for me. So I got my
medical records to find out why I had been forced into a cesarean
against my desires; had it really been an emergency? It is charted
at:
6:54am an ARM is performed and meconium found.7
6:55am I agreed to fetal monitoring for the first time, since the
meconium concerned me at this point: baby’s heart rate proved
strong and steady.
6:56am a call comes into surgery for elective breech and a
consultation request by my physician mentions poor progressing
labour, primigravida8, -2 station9, breech, “Please do c/s ASAP”.
In all labour records vaginal breech is listed as an option for
delivery method; in my records, of course, cesarean is ticked. It

seems to me, then, that a better explanation than simply ‘breech’
should be needed to support the recommendation for cesarean.
Especially when an alternative was never discussed with me.
Although I find it hard to believe anyone would cite the reason for
a cesarean as ‘first time mom’, or ‘slow labour’, that’s essentially
what my records indicate.
The consulting surgeon responded only ‘Recommend c/s,’
compared to ‘one needed ASAP’, and when summarizing
her account of the surgery, she states that I had already been
explained my full birth options. This suggests to me she thinks
vaginal breech was still a viable option, and believes she is truly
performing an elective cesarean. However there is no note by
either my own physician, or any nurses, documenting me being
informed. I do remember a medical student explaining a piece
of paper to me; something about possible infection and slower
recovery time10. It is interesting to note that meconium was not
included in the consultation regarding need for cesarean, yet my
physician saw it relevant to write, “NON Interventionist Birth Plan –
even refused GBS screening and pelvic exams... has even brought
a doula.” I am not sure how this is important to whether a cesarean
is appropriate, but does indicate to me that the physician is aware
that I wanted a natural, vaginal birth, and yet still it was never even
discussed with me as an option.
According to SOGC, regarding management of care in the case
of a breech delivery, it is clearly stated that all documentation
regarding provision of full options is to be clearly written, and that
staff should support a mother’s choice to birth vaginally even if it is
not recommended.6 In the absence of a clear medical explanation
for the recommendation to have a cesarean, I can only speculate
if it has anything to do with the financial incentive an obstetrician
receives for ‘recommending’ a cesarean. Or perhaps the fact that
my physician was scheduled to start clinic duty in a little over
an hour. I also felt she had me stereotyped as a fanatic annoying
patient with a long difficult labour, which I now worry was an
influencing factor.
The whole experience has sparked a cascade of depression,
and anger, and a desire to pursue justice. Although I relied on
the concept of informed consent to protect me from undue
interventions, in the end I don’t know if a laboring woman can
be counted on to be rational enough to make the decisions
necessary to allow consent, or demand refusal. This speaks
volumes for how important it is that the woman’s support team be
on the same page and supporting of the mother, but this doesn’t
address that the partner is often intimidated by an inability to help,
and fear for the mother and baby’s safety. I really do believe it is
time for some policy changes that support more choices in labour
within a hospital setting. A labouring woman shouldn’t need to feel
intimidated because she has opinions on how she would like to
birth. A labouring woman’s only choice shouldn’t be to give birth
at home in order to have her individuality and wishes respected.
Neither should a labouring woman have to birth at home alone
because her other options are severely limited.

I would like to ask other families to join me in writing to the
members of the Alberta Parliament’s Health Committee,
demanding that birthing women’s rights be respected, that more
options are made available in the hospital setting, that hospital
policy be guided by current research, that doctors be held
accountable to the clinical practice policies of their governing
societies and that more funding be made available for midwives
and birthing centers within Alberta.
Dear Health Committee Board,
June 1st, 2010, my daughter arrived: uninformed cesarean against
the patient’s desires, for slowly progressing surprise breech.
Being my first pregnancy, I was happy to arrange for a hospital
birth, placing my trust in the medical system. However,
throughout my prenatal appointments, the maternity care I
received let me down by failing to respect my opinions, using a
language of manipulation and intimidation, and being generally
uninformed of fairly common topics regarding natural labour
and delivery. It was only half way through my pregnancy that I
began to question why a normal, healthy woman, should be seen
by a trained surgeon.
I would like to ask for help changing the environment that
birthing women face today. Great strides have been made by
making midwifery funded by Alberta Health Care, and opening
programs to teach new midwives. However I believe we are only
scratching the surface when a woman needs to book a midwife
almost 10 months before her due date or when a woman is
denied the same access based on outdated research, financial, or
geographical circumstances.
Despite increased midwifery, there are still many families unable
to secure the services of a midwife. As well, many hospitals won’t
grant admitting privileges to midwives. Other families are simply
not comfortable birthing at home. As a result most families will
be giving birth with a physician – a caregiver whose practice may
not align with the family’s birth philosophy, and in a hospital - an
institution which may not be the location which best serves the
families goals. Alternately, some will even choose to birth without
a caregiver.
For whatever reason a woman is giving birth in a hospital and
with a physician, I don’t believe that should mean she should be
disrespected, controlled, or set on an arbitrary time limit. Hospital
and practitioner protocol must be guided by sound research. It is
time that safe environments are provided for women to birth in,
such as freestanding birth centres and hospitals where women
do not have to fear an, approximate, 32% cesarean rate. It is time
that medical and nursing students working in obstetrics, family
medicine or any area of maternity care be better educated in
the process of normal labour. All maternity care-providers must
be held accountable to the governing policies and guidelines of
their societies. It is time that all labouring women are treated with
respect by all caregivers in all birth settings. All families deserve
full disclosure of their options and risks, even if this seems trivial to
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the medical staff. A labouring woman needs to be supported, no matter how she chooses
to birth, even if it seems fanatical to some institutions.
I support the medical system in labour and delivery, when it is respectful, evidence-based,
and working with Mom for her, and babe’s, best interest. I do not respect a system that
has made me more frightened of hospital birth than the possibility of future uterine
rupture11.
Sincerely,
Erin Mayou

Notes
1. About 3% of babies born in Canada are breech, in which they come through the birth canal bum first,
or less commonly with one or two feet first; rather than head first. Two common worries in breech
presentation are cord prolapse, where the cord comes out before baby or is pinched as baby exits, and
head entrapment from a cervix that is not fully dilated. A frank breech, what this mom experienced,
actually lowers the chance of these complications as the body helps protect the cord and the presenting
part, the bum, is relatively the same size as the head which helps ensure the cervix is fully dilated before
baby begins decent. In this case this was not discovered until the mom was already in labour.
2. Barbra Harper, “Chapter 6: Waterbirth”, in Gentle Birth Choices, Healing Arts Press, 2005.
3. A randomized, double-blind, placebo controlled study is often referred to as the most credible source of
scientific research. The randomized refers to the fact that the participant is randomly placed in one of the
study groups. A placebo-controlled study, compares the data being tested next to a group, which takes
a similar, but unrecognizably fake version of the experiment. Double-blind is an attempt to achieve an
unbiased result, and requires that both the participants and researchers are unaware of which group each
person has been assigned to. In the case of maternity care the issue of ethics arises when asking a woman
to go into labour without being allowed to know what sort of care she is receiving; is it safe to assume that
a woman who doesn’t mind how her care is handled, is compared to one that has thoroughly researched
and planned to achieve a certain type of birthing environment?
4 Erin’s birth story can be read in this issue on page 20.
5. ARM stands for an artificial rupture of membranes, also known as breaking the waters
6. Andrew Kotaska,MD, Savas Menticoglou,MD, Robert Gagnon,MD, “Vaginal Delivery of Breech
Presentation, SOGC Clinical Practice Guideline no. 226” Journal of Obstetrics and Gynaecology Canada
31, no. 6 (2009): 557–566
7. Meconium is the thick substance that is in a baby’s intestines before it is born, when baby’s pass meconium
during labour it can be a sign that the baby is in distress, but it is also very common to see in breech
babies.
8. A primigravida, also called a primip, is a woman who is pregnant for the first time.
9. A station is measured in numbers -5 through +5 as an indication of how far the presenting part, in this case
the rump, but usually the head, has passed in its descent through the pelvis and birth canal, -2 would be
a baby still 2 cm above the midway point of the pelvis (just above the pubic bone). A baby that is in a +
station is engaged in the birth canal.

Birth pool

rentals

10. I do not remember them discussing possible reactions to the medication, the chance I could have to be
put under and risk missing the first moments of my child’s birth all together, that under general anesthesia
I could breathe in the contents of my stomach, or that there is a risk for nicks to the uterus, bladder,
intestines, or even baby. There was no discussion about how I could have problems with fertility in the
future: problems with implantation, miscarriage, preterm labour, or ectopic pregnancy. I also think it’s
important to mention that in future pregnancies I would be attempting a trial of labour, attempting a
vaginal birth after a cesarean (VBAC), and that I would never just be considered a normal birthing woman
again.
11. In a study by Chibber, et al., the risk of a uterine rupture with a previous cesarean scar was less than 0.02%.
See, Chibber R, El-Saleh E, Fadhli RA, Jassar WA, Harmi JA. “Uterine rupture and subsequent pregnancy
outcome - how safe is it? A 25-year study.” Journal of Maternal Fetal Neonatal Medicine 23, no. 5 (2010):
421–424.

Erin Mayon, when not writing birth and environment related letters to annoy local
members of legislation and parliament, is mother to one bright and beautiful little
lady, and a loving partner. She works as a holistic health practitioner and is interested
in maternity care. Y
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Changing

fear-tension-pain into
faith-relaxation-pleasure

By Laura Shanley
Permission to reprint. Copyright © Laura Shanley
that I was never going to give birth. Do you think my fear has
actually kept me from conceiving?”
I’ve spoken with other women who have been able to conceive but
unable to give birth vaginally. They too have wondered what role
fear played in their experiences.
Still others have given birth vaginally but endured a great deal of
pain. One woman said to me, “My sisters and I were all C-section
babies. For me, it was a triumph just to give birth vaginally. Maybe
next time I’ll be able to eliminate the pain.”
So, as much as some women may criticize me for saying that one
way of giving birth is more desirable than another, or that there are
goals to strive for in birth, I truly believe there are. And the goal I’ve
chosen to strive for is a painless, drug-free, medically unassisted
home birth.
Red flags go up, even among unassisted birthers, when I talk
about painless birth. Most women have pain in labour and they’re
defensive if I say that birth doesn’t have to hurt. Some women feel
that I’m ‘blaming’ them for their pain, but that certainly isn’t my
intention. Given the culture that most of us have been raised in, pain,
unfortunately, is actually to be expected in most cases.
However, I don’t see birth as inherently painful, and I know there will
come a time when labour will be enjoyed rather than endured. But
before that can occur, there must be a change in the consciousness
of humanity, and ultimately that change has to start with the
individual.

PHOTO BY: Little Bums, Fingers and Toes Photography

Giving birth in a culture that continually depicts
labour as painful and dangerous is a feat in itself
these days. Everywhere we look we’re shown images
of women screaming while giving birth, and masked
doctors heroically saving the day. Television medical
dramas abound with women being rushed into operating rooms
for emergency C-sections, and sitcoms are notorious for showing
labouring women bitching at their guilt-ridden husbands for making
them endure the “trials of labour.” Nowhere is birth depicted as a
pleasurable experience. It’s no wonder that most women fear it.
Some women, in fact, are so afraid of birth that they literally can’t
conceive. I spoke with a doctor recently who told me that she was
infertile. “My husband and I have had numerous tests and there
is absolutely nothing wrong with us physically,” she said, “but I’ve
always been terrified of giving birth. I’ve known since I was a child
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If we truly wish to experience a painless birth, it helps to know a
little about the nature of pain, including its function and cause.
Pain is a sign telling us that something is wrong. It doesn’t happen
indiscriminately. It only occurs when we’re doing something we
shouldn’t be doing. The pain is a message telling us to stop.
In the case of a labouring woman, it is obviously not a message to
stop labouring. What then, could the pain be telling us? According
to Grantly Dick-Read, author of Childbirth without Fear, fear is the
source of pain in labour. No other natural bodily function is painful,
he writes, and childbirth should not be the exception.1
When a person is afraid, messages are sent to the body telling it
there is a danger out there that must be fought or run away from.
Blood and oxygen are instantly sent into the muscle structure,
enabling the frightened person to strike out or run. But the extra
blood and oxygen must come from somewhere, so the body drains
it from organs it considers nonessential for ‘flight-or-fight’. This is
why people turn white when they’re afraid. The body knows that the
arms and legs need that blood and oxygen more than the face does.
Unfortunately, the body considers the uterus a nonessential organ
when it comes to flight or fight. According to Dick-Read, the uterus
of a frightened woman in labour is literally white. It doesn’t have the
fuel it needs so it cannot function the way it was designed to, nor

can waste products be properly carried away. Consequently, there is
pain. So, to eliminate the pain we must eliminate the fear.
Of course, sometimes that’s easier said than done. Fear runs deep in
our culture and many of us could spend a lifetime (or two) purging
ourselves of the fear we’ve developed. Even the most ‘enlightened’
people have had childhoods that weren’t perfect. And even a child
who is raised by fearless parents, still has to live in a culture that is
constantly emphasizing the ‘dangers’ of being alive. I’m reminded of
a statement made by the late Eric Sevareid. “The biggest big business
in America,” he said, “is not steel, automobiles, or television. It is the
manufacture, refinement and distribution of anxiety.”2

Laura Shanley lives in Colorado and is the mother of four children,
all of whom were born at home without the help of doctors or
midwives. Laura is a free-lance writer, birth consultant, speaker,
poet, and author. Writing and speaking about birth is one of her
passions, but she is also fascinated by how the mind affects the
body, what we can learn from our dreams, impulses, emotions and
intuition, and how consciousness evolves on both personal and
cultural levels. Y

And yet, eliminating fear is not impossible, for there is something
that is much more powerful than the most all-consuming fear—
Faith. Faith is believing that all is well. Faith is knowing that we’re not
alone in the universe. Faith is understanding that the consciousness
that created us does not want us to suffer in birth or in life. Faith
is trusting that our bodies were designed to give birth safely and
painlessly. Faith is accepting the fact that we are the creators of our
lives and our births.
Faith is not the opposite of reason. Having faith does not mean that
we sit back and do nothing during our pregnancy. When we have
faith, we understand the psychological origins for the majority of
pain and problems most women encounter in labour and we do our
best to face and conquer our fears. We don’t run to “specialists” for
“blood work” or urine tests or vitamins, for we know that with good
food (neither too much, nor too little), fresh air, exercise, and the
proper beliefs, our babies will thrive.
Having faith is the first step towards eliminating the fear/tension/
pain cycle that most women experience in labour, for faith leads to
relaxation, and relaxation leads to pleasure.
There is no doubt that the energy of birth is powerful. But its power
can be like the wind that scatters the seeds of the willow tree, or a
sunrise that bathes the sky in a beautiful yellow light. This is my vision
of birth. Someday, I know the rest of the world will share it with me.

Notes:
1. Grantly Dick-Read (1890 – 1959) was a British obstetrician who is regarded by
many as the father of the natural childbirth movement. He dedicated his life
to educating expectant parents about the benefits of giving birth naturally,
with as little intervention from health professionals as possible. Much of the
pain in childbirth, he argued, came from society’s attitude towards childbirth,
which often emphasized the pain. Dick-Read’s ideas were at first ridiculed, and
he was expelled from the London clinic he had set up with a group of fellow
obstetricians. In 1953, the publication of his first book, Natural Childbirth,
met with much opposition amongst the medical profession. It was only much
later, when he published Revelation of Childbirth (which was renamed in
1958 as Childbirth without Fear) that his philosophy captured the public’s
imagination. However, he still thought much of his work was unfulfilled, and
felt that the seemingly unstoppable tide of medical innovation, which was
meant to ease women’s experiences of childbirth, only achieved the opposite.
2. Eric Sevareid made this comment in1964. Sevareid (1912- 1992) was a CBS
news journalist from 1939 to 1977. It was Sevareid’s familiar “think-pieces”
which familiarized him with viewers worldwide. From 1964 until he retired
from CBS in 1977 Sevareid’s two-minute segments on the CBS Evening News
with Walter Cronkite inspired those who endeared him to dub him “The Grey
Eminence.” Eric said himself that as he had grown older his tendency was
toward conservatism in foreign policy and liberalism in domestic policy.
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The implications of vitamin D insufficiency in pregnancy
By Tara Tilroe

The influence of sufficient levels of vitamin D in
pregnancy appears, from the research, to be wide
ranging. There is an emerging awareness of the health impact

in the risk of preeclampsia in women who took 400-600 iu/day
of vitamin D supplements compared with women who took no
supplement3.

of insufficient vitamin D, and it is recognized that while essential
to bone health, it has other purposes within the body. Dr. Reinhold
Vieth, expert in vitamin D research, describes vitamin D’s action
in the body as allowing the cells of the body to talk to each other
properly. Around the world, vitamin D deficiency is becoming a big
public health problem1. A number of aspects of the immune system
are influenced by vitamin D and there is an association between
vitamin D deficiency and a wide range of immune disorders and
chronic infections2. Because of its impact on the maternal immune
response to the fetus, vitamin D might also be important for the
maintenance of a normal pregnancy3.

Perhaps of greatest interest was the conclusion one study drew
between vitamin D levels and the rate of primary cesarean. This
study of 253 women found that those women with 25(OH)D levels
less than 37.5nmol/L were almost four times as likely to have a
cesarean when compared with women with a 25(OH)D level greater
than 37.5nmol/L. The authors proposed that this result might be due
to the skeletal and smooth muscles’ reliance on vitamin D for the
maintenance of calcium homeostasis and subsequent effectiveness
of muscle contractions. The authors noted, “Vitamin D deficiency
may thus be a marker for a compromised immune system and
associated with higher cesarean risk.”7

How does vitamin D interact in human physiology
and where do we find it?

Maternal levels of vitamin D appear to also have an influence
on fetal development, and can have a long-term impact. One
longitudinal cohort study of pregnant women found that the
maternal level of 25(OH)D during pregnancy directly influenced
fetal femoral (thigh bone) development, as early as 19 weeks’
gestation8. Additionally, a small prospective study found that while
vitamin D supplementation from birth to 14 months ensured
similar serum 25(OH)D levels between children with initial low
levels versus children with sufficient levels, the bone growth in the
children with low levels at birth was less overall at 14 months. The
supplementation of vitamin D in the postpartum period improved
the overall vitamin D status but didn’t appear to overcome the poor
vitamin D status during the fetal period.9

Vitamin D, not a vitamin in the truest sense, is actually a precursor
to a type of hormone the body uses for various functions. Our body
makes vitamin D in the skin in response to exposure to
the sun’s ultraviolet-B rays, and is ultimately converted to
25-hydroxyvitamin D3 (also called 25(OH)D). Vitamin D has the
potential to affect many bodily functions, as it converts to one of the
most potent steroid hormones known, playing a wide role in health
and disease prevention4.
Chronic deprivation can lead to decreased bone mass in later life,
increased risks of gum disease, infections, type 1 diabetes, tumor
formation, muscle damage or disease, and depression. On the plus
side, increasing the circulating 25(OH)D has been shown to have
a correlating effect in reducing the risk of cardiovascular disease,
multiple sclerosis, rheumatoid arthritis, and at least 15 different types
of cancers.
Outside of exposing the skin to the sun, vitamin D is found in
fortified milk (100 iu in one cup), some fish liver oils (approximately
2000 iu in 1 lb of fish), and in supplements. In contrast, over 10,000
iu of vitamin D is made in the skin in just twenty minutes of sun
exposure over the majority of the body6. Debate rages on as to
what value constitutes a sufficient blood level of circulating 25(OH)
D. Recent studies suggest that they need to exceed 80 nmol, versus
the previous thought levels of 30 nmol, and should mirror what is
attained by those who live and work in a sun-rich environment who
have levels of 130 – 225 nmol5.

How do insufficient Vitamin D levels affect
pregnancy and newborns?
Several current studies emphasize the relationship between having
adequate circulating vitamin D levels and healthy pregnancy
physiology. One such study, demonstrated that the lower a pregnant
woman’s 25(OH)D levels were, the higher the occurrence of
bacterial vaginosis2. Another negative issue affecting pregnancy,
preeclampsia (or pregnancy induced hypertension), was addressed
in a study of 23,423 pregnant women that showed a 27% reduction
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Because vitamin D has immunological effects, a population-based
cohort study looked at the effect of maternal vitamin D intake
during pregnancy had on the emergence of asthma in children at
5 years of age. It found that increased maternal intake of vitamin D
reduced the risk of asthma in the child, which was in line with the
observations from two other birth cohorts1. Maternal vitamin D
levels also appear to have an effect on birth weight. Studies have
showed that higher maternal vitamin D levels lead to higher birth
weights in the infants10.

What are the current recommendations for vitamin
D supplementation?
The current vitamin D recommendations were established in 1997,
and are essentially based on a report issued four decades ago. The
basis for these recommendations was made before it was possible
to measure the true indicator of vitamin D status—the circulating
25(OH) D4. Vitamin D toxicity has not been demonstrated to
occur unless hundreds of thousands of international units (iu’s) are
taken for weeks to months. Symptoms of toxicity due to vitamin
D include persistent nausea, increased frequency of urination
without increased volume, weakness, thirst, and gastrointestinal
pain. A high level of calcium in the blood can also be a sign of
vitamin D toxicity, and calcium levels can be measured through a
simple blood test. Medical experts are reluctant to increase daily
vitamin D requirements because of the historical scientific record
of the risks associated with vitamin D toxicity. Until recently, good

quality research that defined healthy and appropriate vitamin D
supplementation was lacking. However, lifestyle changes, including
significantly increased use of sunscreen and time spent indoors,
have made oral vitamin D supplementation potentially much more
important5.

What are the implications for prenatal care
It is evident that vitamin D deficiency is not healthy for mother or
baby, and women who are at risk for vitamin D deficiency should
be screened, monitored, and supplementation recommended.
Although not part of the typical blood screen in early pregnancy,
vitamin D blood tests can be requested as part of the initial blood
draw. Symptoms of vitamin D deficiency are fairly vague until
they are severe, at which point the deficiency can present as low
immunity, depression, muscle pain, fatigue, and fragile bones. Risk
factors for deficiency include limited sun exposure, and diets low in
fatty fish, eggs, liver or fish liver oils.
While there hasn’t been a formal proposal to change the recommended dietary allowance of vitamin D during pregnancy, several
studies have indicated that doses exceeding 1000 iu per day during
pregnancy and lactation are required to achieve a robust normal
concentration of circulating 25(OH)D1. Most recently, an abstract
from a two-part blinded, randomized controlled trial specifically
focused on vitamin D supplementation and pregnancy was presented at an international pediatrics meeting. The highlighted results
indicated that daily prenatal vitamin D supplementation of 4,000
iu reduced the incidence of infections and pre-term labours and
deliveries, without any adverse events. It is yet to be published, but
it demonstrates that the current recommendations of 200 iu to 400
iu are likely to be woefully inadequate in women who do not have
sufficient levels of 25(OH)D11.

Footnotes:
1. Erkkola, M., Kaila, M., Nwaru, B., Kronberg-Kippila, C., Ahonen, S., Nevalainen,
J., Virtanen, S. “Maternal vitamin D intake during pregnancy is inversely
associated with asthma and allergic rhinitis in 5-year-old children.” Clinical &
Experimental Allergy 39 (2009): 875-882.
2. Bodnar, L., Krohn, M., & Simhan, H. “Maternal vitamin D deficiency is
associated with bacterial vaginosis in the first trimester of pregnancy.” Journal
of Nutrition 139 (2009): 1157-1161.
3. Haugen, M., Brantsoeter, A., Trogstad, L., Alexander, J., Roth, C., Magnus, P., &
Meltzer, H. “Vitamin D supplementation and reduced risk of preeclampsia in
nulliparous women.” Epidemiology 20, no. 5 (2009): 720- 726.
4. Hollis, B., Wagner, C. “Nutritional vitamin D status during pregnancy: Reason
for concern.” Canadian Midwives Association Journal 174, no. 9 (2006): 12871290.
5. Wagner, C., Taylor, S., & Hollis, B. (2008). “Does vitamin D make the world go
‘round’?” Breastfeeding Medicine 3, no. 4 (2008): 239-250.
6. Vieth, R. (2010). Vitamin D: A Q&A with Dr. Reinhold Vieth [Video file].
Uploaded by MountSinaiFoundation. Retrieved from http://www.youtube.
com/watch?v=H5HiBtY3ccw
7. Merewood, A., Mehta, S., Chen, T., Bauchner, H. & Holick, M. (2008).
“Association between vitamin D deficiency and primary cesarean section.”
Journal of Clinical Endocrinology and Metabolism 94, no. 3 (2009): 940-945.

8. Mahon, P., Harvey, N., Crozier, S., Inskip, H., Robinson, S., Arden, N., Godfrey, K.
“Low maternal vitamin D status and fetal bone development: Cohort study.”
Journal of Bone and Mineral Research 25, no. 1 (2010): 14-19.
9. Viljakainen, H., Korhonen, T., Hytinantti, T., Laitinen, E., Andersson, S., Makitie,
O., Lamberg-Allardt, C. (2010). “Maternal vitamin D status affects bone growth
in early childhood – a prospective cohort study.” Osteoporosis International
22 (2011): 883-891.
10. Mannion, C. Gray-Donald, K., & Koski, K. “Association of low intake of milk
and vitamin D during pregnancy with decreased birth weight.” Canadian
Midwives Association Journal 174, no. 9 (2006)
11. Wagner, C., Johnson, D., Hulsey, T., Ebeling, M., Shary, J, Smith, P., Hollis, B.
Vitamin D supplementation during pregnancy: RCT outcomes. Unpublished
abstract presented at an international pediatrics meeting in Vancouver,
May 1, 2010. Retrieved from: http://www.abstracts2view.com/pas/view.
php?nu=PAS10L1_2481&terms

For more information:
Scholl, T. & Chen, X. (2008). “Vitamin D intake during pregnancy: Association with
maternal characteristics and infant birth weight.” Early Human Development 85
(2009): 231-234.
Yu, C., Sykes, L., Sethit, M., Teoh, T., & Robinson, S. Vitamin D deficiency and
supplementation during pregnancy. Clinical Endocrinology 70 (2008): 685-690.

Tara Tilroe, student midwife, is enrolled in the Associates of
Midwifery program at the Midwives College of Utah. She has
been active in the birth community for the last 15 years, and
lives in Sherwood Park, Alberta with her family. Y
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Alberta Midwifery Education program announced:
Alberta Legislature Hansard
May 10th, 2011
The Speaker: The hon. Minister of Advanced Education and
Technology.

Greenhalgh, and Heidi Coughlin. If they would please rise and
receive the traditional warm welcome of this Assembly.

Mr. Weadick: Thank you, Mr. Speaker. It’s a pleasure to rise today
and introduce to you and through you to all members of this
Assembly a wonderful group of women who represent midwives
across Alberta. Last week the hon. Minister of Health and Wellness
and I had the pleasure of visiting Mount Royal University for the
announcement of Alberta’s first bachelor of midwifery degree. I
understand there is already a wait-list for that program, which is
wonderful news. Last Thursday was also the International Day of
the Midwife, which recognizes the value and important role that
midwives play in the health of women and newborns around the
world. I’d like to introduce to you some of the wonderful women
involved in midwifery: Monica Eggink and her son Louis, Jackie

The Speaker: The hon. Minister of Service Alberta.

Michaels, Amanda McEachern, Claire MacDonald, Heather
Beaudoin, Pamela Aloisio, Barbara Scriver, Marie Tutt, Joanna

Mrs. Klimchuk: Thank you, Mr. Speaker. It’s a pleasure to rise today
and introduce to you and through to this Assembly a constituent
of mine, Megan Jakeway. Megan is here today to celebrate last
week’s announcement of the midwifery degree at the Mount
Royal University in Calgary and is currently applying to that
program. Megan is here today with her husband, Bruce, and her
two children, Esther and Gabriel. I’d ask that they rise to receive
the warm welcome of this Assembly.
The Speaker: The hon. Member for Edmonton-Strathcona.
Ms Notley: Thank you, Mr. Speaker. I have two sets of introductions
today. First of all, I am pleased to rise to introduce to you and
through you to all members of the Legislature two students who
are currently studying midwifery in Edmonton through distance
education at the Midwives College of Utah. For some time now
the Midwifery Health Disciplines Committee has been unclear
about granting registration to graduates of the Midwives College
of Utah. Given that there are currently 11 MCU students in Alberta
and Mount Royal will not graduate a midwife for another four
and a half years, the situation needs to be resolved in favour of
students and the goal of increasing the midwives. I would now
like to welcome the students, who are seated in the public gallery,
I believe, to the Legislature. I would ask that Tracy Kennedy and
Carly Beaulieu rise as I read their names to receive the traditional
warm welcome of the Assembly. Thank you.
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DIRECTORY OF REGISTERED MIDWIVES

LA LECHE LEAGUE CANADA

Midwives are primary caregivers who offer comprehensive care during pregnancy, birth and postpartum.
Their services are fully covered by Alberta Health. You do not need a doctor or a referral to have a midwife. They provide
counseling education and emotional support, which allows a woman and her partner to make informed choices, thereby
maintaining control of decisions in this healthy experience. The midwife and couple develop a trusting relationship, which
prepares them for the challenge of welcoming this new baby into the family. All midwives have hospital admitting privileges,
which allows for choice of birthplace i.e. home or hospital. If you need more information, please contact the Alberta Association
of Midwives 780-425-5464 or visit www.albertamidwives.com

Beginnings Midwifery
Care
780-490-0906
beginningsmidwiferycare@
gmail.com
Megan Dusterhoft
Gaelyn Anderson
Mia Davies

Joy Spring
Midwifery Care
birthatjoyspring@gmail.com
Cathy Harness

Westside Midwives
780-571-1101
#203, 93 McLeod Avenue
Spruce Grove, AB T7X 2Z9
Westside-Midwives@shaw.ca
Joanna Greenhalgh
Marie Tutt

Passages Midwifery
780-968-2784
passages_midwifery@
yahoo.com
Noreen Walker

Midwifery Care
Partners
780-490-5383
barb@midwiferycp.ca
Barbara Scriver

Lucina Midwives
780-756-7226
midwives@lucinacentre.ca
www.lucinacentre.ca
Kerstin Gafvels
Maureen Fath

Blessing Way Midwifery
blessingwaymidwives@gmail.
com
Serving Rocky Mountain
House and Red Deer areas
Barb Bodiguel
Jess Forbes
Jenn Bindon

HOPE Midwives
hopemidwives@gmail.com
www.hopemidwives.ca
Heidi Coughlin

ASAC Presents Fall Lecture Series:
Prenatal and Baby Care Series
When: 7pm-9pm Thursdays
October 6th to November 24, 2011
Where: Located at the ASAC office
7219 - 106 Street (side door)
October 6
Cycle Charting for Fertility Awareness and Overall
Health
October 13
Nutrition for Fertility and Pregnancy, Pelvic Floor
Health
October 20
Alternative Health Care during Pregnancy:
Homeopathy Naturopathy, Chinese Medicine,
October 27
Birth and Postpartum Doulas, Prenatal Class options
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FREE!

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

Providing Breastfeeding Support in the Edmonton Area
Helpline: 780-478-0507 | LLLC Website: www.LLLC.ca | Email Help: lllc.edmonton@gmail.com

~ 2011 Meeting Dates and Locations ~
Mothers, children, and female support persons are always welcome at La Leche League meetings. Fathers and partners are
welcome in some groups as noted below. Please call one of the Leaders before attending a meeting to ensure that there have
been no changes to the date or location.

Braemar School – Teens Only

Edmonton West

(Please phone Leader to confirm monthly
meeting date and time.) 1st Monday of
the month during the school year – 12:00
noon (No mtgs. July & Aug.)
Braemar School, Terra Office
9359 – 67 A St.
Fiona A
780-464-1864
Kristine
780-472-2506

3rd Thursday – 10:00 a.m.
Laurier Heights Community League
14405 – 85 Ave.
(enter off of 80 Ave. at 144 St.)
Nancy
780-489-9704
Mary-Beth
780-481-8426

Edmonton North/
Castledowns

3rd Monday – 10:00 a.m.
Toadstool Music Studio
485 Sioux Road, Sherwood Park
Cheryl
780-464-2662
Leah
780-922-0881
Colleen
780-922-7070
Taryn

3rd Tuesday – 7:00 p.m.
Castle Downs Public Library
106 Lakeside Landing
15379 Castle Downs Rd.
Fiona LS
780-633-6548
Kristine
780-472-2506

Edmonton Strathcona

November 10
Cesarean Prevention

Last Thursday – 7:30 p.m.
Fathers/Partners welcome
(No meeting in December)
Strathcona Community League
10139 – 87 Ave.
Jade
780-431-2996
Kirsten
780-465-1188
Linda
780-434-8823
Emily

November 17
Art of Breastfeeding

Vermilion

November 24
Baby Wearing, Cloth Diapering, Diaper Free

Please call for meeting information
Kathleen
780-853-6711

November 3
Making the Most of Your Hospital Birth

Sherwood Park – a.m.

Sherwood Park – p.m.
1st Monday – 7:00 p.m.
Fathers/Partners welcome
Toadstool Music Studio
485 Sioux Road, Sherwood Park
Kim
780-485-6992
Tiffany
780-922-7705
Erie
780-406-5552

St Albert
4th Monday - 7:00 pm
Salvation Army Community Center
165 Liberton Dr., St. Albert
(corner of Liberton & Giroux)
Tammy
780-460-4460
Pam
780-478-1817
Melody
780-923-2121
Patricia

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
info@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 Tascheleia Marangoni.
780-903-7418 or info@ppda.ca
www.ppda.ca
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PRENATAL CLASSES IN EDMONTON AREA
Baby Bump Doula & Birth Services
Location: West Edmonton | Phone: 780-918-9359
Email: babybumpdoula@yahoo.ca
Private 2 evenings or a one-day class focused on
preparation for labour and birth, comfort techniques,
breastfeeding, postpartum care and more. Learn how to
be informed and make the best decisions for your birth.
Classes tailored to individual needs and preferences.

Better Beginnings: Alberta Health
Location: Alberta South West | Phone: 403-388-6661
It is a non-judgmental support program for over burdened
pregnant women (teens, low income, moms of low-birth
weight babies, substance abuse issues, etc.). It provides
information and support on healthy pregnancy, birth
and parenting, help to quit smoking, pregnancy vitamins,
vitamin D for baby if breastfeeding, library card, milk &
food coupons, cooking class, etc.

Birth & Babies Childbirth and
Parenting Education: Alberta Health
Location: Calgary and area | Phone: 403-781-1450
Website: www.birthandbabies.com
Calgary and area education for prenatal and parenting
classes. It offers over 30 different courses for expectant
and new families as well as an interactive website for the
family as well as their support team, including grandparents.

Blooming Bellies: Trish Walker and
Skyla Bradley Birthing From Within
certified mentor
Location: Edmonton | Phone: 780-907-0228
Email: talker1@telusplanet.net
Birthing from Within classes offer a soulful and holistic
approach to birth preparation integrating both intuitive
knowing and a modern intellectual knowing. Our classes
prepare you to birth-in-awareness whether you are
birthing at home, in a birth center, tipi, taxi or hospital.

Community Perinatal Program:
Alberta Health
Location: Edmonton area | Phone: 780-342-4719 or 780413-7658 or 1-866-408-5465
A multi-disciplinary team offers prenatal, labour, delivery
and postpartum care to pregnant women with risks due
to lack of medical access, socio-economic difficulties,
isolation, language and cultural barriers, poor nutrition,
substance abuse, and domestic violence. Services
include prenatal visits, prenatal education, hospital tours,
transportation support, nutrition counseling, help with
housing, parenting, nutrition, addictions, and family
violence.

Early Pregnancy Class: Alberta Health
Location: Alberta Hospitals | Phone: 1-866-408-5465
This hospital class covers fetal development, prenatal care,
nutrition, healthy lifestyle choices, exercise, coping with
the discomforts of pregnancy, hazards to avoid while you
are pregnant, and signs and symptoms of complications.

Earth Mother Birth: Jennifer
Summerfeldt and sherry Dawn
Rothwell
Location: Edmonton and area | Phone: 780-850-0538
Website: www.earthmotherbirth.org
Offers holistic and nurturing services as well as soulful,
informative and dynamic approach to childbirth
education. These classes emphasize the scientific
validation of the art of natural birthing and practical
application of holistic birth practices at home, and in the
hospital. Offer in-class and home study courses.
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Energy of Birthing: Ava Curtola R.N.,
Hypnotherapist, Reiki Master

Natural Connections: Krystal Hoople
RN, BScN, IBCLC

Location: Spruce Grove and Edmonton
Phone: 780-963-3111
Website: www.theEnergyofBirthing.com
Birthing preparation and hypnosis class using reflexology,
acupressure, energy points, and meditation to have a
very easy, comfortable delivery. Classes for all expectant
parents, support friends and doulas. Receive ‘The Energy
of Birthing’ book and 2 meditation CD’s.

Location: Stony Plain/Spruce Grove
Phone: 780-907-3481
Email: naturalconnections@shaw.ca
Website: www.naturalconnections.vpweb.ca
A 4 evening or one-day session designed to enhance
your birth experience. Understand labour, the comfort
cycle, natural comfort measures, conscious parenting,
and how to use a car seat. Spend time preparing to get
breastfeeding off to a good start and learn the behaviour
of a newborn from a Lactation Consultant.

Friends of Freebirth Foundation of
Alberta
Location: Edmonton
Email: friendsoffreebirth@yahoo.ca
Classes offer free, informal, individualized birth
preparation sessions and resource sharing using a peer
education approach as part of a supportive community for
families choosing the freebirth option.

Gentle Touch Services: Suzanne
Moquin BEd, CBE, (CD)DONA
Location: West Edmonton | Phone: 780-440-6105
Email: gentletouchdoula@shaw.ca
Prenatal classes on weekends. Focus is on positive birth
experiences as defined by individual participants.

Health for Two: Alberta Health
Location: Edmonton, St. Albert, Leduc County, Fort
Saskatchewan, Parkland County, and Strathcona County.
Phone: 1-866-408-5465
Health for Two offers prenatal information, nutrition
supplements, and support to at risk women during their
pregnancy and following the birth of their baby. Women in
the program have social and economic risks to a healthy
pregnancy such as teen pregnancy, low income, poor
nutrition, smoking, substance use, language or cultural
barriers, or violence in their relationship.

International Cesarean Awareness
Network (ICAN) Canada: Laurie Mapp
Location: Edmonton, East; web seminars
Phone: (780) 232-7905
Email: edmontonVBAC@gmail.com
Monthly classes on cesarean prevention and VBAC
preparation in Edmonton. VBAC is vaginal birth after
cesarean. Class is 1.5 hours long. Bimonthly webinars are
also available.

Midwifery Care Partners: Barbara
Scriver, RM, Teilya Kiely, Student
Midwife
Location: Edmonton South | Phone: 780-490-5383
Email: barb@midwiferycp.ca
Three consecutive evening classes at the midwifery
office to prepare families for their birth. Also covering the
psychology of birth, dealing with pain, stages of labour,
comfort techniques, water birth, emergency childbirth,
the normal newborn, breastfeeding, and the postpartum
period.

Motherizing Childbirth Education:
Lisa Cryderman, R.N.
Location: Edmonton | Phone: 780-901-1178
Email: lisa@motherizing.com
These classes focus on accessing ones coping skills and
celebrating becoming parents.
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Prenatal Education Services: Alberta
Health
Location: Alberta Hospitals and Community Health
Centers
Phone: 1-866-408-5465
Hospital class series offered in 6-8 week sessions or in
a weekend format. Refresher classes are also available
to those parents who want to review information when
having a subsequent birth. They include information on
pregnancy, preparation for labour, birth, breastfeeding
and care of the newborn, as well as hospital tours. These
classes can be offered in different languages. There
are also classes for teen moms, and for twin and triplet
pregnancies.

Terra – Centre for Pregnant &
Parenting Teens
Location: Edmonton Centre | Phone: 780-428-3772
Email: terra@terraassociation.com
Classes are offered for two consecutive evenings every six
weeks to pregnant young women up to age 19 years old.
Course materials and activities target teen moms and their
coaches in a comfortable environment. A public health
nurse in partnership with Eastwood Public Health Centre
facilitates classes. Supper is provided.

The Parent Center
Location: Edmonton | Phone: 780-465-3976
Email: Info@ParentCenter.ca
Website: www.parentcenter.ca
The Parent center is a non-profit organization that offers
quality prenatal and postnatal education. Classes include
a 10-hour prenatal class series, a 3-hour baby care class to
build confidence, weekend prenatal workshops, cesarean
prevention and individual classes. Classes are personalized
and small.

Twin and Plus Prenatal Classes:
Alberta Health
Location: Alberta Hospitals | Phone: 1-866-408-5465
6 weeks long classes available to anyone delivering
multiples (twins, triplets, quads). Topics covered are
vaginal birth of multiples, c-sections, medical concern
unique to multiple pregnancies, premature babies, NICU
tour, breastfeeding multiples, car seat safety, parenting and
managing at home.

WIN (Women, Infants & Nutrition)
Project: Alberta Health
Location: Alberta community health centers
Phone: 1-866-408-5465
Provides education, support and assistance to pregnant
women and teens. Information about healthy eating in
pregnancy, labour and delivery, support and education for
breastfeeding, or support making healthy lifestyle choices.
For those clients who are on a tight budget, coupons can
be provided to help with purchasing healthy foods, and
prenatal vitamin supplements.
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CALENDAR OF EVENTS September 2011 – November 2011
If you have an event relating to pregnancy, childbirth or parenting please email it (45 words max) to our
calendar volunteer at bi_events@asac.ab.ca by the submission deadline Oct 1, Jan 5, April 1.
SEPTEMBER 2011
7 Weekly Prenatal Class Series. Focus on
learning about comfort techniques, informed
consent, interventions, breastfeeding and
more. Taught by a certified doula and
childbirth educator. Call Lisa at 780.918.9359
or email babybumpdoula@yahoo.ca for
further information and to register.
8 – 29 (Thursday) Loving Hands: Infant
Massage, $75, 1:30-2:30pm, Birth Source
Inc., 5024 106 Ave, Edmonton, 780-758-2525.
Nurturing touch will relieve stress for you
and your baby. Learn touch and calming
techniques to help your baby sleep better,
help development, and improve your
bonding and communication.
8 – 29 Sign & Sing at Play, $70, Birth Source
Inc., 5024-106 Ave, Edmonton, 780-758-2525.
Strong emphasis on teaching American Sign
Language vocabulary and teaching it well.
Focus on how and when to teach these signs
using games and strategies that focus on ageappropriate language development.
13 ASAC Business Meeting at the ASAC
office, 7 – 9 p.m. (second Tuesday of the
month). Everyone is welcome. An enjoyable
and informative, child-friendly meeting!
15 – Oct. 20 Tai Chi, $75, 7-8pm, Birth
Source Inc., 5024 106 Ave, Edmonton, 780758-2525. Gentle but powerful approach to
fitness leaving you energized and recharged,
improves balance and coordination. Tai Chi
promotes a relaxed, energized body and
mind. A safe and wonderful exercise for
pregnancy and beyond!
18 Energy of Birthing Prenatal Classes,
Birthing Hypnosis. Discover reflexology,
acupressure, energy points, breathing, and
meditation. Birthing book and 2 meditation
CDs included. Relax, Breathe, Prepare for
the best birth experience ever. Ava Curtola
R.N., Birthing Specialist, Hypnotherapist
780.963.3111, www.theEnergyofBirthing.com.
18 Infant CPR: You don’t have time to look
in a book if an emergency happens. 1 &
2 person CPR on infant, AED, obstructed
airway, conscious and unconscious. Heart
& Stroke certified course. Ava Curtola R.N.,
780. 963.3111, www.theEnergyofBirthing.
com, ava@energyworkshops.com,
EnergyWorkshops.com

6 ASAC Prenatal and Baby Care Lecture
Series. Topic: Cycle Charting for Fertility
Awareness and Overall Health. 7pm-9pm.
Located at the ASAC office, 7219 - 106 Street
(side door). Free! Please pre-register at
presentations@asac.ab.ca
8 & 9 Prenatal Class weekend series at
Wellness Within Health Centre in West
Edmonton, taught by Suzanne Moquin BA,
BEd, CBE, CD, BDT. Focus is on empowerment
and positive birth experiences. Call Suzanne
at 780-440-6105 for more info, or email
gentletouchdoula@shaw.ca
11 ASAC Business Meeting at the ASAC
office, 7 – 9 p.m. (second Tuesday of the
month). Everyone is welcome. An enjoyable
and informative, child-friendly meeting!
13 ASAC Prenatal and Baby Care Lecture
Series. Topic: Nutrition for Fertility and
Pregnancy, Pelvic Floor Health. 7pm-9pm.
Located at the ASAC office, 7219 - 106 Street
(side door). Free! Please pre-register at
presentations@asac.ab.ca
13 – Nov. 3 (Thursday) Loving Hands: Infant
Massage, $75, 1:30-2:30pm, Birth Source
Inc., 5024 106 Ave, Edmonton, 780-758-2525.
Nurturing touch will relieve stress for baby
and you. Learn touch and calming techniques
to help your baby sleep better, help
development, and improve your bonding and
communication.
15 ASAC’s Info Sessions, ASAC Office -7219 106 Street (side door), 11:00 am. Come
for information about midwives, doulas,
prenatal class options, homebirth, hospital
birth, and upcoming ASAC-sponsored
lectures. Enjoy a relaxed, kid-friendly
environment with an opportunity to ask
questions, find local resources, and browse
ASAC’s extensive lending library. 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.
15 Prenatal Class (full Saturday). Focus on
learning about comfort techniques, informed
consent, interventions, breastfeeding and
more. Taught by a certified doula and
childbirth educator. Call Lisa at 780.918.9359
or email babybumpdoula@yahoo.ca for
further information and to register.

22 ICAN Birth: Cesarean prevention and
VBAC class – Le Soleil Health and Wholeness
Clinic, #15, 9353 – 50 Street, Edmonton, near
Capilano Mall. Cost $25 for mom and birth
team, 6 – 7.30pm. RSVP Ruth (780) 432-3908
or edmontonVBAC@gmail.com. Parent
meeting follows class.

20 ASAC Prenatal and Baby Care Lecture
Series. Topic: Alternative Health Care during
Pregnancy: Homeopathy Naturopathy,
Chinese Medicine . 7pm-9pm. Located at the
ASAC office, 7219 - 106 Street (side door).
Free! Please pre-register at presentations@
asac.ab.ca

22 Cesarean and VBAC parent meeting - Le
Soleil Health and Wholeness Clinic (address
above). No cost, 7.30 – 9.30 pm. RSVP Ruth
(780) 432-3908 or emontonVBAC@gmail.
com. Visit www.edmontonVBAC.com

20 - Nov. 10 Sign & Sing at Play, $70, Birth
Source Inc., 5024-106 Ave, Edmonton;
780-758-2525. Strong emphasis on teaching
American Sign Language vocabulary and
teaching it well. Focus on how and when to
teach these signs using games and strategies
that focus on age-appropriate language
development.

24 Prenatal Class (full Saturday). Focus on
learning about comfort techniques, informed
consent, interventions, breastfeeding and
more. Taught by a certified doula and
childbirth educator. Call Lisa at 780.918.9359
or email babybumpdoula@yahoo.ca for
further information and to register.

OCTOBER 2011
3 – 8 MotherWit Doula Training: $975,
Birth Source Inc., 5024-106 Ave, Edmonton;
780-758-2525. MotherWit provides education
above and beyond standard training. Studying
pregnancy, birthing, and postpartum and
ways to support it in all kinds of settings,
along with a myriad of tools to work
holistically with your clients.
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23 Energy of Birthing Prenatal Classes,
Birthing Hypnosis. Discover reflexology,
acupressure, energy points, breathing, and
meditation. Birthing book and 2 meditation
CDs included. Relax, Breathe, Prepare for
the best birth experience ever. Ava Curtola
R.N., Birthing Specialist, Hypnotherapist,
780.963.3111, www.theEnergyofBirthing.com.
23 Infant CPR: You don’t have time to
look in a book if an emergency happens. 1
& 2 person CPR on infant, AED, obstructed
airway, conscious and unconscious. Heart
& Stroke certified course. Ava Curtola R.N.,
780. 963.3111, www.theEnergyofBirthing.
com, ava@energyworkshops.com,
EnergyWorkshops.com
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24 NEW Xpress Prenatal Class – just 3
hours! Yes, a condensed version for busy
people. Ava Curtola R.N., Birthing Specialist,
Hypnotherapist, 780.963.3111, www.
theEnergyofBirthing.com.

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.

24 – Dec. 15 Sign & Sing at Play, $70,
Birth Source Inc., 5024-106 Ave, Edmonton;
780-758-2525. Strong emphasis on teaching
American Sign Language vocabulary and
teaching it well. Focus on how and when to
teach these signs using games and strategies
that focus on age-appropriate language
development.

12 Birthing From Love (www.
birthingfromlove.com): This workshop
helps women release the fears of childbirth.
Releasing fears helps to decrease pain,
decrease time in labor, and decrease risk of
unwanted interventions. All or a portion of
the cost of the workshop may be covered by
your extended health care benefits.

26 Weekly Prenatal Class Series. Focus on
learning about comfort techniques, informed
consent, interventions, breastfeeding and
more. Taught by a certified doula and
childbirth educator. Call Lisa at 780.918.9359
or email babybumpdoula@yahoo.ca for
further information and to register.

12 Prenatal Class (full Saturday). Focus on
learning about comfort techniques, informed
consent, interventions, breastfeeding and
more. Taught by a certified doula and
childbirth educator. Call Lisa at 780.918.9359
or email babybumpdoula@yahoo.ca for
further information and to register.

27 ASAC Prenatal and Baby Care Lecture
Series. Topic: Birth and Postpartum Doulas,
Prenatal Class options. 7pm-9pm. Located at
the ASAC office, 7219 - 106 Street (side door).
Free! Please pre-register at presentations@
asac.ab.ca

17 ASAC Prenatal and Baby Care Lecture
Series. Topic: Art of Breastfeeding. 7pm-9pm.
Located at the ASAC office, 7219 - 106 Street
(side door). Free! Please pre-register at
presentations@asac.ab.ca.

27 ICAN Birth: Cesarean prevention and
VBAC class – Le Soleil Health and Wholeness
Clinic, #15, 9353 – 50 Street, Edmonton, near
Capilano Mall. Cost $25 for mom and birth
team, 6 – 7.30pm. RSVP Ruth (780) 432-3908
or edmontonVBAC@gmail.com. Parent
meeting follows class.
27 Cesarean and VBAC parent meeting - Le
Soleil Health and Wholeness Clinic (address
above). No cost, 7.30 – 9.30 pm. RSVP Ruth
(780) 432-3908 or emontonVBAC@gmail.
com. Visit www.edmontonVBAC.com

NOVEMBER 2011
3 ASAC Prenatal and Baby Care Lecture
Series. Topic: Making the Most of Your
Hospital Birth. 7pm-9pm. Located at the
ASAC office, 7219 - 106 Street (side door).
Free! Please pre-register at presentations@
asac.ab.ca
3 – December 8 Tai Chi, $75, 7-8pm, Birth
Source Inc., 5024 106 Ave, Edmonton, 780758-2525. Gentle but powerful approach to
fitness leaving you energized and recharged,
improves balance and coordination. Tai Chi
promotes a relaxed, energized body and
mind. A safe and wonderful exercise for
pregnancy and beyond!
8 ASAC Business Meeting at the ASAC
office, 7 – 9 p.m. (second Tuesday of the
month). Everyone is welcome. An enjoyable
and informative, child-friendly meeting!
10 ASAC Prenatal and Baby Care Lecture
Series. Topic: Making the Most of Your
Hospital Birth. 7pm-9pm. Located at the
ASAC office, 7219 - 106 Street (side door).
Free! Please pre-register at presentations@
asac.ab.ca.
10 – Dec. 1 Loving Hands: Infant Massage,
$75, 1:30-2:30pm, Birth Source Inc., 5024 106
Ave, Edmonton, 780-758-2525. Nurturing
touch will relieve stress for baby and you.
Learn touch and calming techniques
to help your baby sleep better, help
development, and improve your bonding and
communication.
12 ASAC’s Info Sessions, ASAC Office -7219 106 Street (side door), 11:00 am. Come
for information about midwives, doulas,
prenatal class options, homebirth, hospital
birth, and upcoming ASAC-sponsored
lectures. Enjoy a relaxed, kid-friendly
environment with an opportunity to ask
questions, find local resources, and browse
ASAC’s extensive lending library. Confirmation

20 Energy of Birthing Prenatal Classes,
Birthing Hypnosis. Discover reflexology,
acupressure, energy points, breathing, and
meditation. Birthing book and 2 meditation
CDs included. Relax, Breathe, Prepare for
the best birth experience ever. Ava Curtola
R.N., Birthing Specialist, Hypnotherapist,
780.963.3111, www.theEnergyofBirthing.com.
20 Infant CPR: You don’t have time to
look in a book if an emergency happens. 1
& 2 person CPR on infant, AED, obstructed
airway, conscious and unconscious. Heart
& Stroke certified course. Ava Curtola R.N.,
780. 963.3111, www.theEnergyofBirthing.
com, ava@energyworkshops.com,
EnergyWorkshops.com
24 ASAC Prenatal and Baby Care Lecture
Series. Topic: Baby Wearing, Cloth Diapering,
Diaper-Free. 7pm-9pm. Located at the ASAC
office, 7219 - 106 Street (side door). Free!
Please pre-register at presentations@asac.
ab.ca.
24 ICAN Birth: Cesarean prevention and
VBAC class – Le Soleil Health and Wholeness
Clinic, #15, 9353 – 50 Street, Edmonton, near
Capilano Mall. Cost $25 for mom and birth
team, 6 – 7.30pm. RSVP Ruth (780) 432-3908
or edmontonVBAC@gmail.com. Parent
meeting follows class.
24 Cesarean and VBAC parent meeting - Le
Soleil Health and Wholeness Clinic (address
above). No cost, 7.30 – 9.30 pm. RSVP Ruth
(780) 432-3908 or emontonVBAC@gmail.
com. Visit www.edmontonVBAC.com
26 Birth Issues Mail-out: Saturday, 10
a.m. to noon, PakMail, 5328 Calgary Trail,
Edmonton. Come and help us put the next
issue of this magazine out into the world
by stuffing envelopes and packing boxes.
Children and babies welcome. Rewards
include timbits and good karma.
25, 26, 27 DONA Intl Birth Doula Workshop
in Edmonton . A labour and birth support
training taught by Suzanne Moquin BA,
BEd, CD, BDT. Doulas are becoming part
of the obstetric team, as interventions are
minimized, and families are experiencing
positive births. Call 780-440-6105 or email
gentletouchdoula@shaw.ca
30 Weekly Prenatal Class Series. Focus on
learning about comfort techniques, informed
consent, interventions, breastfeeding and
more. Taught by a certified doula and
childbirth educator. Call Lisa at 780.918.9359
or email babybumpdoula@yahoo.ca for
further information and to register.
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