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ASAC wants to thank every person who contacted their MLA, as well 
as our Alberta Health Minister and Alberta Minister of Advanced 
Education. We were told that without you, and the pressure you 
imposed on our politicians, this program may have been stalled 
another year. Yeah to active consumers and concerned citizens 
making Democracy function! We did it!

Another great news is that registered midwife Kerstin Gafvels and 
3 other partners have purchased a property in the west end of 
Edmonton. They are planning to create the first birth centre in this 
area. This will o!er an alternative for women who live in rural areas or 
in the North to give birth in a home-like Bed-&-Breakfast setting. They 
will take possession on August 1st and will be renovating the property 
into 2-3 birthing suites, 1 antenatal/postpartum suite, and 5 o"ces. 
These o"ces could be rented by massage therapists, chiropractors, 
acupuncturists, prenatal instructors, etc. The centre would not be 
restricted to Kerstin Gafvels clients, any midwife who has a client who 
desires to give birth there could do so. For more information about the 
birth centre project, to help bring it to fruition, or to rent an o"ce—
please contact registered midwife Kerstin Gafvels (kersting@shaw.ca).

We are happy to announce that the Misericordia hospital is now 
routinely doing delayed cord clamping immediately after the birth 
of premature babies as well as all full-term babies born in its hospital. 
Research shows that it is beneficial for newborns to have the extra 
volume of blood and thus protocols have been amended to reflect 
the advances in research. We applaud the Misericordia for this and 
encourage other hospitals in Alberta and Canada to follow suit.

All the midwives in Edmonton have applied for hospital privileges at 
the Sturgeon Hospital in St. Albert. The process is going well and the 
hope is that midwives will be able to attend births there. Edmonton 
midwives currently only have privileges at the Lois Hole Hospital. It will 
allow women more choices and allow families to travel less. 

As of November 2011, registered midwife Joanna Greenhalgh will be 
accepting women with Body Mass Indexes over 30 as a priority. She 
will o!er support for lifestyle change including nutrition, exercise and 
positive self-esteem. She will also accept VBACs. She will be doing 
home births as well as hospital births. We are very excited about 
this news as it opens more possibilities to women who are often 
marginalized and feel disempowered. We send our thanks and support 
to Joanna.

Unfortunately, no hospitals in Edmonton are allowing water births. 
Although midwives are trained experts in waterbirths, none of the 
hospitals are allowing midwives to attend waterbirths in their premises. 
The Westview Hospital in Stony Plain no longer o!ers the tubs as they 
are renovating the Labour & Delivery rooms for acute care services. 
Labouring women can bring their own plastic pools though … for a 
short while only, as Westview is still firm about closing its Maternity 
services by September 2011.

The five midwives who had hospital privileges at Westview have been 
actively working on obtaining hospital privileges elsewhere. It is quite 
unfortunate as they all live in Parkland County. The closest hospital is 
the Misericordia hospital but it has not o!ered hospital privileges to 
midwives. So it will be quite a drive for those midwives and the families 
they support to attend a hospital birth. We think this is appalling 
and that Parkland County families deserve the right to give birth in 
their area—after all, Parkland County is a bustling and active place 
these days. There are so many new schools, recreation centres and 

housing developments. We don’t understand how the County and the 
Westview are not noticing that their community is growing at a very 
fast pace and that Maternity services will be strained in Edmonton. It 
just does not make sense. 

Hopefully our MLAs will remember that there are not just elderly 
people in Parkland County—but also families. If you live in Parkland 
County, please make sure you visit your MLA’s o"ce in person and 
express your desire to give birth there. Sending a letter to your MLA, 
mayor and Westview is helpful too. But, as you know, nothing replaces 
a face-to-face reality check. You are real. You pay taxes. You deserve to 
be supported during this very formative time in your life.

As always, I am ending my editorial with the latest data available on 
midwives in Canada. I am sad to say that Alberta is 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 MIDWIVES 
(RM) 

POPULATION NUMBER 
of RM / 
PERSON

Alberta 52 3,720,900 71,555

British Columbia 184 4,531,000 24,635

Manitoba 51 1,235,400 24,223

New Brunswick 4 751,800 18,795

Nova Scotia 10 942,500 9,425

Ontario 487 13,210,700 27,126

Quebec 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 having her summers o! 
so she can sweat up a storm in the Rockies and at folk music festivals. 
She volunteers for Birth Issues and the Edmonton Doula Association 
because she believes that birth matters and unites us all.

Due dates. This issue is long overdue (No pun 
intended). When a woman announces her 
pregnancy, the first question she can be sure to 
be asked is, “When are you due?” This seemingly 
innocent question has complex ramifications that 
few appreciate.

I started appreciating the complexity of due dates when 
I asked my mother, “At how many weeks gestation was 
I born?” She looked at me with a puzzled look, raised 
her shoulders and finally answered, “I have no idea.” I 
was not expecting that answer. It’s not like I was born in 
the middle of a desert or in the Himalayas. I was born in 
very developed, very modern, very urban—Paris, France! 
She had a midwife and a doctor attending my birth in 
a “Maternité” in the 15th Arrondissement. So to my 
insistence she elaborated, “Well in those days we didn’t use 
ultrasounds. We didn’t calculate our dates according to our 
menstrual cycles either. We were given a due season. You 
were going to be born in the Fall, sometime around October 
or November.”

Imagine my surprise. What a concept. A ‘Due Season.’ That just doesn’t 
happen today. We want to know when we will give birth. We want to 
get excited, mark it on our calendar, get the troops organized, book 
time o! work, plan our baby shower, paint the baby room, plan the 
family visits, and maximize our maternity leave. Doctors and midwives 
also depend on them. They have all their prenatal appointments and 
tests organized around them. They even will limit the number of 
patients according to the number of ‘due dates’ they already have per 
month. So what would we all do today without the due date?

This discovery, as well as a number of birth experiences (as a doula 
supporting a woman), led me to reflect on my assumptions around 
due dates. Perhaps they are absolutely important. But perhaps they are 
not. Perhaps the change from ‘due seasons’ to ‘due dates’ doesn’t just 
reflect that medicine has advanced. Perhaps the change reflects that 
medicine also micro-manages. 

That may be a good thing in childbirth, but it may also have some 
negative sides to it. Are we stressing women out? Are we having 
cesareans because of the fear of legal liability? Are we bullying women 
into inductions? Are we truly giving unbiased information, which 
allows a woman to make an informed decision about the length of her 
pregnancy? 

It is our hope that this issue can further the discussion around due 
dates, how pregnancy and labour are today being managed, and how 
pregnancy is supposed to progress and how babies are supposed to 

grow. All I know now, and that you will discover through reading the 
birth stories and articles in this issue, is that some babies are born 
healthy and fully formed at 36 weeks or at 43 weeks pregnancy. It’s not 
all doom and gloom. Our babies don’t explode on their due dates!

Midwifery news 
Alberta has 52 registered midwives and 21 registered students. 9 
students will probably graduate this year. In Edmonton 3 students have 
finished their courses and preceptorships. They are waiting for their 
portfolios to be reviewed. Hopefully we will be able to welcome them 
to Edmonton when we publish the next issue! 

Midwifery Education. For those of you who don’t know yet, we have 
great news! Minister Weadick, the Alberta Minister of Advanced 
Education, announced on Tuesday May 3rd 2011 that Alberta has 
confirmed that it is funding a Bachelor of Midwifery at Mount Royal 
University (MRU), Calgary. The program will start this very Fall 2011. 

Let all aspiring midwives know about MRU as they will have little time 
to apply to the program and get organized with their student loans! 
For more information about the program, deadlines, and application 
requirements please contact Debra Duran-Snell at dduransnell@
mtroyal.ca or 403-440-5544. Make sure you also check the MRU 
website for updates on the midwifery program. If you don’t receive a 
response, please be patient, as Debra and MRU may be swamped with 
work! 

editorial        CLAIRE MACDONALD

Email me at bi_editor@asac.ab.ca

SPEAK UP ABOUT BIRTHING AT WESTVIEW HOSPITAL:
Call, email, write a letter, visit in person

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

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

Family & Community Support  
Services Board 
4905 51 avenue 
Stony Plain, Alberta 
780.963.8583 
pfcss@stonyplain.com

Councillors Pat Hansard & Darren Brady are on this board
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Editors
Heather Beaudoin is the mother of two school aged boys and an infant 
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.

Jen Mallia is a writer and stay at home mom to one year old Judah and 
two “fur babies.” After four 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 one year old. 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. 

Angie Roos is the busy mama of a three year old girl and a two month 
old boy who was born at home. She enjoys hiking, biking and camping 
with her family. She won her class spelling bee in grade five and has 
enjoyed pointing out spelling mistakes ever since.

Kristen Hiltz lives in Nova Scotia where she shares the pride of having 
a busy 1.5 year-old daughter with her very patient and understanding 
husband, Jonathan. She is also expecting a son, who is just as busy in 
utero as his big sister is as a toddler. After mentally proofreading a 
sign in a local chain retail store’s bathroom, she decided that her skills 
needed to be put to better use. She advocates for midwife-assisted 
births and hopes that it soon becomes an option for everyone on the 
East Coast.

Calendar
Crystal Tracy is the proud, contented, sometimes overwhelmed 
mother of three home birthed children, ages 6, 2 and 3 months. She 
hopes that very soon all women in Alberta will have the opportunity to 
give birth at home. She loves music of all kinds but is a self-proclaimed 
music snob. She also enjoys gardening, reading, laughing with and at 
her kids, and watching television in the evenings with her husband. 
This is her last issue volunteering for Birth Issues as she has started 
working full-time!

editorial        CLAIRE MACDONALD

YOUR LETTERS
I wanted to let you know that the group is no longer called “Eats 
on Feets” due to a disagreement with the person who made the 
name originally. It is now the “Human milk for Human Babies 
(HM4HB).” If you are confused about milk-sharing networks, 
Human Milk 4 Human Babies Global Network has released a 
statement. To cut a long story short, the person who coined the 
phrase “Eats on Feets” has revoked permission to use it. So it is 
now Human Milk 4 Human Babies. Be sure you like your local 
chapter, which is still the brainchild of Emma Kwasnica and her 
tireless lactivism. For more information go to  
http://www.facebook.com/#!/hm4hb.

Editor: Thanks for the information about the mistake in 
the article written by Jodine Chase called Noah’s gift to 
community milk banks” in the Spring 2011 issue of Birth 
Issues (p. 68). 

Claire,

I was just looking through one of my birth issues magazines and I 
just wanted to quickly write to you and let you know how much I 
love this magazine. Love love love it. I am so fortunate I ended up 
coming across it as it’s so informative and positive. Thank you to 
everyone who puts time and energy into making the magazine 
work, and I hope that once I have baby (due April 8th) I can submit 
a story about my own quest for a natural birth experience in a 
world driven by interventions and medical procedures. Thanks 
again to everyone who contributes to it, great work!! 

Janaki Wenzel

Editor: Janaki, We are so thankful for your letter. We so need 
the love. Can’t wait to hear how your birth went. We thought 
of you. 

I first picked up a copy of Birth Issues several years ago when I 
was visiting from Ontario.  I remember being amazed that such a 
resource was readily available to birthing families, and as a home 
birthing mother of three girls, I wished my daughters would have 
this kind of support when their time came. My wish came true.  
We now live in Alberta, our daughters are grown up and having 
babies of their own – and Birth Issues has been there for them. I 
want to express gratitude to all the volunteers who put together 
this exceptional, professional, comprehensive magazine. The 
topics you cover are truly timely, and I appreciate your unbiased 
support to all families seeking their way to a happy and safe birth, 
whatever their choices may be. The birth stories are always a 
highlight, the articles are informative and well written, and the 
advertising and artwork are tasteful and relevant. My husband 
especially enjoyed your recent tribute to Jenny Flett, midwife of 
the North. Thank you so much for your continued support to the 
birthing community. Keep up the good work!

Nancy Johnson

Editor: Nancy, It’s amazing how Birth Issues travels! Our 
distribution coordinator works hard to have Birth Issues 
available to anyone who asks for it. When we found out that 

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. 

Jenny Flett had left this earth plane we had to say thank you. 
If you have any stories about midwives, doctors and families 
in the North please share them. 

Silent auction for African midwives: A success
Thank you, ASAC! We were asking for help to assist Ghanaian 
nurse-midwives to share their research findings with other 
midwives at the International Congress of Midwives, Durbin, 
South Africa June 18-23, 2011. You helped us to do this!

Globally, the greatest health disparity is the di!erence in maternal 
mortality between high and low-income countries. For example, 
while estimates of maternal mortality are 14 per 100,000 live 
births in North America, they are 640 per 100,000 live births in sub 
Saharan Africa (Trends in Maternal Mortality: 1990 to 2008, WHO, 
UNICEF, UNFPA & the World Bank). The World Health Organization 
(WHO) introduced Milennium Development Goal V to address 
this inequity by:

1) Reducing the maternal mortality ratio by # between 1990 & 
2015 and,

2) Having a skilled attendant at every birth.  The majority of skilled 
birth attendants in low income countries are midwives.

The Faculty of Nursing, University of Ghana, in partnership with 
the Faculty of Nursing, University of Alberta, participated in a 
CIDA project to increase research capacity in Ghanaian nurses, 
including nurse-midwives. Two of these midwives (Florence 
Gans-Lartey, M’ Phil & Sr. Constansia Atachie, M’Phil) conducted 
research intended to increase the skill of Ghanaian midwives in 
monitoring maternal well-being as well as the progress of labour.

Their research was accepted for presentation to midwives around 
the world at the Triennial Congress of Midwives in Durbin, South 
Africa. Unfortunately, wages for Ghanaian health professionals are 
low; thus conference registration fees and airfare costs between 
Ghana and South Africa are prohibitive. Ironically, most sub 
Saharan African midwives may not be able to attend the first ever 
midwifery congress to be held in Africa. Your generosity resulted 
in raising funds to assist these two midwives to present their 
research findings and benefit from learning about the research of 
their sister midwives from around the globe.

We want to extend a special thanks to all of our donors:  Rebecca 
Lipiatt-Long, Leanne Johnson,

Ginger Sullivan, Erica Ikin, Amanda Urbanowski, Judy Mill, Lisa 
Workman, Jasmine Wong, Erin Slemp, Beverley O’Brien, Bosom 
Babies, Second Cup, Wild Earth Cafe, Sugar Bowl, Sweet Momma 
Spa (St. Albert), Wellness Within, Mamamor, Citadel Theatre. Your 
donations were greatly appreciated and highly valued!

Thank you,

Beverley O’Brien & Leanne 

! Belgravia is a community school with a 
 tradition of outstanding academic  
 excellence - statistics available upon  
 request

! Excellent music program

! New playground

! Located in the university area

Belgravia also o!ers:

! French as a second language 
 (Grades 4-6)

! Strong parental involvement and family 
 friendly activities

! Running club, Caring club, Choir, 
 Artist in Residence and a Study Buddy  
 program

! Out of School Program - space available 
 www.ebosc.ca

Information  
& Registration 
Night

Thursday 
March 24, 2011 
6:30 -7:30 PM

For more information  
please contact:

Belgravia School 
11605-74 Avenue 
T: (780) 435-5560 
E: belgravia@epsb.ca

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

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.

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

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. 

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  

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

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.

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

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

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)

ASAC’s  
Information  

Sessions are back!
Di!erent time, same place!

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 ASAC-

sponsored lectures. Enjoy a relaxed, kid-friendly environment 
with an opportunity to ask questions and find local resources.

Confirmation of attendance is appreciated, but not mandatory! 
Please call the ASAC O!ce 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 e"ort 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.

Birth Issues Editorial Policy 

CONTENT EDITORS NEEDED 
FOR BIRTH ISSUES

Are you a Childbirth professional? e.g. 
midwife, doctor, student, doula, or lactation 
consultant

Are you knowledgeable about pregnancy 
and birth?

Do you like to read Birth Issues?

Do you have volunteer time available?

Do you have access to a computer?

Do you check your emails daily?
If you responded YES to these questions please 
consider being a content editor with Birth Issues. 
It would require 3 weeks of your time every 2 ! 
months.

To apply, please email Claire MacDonald, the editor-in-
chief of Birth Issues at bi_editor@asac.ab.ca

Thanks so much

Email me at president@asac.ab.ca

Monica Eggink is a speech-language pathologist, mom,  
and wife, among other things. She and her daughter made 
yummy gingerbread people at Christmas time. Banana  
loaf remains elusive.

president’s message        MONICA EGGINK

President’s Message
What’s up at ASAC these days? As I write this 
piece, our May 7th event is coming up soon. 
We already have a strong number of people from all walks of life 
signed up to attend, and I am excited. I am confident that the day 
will be a great success. 

We have a casino coming up in June. ASAC depends heavily, but 
only partly, on casino funds to do what we do. If you haven’t 
signed up to help out yet, what are you waiting for? 

I say ASAC depends on casino funds only partly, because we 
also depend on volunteer energy to do what we do. We have 
wonderful volunteers, and we are always looking for more people 
to help us run the many programs that we run.

I have been “at home” from paid-work with my children since 
the fall of 2009, but I return to paid-work soon. Someone the 
other day asked me if I was looking forward to going back, and 
to spending more time with adults. I almost said yes, but then I 
stopped. I actually get to spend a lot of quality time with quality 
adults—the women (and a few men!) I have met and work with at 
ASAC. 

ASAC is unique. There are not a lot of groups like us out there, in 
Canada or in the world. I often marvel at how lucky I have been 
to have found ASAC, and feel gratitude towards the people who 
started this group back in 1979.

There have been a couple of political issues on our radar screen. 
One has been the funding of the midwifery-training program 
at Mount Royal University in Calgary. ASAC members have been 
keeping this issue prominent with their MLAs and the minister of 
advanced education and technology with many letters, emails, 
and phone calls. We are thrilled to say that our persistence paid 
o!! On May 3rd, Mount Royal announced that the government 
is providing full funding, and the first group of students will begin 
the program in the Fall of 2011. It will be important for students to 
come not just from Calgary, but from Edmonton and rural Alberta 
as well. And there is not much time for Mount Royal to select 
students, so it is important that applications be submitted right 
away. If you are an aspiring midwife, apply now!

We have also been sending letters protesting the closing of 
obstetric services at the Westview Hospital. We are helping the 
women of that community get their voices heard at the political 
level. One of the midwifery practices in the Edmonton area 
currently does the majority of their deliveries at Westview. That 
practice is thus looking for a new ‘home,’ and is exploring the 
creation of a birthing centre. We would love to see a birth centre 
in our city!

Enjoy your summer, and join us at our business meeting on 
Tuesday, September 13th, 7 p.m. for the fresh start of the new 
season. 
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birth announcements
Please email your birth announcements with a photo of your babes to the 
Editor-in-chief at bi_editor@asac.ab.ca

Zepherine 
Alexandra Huggins
Our baby girl, Zepherine 
Alexandra Huggins, was born 
on March 8, 2011 at 4:48 am. 
She was born at home after 
about 6 hours of labour. She 

weighs 5lbs 13oz and is 19 3/4 inches long. Hayley and Courtney 
Huggins.

Eden Clare 
Atkinson
Parents William and 
Simone, and big sister 
Olive are excited to 
announce the birth of 
Eden Clare Atkinson, 

born at home on February 3, 2011 at 7:30 in the morning. A big 
thanks to Grams Braun who made it in time to catch you in your 
very unexpected quick arrival into this world. What a wonderful 
memory this is for the whole family! We would like to thank our 
midwife Cathy Harness and student midwife Tara Tilroe once again 
for the amazing care we received.

Vincent Dale Syler 
Weir
We would like to welcome 
our little Christmas baby 
to the world. Vincent Dale 
Syler Weir, born December 
24, 2010 at 1:45am, at the 

Misercordia hospital in Edmonton. He weighed 9lbs 2oz and was 
21 inches long.

Lauren Marie-
Claire Bourque
Born February 7, 2011 at 
11:18 a.m. weighing 7 lbs 
14.5 oz to proud parents 
Paul and Leanne Bourque 
and big brother Jack. 
Lauren was born at home 
into a relaxing pool of 

water. A special thanks to all the wonderful ladies at Westside 
Midwives, especially Joanne and Carly for their great skill and 
loving support. 

Lisa Grant receiving her door prize from Victoria Twanow. Her prize was donated by Sweet Momma Spa in Saint Albert.

The Association for Safe Alternatives in Childbirth presents

Childbirth: Research Matters
A day about birth and community-building

The food was good, the babies were well cared-for, and the  
grown-ups got to learn and visit together. Thanks go out to all  

of the hard-working ASAC volunteers who made this event happen!

Event sponsored by ASAC, publishers of
magazine

What a fun time we had on May 7th! We had 
cake for International Day of the Midwife, with 
several midwives and midwifery students in 
attendance. Our total number of attendees 
(parents, doulas, nurses, midwives, and 
doctors) for the day was about 120, a good 
crowd. Dr. Klein shared his research with us, 
and gave us information we need to make 
informed decisions; if you missed him that 
day, you can download audio recordings 
and PowerPoint slides from Dr. Klein’s 

presentations on the ASAC website! Tracy 
Kennedy talked about making the most 
of a hospital birth, Linda Crawford gave 
breastfeeding tips for expecting parents, 
and Kerstin Gafvels showed us photos of 
the building her group has acquired for the 
purposes of opening a birthing centre. Claudia 
Villeneuve, VBAC activist, gave her last pre-
retirement talk on preventing cesareans. 
Throughout the day, a silent auction raised 
money to support midwives in Ghana. 

Michael Klein, MD, speaking about  

Childbirth Research

Registered midwives and their students: Barbara Scriver, 
Marie Tutt, Tracy Kennedy, Megan Lalonde, Heidi Coughlin, 
Carly Beaulieu, Megan Duster-Hoft, Teilya Kiely (left to right)
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birth stories        UNDERSTANDING A WOMAN’S CHOICE FOR A CESAREAN
BIRTHSTORIES

I became a doula after giving birth to my four 
children. I was surprised to learn how much 
I didn’t know about giving birth before and it 
has been very exciting to share my knowledge 
with any woman who is willing to listen. So 
when I learned that my friend was pregnant and that she was 
planning a cesarean delivery for her fourth birth, I decided that I 
needed to talk to her to see if I could try to be with her to help her 
give birth vaginally. 

For my friend’s first birth, in 2002, she progressed through the 
first stage of labour relatively quick at the hospital. After four 
hours of pushing, the baby hadn’t come down the birth canal. 
She decided to have an epidural, allowing her to rest. After a few 
more hours, the baby had still not progressed down the birth canal 
and her baby’s heart rate dropped. The choice was made to have 
a cesarean. She was told that her pelvis was small, slightly tilted 
and triangular in shape. As well, it was explained to her that her 
child’s large head and 9lb 2oz birth weight probably prevented the 
descent of her baby. 

For her next birth, in 2004, she had a successful vaginal birth after 
a cesarean (VBAC). My friend was induced right before her due 
date with a gentle drip. The reason why the induction used a 
gentle drip was to minimize the risks of uterine rupture. Again, the 
first stage of labour was quick. She accepted a light epidural and 
was told she would have two hours to push so that the stitches 
would not rupture. Two minutes before the two hours was up, she 
pushed out her little babe. 

What had she done di!erently for this birth, knowing that she 
had wanted to try for a VBAC? She ate di!erently. Throughout 
her second pregnancy, she had watched what she ate so that she 
would give birth to a smaller baby. She was told that she needed to 
have a baby under 8lb. This baby was 7lb, 8oz. 

For her third birth, October 2007, there were many ultrasounds 
to determine the weight of the baby, and again she was told to 
watch what she ate. The doctor estimated the baby’s weight at 
around 8lb and scheduled a cesarean section. Knowing that she 
was being threatened with a c-section (around nine days before 
her due date) she decided to induce her labour by taking a couple 
teaspoons of castor oil and went for a long walk.1 Labour started 
and she went to the hospital. The contractions then stopped. The 
doctors then told her that it looked like one way or another the 
baby was going to come, so they advised her to say yes to having 
her bag of water broken.2 Her labour progressed normally. She 
pushed for two hours and gave birth vaginally to a baby that was 
8lb 2oz. 

Because both her second and third babies were smaller but still 
required two hours of pushing, when she was pregnant a fourth 
time my friend said that she was having a cesarean. 

So here we are back in the spring of 2010. My friend and I went 
out one day and we talked about all her births. She wanted me 
to appreciate her reasons for having a cesarean delivery with this 
fourth baby. However, I wanted to understand why after giving 
birth vaginally twice, she would go back to a cesarean and not 
choose to try again vaginally. 

As we talked, I was surprised to learn how awful she had felt about 
her first birth and not feeling successful as a woman. It was a year 
after that birth when she was talking about labour with friends 
when the tears finally came. As we talked, I shared what I had 
learned about positions and the support that having a doula there 
can bring. I explained that many babies are pushed for 2 hours 
and that was not abnormal. I also mentioned that she could have 
a midwife instead of a doctor. Perhaps she would find a midwife’s 
approach to childbirth more relaxing and would learn more about 
the birth process, allowing her to again to trust in her ability to 
birth. 

I also talked about how cephalopelvic disproportion (CPD) is a 
very controversial topic in obstetrics.3 Although true CPD is rare, 
many cases of “failure to progress” during labour are given a 
diagnosis of CPD. It is the most common reason given to women 
who are advised to have a cesarean. However, many women find 
that they are able to give birth vaginally to babies later on. Because 
no clinical trials have ever been conducted to confirm whether a 
woman can truly be diagnosed with CPD, it is important to be very 
careful about this diagnosis … especially how it can stress a woman 
and make her feel incapable and unfit to birth. 

I further explained that failure to descend could be due to 
something else altogether: the way the baby was lying, the part 
presenting, and poor or weak contractions. Encouraging her to be 
mobile during her pregnancy, receiving chiropractic adjustments 
or acupuncture treatments can all help bring her baby in a more 
optimal position. In labour, changing positions frequently, using 
gravity-friendly positions (during labour and pushing), and having 
stronger contractions could also contribute to the descent of her 
baby. 

At the end of our conversation, she said she wished she had known 
that for her third birth as that would have been the time to try out 
di!erent things. She mentioned that she really felt that if there 
had not been help around for her first birth, she or her child may 
not be around today. That was very powerful to her and she was 
so grateful for the support she had after her first baby. However, 
she also thought she did not have enough support at the hospital 
to help her out for her subsequent births. Both her doctors had 
encouraged her to having a cesarean as they felt that the pushing 
stage should not be that hard. They also thought that the added 
worry about the stress on the uterus and the stress on the baby 
was not worth having a VBAC. With this pregnancy, she no longer 
had the energy to fight or deal with the anxiety. She longed for 
peace and to enjoy a tranquil pregnancy.

UNDERSTANDING A WOMAN’S CHOICE FOR A CESAREAN:  
IS HER BABY TOO BIG FOR HER PELVIS?
By Becky Halterman

The decision was hers. 

She decided to have a cesarean. There was a freedom that came 
to her knowing that she was going to have a cesarean. She did not 
have to be anxious about the end of the labour and there wasn’t 
the huge concern about head size. She did not have to worry 
about having to work around a spontaneous birth, especially with 
three kids around. 

By the end of the seventh month, I could see that she was ready 
to be done being pregnant. She now knew the latest day that 
her baby would be born. My friend was also able to have a 
house nanny as well as a lot of family and friends support for her 
recovery. 

On the day of her fourth birth, a beautiful little girl was born at 9lb 
6oz. She was born by cesarean. This time, the baby did not come 
home immediately with mom as she had to stay at the neonatal 
intensive care unit (NICU). It took the little one a few days to get 
out of the NICU due to too much fluid in her lungs. My friend 
mourned the loss of the first few days of bonding, not being able 
to introduce the new one to her other children, and not being 
able to breastfeed her baby for a while. She was happy about her 
surgical birth. The calm pregnancy she had had was what she had 
needed. And that was an important teaching experience for me.

Notes:
1. Castor oil is used to start uterine contractions. It causes mild irritation of the 

bowels which stimulates the uterus to contract and can cause labour to start. 
It should only be used if the cervix is favourable, that is, stretchy. If the cervix 
has not started to change you run the risk of exhausting yourself, getting 
dehydrated, and compromising your baby. It can be taken with apricot juice 
and verbena oil. There are many recipes online.

2. Breaking the bag of water, also called breaking the membranes, is when 
a doctor or midwife breaks the membranes surrounding the baby (and in 
which a baby is living). During a vaginal exam a hook is inserted to break the 
membrane. The procedure does not hurt at all. It can be used as a way to 
make labour progress faster, and bring the baby’s head further down into the 
pelvis and on the cervix. However, it comes with risks too such as a prolapsed 
cord, increase in the risks of infections, meconium staining, and increased 
management of labour. Once the bag is broken, caregivers expect a woman 
to give birth within 24 hours, if not less.

3. Cephalopelvic disproportion (CPD), also called Fetopelvic disproportion, 
means that the size of the baby’s head (or body) is too large to fit through the 
mother’s pelvis.

Becky Halterman is a new resident of St. Albert, having recently 
moved from Rosebud, Alberta. She is a doula, a mother of four 
fabulous boys, as well as a contract light designer for Rosebud 
Theatre. She believes that there is something reverent about 
birthing. It’s such a significant way for women to identify with 
their Creator/Savior/Parent and themselves. There can be  
pain and mess and shit and tears and blood and then this 
remarkable love for the new birth and beautiful human that’s 
been formed. 
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birth stories        LESSONS

Lessons 
By Carla Desjardin 

Although I was planning to have completely 
natural births for both of my babies it didn’t 
happen this way. This was the first time I 
realized, as a parent-to-be, that everything 
is not in my control and I know today that, 
actually, very little is in my control! 
When we became pregnant with our first baby we were living in 
a little cabin beside a beautiful lake in Salt Spring Island, BC. I was 
planning a home birth with a midwife and took prenatal classes 
and read about pregnancy and birth. I thought I was prepared, but 
I think I was very naive. I was under the impression that because I 
wanted a natural home birth that it was going to happen without 
any interference or obstacles.  

Forty weeks came and went, then forty-one weeks and then at 
forty-one weeks and four days my midwife sent me out to Victoria 
to do a non-stress test and ultrasound to check the amniotic fluid. 
In Salt Spring Island the hospital is quite small and they do only 
low risk births and do not do non-stress tests. Going to Victoria I 
thought everything would be fine, just a little bump in my plans, 
but after the tests I could go back to the Island and wait for my 
baby to come naturally. The non-stress test showed the baby’s 
heart rate was perfect. The ultrasound did not provide such great 
results. The doctor was worried that my amniotic fluid was too 
low, meaning my placenta was not working as good as it should, 
and there was a concern that during labour the umbilical cord 
could get wrapped around her neck easily. He phoned my midwife 
in Salt Spring Island and it was decided that she could not attend 
my birth at home and that I would have to have my baby at the 
hospital in Victoria because now I was high risk. 

I was completely devastated. I could no longer have a home birth 
with a birthing pool and the midwife that I had been seeing for 
the last seven months. They wanted to induce me that night but 
I said I needed to prepare, both mentally and physically. I didn’t 
bring the car seat, baby clothes, or any of my things because I was 
not expecting this at all. So, we headed back to Salt Spring on the 
ferry. I cried a lot that night and woke the next day with a heavy 
heart. 

My mother was visiting from Alberta and came with my partner, 
Doug, and I to Victoria that day. They used Cervidil (cervical 
gel to ripen the cervix) around 11am for the induction. I was 
blessed that I was able to have a midwife in the hospital from 
Victoria. Although I had never met her before it was reassuring 
knowing that she was there for me. By 1pm I was getting minor 
contractions that I had to stop walking for. By 5pm I was getting 

pretty hard contractions that were very painful and I was having 
a hard time coping. I had planned to have a natural birth so the 
thought of using pain medication never once popped into my 
head. 

That being said, I had a hard time relaxing in between contractions 
and was very tense. At around 6pm the midwife came in and 
checked me and I was 1cm dilated. Wow! 1cm? Wait, I was 1cm 
dilated last night before I was even in labour! One piece of 
information someone should have told me then was that being 
induced is very di"cult because your contractions are all of a 
sudden very intense and frequent. There’s no warm-up like in 
a natural labour where your contractions gradually become 
more intense and frequent. There’s no work up when you’re 
induced.  

My back was in a lot of pain because our baby was posterior 
(instead of her face, the back of her head was facing my back). I 
tried using the shower but something was wrong and there was 
no hot water, actually the water was cold! Not good for relaxing. I 
was then switched to the labour room from the induction room. 
At around 10:30pm I was 9cm dilated. The labour was very intense 
and I remember going through a dream-like state between 
contractions. 

I tried using the TENS (Transcutaneous Electrical Nerve System) 
machine for my back to relieve the pain, which worked for a 
while but it lost its e!ectiveness after a short time. TENS is a small 
device that sends electrical impulses to the part of your body it is 
attached to and works by blocking pain. By this time the hot water 
was working and I went into the shower where I stood with my 
arms around Doug’s neck and he massaged my back. I remember 
really feeling like a bath or a pool to go into at this point would be 
wonderful. 

Because I was being induced I had to stay on the bed most of the 
time so the midwife could monitor the baby’s heart rate. Also, with 
the amniotic fluid being low, they were being extra cautious. This 
was di"cult because I wanted to be able to move into di!erent 
positions and dealing with the contractions; lying down was not 
easy. 

At around 11pm I felt the urge to push. At first I wasn’t pushing 
e!ectively so my midwife suggested I go sit on the toilet. This 
helped me to know which muscles to use for pushing. During 
the pushing a nurse came in and was helping the midwife. They 
were concerned that the baby’s heart rate wasn’t coming back 
up after the contractions like it was supposed to so they called 
the doctor in. Her head crowned and I could have pushed her out 
myself with more time but the doctor said she needed to come 
out now because of her heart rate. He did an episiotomy (without 
my knowledge) and used forceps. She came out a couple of 
seconds later and let out a big cry. They whisked her away to the 
warming table to make sure she was okay and brought her to me 
a few minutes later.  I think I was in shock because it all seemed so 
surreal. Xola Trinalee Sage Muir was born at 2:23am on March 10, 
2005. 8lb 9oz and perfect. She was such a beauty with her big eyes. 
She nursed shortly after being born and was very alert-one of the 
many benefits of using no pain medication.  

The most important part of this story is that Xola was born 
safe and healthy. But, when I remember her birth story I am 
also saddened. I feel like I mourn for a gentle, nurturing labour 
and birth that never happened. I now know that many of the 
interventions that happened were unnecessary, in my case,ß and 
actually the opposite of beneficial. I learned so much from this 
experience. 

Fast forward one year later. We’re pregnant with our second baby 
who, as it turns out, was also conceived in a little cabin, but this 
time in Spirit River, AB.  We moved to Edmonton when I was three 
months pregnant. This time I was certain that I would not go ‘over’ 
my due date because I knew all of the natural remedies to bring 
labour on, and I was planning on using them if needed. I got into 
the program at Westview in Stony Plain where I was able to have 
a midwife and looked forward to having my labour and birthing 
my baby in the amazing rooms with birthing pools. I did more 
research and reading this pregnancy to be more prepared and 
able to make informed decisions for my baby and me.   

My due date came and went, again. I tried using homeopathy, 
a lemon verbena cocktail with castor oil, primrose oil, seeing a 
chiropractor, and still nothing. I wanted to use natural remedies 
that would be gentle and work only when your body is ready. The 
homeopathy I tried was Caulophyllum and it is used to initiate or 
augment labour. The lemon verbena cocktail is a mixture with the 
essential oil lemon verbena in it, which is a uterine stimulant and 
the castor oil makes the bowels contract therefore making the 
uterus contract as well. Primrose oil is used internally by putting 
the capsules near the cervix (inserting overnight) and it ripens the 
cervix. 

Chiropractors can help to induce labour by aligning a woman’s 
body so the baby can be in the optimal position for labour and 
birth. My midwives informed me about most of these remedies 
and I thought they would be much better than being induced in 
the hospital. At two weeks over my due date we started having 
non-stress tests done to make sure our baby was still doing well. 
The heart rate was great. The midwife did not do an ultrasound to 
check the amniotic fluid because they could physically feel that 
I still had a lot. I prayed and prayed that the baby would come 
naturally. Finally at 20 days overdue I went in to be induced. This 
time I was not forced to have an induction, it was completely my 
decision. I had a voice inside me that kept saying that the baby was 
getting bigger and bigger everyday. So, this time I went in with 
a not so heavy heart but still disappointed that I did not go into 
labour naturally. 

At around 1pm I was induced with Syntocin (synthetic oxytocin, 
which is a hormone that helps dilate the cervix and causes uterine 
contractions). I started getting mild contractions right away but 
they were barely noticeable. I walked around, ate, drank and read. 
The midwife suggested breaking my water to speed things up. 
So at around 4pm she did and things did start speeding up. The 
contractions were more intense and strong right away because 
now the baby’s head was on my cervix. I had back pain with the 
contractions too. 
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birth stories        LESSONS

Around 11pm I felt the urge to push, so the midwife checked 
me and I was 6cm dilated. She said the baby’s head was tilted in 
a way that was putting pressure on my back but would not be 
able to come through the cervix. But, she encouraged me to 
keep labouring with squats to keep my pelvis open and the head 
might turn. If not, I’d have to be transferred to the Royal Alexandra 
Hospital for a c-section. I prayed for the next hour for my baby’s 
head to turn and I squatted so the head would move into the 
right position. Thankfully, the head did turn and I really needed to 
push. Squatting in the pool with my arms over the side I pushed. 
I pushed like I was pushing out five babies at once. I wanted my 
baby out so I could see him finally! I thought about Xola while I 
pushed and how amazing she was and this kept me going.  

After 50 minutes of pushing the head came out slowly with 
my midwife’s gently coaching. After a couple of minutes it was 
apparent that although the head was out, the rest of the body was 
not going to come out easy. My midwife ordered me to get out of 
the pool at once! I climbed out of the pool (with a head between 
my legs!) and got on all fours. The baby’s arm was stuck up by the 
face so the midwife had to pull his arm out and maneuver the rest 
of the body out. She told me to back up and there he was lying on 
the ground on a towel. I was the first to pick him up and hold him 
and see that he was a boy! A beautiful, big boy. I was so thrilled and 
so overwhelmed with love for him instantly. 

Doug and I named this big boy Judah Douglas Odin Muir. He was 
born April 18, 2007 at 12:55am weighing 12lb 2oz. It’s true-he really 
was that big. He already had rolls!   

When I think about Judah’s birth I am extremely grateful that it all 
went so smoothly. It was an amazing experience. I’m also proud 
that I was able to give birth to him without pain medication, and I 
know that had I used medication the outcome would have been 
completely di!erent. I needed to be able to move around so he 
could be in an optimal position to come down the birth canal. 
I also know that this wasn’t all in my control and that the Lord 
ultimately allowed Judah to come into this world the way he did. 
I am also grateful that the midwife had wonderful skills to be able 
to know what to do in this situation so Judah was born safe and 
healthy.  

I learned so much from both my babies being born. The struggles 
and joys that I have experienced with birth has led me to become 
an advocate for mothers in their time of labour and giving birth. I 
thank Xola and Judah for teaching me so much from the time they 
were little peanuts inside my womb to the beautiful, wise, little 
children they are today.  

Carla Desjardin lives in Edmonton, AB with her two beautiful 
children Xola and Judah, her husband Doug, and animal 
friends Lady and Mystro. She loves all earthy activities such as 
gardening, picking berries, camping, wildcrafting, herbology, 
and bicycling. She began her journey of being a doula last year 
and dreams of the day when her family is able to buy land, build 
a treehouse and live o! the land...but is content to have a garden 
in her backyard for now. 
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birth stories        THE DIVA’S TALE: NON-STRESS TESTS, INDUCTION THREATS, AND SURPRISE HOSPITAL BIRTH

THE DIVA’S TALE:   
Non-stress tests, induction threats, and surprise hospital birth
By Cynthia Randall

With my first child - my son James - we lived 
in Edmonton and everything went by the 
book: I was induced, went to the hospital, had 
laughing gas, and then an epidural (2007). For 
our second child (and last) - my daughter Mayla - we had moved 
back to my home by Evansburg. Out in the country where my kids 
could be raised without the worry of the city. I’m a farm girl, never 
was one for city life.

I went to our family doctor for confirmation of my pregnancy, 
then was shipped o! to my obstetrician in Edmonton. I was with 
her for my son James too. I had a very hard time making the 
appointments, my daughter was due March 20th 2010 (yay, March 
in Alberta!) and we live an hour and a half West of Edmonton. So it 
quickly became a chore to go in. Not to mention the fact that by 
this time my son was over a year old and full of energy, so I needed 
someone to come with me every time just to keep him occupied.

So my mom and I went trudging through the yucky Alberta snowy, 
ice covered roads faithfully, sometimes making it just in the nick 
of time for my prenatal appointment even though we left over 2 
hours early. I never had much faith in our rural doctors out here,. 
My entire childhood I was sick, the doctors never wanted to take 
my tonsils out, so until I was 11 years old I was sick every week with 
tonsillitis, ear infections, sinus infections, etc. Due to the amount 
of prescriptions I took as a child, my teeth are in terrible shape. So 
having a local doctor simply wasn’t an option for me.

When I was nearing the end of my pregnancy, my obstetrician 
decided I needed to come for a series of non-stress tests1 I was 39 
weeks by this time, according to the other patients I chatted up in 

the waiting room, this was a natural practice of hers. Everyone had 
non-stress tests after 38 weeks. Personally, I feel that this doctor 
was far too reliant on medicine. She wouldn’t let nature take its 
course with anyone. Well these are done at the Misericordia 
Hospital on the West end, and yet again, was a chore to get to. 

At this point I need to give some history. This obstetrician is very 
medically dependent, and I am of the mind of letting nature take 
its course until medicine is necessary. With my son I accepted an 
induction at 41 weeks and 3 days. Five hours into my labour the 
obstetrician told me that if I didn’t dilate very shortly she’d give 
me a C-Section. That wasn’t necessary as my son just wanted to 
take his sweet time and I was doing fine. I gave birth naturally 
without any interventions but it did not help me to have her put 
psychological pressure on me. It was my first time after all! 

So when I started with the non-stress tests with my daughter, we 
were told that she was running out of amniotic fluid, obviously 
not a good thing.2 My last appointment with my obstetrician was 
on the Thursday and she wanted to induce me the very next day 
on March 20th, which was my due date.. I told her to give me the 
weekend to go into labour naturally. I felt I needed just a couple 
days and she’d come out on her own. 

Low and behold, I was up at 6am the very next morning (my due 
date!) with contractions. They were 5 minutes apart lasting I think 
1 minute, roughly. I thought, “We’re all good, no need for an 
induction now.” I called my mom since she was to come watch 
my son when I went into the hospital. She said to call the hospital 
and tell them I was coming, and she’d get dressed and come over. 
I went to wake my hubby up and tell him he didn’t have to go to 
work that day (ha ha) and he almost gave himself whiplash ripping 
his head o! the pillow. 

At this point I was still calm, going through contractions, chatting 
with my mom, no biggie. I told Kevin to go ahead and have his 
co!ee, no need to panic, my contractions were still 5 minutes 
apart, and, after all, James had been 11 days past his due date  and 
took his time to come out. 

Mom eventually gave us the boot out of the house and o! we 
went about 8am. Our gravel road is 7km long, and by the end of 
the road I had had another 4 contractions. Another 10km resulted 
in another 6 contractions. Suddenly this baby was in a hurry and I 
went from being in a 2000 Chev pickup to riding in a NASCAR race 
car! Poor Kevin, he doesn’t do well with me being in pain, in labour, 
or just me not feeling well, so this strong labour was a killer for the 
poor guy. It was work for me, but in some way I was feeling better 
than him.

And then I started to push. We were a few kilometers away from 
Stony Plain. The Misericordia Hospital was another 30 minutes 
away. The Misericordia, if given an accurate time distance, is a 
good 45 minutes from where the highway separates. Given that 
we have to go through the tra"c in Spruce and Stony and that 
there is construction on the West end, driving to the Misericordia 
is a good 45 minutes to 1 hour drive. Kevin called my mom and 
told her we had to stop in Stony Plain to birth at the Westview 
Health Centre, as we believed there was no way this baby was 
going to wait until we got into the Misericordia. 

As we approached the Westview (a tad quickly), Kevin told me he 
would go in and get me a wheelchair since I was in such active 
pushing state. I couldn’t even move my legs at this point. He drove 
up on the curb, left the truck running with his door open and 
o! we went. Mayla Catherine Lynda Piliszanski arrived at 9:08am 
March 20th 2009, just 10 minutes after we arrived in Stony Plain. 
She had a very dramatic entrance into this world and the drama 
hasn’t quit since. We call her our little Diva. Everyone in the 
hospital knew there was a baby born, they all knew who we were, 
and they all still remember our dramatic delivery. 

The nurse was absolutely amazing, she was honourary Grandma of 
the day, toting my little bundle around the hospital to show her o! 
when we wanted to go outside. The doctor was spectacular, the 
entire sta! was just wonderful. 

In all reality, I had heard some pretty bad things about delivering at 
Stony Plain, but if I had known how terrific they were I would have 
had my son there as well. I had heard that the doctors and nurses 
were uncaring and very rude. But it wasn’t the case at all. I finally 
had the birth I heard about. It was drug free, in the position which 
was best for the baby and surrounded by terrific sta!. No nurses to 
bully me, no doctors to push me into a c-section, just a bunch of 
people who cared about our well-being and were truly happy for 
our little family. We were even allowed to have Kevin’s family come 
visit us in the room (a total of 8 people, which wouldn’t have been 
allowed in the city).

I really do wish we had better health care in our rural and urban 
areas, I wish we had doctors who cared and who weren’t so quick 
with the prescription pad. Maybe I’m just too old fashioned, but 
I believe home remedies work just as well, if not better, than 

modern medicine. I would like to give my thanks to everyone at 
the Stony Plain Health Centre for their caring and compassion and 
a terrific birthing experience.

Notes:
1. Antenatal testing for babies that are past 41 weeks includes a combination 

of a non-stress test and an ultrasound, also called a biophysical profile. A 
non-stress test is when a woman is asked to come to the hospital to listen to 
baby’s heart rate and check for variability. The recording usually lasts at least 
20 minutes, but for Cynthia, out of the 6 tests she had with both children, 
her shortest test was 5 minute, and her longest was 6 hours. The biophysical 
profile is an ultrasound that assesses fetal body movements, breathing 
movements, tone, and amniotic fluid volume. It lasts 30 minutes. One way to 
make sure that the tests don’t last too long is to make sure that they occur 
when your baby is active. If the test is done at a time when you know your 
baby is usually sleeping, wake baby up using an empty pop can, rapid pelvic 
movement, music! His sleeping will a!ect the results of the tests.

2. Low amniotic fluid can be an indirect marker of decreased function of the 
kidneys in response to poor oxygenation. It may indicate that the placenta is 
not allowing baby to thrive.

Cynthia Randall is a work at home rural mom of 2 beautiful 
children. They keep her on her toes and make every day an 
adventure. It is her hope by reading her story, you will learn to 
roll with the punches and always be thankful for what you have 
and when you get it. 

Randall Family Including Proud Grand Parents
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ADVENTURES  
IN RURAL HOME BIRTH
By Emily Stapley

We live a half hour’ drive from Red Deer (and 
the hospital there). Not that I thought I would need it. I’m a firm 
believer in childbirth being a relatively safe and completely normal 
experience that doesn’t usually require much outside help or 

intervention. However, I did plan to conceive my children so that 
their births would only take place during months when there was 
a low possibility of freak snowstorms or other bad weather that 
could prevent us from getting emergency help, 0 if we needed it. 
My first child was born in July and my second in June. I didn’t plan 
on needing emergency help, but I wanted to be prepared, just in 
case. 

With my first pregnancy there were two practicing midwives in 
Red Deer at the time. That was nice because we didn’t have to 
travel far for our prenatal care. Traveling is something that rural 
families are often faced with if there are no practicing midwives 
nearby and it can be exhausting. I didn’t realize how lucky I was 
with my first birth, having our midwives so (relatively) close by, 
until we had to drive for nearly two hours to get to our prenatal 
appointments for the second pregnancy. It meant that if my 
husband wanted to come along, he had to take the whole day 
o! work, and of course, we had to entertain our oldest daughter 
Hazel for the four-hour round-trip. We’re lucky she’s a good 
traveler!

I had always wanted a home birth. It felt right to me, and not 
only that, I’d done enough research to know that it was an 
empowering, natural, and safe option for most healthy mothers 
and their babies. When we first became pregnant and I told my 
husband I’d like to use a midwife and have a home birth, he was a 
bit skeptical, but I was able to convince him that it was the right 
choice for us (and a lot of other families). Because we live in a 
rural location we had to give precise driving directions and our 
land location description to our midwives, which they then passed 
on to our county’s emergency services so that an ambulance 
could find us if needed.

My water broke at 10:30 pm on July 18, 2006 and about four hours 
later our beautiful daughter Hazel was born into a pool of water 
in our kitchen. Yes, kitchen. It’s where I feel most comfortable, 
where there was the most space, and no carpeting to get wet! 
One of our midwives was on holidays at the time, so an Edmonton 
midwife drove all the way down to us. Because she had such a 
long distance to come, and because my labour ended up being so 
short, she missed the birth entirely. Hazel weighed 7 lbs, 2oz.

When Hazel’s oxygen levels after birth weren’t as good as the 
midwives thought they should have been, and her respiration rate 
was on the high side, we opted to drive her into the hospital in Red 

Deer to be looked at a little more closely. The pediatrician on call 
that morning suspected a heart defect and sent her immediately, 
via STARS air ambulance, to the Stollery Children’s Hospital in 
Edmonton. As it turned out, it was ‘only’ pulmonary hypertension, 
requiring nearly a week on a ventilator in the NICU (Neonatal 
Intensive Care Unit), but at least she didn’t need surgery. Hazel was 
finally discharged home to us the day she turned two weeks old.  

In 2009, when we thought about adding to our family, there was 
only one thing standing in our way: there were no practicing 
midwives in Red Deer at that time. I asked around and found out 
that there was a registered midwife in Leduc who was willing to 
consider out-of-town clients. So I called her and she agreed to 
take us on. The only downside to this arrangement was that we 
had to drive up to Leduc (later to Edmonton when she joined a 
local practice) for our prenatal check ups. We all knew that since 
my first labour had been relatively speedy that the second might 
potentially go even more quickly. We were prepared to call at the 
slightest hint that labour was starting in order to give the midwives 
enough lead-time to make it to the birth.

As it turned out (I’m starting to think that nothing turns out the 
way you think it’s going to when it comes to birthing...) I went over 
my due date by a week. So at 41 weeks pregnant I was faced with 
the possibility of being induced in a hospital, potentially having to 
be transferred to an obstetrician (midwives have to transfer care 
after 42 weeks), and be coerced into a c-section by medical sta! 
there. My husband and I opted to have our midwife sweep my 
membranes at her o"ce in Edmonton (once at noon, and again at 
5pm) to see if we couldn’t get labour going that way. 

It worked but then we had a bit of a dilemma: I didn’t want to have 
our baby in the car or on the side of the highway driving back 
home again. The thought of having to labour belted into a car 
seat for two hours was even less appealing. So we decided to drive 
over to the Stony Plain Hospital after she swept my membranes 
the second time. Our midwife and doula joined us at the hospital.  
We were admitted immediately around 6pm (not because I was in 
hard labour, but because there were no other mothers labouring 
there at that time and they had plenty of room for me). That was 
great since I would have had to labour in a hotel room we rented 
across the street otherwise. 

Since I had already been three or four centimetres dilated on 
the initial stretch and sweep, and five centimetres dilated at 
the second sweep, we expected that it wouldn’t take long to 
completely dilate, especially given how quickly my first labour 
had gone. But we were totally wrong! To make a long story short, 
pretty much nothing happened for nearly twelve hours other 
than some fairly weak unproductive contractions that would stop 
anytime I rested or laid down. We decided to send our midwife 
and doula home to get some rest, and settled down ourselves, 
promising to call the moment anything happened.  After a three 
hour-long nap I woke up just before 5am with strong contractions. 
I only had about twenty-five minutes of hard labour and a few 
minutes of pushing. Our son Gabriel was caught by his daddy in a 
nice warm tub of water just after 5:30 in the morning. Gabe was a 

whopping 9 lbs! We had called both the midwife and doula, but 
neither of them made it back in time for the actual birth. A nurse 
(who we found out later had just completed her application for 
the midwifery program!) had happened to pass by our room and 
heard me in the throes of labour, stopped in and stayed with us 
to make sure everything was okay until our midwife got there. 
As it turns out, the emergency doc on call was also present, but 
he stood o! to one side and I didn’t see or hear him come or go, 
which I was really appreciative of.

A few hours later, on the same day, we strapped our son into his 
car seat and drove home with him. Again, not quite the birth 
experience that we had been planning on, and hoping for, but we 
made the best choices we could with the options available to us 
at the time. And in the end, we were pleased with how everything 
turned out.

Later, at one of our postnatal checkups, our midwife strongly 
suggested that with my history of quick labours, if we should ever 
decide to have another baby, that we should probably travel to a 
hospital, or birthing center, just before our baby’s due date and be 
induced there— knowing that otherwise, there may not be time 
to get any professional help at all.

Since my husband and I aren’t comfortable with the idea of 
birthing unassisted, I really don’t know what we’ll end up doing if/
when the time comes to have another baby. My dream is to have 
lots of options to choose from, but I think there’s a really good 
chance that won’t be the case. I would love to have another home 
birth, and I’m hoping that by the time we are ready to add to our 
family again, that there will be some midwives practicing in our 
area that will be willing to take us on as clients. Then again, with 
my quick labours, even with a midwife close by, there’s a good 
chance I’ll birth unassisted—but not by choice. 

The only good thing I can think of about trying to do a home 
birth rurally is that you can go outside, weather permitting of 
course, in your birthday suit (if that’s what you feel like), and make 

as much noise as you want to, and it’s okay because there are no 
neighbours to see or hear you!  

Notes: 
1. Sweeping the membranes is also called “stretch and sweep.” It is when a 

midwife or a doctor performs a deep vaginal exam and goes through the 
cervix. They move their fingers from side to side to separate the membrane 
(or bag of water) away from the cervix. This can stimulate the uterine wall 
to produce prostaglandins, which, in turn, can mature the cervix and make 
it become stretchy. Other hormones can also be triggered and start mild 
contractions. Some women find this procedure extremely uncomfortable, 
even painful, and others not at all.  

Emily Goodwin Stapley lives on a small acreage with her 
patient and handy husband Dan, and their two children, Hazel 
(age 4) and Gabriel (age 22 months). They have a smallish 
terrier mix named Bella who is extremely tolerant of being 
climbed on and roughhoused by the children. In another life, 
before she had children, Emily worked as a psychiatric nurse. 
For now, she keeps busy being a domestic goddess, and meeting 
the everyday needs of the small heathens that call her ‘mommy.’ 
When she can fit it in, she likes to read, play the guitar, grow 
things in her greenhouse and gardens, make (and drink!) wine 
and cook up the occasional gourmet meal. She is also working 
towards becoming a La Leche League (breastfeeding support 
group) leader. 
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MY CESAREAN BIRTH:   
DON’T BE AN OSTRICH,  
EDUCATE YOURSELF!  
By Jessica Perin

My husband Ryan and I had no problems 
getting pregnant. I should have known from 
the number of siblings we each have and our 
family’s history of easy conception! My pregnancy 
was normal and healthy. I felt great, although I gained a little more 
weight than I would have liked, but food tasted so amazing! 

Everything about my pregnancy was progressing fine, but I was 
scared of giving birth. As July 31st, my due date, drew closer I 
was more and more scared but didn’t feel able to talk about it. I 
mentioned it mostly as a joke since I felt like there was nothing to 
be done. At eight and a half months pregnant, there’s not a lot you 
can do to change the fact that you are inevitably going to have to 
give birth!

My fear led to ostrich-like behaviour, “If I don’t think about it, I 
don’t have to deal with it.” Not e!ective, but it was the only coping 
strategy I could come up with at the time. I was scheduled for an 
induction on Tuesday, August 7th 2007 but was very happy to go 
into labour naturally on Monday, August 6th. I lost my mucus plug 
in the late afternoon and was experiencing moderate contractions 
by the evening. I spent the night lying uncomfortably in bed, 
resting between contractions. I was too uncomfortable to stay in 
bed anymore, and I wasn’t aware of other comfort measures to 
get more comfortable while I was waiting. The contractions were 
also 5 minutes apart, which was when the doctor had suggested I 
go to the hospital. So we went to the Royal Alexandra hospital at 
about 5 a.m.

I was already 5cm dilated when we checked in. I was pretty happy 
about that since the contractions seemed manageable up to that 
point. I think that the nurse who checked me when we got there 
may have broken my water, but I’m not sure. I can’t remember any 
other time when it could have happened, and I certainly don’t 
remember anyone asking my permission to do so. 

I spent a long time in the shower. I was really thankful for the 
endlessness of hospital hot water! Then, the contractions got 
stronger. I tried walking with my husband. I think at this point, I got 
an IV and probably Pitocin to speed things up.1 Neither the nurse 
nor the doctor mentioned anything about whether or not my 
baby was high or mal-positioned. They just told me that I had to 
be augmented. I did not question them and assumed that’s what 
was needed.

My memories of the birth from here on are very hazy. I don’t 
remember being asked if I wanted Pitocin, but I’m sure that 
they must have told me about it at some point, because I 
remember thinking later that they should turn it down! Soon, the 

contractions were much stronger and closer together, and it was 
too much to bear. I asked for an epidural. 

However, things still didn’t progress much beyond intense 
contractions. I remember being so frustrated because the 
contractions were so close together and the epidural wasn’t 
working properly. I felt everything. I couldn’t even talk as I was in 
so much pain.

I tried to push like they told me, but my daughter had not yet 
descended into the birth canal. I’m not sure why the nurses were 
telling me to push at this point, it didn’t feel like it was e!ective 
or accomplishing anything. I don’t think I was fully dilated yet, but 
perhaps I was. It wasn’t clear to me.

By this time, I had been in labour for most of the previous night 
and all of the day and trying to push for several hours. The nurses 
(the third shift to be on while we were there) kept getting me 
to flip from my back to my hands and knees, but nothing was 
working to get Rory to rotate and descend. I appreciated their 
attempts to help me, but was also very frustrated that they kept 
the Pitocin so high and the contractions so close together.

The nurses and doctors on call were now starting to discuss other 
options. The doctor gave us the choice of forceps or a c-section. 
We were concerned about the possibility of damage to the baby’s 
head or brain, and thought that a cesarean was the safest choice 
for our baby. 

The cesarean proceeded quickly, and Rory was born at 11pm on 
August 7th, 2007. She weighed 7 pounds, 9 ounces. She was given 
to my husband to hold. He proudly showed me our daughter, but 
I was so exhausted and out of it that I didn’t even feel emotion the 
first time I looked at her. I was left in recovery completely alone 
for several hours. I remember shaking uncontrollably and feeling 
completely in shock. Ryan spent this time showing our families our 
beautiful new girl. 

By the time I was wheeled to our room around 2 or 3 in the 
morning, I was pretty much non-functional. A well-meaning nurse 
o!ered to feed Rory formula for the night, so I could sleep, and I 
thankfully took the o!er—not knowing the implications this could 
have on our breastfeeding relationship or her digestive track. The 
part of this that still frustrates me is that I didn’t sleep well without 

my daughter beside me! They kept her away for so long … I think I 
would have had a more restful night knowing she was beside me.

In the morning, Rory and I were both pretty tired and I was 
incredibly sore, but I was so happy to finally have this beautiful, 
healthy girl with us. I was excited to breastfeed and hoping that I 
would get this part of being a mother right, since I felt like I didn’t 
get to do the birth right. I ended up with breast tissue so swollen 
from all of the intravenous fluids, that breastfeeding didn’t go well 
either. 

I had problems getting Rory to latch. The postpartum nurses 
were very busy and, for the most part, were not helpful with 
breastfeeding. I can see now that their advice and techniques 
actually hindered our early breastfeeding relationship! Eventually, 
Rory was able to latch on thanks to the use of a nipple shield. I 
was so relieved that she was nursing that we just continued to 
nurse that way for a while. I always intended to wean her o! the 
nipple shield since it took away some of the convenience and 
closeness of our breastfeeding relationship, but every time I tried, 
she reacted so strongly that I would decide it wasn’t a big deal. We 
ended up nursing for two years with the nipple shield. I wonder if 
her strong nipple preference can be attributed to her first feeding 
being from a bottle and not at my breast.2

Looking back, I can see that my fear and consequent lack of 
knowledge helped me make choices, which resulted in my 
c-section and breastfeeding di"culties. I guess I can’t really know 
whether or not I could have been able to birth vaginally if—Rory 
had turned by herself, I had refused to have my water broken, or 
hadn’t had Pitocin to cause me to ask for an epidural which in turn 
kept me in bed. But, I do know that these interventions certainly 
did nothing to help me give birth vaginally. I think that if I had 
been more knowledgeable and had had a caregiver more willing 
to use other solutions, I may not have needed a c-section at all. 

I am pregnant again, and determined to have a vaginal birth.3 I 
now know that fear is a hindrance to labour and delivery, and that 
the mind plays a huge role in birth! I was so scared the first time 
that I wouldn’t be strong enough for birth and that I wouldn’t 
have the capacity to withstand the pain and come through it 
successfully without drugs. Part of my fear came from my belief 
that I have a low pain tolerance, which is true, but also not the only 
truth that is important. I do have a low pain tolerance, but I can 
learn techniques, behaviours and a mindset to minimize the pain.

I really believe now that nothing can be more painful than not 
even wanting to hold my beautiful baby the first time I saw her—I 
was so drugged and tired. Also, recovery from a c-section was 
long and painful! I’d much rather experience the intense and 
relatively quick pain of birth, than the prolonged physical pain of a 
six week recovery after a c-section, especially since this time there 
will be a toddler to care for. Besides the physical trauma, I have 
since learned that many of the emotional di"culties and feelings 
of depression that I experienced postpartum can be attributed to 
the e!ects and the mental strain of having a c-section.

I know that a natural birth is less painful than an induction, or one 
that is ‘helped’ along with Pitocin. I know that I am in control of 
my own body, my own baby and my own birth. I know that my 
choices are really choices that I can make, not something to feel 
pressured into by my doctor or nurse. 

I have done lots of research and reading about natural birth and 
vaginal birth after caesarean (VBAC). I have changed doctors 
to one that I have heard has a better reputation for VBACs, and 
although I will be delivering at the Royal Alexandra Hospital 
again (now called Lois Hole Hospital), I feel that my increased 
knowledge will enable me to make better choices. I have also 
hired a doula to help Ryan and I ensure that things in the hospital 
go according to our birth plan.

I feel well equipped to make good choices that will lead to 
a vaginal birth and a great breastfeeding relationship. I am 
working through my fear of birth, and dealing with the feelings 
of inadequacy and weakness so that I will be able to go into 
birth feeling strong and ready. And if an unforeseen emergency 
happens, at least I will have the satisfaction of knowing that I did 
everything in my power to give birth naturally.

Notes:
1. Pitocin (or Syntocinon or Oxytocin) is a synthetic form of the naturally 

occurring hormone Oxytocin which contracts smooth tissue in the body. 
Amongst many things it causes uterine contractions. When Pitocin is 
administered it is often called an ‘augment.’ This means that your labour 
contractions are augmented, are made to go faster. There may be di!erent 
reasons for it: perhaps your labour is long and you are tired, your contractions 
have slowed down, your contractions are far apart, your contractions are not 
long enough, or to rotate a baby in a more optimal position. Very often it is a 
caregiver’ preference and a desire to manage the labour. Sometimes if your 
bag of water has broken some caregivers like to speed labours to minimize 
the risks of infection.

2. Editor’s note: To wean from a nipple shield you can contact a private lactation 
consultant who will come to your home and help you. Sometimes it is about 
learning proper latching and body positioning. Having access to a lactation 
professional and consistent advice sure helps! Of course attending La Leche 
League meetings is a great source of strategies and encouragement. 

3. Jessica Perin, the author of this story, wrote this story in 2010. 

Jessica Perin is happily married to a wonderful man, and is 
mom to two beautiful and active children! She is a part-time 
bookkeeper and very appreciative of the freedom to set her own 
hours and choose how much work she wants. She loves to read, 
and spends too much time immersed in the worlds of science 
fiction and fantasy!  When she gets the chance, she is an avid 
crafter – she loves scrap-booking, crochet, knitting and is 
always willing to learn another hobby too! 
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By Jill Tjepkema

Could the birth of my first child have been 
di!erent? I truly believe the outcome would have been the 
same – a healthy baby boy but my feelings of being robbed or 
cheated could have been prevented. I physically had no real 
issues from my first born being delivered by cesarean. I had a mild 
infection when a dissolvable stitch didn’t dissolve. But, I didn’t 
su!er from epidural headaches, I was able to nurse; I felt bonded 
to my baby. I just wasn’t happy with how it all unfolded, nothing 
happened as I had imagined – I knew my body could have done its 
job under di!erent circumstances, I just wasn’t given the chance.

All of my reflecting about how it could have been di!erent was 
very emotional for me. For example, my whole family held my 
son before I got out of recovery. Now I might be on a soap box, 
but what doctor or nurse does not understand the importance 
of a mother holding a new baby? I saw him before I went to 
recovery and he was with his dad which are all good things. But, 
because of the drugs I don’t remember the moment I first held 
him (now I remember a bit because of a picture). And to find out 
later that the reason babies don’t go to recovery with the mom 
is because of the additional man-power needed ($$$), really 
hurts. That is a moment in time I will never get back and even as 
I write this it brings me to tears. Many people didn’t understand 
my disappointment and I talked about it a lot, especially to my 
husband and mom.

When I went to the obstetrician (OB/GYN) to get signed o! for 
a trial of labour1 for my second delivery I still got weepy talking 
about my cesarean delivery. The OB/GYN asked me if I felt 
like I was a bad mom because I didn’t deliver naturally. To me, 
personally, it has nothing to do with motherhood and more to 
do with womanhood. How could women, since the beginning of 
time, deliver babies naturally and my body was unable to hack it? I 
just couldn’t accept that I was so di!erent.

Coming to grips with my first birth was a huge part in preparing 
for the second. It helped to think of my c-section as a delivery 
not just a surgery. I had to believe that we had made the right 
decisions at the time but realized that they were poorly informed 
decisions. I was naïve enough to believe the medical environment 
had had my best interests at heart. Again, I just assumed that when 
you were pregnant you delivered a baby. I didn’t realize all that 
was behind the scene. My belief in the medical system had been 
broken and ultimately led me on a journey that became very 
empowering as I prepared for my vaginal birth after a cesarean 
(VBAC).

NO REPEAT 
SECTIONS HERE! 

My due date was Easter Sunday and in my mind I needed to have 
this baby before my due date as I did not want to be pressured by 
my doctor(s). I saw many di!erent doctors because of the Easter 
holidays (a total of four) all telling me the same thing: the baby 
hadn’t dropped enough and they couldn’t induce me because of 
my previous section. Thus, an elective section could be booked. 
My first was 9 pounds 10 ounces. Chances were this one would be 
bigger, etc. Meanwhile I knew I was having this baby naturally!

What the many doctors didn’t know was that I had a well laid out 
plan. This pregnancy did not entail looking for the right crib or the 
best car seat. Instead I spent all my time preparing for the birth. 
I read birth stories and books, attended VBAC support meetings, 
and sought chiropractic and acupuncture treatments. A huge 
source of help, and in my mind, the most important piece of the 
story I am to share, was … my doula.

On the advice of my chiropractor I met my doula and it was love 
at first sight. She listened to my first birth story for the details and 
my feelings and we formulated a plan for this pregnancy and 
delivery: I watched what I ate. I knew my body would grow a baby 
who was the perfect size. I worked more exercise into my days. I 
became educated on hospital procedures so I could be prepared 
to deal with what I did and didn’t want and know my rights. 

During my pregnancy I saw my chiropractor regularly and had 
my consults with my doula. At 36 weeks the fun began—I started 
taking evening primrose oil, drinking raspberry leaf tea and had 
acupuncture. I had my list of homeopathies. I was willing to do, 
take, or try anything to help my body go into labour naturally. The 
closer to my due date I got the more frustrated I became. The 
baby was slightly posterior and a bit high. My body was ready but 
we needed that baby in the right spot to get things going.

Then on the Thursday morning before Easter weekend I saw my 
chiropractor for an adjustment. She was heading out of town and 
I told her I was having this baby this coming weekend. She assured 
me she’d be home Monday night and would be ready for a call 
from my doula. At this point the babe was not engaged yet. 

Then Thursday at noon I went to the mall to meet friends for 
lunch. My 2 $ year old was being a ‘boy’ in a mall—busy! As I was 
picking him up and chasing him around I started to feel a bit weird; 
tightening on and o!. Before we left the mall I put my son in the 

stroller and did some power walking – I knew I needed to move 
this baby down. 

Once in the car the tightenings were quite consistent. Once home 
I called my mom around 2:30pm because I had an acupuncture 
appointment at four that afternoon. I didn’t know how I would 
be during the treatment and I didn’t know if I would be able to 
care for my son if I was in active labour. Mom came over and we 
left. My acupuncturist said I had a lot of activity going on so she 
wouldn’t treat me but that if things slowed down I was to call her 
as they would be around for the long weekend.

We got home and started supper. By this time my surges were very 
consistent. I didn’t feel like eating so I would lie on the couch until 
another surge and get up and rock, holding onto the breakfast bar. 
I wasn’t yet convinced this was really it. So when my son went for 
his evening bath before bed I thought I would get in after and if 
things kept going then I would know for sure. By 8 pm I got in the 
tub and things really picked up with surges every minute or two.

My mom and husband took turns bucketing water over my 
stomach. I was ready for my doula’s support—we texted her 
around 9 pm. She was on her way to another birth and would be 
here ASAP. She was home by 10 pm. Once she arrived she had me 
get out of the tub. I alternately laboured on the bed and toilet but 
the tub was my favorite. 

I knew that I did not want to be at the hospital for long. I wanted 
to avoid any unnecessary medical interventions. My surges were 
consistently 1-2 minutes apart but my water hadn’t broken and 
it was now 12:45ish. So, upon direction from my doula I did a 
lunge on our stairs as I leaned forward onto my husband’s knees. 
Within 2 or 3 surges my water broke. I went back to the toilet and 
laboured for a bit more. I remember saying that if we didn’t leave 
soon I was having this baby here. 

We started the process of getting to the hospital and we left the 
house around 1:20 am. I was in the back seat with my knees on 
one seat facing the other door as I leaned on my son’s car seat 
(butt in the air!) I didn’t see any of the trip but just tried to lean 
with the turns. Our doula followed in her car. She got a wheelchair 
and once again, with butt in the air, I kneeled and leaned onto the 
back of the chair.

We arrived on the maternity ward around 1:45 am. I was counting 
my blessings for being educated. As luck would have it I ended up 
with a doctor I had never met before. Once again I was so thankful 
for my doula—she had been through everything with me and 
knew what was important to me and we had built a relationship of 
trust.

I really wanted to get back in the tub. But the hospital sta! wanted 
to monitor me for 20 minutes to get a good strip and then I could 
get in the tub. I didn’t want to be on the fetal monitor at all! The 
fetal monitor was one thing that brought back negative memories 
of my first delivery, which I wanted to avoid. Also, I didn’t want 
to have any reason to start interventions if the strip wasn’t what 
they wanted. I knew they could assess the baby other ways. I still 
wanted to be in the tub. So we decided on an internal check and 
baby’s vitals and then I could get in the tub. 

The next hoop to jump through was the IV! Again I had previously 
decided I didn’t want to be hooked up. They wanted at least a 
‘stop’ put in, which basically means putting the IV in without 
hooking it up to the drugs. I knew if something changed and I 
needed any intravenous drugs (which I knew I wouldn’t) they 
could get it going fast enough, so again I declined.

We were at the hospital quite awhile before I could get in the tub 
and relax and get back to labouring. I was in the tub from about 
2:20 to 3:30 am. I did have to sign a release form for both the IV 
and the fetal monitoring but I felt good with my decision. Once 
in the tub I hit transition. I remember asking my doula, “Have you 
picked out your costume?” It was obvious my body was making 
some pretty good natural drugs all on its own!

I was involuntarily pushing. The nurse wanted me to get out of 
the tub or stop pushing. I just wanted to let my body do what it 
needed to do. After a bit of pushing in the tub I started to bleed. I 
wasn’t worried but my doula wanted me to get checked.

At this point the baby was still high and in a weird position. They 
were not getting a good reading of the baby’s vitals so they asked 
to put the monitor into the baby’s head. I remember looking at the 
doula and I could see she thought this was a good idea. I trusted 
that she had both my and the baby’s best interest in mind. They did 
and the baby’s heart rate would drop with each contraction and 
then pick up after. At that point they put me on oxygen to help the 
baby’s heart rate recover.

The tension was getting a bit high. My doula looked at me and 
said, “Jill we need to get this baby out now—so you need to 
‘hospital push’ this baby out.” Of course I wanted to let things 
happen on its own time but again I trusted her. So the real 
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‘hospital pushing’ began. With each contraction I held my 
breath and pushed three big pushes with my knees being held 
back. I did that on each side and then my back. Twenty minutes 
later the baby was crowning but had the cord around the 
neck. The doctor cut the cord as he came out. They took him 
to be assessed and I had him in my arms within minutes. And I 
remember it all!

Yes, another boy weighing in at 8 pounds 11 ounces, all naturally, 
at 3:55 am on Good Friday, 2010. My body did know the perfect 
size to grow this baby. My body did know what to do. What a 
blessing to name my son Cameron, my maiden name.

Looking back, I wonder if things could have been di!erent? Sure, 
but did my birth plan work? Yes it did. No repeat section here. 
Plus I was home for supper that same night! 

Notes:
1. Trial of labour means allowing the course of labour to progress under 

obstetrical observation to determine if a woman will be able to birth her 
baby vaginally, instead of proceeding with a cesarean section immediately. 

Jill Tjepkema has been wife to Andrew for 9 years and mom 
to Ian for 3 $, Cameron 1 and baby 3 in November. She’s 
learning to embrace the ‘chaos’ of raising a family and running 
a business with her husband. She is always grateful for God’s 
blessings and guidance along the way. 
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My little piece of heaven: 
Rowan’s birth story 
By Laurel Boucher

I was urged to write my son’s birth story as 
a meditative practice in preparation for my 
second birth. This request was made months ago during my 

first trimester. As any full-time working-woman (who is mothering 
a two year old and trying to ensure that he is getting as much 
educational interaction as those children who have the luxury 
of full-time moms) can understand, writing a birth story was a 
priority that kept slipping down my list. It was an idea, however, 
that I loved and did not want to forego. So, I’ve found myself 
here today, on maternity leave, struggling with the dilemma of 
writer’s block, a foggy memory, and a preoccupation with my fast 
approaching due date, which is two weeks away. 

So, where does one begin?

After much contemplation, I chose to begin with the perception 
of birth that became so evident to me during my pregnancy: the 
recognition that this was a moment when my husband and I would 
breathe life into this world, as one. This moment, and this concept, 
takes my breath away every time I reflect on it, and it makes me 
wonder at the miracle of life. Pregnancy, labour, breastfeeding and 
numerous moments as a mother have truly felt like little pieces of 
heaven … akin to those moments when one witnesses an amazing 
sunset or an awe-inspiring act of humanity.

So, needless to say, I was, and am, one of those women who are 
blessed with beautiful pregnancies. I saw the all day morning 
sickness with Rowan as exciting because it was a sign that I was 
really pregnant and that things were progressing. I laughed at the 
fact that I had a great deal of practice with this type of sickness 
from my party days, as I felt as though I had twenty-four hour 
hangovers. I loved watching my body change, and was lucky to 
have a husband who embraced and complimented the inches as 
they accumulated. 

Pregnancy became my new full-time job and teaching was my 
hobby. I committed myself to reading, recording, and doing 
everything pregnancy related. I could be found doing yoga in 
my living room once a day and checking o! my diet chart after 
every mouthful. My belly grew quickly; I was in maternity clothes 
by three months and huge by 40 weeks. I glowed every time I was 
told how huge I was, and I bottled up the attention, fearing that I 
would miss the pregnancy once the baby arrived. Luckily, labour 
is a transitional event that helps one move from pregnancy to 
motherhood: a true rite of passage.

Ever since I contemplated birth, I always perceived myself as doing 
it naturally. I loved my mother’s birth story; I perceived her as such 
a strong, disciplined, and courageous woman and I wanted very 
much to be just like her. When pregnancy was a mere fantasy, I 

read The Red Tent and was drawn to the image of the women 
naturally enduring labour with the help of midwives. I imagined 
myself in their shoes, but had no idea that this could be a reality 
in modern times until my sister-in-law brought it to my attention. 
I was very excited to find out that midwives were covered by 
Ontario Health Care, and were highly educated in their practice. 
My husband and I researched, interviewed, and agreed on a 
midwifery clinic so that I could be a little closer to my dream of 
giving birth naturally.

The original due date of June 16th came and went, and the new 
due date (predicted by an ultrasound) of June 28th crept by … I 
started to get tired. The Ottawa sun drained me of energy, and 
I became more anxious of the labour that awaited me … I didn’t 
want to lose my drive. 

Finally, July 3rd arrived; I was 40 weeks plus 5 days pregnant. My 
midwives did a “stretch and sweep”1 at approximately 1pm. They 
told me that I was two centimeters dilated, and that I should 
expect some cramping. They also told me that we would do 
the procedure again in a few days. If that would not put me into 
labour, I was going to have an ultrasound, and we would have to 
consider inducing, something I desperately wanted to avoid. 

Dan, my husband, whom I referred to as my doula, was with me for 
everything. So, we left the clinic together and went for groceries 
where, sure enough, I was having cramps. Then we went for a walk 
in a nature reserve near our home where the cramping continued, 
stopping me in my tracks each time. Afterwards, we headed home 
for supper where the cramping didn’t cease. Dan constantly 
suggested that this could be labour and I reminded him that it was 
just a side e!ect of the stretch and sweep. He timed my cramps 
and I laughed at his sense of duty. 

By 11p.m., I was still having cramps every 30 minutes, Dan 
convinced me to call the midwives to give them a ‘heads up’ that 

I could be in labour, and that they could get a call through the 
night. I obeyed reluctantly and then we went to bed. I woke up 
every 20 minutes to a ‘cramp,’ and then fell back to sleep until 
about 2a.m. when I could no longer sleep through what I was now 
considering contractions. 

I walked around my room pumping my arms in the air, imitating 
the image of my mother from her birth stories and tried to time 
the contractions. When I couldn’t focus to time them, but thought 
they were faster (every 10 minutes), I woke Dan from his sleep 
to help me. Although it was 2:30 or 3:00a.m., he eagerly propped 
himself up and brought out his stopwatch. From then until 7a.m. 
my contractions increased in intensity and regularity, but I was 
still in denial. I was sure that this was false labour and that it would 
soon let up even though I was vomiting, and having diarrhea and a 
few shakes. 

I tried to convince Dan to avoid calling o! work, but he ignored 
me and assured me that this was the real deal. He suggested I 
shower and try to eat breakfast; after my shower I thought things 
had started to slow down and this convinced me that I was in false 
labour. Then, after one bite of breakfast, I felt flu symptoms and 
went to lie on our bed with Dan’s stopwatch. My contractions 
were 5-7 minutes apart and Dan suggested I call the midwives. I 
told him to give it another half hour at which point I had a huge 
contraction that sent my body involuntarily into a shivering fit, and 
a little fluid gushed out of me. I ran to the washroom and agreed 
to put in the call right away … perhaps this really was labour.

My midwives arrived at approximately 10a.m. and announced 
that I was seven centimeters dilated with contractions every 
3-5 minutes. I continued to labour in the comfort of my room, 
crouching by my bed with every contraction. I was in my own little 
world and I remember I felt very safe and comforted, as Dan knew 
exactly what to do (he consulted the notes we had taken during 
prenatal class, privately spoke with the midwives and just did what 
was needed without having to ask me – he was living up to his 
doula title) and my parents did their jobs: they stayed calm and 
took care of all of the “behind the scenes” tasks. 

Everyone seemed very in tune with what I needed, leaving 

me alone and checking in at exactly the right times. Finally, 
my midwife asked me to give a rating to the intensity of my 
contractions, and I rated them at a 7 or 8 out of 10, and explained 
that I felt pressure. She timed my contractions to be 1-3 minutes 
apart, checked my cervix (but I don’t remember my dilation) and 
decided that it was time to go to the hospital. She said that things 
were progressing quickly.

The drive to the hospital was equally as calm and Zen-like as the 
labour at home, and I again give credit to Dan for that. He was 
focused, relaxed, and cautious. When we arrived at the hospital, 
I told him to go ahead of me to register and said that I would 
make my way in. I had a contraction, then got out of the car 
and through the hospital doors where I thought I was having a 
discreet contraction (even though in my peripheral vision I could 
see people stopping to stare at me in wonder, and this made me 
giggle inside). 

Suddenly, a nurse rushed out with a wheelchair and insisted I sit. 
She sped down the hall to the birthing unit and through the door 
of my room where my first sight was a tray full of silver operating 
tools … I clenched for the first time. Suddenly things became 
uncomfortable and a little scary. 

The next two or three hours of labour held that air of unspoken 
fear and I kick myself now for not being vocal and asking 
questions to calm my worries. My contractions became very 
intense to the point that I insisted that something had to be 
done. I had a sense of panic as I laid in a fetal position on the bed 
clenching with every contraction. 

Finally, one of my midwives came over to the bed and lifted 
my leg, which sent a sensation of relief through my body. She 
suggested that it was time to push and asked if I wanted my 
water broken. I was told, though, that breaking my water would 
make things more intense … more intense than this?! Then 
another contraction took hold and I begged them to break the 
membranes, which sent a huge sense of relief throughout my 
whole body and suddenly everything was calm again. 

The contractions eased up, but the midwives were worried. There 
was meconium and they put a heart rate monitor on my stomach 
and urged me to start pushing. I didn’t know when to push; I didn’t 
think I was having pushing urges, just regular contractions. I asked 
for some guidance, but was told to listen to my body. I pretended 
I was in an aerobics class and pushed when a contraction hit, 
frequently asking if that was okay and the right time. I felt insane 
pressure in my bottom, which no one warned me about so I 
thought there was something wrong (I’m known to have intestinal 
issues and I thought my bum might literally turn inside out). I tried 
to clench my bum and push at the same time, which is not an easy 
feat. 

Soon there was a mirror at my feet and I was urged to open my 
eyes. I saw hair! What a crazy sight! This gave me a new focus and 
I watched a little head peak in and out as I pushed. I was coached 
to give a few more big pushes, which were accompanied by a few 
“God, help me!” and a little scream, soon what seemed like the 
biggest head in the world morphed out of me. To my surprise, I 
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was told to push more … what, I’m not done? 

I pushed again and the body slipped out easily, but was lifeless and limp. My baby was 
swept away to a nearby table where a respiratory technician had been patiently waiting. 
Dan called over that we had a boy and seconds later Rowan was crying and in my arms. 
The only thing I remember was my great astonishment that he was beautiful … I had 
prepared myself to see the baby from women’s stories about ugly newborns.

On July 4th, at 2p.m., Rowan Boucher entered this world. He weighed 7 lb, 14 oz. My first 
born.

Now, I am sitting here, 38 weeks pregnant, glowing at my memories and feeling a little 
more relaxed about my upcoming labour. Again, I think I’m in denial, though, as I can’t 
imagine that nine months have passed and a new birth story is in the making…but that is 
another tale to be told another time.2

Notes:
1. This intervention is also called ‘stripping the membranes’. It is when a midwife or a doctor performs a 

deep vaginal exam and goes through the cervix. They move their fingers from side to side to separate 
the membrane (or bag of water) away from the cervix. This can stimulates the uterine wall to produce 
prostaglandins, which, in turn, can mature the cervix and make it become stretchy. Other hormones can 
also be triggered and start mild contractions. Some women find this procedure extremely uncomfortable, 
even painful, and others not at all.

2. This story was written a year ago. We had a daughter, Eirica, and her birth was also wonderful yet very 
di!erent than Rowan’s. Of course!

Laurel Boucher is a high school English teacher who lives in Ottawa with husband, 
Dan, who is a former actor turned communications/marketing specialist. They have 
two children together, Rowan and Eirica, both born unmedicated with midwives in 
hospital. Although Dan’s initial reaction to a birth without interventions was “Good 
Luck,” they are now both huge advocates of midwifery and natural birth. Her sister-in-
law is Claire MacDonald, the Editor-in-Chief of Birth Issues. 
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My Sojourn through birth:  
From being a single teen mom to a married home birther
By Melissa Baker

On March 29th 2002 I gave birth to my first son Roka 
Raine. It was a wonderful and unexpected gift of life. 
Finding out I was going to be a mom at the age of nineteen 
left me feeling utterly shocked. I had just returned home from 
planting trees with my unborn baby’s dad and after finding out of 
my unexpected pregnancy, my plans to travel the world and live 
life through crazy adventurous eyes would now come to an end. 
We had already planned a trip to Costa Rica after all our hard tree 
planting work. Since this was a new relationship the two of us 
thought the trip would be good for us. However, the trip was cut 
short and we returned home. Sure enough our whirlwind romance 
deteriorated quickly shortly after. 

I soon began to realize I was on this journey of motherhood, 
pregnancy and birth— alone. I decided to have a doula who could 
be my rock for the remainder of my pregnancy and, of course, the 
inevitable birth. She travelled back and forth from her home in 
Saskatoon to my home in Prince Albert, Saskatchewan. At this time 
midwives were not covered by our provincial healthcare system. I 
was preparing for a hospital birth. 

My doula prepared me with all sorts of knowledge and books on 
natural childbirth, informed me about my birth rights in a hospital 
setting, and, of course, provided countless hours on the phone 
giving me emotional support. I now had the courage and an 
educated opinion to question my doctor when I felt something 
was not right. By the end of the nine months my doula became 
more and more of a dear friend whom I could share anything with. 

I went into labour on the evening of March 28th 2002. My mucous 
plug fell out, and I called my doula who had an hour and a half 
drive to Prince Albert. When she arrived after midnight I was 
having steady hard contractions and bloody show. I had a cup of 
red raspberry leaf tea and we made our way to the hospital.1 When 
we arrived, I was 9.5 cm dilated, the nurses were frantic as this was 
not normal for a woman to come in this dilated. They also had 
never encountered a doula before!

After my initial check, I objected to anyone checking me again as I 
knew I was on my way and my body was doing what it knew. I was 
there to have my baby and that was it. I wanted no IV, and no fetal 
monitoring strapped on. I knew that if I was strapped to the bed 
with continuous monitoring it would prevent me from walking 
around and force me to lie on my back—which would increase 
my sensations of pain and would not help bring my baby down. 
I needed gravity to do that. But I was fine if the nurses used the 
doppler to listen to my baby. 

My doctor, who had been following me prenatally and been open 
to my wishes throughout my pregnancy, pulled my doula out of 

my labour and delivery room, during transition, to lecture her on 
the information she had given me! It was so distressing for me to 
not have her support at this very important time at the end of my 
labour. I did not think that it was very thoughtful. 

I ended up pushing for 1 $ hours and my doctor suggested a 
vacuum extraction. I said no and my doula encouraged him to 
allow me to push a little longer, especially because the baby was 
sounding fine. I eventually birthed my baby naturally. In total my 
labour and delivery lasted seven hours with no tears, no drugs, and 
no interventions of any sort. He weighed 7.9 pounds. As a single 
teen mother I felt very proud of my achievement. It was such a 
good start to parenting.

Seven years passed before I became pregnant again. I had been a 
single mom for three years, raising my son, and going to school. 
It is during this time that I met my husband. We were married in 
2008. Now in a more secure place in my life, I so badly wanted to 
have another baby the way I planned, through marriage and with 
security. 

In 2009 we were residing in Cranbrook, British Columbia, where 
midwives were covered by the health care system. These midwives 
could support me within a hospital or home setting as long as I 
had a low risk pregnancy. We chose a hospital birth as we lived 
out of town, and also because I had not given birth in 7 years and 
I really did not know what to expect this time around. It made 
me feel more confident to go to the hospital. Plus I had a good 
experience the first time around! I chose to have a midwife in 
Cranbrook, because they are very hands o!, and I did not want all 
the chaos of doctors and nurses. Peaceful and quiet.

The birth story of my wonderful second baby boy Sojourner 
Stone was in its own unique way beautiful as well. By 40 weeks 
of pregnancy, I was very ready to have my baby, and I asked my 
midwife for the castor oil and lemon verbena concoction to 
induce labour.2 I also used cinnamon and clove essential oils that 
day on my feet to further induce labour (as instructed by my 
midwife). And it worked!

My water broke after a few contractions at 1:30pm and I began 
to get strong contractions almost immediately. We rushed to the 
hospital as we lived out in the country, and I could hardly speak, 
my contractions were so intense and close together. I arrived at 
the hospital and I was fully dilated. My midwife encouraged me 
to push almost immediately. We thought our baby would be born 
any moment… but it was not exactly what happened. I pushed for 
over 2 $ hours. I felt immense pressure but our baby was just not 
ready to come out. I was exhausted, confused, and frustrated. I was 
left to deal with my own thoughts and insecurities of why this was 
happening to me. I felt abandoned, and at a loss, even after the 

birth of my baby. He finally did emerge, but with many questions 
unanswered. 

Sojourner finally arrived with his little hand tucked beside his face. 
He was born at 6:17 pm on April 20th 2009 weighing 8.1 pounds.3

I look back on this second birth and I realize that all the things 
I had assumed my midwife would do did not happen. This 
assumption was put there because of my previous doula 
experience which had been so wonderful. I believed I would 
be getting the same emotional and physical support from the 
midwives that I received from my doula. Like anything you really 
have to do your research or you may be disappointed with the 
outcome. I also realized that being a doula or a midwife does not 
guarantee everything. It’s really important to click with both your 
midwife and doula and ask questions about how they do things.

After six months, I became pregnant again with my third beautiful 
baby Nalanii Night. This was obviously quite a surprise. In the past 
year we had just moved twice, and my husband had switched 
careers and I was now a stay at home mom still adjusting to 
leaving a previous life as a very career-driven independent 
woman. With this pregnancy came anxiety over unresolved 
feelings around my last birth. We were in a new community in 
St. Albert, Alberta. There were so many unanswered questions 
as to why Sojourner took so long to emerge from my womb. I 
immediately contacted a doula in our new town who gave me 
amazing emotional support. From there I made contact with 
midwives in our area, which was incredibly hard, but thankfully I 
got a spot in a wonderful midwifery practice. 

My experience with these midwives was nothing short of amazing, 
not at all what I had experienced last. 

I had a di!erent midwife, and she was amazing. We connected 

right away! I did get the emotional support that I so desired from 
my midwife. My previous midwife gave me no information to 
relieve any fears I had going into my birth, but my new midwife did 
all through my pregnancy! She understood my fears and concerns 
from my previous birth, and fully understood why I would want a 
home birth this time around. We wanted a home birth because 
I wanted it to be an amazing, beautiful, quiet, and uninterrupted 
experience. For me I knew that could only happen if I was in my 
bedroom with my husband at home. 

Through the nine months I created an amazing bond with another 
midwife outside of the practice I attended. She counselled me on 
all my fears and unresolved issues from my previous birth. By the 
end of my last trimester, I felt so secure with the knowledge and 
education that was given to me that I felt secure enough to just 
have my husband and midwife as support. 

I had the most amazing beautiful natural birth in the privacy of 
my own home. I could not have ever wished for more. On the 
morning of August 15th 2010, I thought I may be in labour, I was 
not due for 2 more days. I prayed faithfully for this moment and 
I felt this was the day. So I called my midwife and asked her if she 
would stop by to check me. I was unsure as to whether I was in 
labour but knew something was happening. She came by our 
home around 11am and I was already 7cm dilated without me 
even thinking I was in full labour. 

That warm sunny August afternoon only 2.5 hours later did my 
baby girl, Nalanii, emerge wonderfully from my body in a pool 
of water, with my husband and my midwife by my side. She was 
8 pounds 9 ounces, quite a few ounces bigger than Sojourner! 
This was the healing birth I needed to move through my fear and 
anxiety. Now as a doula, I can share my experiences with other 
expecting mothers.
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Notes:
1. Although there is no medical research on the e!ects of red raspberry leaf, 

it has been used for centuries in late pregnancy and during labour. Red 
Raspberry Leaf (Rubus idaeus) gently tones the uterus, improves contractions, 
decreases constipation and may aid with excessive postpartum bleeding. It 
is also rich in Vitamins C, E, A, and some B complex, as well as some minerals 
such as potassium, phosphorus, and calcium. The consensus seems to be that 
while taking raspberry leaf tea should not be expected to bring the onset of 
labour forward (it isn’t strong enough to cause major contractions that could 
cause premature birth), it might shorten labour. Best to take a red raspberry 
leaf tea that only contains that herb. Check the labelling of packages or buy 
loose leaf tea from a health food store.

2. Castor oil is used to start uterine contractions. It causes mild irritation of the 
bowels which stimulates the uterus to contract and can cause labour to start. 
It should only be used if the cervix is favourable, that is, stretchy. If the cervix 
has not started to change you run the risk of exhausting yourself, getting 
dehydrated, and compromising your baby. It can be taken with apricot juice 
and verbena oil. There are many recipes online.

3. The superman pose, the head plus the hand, is a variation of normal. The hand 
makes the head appear larger, thus the woman has to push a larger head! To 
push a larger head requires time. There will be more molding and rotation 
of the head and a slower descent allowing the tissues to expand over more 
than it would usually. This requires a woman to have extra patience. Being 
explained what is happening helps a woman feel in control and prevents her 
feeling defeated. Slowly but surely the baby is born.

Melissa Baker is from Saskatchewan, went to college for a 
technical diploma in environmental sciences, where she met 
her husband Chad. They moved to Edmonton from BC. She has 
always felt a strong connection to working with and helping 
women in some way. When she isn’t busy with her 3 children 
Roka Raine 9 years, Sojourner Stone 22 months, and Nalanii 
Night 6 months, she divides her time between being a doula and 
working in the Environmental field. Somehow, some day, she 
will combine the two! 
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HENRY THE LION:  
OUR PREMATURE BABY
By Michelle Boudreau

Henry Wallace Rempel—Born August 12th 
2009, 6:30pm, 5 pounds 12 ounces, 17 inches 
and 3 quarters, at Red Deer hospital with 
midwives. 
I found out I was pregnant while in Cuba. I grabbed a two pesos 
pregnancy test from the Pharmacia because I was late a day or 
two for my period. The pee test on our cheap test revealed a faint 
line and gave us a little surprise. I immediately tested again once 
home, and sure as the sky is blue, I was pregnant. The due date was 
September 11th, 2009. 

On the evening of August 11th, 2009, I called my husband Jadon to 
plan some dinner details before he came home. I was 35 weeks 
pregnant and we had just moved to Lacombe from Edmonton and 
I needed a break from unpacking and cleaning. We decided to go 
to Red Deer, which was a short ride, to eat Indian food and find a 
playground for Aria (our two year old) to kick up some sand. 

Indian food, licorice candy and an uncomfortable car-ride are a 
deadly combo…or so I thought. I was really cursing that night after 
the trip to Red Deer, pooping, puking, and singing in my sleep to 
remove the gut pain. In the morning Jadon packed up and went to 
work. He had just started his new job and had to get to a meeting 
in Calgary. 

I got out of bed a few minutes after he left, went to the washroom 
and stayed there for a while. I was trying to enjoy the newest 
National Geographic that had come and trying not to focus 
too much on the bad bowel movement. Not even an article on 
pigmies in Saskatchewan would catch my attention, these gas 
pains were unreal. I thought for a brief moment that I might be in 
labour. I didn’t think so though as I was only 35 weeks pregnant. I 
tried to relax and not think about it just in case the gas went away.

Aria was still asleep so I thought I would have a bath. I grabbed the 
phone, drew a bath and sank to sweet relief in the morning bath 
water. I called my mom who lives in St. Albert. I let her know I was 
not feeling so hot. She hung up the phone and started driving. 
I would say it was about 8 am and I thought I would call Jadon. I 
freaked him out, it was worth the call. I gently told him that I was 
going to call the midwife, because I might be in labour.

I was getting pretty regular gas pains every 4-5 minutes by this 
point. Phone calls in the tub were working so I continued calling 
from there. I also called Jasmine, my best bud, and told her to get 
her sweet little butt over to my house. Jasmine assisted me with 
the birth of my daughter too. I really wanted her there again.

The heat in the tub was unbearable so I hopped out to call our 
midwife for a little advice on this gas thing. I was told that the first 
sign of early labour was denial. “Oh… crap.” Since I was only 35 
weeks and 6 days I couldn’t have a homebirth like we had planned1  

and I also couldn’t birth in the Lacombe hospital as it was not 
equipped for premature babies. We had a back-up plan. We would 
go to the Red Deer hospital. However, our midwife asked me if I 
thought I could make it up to Edmonton. I wasn’t so sure because 
the gas pains were coming every 4-5 minutes and it was a bit of a 
drive on my own with a toddler and in labour. 

My daughter Aria woke up, I fed her, kissed her and got her to 
watch ‘Happy Feet.’ I called Jadon again and he sent over his 
co-worker and wife, who was a nurse for many years. They would 
baby-sit my daughter while I went to the hospital. They called 911 
and when the paramedics came in the door, they thought I was 
going to pop quick. It was getting frantic around me. If you ever 
want to freak out your mother just have an ambulance sitting in 
your driveway. 

We had only been living in our house for one week. What a 
sight for our neighbours. They saw their new pregnant neighbor 
getting hauled away. I waved at them and sped o! to the Lacombe 
hospital where they discovered I was five centimeters dilated and 
that I was really going to have a baby today. At that moment I felt a 
natural rush of nervousness, motherly protection and excitement.

We were sent to the Red Deer hospital right quick. They started 
an IV because I was de-hydrated from being so ill. My mom, who 
was in for the ride, kept it real and was a lot of fun to joke with. 
Jadon, the midwives, and my friend Jasmine were called and they 
started making their way to the Red Deer hospital. I was still very 
coherent—it was roughly 10 am. 

The swirl of hospital authority will forever have me confused. From 
the moment we arrived at the Red Deer hospital to the moment 

I pushed I saw so many people. I couldn’t paint their eyes. I was 
beginning to feel guilty, for being in labour early, for being in a 
hospital, for not calling my doula, for leaving my daughter with 
someone I didn’t even know, for calling so many people and so on. 

My guilt made the birth more painful and made me sad. When 
I finally got a chance to see my team (Jadon, Jasmine, and my 
midwife) I was able to focus on just being in the moment and 
taking control of the destiny this child was to have. I wasn’t afraid 
as much as I was worried what a preemie baby was going to be 
like. Fear aside, I planned to have my baby naturally and safe.

Little did I know that I could have taken my sweet time to the 
hospital. What felt like moments turned into hours, I laboured on 
the ball, the tub, the bed, the toilet, and the floor. A slow-and-
steady moan through each contraction. I found that the best 
position for me was on the toilet facing backwards while the 
midwives took turns pushing on my lower back. I also liked lunging 
and squatting. With each sensation I would request a “down and 
out” which meant that any available hand would be touching my 
skin and brushing it out. 

Somewhere in between a trip to the toilet and a lunge on the 
bed, the obstetrician requested a cervical dilation check.2 I was 
beginning to complain of an unnatural pain, like a block or being 
stuck. I know, I know, everyone thinks the baby is stuck. I was 8-9 
cm dilated but had a cervical lip. I also had one with my daughter.3 
I changed positions and soon enough that little area was fully 
dilated and I was ready to push.

On top of all of this drama my water wouldn’t break, neither would 
my bladder empty. I had to squat over a bedpan on the edge of 
the bed with one leg up in the air while in active labour trying to 
evacuate the pee. Doesn’t sound pretty, I guess labour sometimes 
isn’t!

At 6:20pm, or so, the doctor broke my bag of waters. I felt a rush, 
a gush, and a swoosh. “Michelle, you gotta turn over and lunge, 
just do it now!” I heard the midwife say. So, I reefed my sore limber 
body around and started lunging forward. This helped bring the 
cervical lip over my baby’s head … when the cervical lip snapped 
back my little dude was right there. 

My whole body rushed its warm energy to my lower body and I 
felt my first urge to push. My fear arrived, so real in a moment of 
joy. Although it felt good to push, I was afraid to have the baby so 
early, and I kept holding him in. One push and his head was there 
crowning. “Feel your baby’s head,” said someone. One more push 
and his head was out. 

Happy tears tickled my cheeks; I was seeing the most beautiful 
creature from a tiny cosmetic mirror propped between my bloody 
legs. I focused. One more push and he shot out like a little cannon 
ball, crying frigid tears into our ready ears. We cried together. 
6:30pm, August 12th, 2009. The room was filled with a buzz, so 
many nurses, and so many people. I felt emotionally exhausted, 
engaged for the next intense moment. 

It was my job to give him life. “Michelle, look at your son,” Jadon 
wept and cut the cord. He was sucked bundled swaddled, poked, 
prodded, measured, weighed, tested, lifted, kissed—and finally, 
handed to me. 

Henry Wallace. You little monkey. You have some growing to do: 
Five pounds, twelve ounces, seventeen inches and three quarters. 
I demanded he be introduced to my breast immediately, which 
he was, and then he was whisked away to be put in an incubator 
at the special care nursery. Jadon remained close to him while I 
pushed out the remaining afterbirth. 

I have to say, I had a wonderful obstetrician attending the birth 
of our baby. She sat back and let the midwives work their magic. 
Unfortunately my midwives couldn’t catch our baby in this 
hospital, as they did not have privileges at that hospital, but they 
could attend our birth and act as birthing partners. They did 
everything except catch my little guy.4 

Henry is a beautiful miracle, born early, born healthy. I remained 
sleeping on couches and chairs and never leaving his side for the 
next week at the Red Deer hospital. I’m very proud of my little 
Lion, Henry. At three months he was 14 pounds, 25 inches and 
thriving.

Notes:
1. Midwives can only assist births that are considered low-risk. Giving birth 

before 37 weeks of pregnancy means that you are having a premature baby. 
A preemie is not finished growing and needs to be close to a NICU (neonatal 
intensive care unit) and specialized health professionals (e.g. neonatologist 
and NICU nurse) who can take care of their high needs. Midwives only care 
for babies born between 37 and 42 weeks.

2. Because my baby was premature, an obstetrician needed to be present at the 
birth. I still had my midwife too, for support.

3. A cervical lip is not a condition. It is when the cervix is completely dilated 
except one little part. Often this ‘lip’ is located in the front of the cervix. It is 
quite common and easy to dilate by leaning forward or sideways onto that 
area during a contraction.

4. Every doctor and midwife has to have hospital privileges to be able to support 
a woman in childbirth at a hospital. If a midwife, or doctor, arrives at a hospital 
with a labouring woman but does not have privileges at that hospital, she 
will not be able to be responsible for the birth. Another primary caregiver 
will need to be in attendance. It has nothing to do with a lack of skill-set but 
rather medical-legal-financial issues.

Michelle Boudreau resides in Lacombe, Alberta with her two 
kids, husband and dog. When not busy being mommy she is on 
stage performing her music. Michelle also spends a lot of time 
outside with the kids, imagining and creating fairy gardens and 
building forts. Life is good. 

Lana Gilday, RN
780.437.1196
lana.gilday@gmail.com

Over 10 years of experience  
as a Birth and Postpartum Doula.

Also specializing in twin  
pregnancies, and breastfeeding 
teaching and support.

www.earthmamadoulas.ca
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By Nicki King

Birth Issues’ Fall 2010 had a story of a mother 
with what she described as a ‘cranky uterus’.  
I chuckled when I read that, recalling my own experiences. I knew 
immediately I had to tell my tale—not for me, but for the other 
mothers out there like me, whose doctors tell them they are crazy, 
or simply scratch their heads and say they’ve never heard of an 
“irritable uterus.”. 

I am a mother of four. My first two pregnancies were fantastic, 
I felt better than ever. My third pregnancy was uneventful until 
20 weeks, when I started contracting regularly every 3 minutes. 
The contractions were strong enough to cause diarrhea, which 
alarmed me because I’d had this immediately prior to each 
previous birth. My midwives had me meet them at the hospital, 
where I was checked out and numerous tests were done. In the 
end, I was declared not in labour and sent home. I was relieved 
and confused, yet this was short-lived. I found myself at the 
hospital three more times that week, in the exact same situation.

In the end, the obstetrician and midwives said my pregnancy 
would just progress this way and to call them if anything seemed 
out of the ordinary. With two young children, the rest of my 
pregnancy was tough. I had a hard time doing normal things, 
as too much activity would spur on another 24-hour round of 
contractions. I did a lot of research online, but found mostly dead 
ends. The only thing that fit what I was experiencing was what was 
termed “irritable uterus” or IU.

I asked my midwife about IU at our next appointment. She 
brushed it o! and said it didn’t exist. She was a great midwife and I 
loved her and her partner—it was the best pregnancy experience 
of my child-birthing career yet—so I tried not to be frustrated by 
her lack of desire to discuss this further. But I felt unheard. Being 
told my contractions (which you could see on the monitors) 
didn’t exist was like being told my problem was in my head, or 
I was imagining it. They suggested it was a manifestation of an 
underlying mental or marital issue. The attitudes of my family and 
friends didn’t help, either. Without any kind of real diagnosis, they 
acted like I had lost my mind and were critical of my now messy 
home and my new lifestyle of trying to take it easy. I felt alone and 
misunderstood.

The pregnancy progressed uncomfortably, with contractions 
always just an activity away. By the time I was 35 weeks pregnant, 
the contractions were constant. At 37 weeks, they settled into a 
three to ten minute rhythm. I wasn’t sleeping at all by this time, 
merely catching a few moments of rest between each painful 
contraction. I was a mess. I was actually feeling suicidal and knew I 
needed help. 

But I had just moved to Edmonton a few weeks before and had 
no doctor. No one was willing to take me on at this late stage 
in pregnancy. I was lucky to get in with a clinic run through the 
university, but the care was so impersonal. I saw a di!erent student 
doctor every week. No one looked into my history or realized 
what a bad state I was in, and they just didn’t seem to care. When I 
told them I was having thoughts of suicide, they patted me on the 
head (literally!) and told me to be a good girl and go home. I left in 
tears, stunned by their listening skills.

Somehow I made it through the last few weeks and finally the 
baby arrived two days after his due date, happy and healthy. By the 
time labour started, I had progressed to 6 cm dilation, so when it 
began I went straight to transition and gave birth in 90 minutes.

My fourth pregnancy took me by surprise. I was older now—my 
youngest was in kindergarten—and having another child was 
something I hadn’t considered. I was stressed about it. After 
hemorrhaging following the last birth, I immediately got worried I 
was going to bleed to death or some such nonsense at this birth.1 
I was scared I would have to go through a few weeks of non-stop 
contracting leading up to his birth and that no one would listen 
again. I had no idea what I was in for this time, but it was beyond 
my worst imaginings.

Around 8-9 weeks I started contracting. I hadn’t realized the 
problems I had with the third pregnancy would follow me into 
a fourth. With no diagnosis and the constant reminder that 
contractions were “in my head,” I didn’t think about it being a 
condition that could or would repeat in the future. 

This pregnancy was marked by trips to the Emergency Room 
(ER) so frequent I can’t even recall. The first bout of contractions 
brought me into the ER, where they told me to come back when 
the bleeding started. It was very discouraging. I had finally come 
to grips with the pregnancy, as had my husband, and it had been 
a hard transition for us both. By now, I was looking forward to the 
baby, and this was not the support I needed. But deep down, I 
really believed my baby would be fine. I went home clinging to this 
hope and trusting in my body to take care of him. 

At 12 weeks the contractions became regular. Week 14 brought 
my first prenatal appointment with my obstetrician. She listened 
to my story and my history and immediately ordered me to bed 
rest.2 I did not understand that she meant I needed to be on bed 
rest for the remainder of my pregnancy. I assumed that at some 
point, things would chill out and I’d be able to get back to normal. 
At least I had closure. 

However, without hesitation, she said I had what was called 
“irritable uterus” and she took the matter very seriously. It was nice 
to know that I wasn’t crazy. After being told that it was all in my 
head for my entire last pregnancy, I felt at peace knowing that at 
least I wasn’t nuts.  

Week 20 eventually came around, and this meant I got to go up to 
Labour and Delivery (L&D) when the contractions got particularly 
bad. At this point, they were active enough to cause diarrhea and 
when this happened I got scared. I couldn’t help myself. I loved my 
baby and desperately wanted him to be ok. I don’t know why I kept 
going to the ER, because they really didn’t do anything other than 
make me feel bad by telling me that I was not yet 24 weeks—the 
magic point at which caregivers try to stop labour. My husband 
got me through these rough weeks though, and I was ok.

At 23 weeks and 5 days pregnant, I o"cially gave up on the 
medical community. I went to the hospital that night for a 
particularly bad episode and was told I wasn’t yet 24 weeks. That 
was devastating to hear. I was so close and the contractions were 
so bad. How could they tell me that they would do nothing to save 
my baby today, but in 36 hours when I was a full 24 weeks, they 
would use contraction-stalling drugs? It made no sense to me and 
I was outraged. 

All these weeks, any activity brought on contractions. Getting 
up to get a drink of water or go to the washroom could bring on 
12-24 hours of regular contractions at three-minute intervals. It 
was very di"cult, and with the lack of support I received from 
the hospital sta!, I decided to try wine to slow the contractions. 
Someone suggested it to me, and while I don’t condone drinking 
during pregnancy, I did drink 4 glasses of wine between 20-24 
weeks. It was the only thing that brought any kind of relief. I 
felt torn—no one would help me, and the contractions were 
relentless. I spent every day worrying I would lose my sweet baby. 
I was surprised how well it worked, and thanked the pregnant 
mommy who suggested it to me.

To this day, I still shake my head over this issue. The mommy who 
suggested wine whispered it as if she were saying something 

illegal. She was worried I’d be o!ended and think less of her. I feel 
guilty admitting it even now, because I didn’t drink in any of my 
previous pregnancies and it seems so wrong. In any event, the 
contractions slowed and my uterus calmed—generally, for over 24 
hours. It was beautiful relief.

At 28 weeks we received our steroid injections to ready the 
baby’s lungs in the event he came early. I was thankful for this first 
intervention. Pregnancy moved on slowly, each day feeling like 
years.3 

At 34 weeks and one day, my water broke. I assume it was from 
all the contractions. I was lying in bed sleeping when I felt a 
rather large gush. I got up to clean up and make sure I had not 
accidentally lost bladder control, because I knew the hospital 
would assume this. The fluid was odorless and almost colourless, 
with just the slightest hint of straw—just like they describe 
amniotic fluid.

We went in to L&D right away. By now, middle of the night trips to 
ER were normal. There they did their little test strip, announced 
it was indeed amniotic fluid, and said they would be inducing me 
shortly.4 

A group of doctors came in to see me. They were part of a study 
group dealing with PROM (premature rupture of membranes) and 
wanted me to participate in their study. They went over all the risks 
of remaining pregnant for 24 hours past the point where my water 
broke, which included infant and maternal mortality. They really 
scared me and I was not very appreciative.

About an hour later, the senior obstetrician came in. He reversed 
the inducement order, claiming that the stick test they do for 
amniotic fluid can be inaccurate and they were going to watch 
and wait. After all the info I had just received from my previous 
visitors, I was terrified. They admitted me and ordered tests. We 
had to call our family and let them know the change in plans. 

The nurses were wonderful and supportive. They understood my 
frustrations with the doctors. Each day a new set would come in 
ordering one thing, then another doctor would countermand the 
order. In my opinion, it seemed no one wanted to be responsible 
for me delivering at 34 weeks.

An irritable uterus:  
Not just in your head
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After six days in the hospital, I showed no sign of infection and I 
still had fluid. They sent me for another ultrasound to compare my 
fluid levels, and decided the rupture had sealed itself. They sent me 
home. It was around 8 or 9 pm on Monday night

It was beautiful to be at home in my bed. I still felt very scared, as 
I hadn’t had many answers. At 6 am the following morning, my 
water broke completely. It was the classic huge gush you see on 
television, but this time it was all over my bed. This time, I was in 
no rush to return to L&D. I spent my morning at home, hoping 
regular contractions would begin, but they didn’t. By 1 pm, I 
knew we had to go—I was no longer dripping any fluid at all and 
suddenly got scared that the baby was out of fluid and it could be 
dangerous for him. 

We took our two-minute drive to the hospital and went up to L&D 
where they gave me Cervidil after a few hours of debate. Cervidil, 
they said, would soften my cervix and hopefully get labour started 
without further pharmaceutical interventions. I don’t know why 
they spent so many hours debating whether or not to do it. I 
was told I had no amniotic fluid left at all. The pregnancy could 
not continue this way. Again, it seemed no one wanted to take 
responsibility for a woman delivering her baby several weeks early. 

In any case, the Cervidil was enough to get labour started, and it 
was ugly fast. I had my first three children naturally, with no pain 
intervention. The drug-induced labour was intolerable, and I was 

in tears and only 2 cm—which I had been for weeks! There had 
been no progress since starting the drug, and the contractions felt 
like transition-like labour.5 They did several internal checks over 
the following hours. Considering my history of quick births and 
my current behaviour nearing hysteria (due to the pain), I think 
they must have thought I was transitioning or crowning. Instead, I 
was in stalled labour. When I realized I’d been stuck at 6 cm for an 
hour,6 sucking back laughing gas as if my life depended on it, in 
the hot shower and crying all at once, I begged for an epidural.

Daddy had been so good to me all the while, never leaving my 
side and rubbing my back, giving me kisses and encouraging and 
supporting me all the way through. I would not have managed at 
all without him. He was so good to me, and I was so grateful. 

My anesthesiologist walked in within a few minutes of making my 
request and gave me the epidural. I was terrified of it, having had 
several spinal taps as a young child, but the pain of the induction 
was so bad I didn’t even feel the needle. The wonderful nurses told 
me to tell them when I felt pressure, and that it would take 7-8 
contractions before I would no longer feel the pain. 

By the 7th contraction, I said I felt pressure, but it probably wasn’t 
significant because I had felt pressure all along. They checked 
anyway, and I was 10cm! In 15 minutes, I’d gone from 6 cm to 10!

Baby was born about 10 minutes later, weighing 5 lb, 13 oz. Since he was turning blue 
despite the oxygen they were giving him, they whisked him o! to NICU with daddy, and 
I was taken care of and watched for hemorrhage. The doctor who delivered him was 
amazing. She was very young and still a student, and simply told us to call her by her 
first name. I liked her immensely. It was a refreshing change to the medical treatment I 
endured for the pregnancy and I was grateful for it. 

Interestingly enough, this was my longest labour. I always thought they got shorter with 
each birth, but all bets are o! when you are induced and your body just isn’t ready yet. 
Our sweet son was worth all the trouble we went through, and daddy agreed. This was his 
first child, and he was in awe of the little life he’d help create and nurture to life. The pull 
he felt when he first saw his son stunned him—it was unlike anything he’d ever felt. Our 
little boy was healthy and wonderful and got to come home four days after birth. He is a 
joy in our lives; we are all enamoured with him. He smiles all the time and is a big shiny 
light in our lives. We feel so blessed and eternally grateful.

So for all the moms out there with cranky uteruses that contract too much, know there is 
support. Don’t lose faith. I got a buddy from March of Dimes, who emailed me regularly. I 
joined the What to Expect website, where I got lots of support from the other mommies 
on the forum. And I found a website about IU, where other moms had posted their stories. 

IU isn’t in your head. You are not making it up or imagining it. It is real, and you need to 
look after yourself. I hope this is of help to just one mommy out there—one woman 
who has been told she’s crazy and is trying to come to grips with a di"cult set of 
circumstances she doesn’t understand. Oh, and in case anyone was wondering, I spent 21 
weeks on bedrest!

Notes:
1. Hemorrhaging occurs in a variety of circumstances. If a woman is malnourished or exhausted from a long 

birth, a woman is under shock (or stress) due to a fast or traumatizing birth, the uterus is not contracting 
to the same regularity as before, there is a piece of the bag of water (membrane) left in the uterus, if the 
placenta is very slow at being birthed (most caregivers prefer the placenta to be birthed within 15 minutes 
of the baby’s birth, although some women can birth their placentas safely within 30-40 minutes), a woman 
is anemic or has clotting issues, a woman has health conditions which weakens her stamina and the 
functioning of her body, or the uterus was pulled inside-out by excessive cord traction during the birth of 
the placenta. These are all rare circumstances.

2. Bed rest means that a woman is asked to stay home and minimize all movements for the remainder of 
her pregnancy or until 24 weeks, at which point medicine is able to help a baby survive. The longer a baby 
stays in utero the less health issues a baby will have in their adult life. 

3. Babies don’t breathe with their lungs while in utero, they use the oxygen provided by cord blood. Because 
lungs are the last organ to mature, usually around 36-37 weeks gestation, steroid injections are given to 
help mature the lungs of a fetus who is suspected to be born premature (so that they can breathe after 
their birth).

4. When the bag of water breaks, contractions don’t always start immediately. It can take between 10 to 24 
hours for it to occur. An induction will quick-start contractions. It is up to a couple to accept or refuse 
an induction. The main risk of prolonged rupture is an infection that can a!ect both baby and woman. A 
preemie is more at risk to infections. However, doing vaginal exams also hightens the risk of infections!

5. Transition is the period during labour that is between 8 and10 cm of cervical dilation. Contractions are 
between 5 to 2 minutes apart lasting 40 to 80 seconds long. It is hard on both mother and child to sustain 
this contraction pattern for more than several hours. Some may be able to deal with 8 hours others 4. The 
main thing is that it is an intense pattern that requires a woman to be focused on her breathing to remain 
calm and open physically.

6. Caregivers expect a woman to dilate $ cm an hour, and at least some form of dilation within 4 hours. 
However, most women are not textbooks and will dilate at di!erent rates, some slower, others faster. A 
feeling of being out-of-control can stress a woman and slow down dilation. 

Nicki King has 4 children and plans one more, if she is blessed enough to have the 
opportunity. She is an author and runs her own business. Her children are 14, 12, 8 and 
2. She loves her friend Tracey Stolarchuck, the greatest woman in Edmonton with a 
fabulous vision. Tracey has a wealth of knowledge to o!er to new mothers and has been 
an enormous help to Nicki through her trials. 

Phone 430 4553 
Fax 430 0851
www.nurture-your-self.com 
jyurko@telusplanet.net
10730 – 71 Avenue 
Edmonton, Alberta 
T6E 0X6
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Family reunion  
surprise!
By Simone Atkinson

When I found out I was pregnant, my mom 
jokingly said that I would have my baby on 
the same weekend as the family reunion 
that we were hosting. The reunion was 
planned for the last weekend in July 2009, 
but I calculated my due date according to 
my last period to be July 15th. Later on an 
ultrasound set my due date as August 2nd 
so I wasn’t 100% sure when my baby was 
really due.1

July 15th came and went with no baby, so I kept busy helping my 
mom plan the family reunion. My mother-in-law Brenda, who 
had travelled to Edmonton from Manitoba in the hope of being 
there for the birth, had to leave by the end of the month. We were 
planning a home birth at my parents place, because we had just 
moved in to a tiny house and my parent’s house had a large soaker 
tub so we could keep the water birth option open.

On Friday, July 31st, my husband and I headed out to Mulhurst 
Lutheran Bible Camp on Pigeon Lake where our family reunion 
was being held. That same evening after dinner I started spotting 
and was feeling a little o!. I went to bed early and after a restless 
sleep (I had a lot of lower back pain) my husband (Bill) and I went 
for a little walk, followed by a large breakfast. By 9:00am I started 
having a few contractions, but remembering that my midwife had 
said to try to maintain normal activities through the early stages of 
labour, I decided to have a game of cards with some of the family. 
I did call our midwife though to let her know I was in early labour.

News that I was in labour spread quickly through the camp, and 
before you know it, the family had set up a betting pool to see 
who could come closest to the baby’s weight, sex, and time of 
birth. Great fun! 

The weather was beautiful out on Pigeon Lake that morning 
and it was fast becoming a hot sunny day. I didn’t want to leave 
immediately. However, I wanted to finish the game of cards hoping 
to win and contribute points for my team. We lost anyway. At 
about 10:00am with contractions about every five to six minutes 
lasting a minute, we decided to head back into town. Besides 
some of the family were throwing sidelong glances that asked, 
“What are you still doing here?”

It was a one-hour drive into Edmonton from the Lake and 
about halfway home the contractions became much closer 
together—approximately two minutes apart. Bill wanted to 
hold my hand, but my mom told him to keep both hands on the 

wheel. She unbuckled and coached me through the contractions 
as they were becoming quite intense. Our car doesn’t have air 
conditioning and with the temperature soaring to almost 30 
degrees, we had all the windows open—adding wind to the noise 
and excitement. 

Bill managed to call his mom to find out that she had already 
left Edmonton and was driving through Lloydminster on the way 
home to Manitoba. Upon hearing the news, she made a quick 
U-turn to head back into Edmonton. With contractions continuing 
to escalate, Bill also called our midwife to make sure that she was 
on her way. Besides my parents, I had also asked my husband’s 
parents, my sister, and sister-in-law to join us for the birth. This was 
our first baby.

We arrived at my parent’s house at about 11:00am with our 
midwife arriving a few minutes later. My mom ran a bath in her 
big soaker tub, but because my back labour was so intense I only 
stayed in the tub a few minutes. Long enough for Bill to change 
into his swim trunks and my mom to soak her shorts up to her 
rear end! I just couldn’t get comfortable in the tub. I moved to the 
lounge chair but that didn’t seem to relieve the back pain. 

At 11:30am I decided I wanted my midwife to check my progress 
because I needed incentive to go on. I was surprised and happy to 
learn that I was already eight centimeters dilated. She reassured 
me it wouldn’t be long. In the next couple of hours I went from 
the chair to the bed and back to the chair, up and down, back and 
forth, while my husband and my mom took turns rubbing my back 
and coaching me through contractions.

Finally, at 1:45pm while laying on the bed my water broke. It felt 
like such a release. I remember smiling and saying, “That felt so 
good.” Shortly after that our midwife told me I could push with 
my contractions—if I felt the urge. At that point, supported by 
Bill, I started to squat and push with my contractions. It was a lot 
harder than I thought it would be. I remember saying, “I don’t 

think I am making any progress!” My 7-months-old baby nephew, 
who was sitting on the floor with his mom, apparently thought 
this was funny as he started to laugh. Our midwife assured me that 
everything was progressing well. 

Just after 2:30pm Bill’s mom and dad arrived and Brenda joined us 
in the bedroom. My dad poked his head into the room from time 
to time and otherwise impatiently passed the time playing crib 
with Bill’s dad.

The pushing stage lasted 37 minutes. At one point everybody got 
really excited because they could see the baby’s head crowning. 
Our midwife brought a mirror so I could see and touch my baby’s 
head. That was the best reassurance for me that I really was 
making progress. Our midwife told me to totally direct all my 
energy to pushing downward. Each push now brought more of her 
head into view. Then another few pushes and swoosh! There she 
was, our little baby girl. What a sense of relief and joy to finally see 
and feel our precious baby girl. Olive Teresa Atkinson was born at 
3:00pm on August 1st, 2009. She was 8 lb. 8 oz.

Just after our baby made her appearance the sky pregnant with 
moisture gave way to an incredible rain and thunderstorm. I have 
always loved thunderstorms so this was the perfect encore to the 
most incredible experience of my life. 

My birth experience was everything I expected it to be and more. 
It was comforting to be in my parents’ home environment. I 

felt supported by my family members and was confident in the 
care of my midwives. Labour was more intense and painful than 
I anticipated, but having such a strong level of support made it 
bearable. My family was thrilled to be part of the excitement and 
miracle of Olive’s birth and my parents were honoured to be 
hosts to this wonderful event. People have asked how I felt about 
having so many onlookers around (modesty issues), but no one 
felt awkward about it, including myself. I am very happy that we 
decided to share Olive’s birth with our families.

Notes:
1. Due dates can be calculated by knowing the date of your last period or by an 

ultrasound in the first 12 weeks of pregnancy. The Society of Obstetricians 
and Gynaecologists of Canada (SOGC) prefers the dating ultrasound over the 
last menstrual period as many women have irregular menstrual cycles and 
it may make it di"cult to be sure when the baby was conceived. For those 
of you that have regular cycles and have been charting, feel free to insist on 
the date you believe is right. For more info on due dates, read Niko Palmer’s 
article in this issue.

Simone Atkinson is a stay at home mom with Olive, new little 
baby Eden and hopefully many more babies to come. She enjoys 
motherhood more and more each day, and tries to find time for 
knitting and scrap-booking. Simone enjoys a healthy lifestyle 
getting outside for long walks and making delicious gourmet 
meals. 
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Pregnant for 10 months:  
Postterm or dysmature, that is the question? 
By Claire MacDonald

As a precursor to Dr. Michel Odent’s wonderful 
article on babies born past their due dates, it is 
important to remember that the SOGC guidelines are 
recommendations to doctors. As consumers we can 
choose to follow, refuse, choose alternatives, or even 
do nothing. 
There are a lot of arguments about the safety of giving birth at 41, 42 
or even 43 weeks gestation. The medical literature shows that there is 
an increased risk of stillbirth after 40 weeks gestation. The question we 
all need to be asking is “How high is that risk?” and “How much of an 
increased risk?” 
A United States National Vital Statistics Report states, “Fetal mortality 
rates […] are very high at the earliest gestational ages (where few live 
births occur), are lowest at 40 and 41 weeks of gestation, and then 
increase slightly at 42 weeks of gestation or more. In 2005, the fetal 
mortality rate […] was high (0.56–0.60) at 20–22 weeks of gestation, 
and declined to a low of 0.19–0.21 at 27–33 weeks of gestation. The 
rate remained relatively low until about 37 weeks of gestation, and 
then increased rapidly to a high of 0.81 at 43 weeks of gestation.” 
(Marian F. MacDorman, and Sharon Kirmeyer “Fetal and Perinatal 
Mortality, United States, 2005,” United States National Vital Statistics 
Reports 57, number 8 (January 28, 2009): 7). 
This means that for 1000 births at 43 weeks gestation, less than 1 child 
would be stillborn. That means that a woman has less than a one in a 
thousand chance to have a stillborn child at 43 weeks. According Dr. 
Andrew Kotaska a 1/1000 chance is an unlikely chance (this is from a 
presentation he has made at the Canadian Association of Midwives 
conferences in 2005 and 2010). 
If it is hardly possible, why do we treat this number as if a bomb had 
fallen upon us? Well, because we value our children and we don’t want 
to be the unlikely parents of a stillborn child. It is fear that drives us to 
accept intervention. 
Interestingly, we allow ourselves to be swayed by this argument only at 
the moment of birth. Indeed, we put our children in higher statistical 
risks of dying on a daily basis by placing them in a car (1 in 88 chances 
of dying of a car accident). If we wanted to compare the comparable, 
there is a 1 in 1,123 chances of a person dying of accidental drowning 
(United States National Security Council, 2011. See www.nsc.org and 
search “The Odds of Dying”). Food for thought.
Last May, Dr. Michael Klein spoke about this phenomenon of fear 
during an event sponsored by ASAC called Childbirth Research 
Matters. There was a discussion about the Canadian Post-term trial, 
which forms the foundation for the SOGC’s guidelines regarding 
postterm pregnancies. Dr. Michael Klein explained that this trial 
encourages caregivers to routinely recommend an induction at a 
specific time rather than adopting a wait-and-see approach (also 
called “expectant management’). He argued that, according to his 
review of the research, this trial was not well setup and needs to 
be revisited. This is very important because we treat the results of 
research as the Sacred Word. It is used by doctors and midwives 
to form the basis of national and professional guidelines and 
influences the writing of hospital protocols. If research is biased, 

it will influence how caregivers o!er advice, hospitals write their 
protocols, professional associations write their guidelines and how 
consumers make, so-called, informed decisions. Imagine the damage 
that could be done! Most of us do not have the time nor the skills to 
read and analyze medical research or study its parameters. It is very 
troublesome news for all involved in childbirth.
Dr. Klein also reminded us about the danger of inducing postterm 
pregnancies based on the belief that placentas degenerate and may 
“explode.” He explained that nowhere has this ever been proven. Some 
women make placentas that last 37 weeks and others that last 43 
weeks. All placentas, just like women, are di!erent and thus inductions 
should not be routinely o!ered just because we are afraid that the 
placenta may stop functioning – because we don’t know that. After the 
day of reviewing research the conclusion we all came to was that “it 
seems we are treating our anxieties rather than pathologies.” 
Finally, I wanted to share with you the results of a conversation that 
occurred online between doctors regarding antenatal testing for 
babies who are in utero past their due dates. If you can get past the 
jargon, you will find it most interesting and, perhaps, it will give you 
courage, and some amo, when you are arguing for a wait-an-see 
approach and less testing.

On Saturday, March 5, 2011, MK wrote: 
As far as I know, there was no evidence for either [evidence used to 
change postdates testing and induction from 40 + 10 days to 40 + 7]. 
The Canadian Post-term Trial by Hannah did not set such a cuto!. This 
developed out of the air and became common practice. Biologically 
neither makes sense. We are applying epidemiological data deriving 
from populations to individual women. Some women make a 42 or 
43 week placenta and there is some genetic predisposition there. 
Some women only make a 40 week placenta or even a 38 or 39 week 
placenta. Problem is that we have a hard time figuring out which ones, 
so we treat all women the same. As we all know, at midnight at 41 
3/7th the placenta implodes.

On Saturday, March 5, 2011 TF wrote:
The reason given to me was start the induction process at 41 and 3 
in order to deliver the baby before 42 weeks - that way you allow for 
cervidil to take 24-48 hours to work and there is not as much of a rush 
to deliver. My hospital still uses 10 days overdue as a cuto!.

On Sunday, Mar 6, 2011, AK wrote:
Deepest pocket is arguably as good as an AFI [Amniotic Fluid 
Inde] - perhaps slightly less sensitive but more specific for 
placental dysfunction. We have taught a number of our FPs [Family 
Practicioners] to perform it on the ward so that we do not swamp our 
imaging department. If you have an U/S machine, you could do the 
same.

On Monday, Mar 7, 2011, AK wrote:
As you can imagine, antenatal testing is not an exact science. It pre-
supposes a detectable pre-terminal state that can prompt intervention 
before fetal harm occurs. For placental dysfunction, the order of 
abnormal testing goes something like this:
1. Poor growth (detected clinically or by U/S biometry) - due to 

chronically decreased nutrient supply;

2. Oligohydramnios - due to fetal hypovolemia causing decreased 
urine output;

3. Reduced umbilical cord arterial end-diastolic flow - due to elevated 
resistance in the fetal placental circulation;

4. Absent, then reversed end-diastolic flow;

5. Abnormal CST (contraction stress test) - accumulation of metabolic 
acids during contractions that cannot be cleared between 
contractions (may happen before absent or reversed EDF);

6. Abnormal NST [Non Stress Test] (decreased variability and late 
decelerations) - due to such poor placental function that oxygen 
delivery is inadequate and metabolic acids accumulate even 
without contractions.

Mark Grant might have more precise estimates, but unless there are 
unusual risk factors, I consider normal fluid predictive of adequate 
placental function for a week. If there is oligohydramnios, normal 
dopplers are predictive of adequate function for 3-4 days. If there is 
oligohydramnios and absent end diastolic flow, a normal NST [Non 
Stress Test] might predict fetal wellbeing for a day. Without the other 
information, therefore, NST alone predicts fetal well-being for perhaps 
a day.
As a stand alone test NST [Non Stress Tests] is next 
to useless, because it detects the very pre-terminal 
state, which thankfully is rare occurrence in routine 
obstetrics. The positive predictive value of NST 
is low is because it is typically used (some would 
say inappropriately) in instances where placental 
function is normal.  99% of unselected fetuses do 
well for a week after a normal NST because 99% of 
unselected fetuses do well for a week without an 
NST. This is also true at 41 weeks.
If you select out only fetuses with oligohydramnios 
and absent end-diastolic flow, however, far fewer 
would survive a week after a normal NST. Since 
most placentas are still normal at 41 weeks, NST is 
mostly unhelpful unless there is oligohydramnios. 
As a test for meaningful placental dysfunction, the 
performance of amniotic fluid testing depends on 
the pre-test probability of placental dysfunction 
in the population tested. It will perform better in a 
population of obese smokers with small babies than 
in a population of athletes with normally grown 
fetuses. Used in the latter population, you are more 
likely to get false positives (see last paragraph). Like 
any test, clinical judgment is required to correctly 
interpret the result.
Each feto-placental unit is di!erent, resulting 
in marked variability in the progression (if any) 
of placental dysfunction. With mild persistent 
dysfunction, some fetuses simply remain small 
until labour at term (hard to distinguish from 
constitutionally small babies). Others with severe 
dysfunction might progress to end-stage by 28 
weeks. Remote from term, management depends 
on balancing the risk of fetal death with expectant 
management with the risk of prematurity from early 
delivery. 
At 26 weeks, most would watch until absent end-
diastolic flow and perhaps until reversed EDF [End 
Diastolic Flow] before delivering, accepting some 
risk of sudden fetal death between scans because 

the risk of prematurity from early delivery is so high. 
At 42 weeks, most would recommend induction for oligohydramnios 
without bothering with further testing because the risks outweigh the 
benefits (if any) of waiting.
A caveat regarding oligohydramnios: maternal dehydration will 
reduce both maternal and fetal urine output and cause “physiologic” 
oligohydramnios. I witnessed this often in women kept NPO 
[Nil Per Os, that is, Nothing by Mouth] overnight awaiting ECV 
[External Cephalic Version], which often wasn’t performed until 
the next afternoon. Unsurprisingly when we scanned, we found 
oligohydramnios. When we followed some of these women, the oligo 
resolved with hydration (oligohydramnios from placental dysfunction 
would not). 
It is something to consider when interpreting amniotic fluid estimates 
to avoid unnecessary intervention for false positive results. A clinical 
tip: if the woman’s urine specific gravity is 1.030, she is dehydrated. In 
Yellowknife, we do not keep women NPO prior to ECV. 
Claire MacDonald tries to help and encourage others to speak up for 
things they want to see happen but are too polite to say anything about. 
She is an archivist, a doula, a wife, and an immigrant to this freezing 
and hearty country. 

ILLUSTRATION BY:  Caitlin Crawshaw
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The Tree and the Fruit:  
Routine versus Selective Strategies in Postmaturity
By Michel Odent

PHOTO BY:  Flutterby Photography

Permission was obtained to publish this article in the printed version of Birth Issues. 
You can read this article in the printed version of this issue.

Permission was obtained to publish this article in the printed version of Birth Issues. 
You can read this article in the printed version of this issue.
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Labour induction:   
The truth about the time limit
By Jen McKinnon

Every day I talk with women who are in the process 
of creating life. I talk with women about their bodily 
changes and the emotions that may be enhanced and 
tender. Being pregnant is an incredible experience 
and one we only have a few times in our life, at best. 
What I wish we could spread to every newly pregnant woman 
is that her body is the protector, the incubator and the only 
place divinely prepared for this purpose. All of this happens 
automatically, with very little conscious intervention from the 
mother. While pregnant women are sitting in a movie theater 
there is brain development happening. While they are driving 
through city tra"c a human being is taking form. All of this is a 
stunning event that goes fairly unnoticed. All a woman has to do is 
to stay healthy in body and mind.

However, while most women go through pregnancy trusting that 
their bodies can grow a baby doubts start to pierce them once 
they are close to term. Is my baby ok? Can my body sustain this 
life? Should I try to start labour? They seem to stop trusting their 
bodies. Why is that?

It is most likely due to a combination of factors. At the end of a 
pregnancy many women are subject to innocent comments by 
other people such as “Oh you are so big?” or “Oh you haven’t 
given birth yet?” and “You are ready to pop!” The repetition of 
these comments may start making a woman feel uneasy about 
their pregnancy. They may also encounter the fears of their 
friends as well as of their caregivers when they hear, “You are 
measuring too little or too large” and “You know your baby could 
die if you continue this pregnancy.” On top of that women may 
have more di"culties with sleeping and being, which makes them 
more sensitive and emotionally vulnerable. They may also have 
some natural fears about the unknown of birthing, which would 
make anyone more tired and vulnerable to negativity and fears 
surrounding them. The accumulation of these experiences can 
discourage an otherwise stable and happy woman. She will start 
doubting her ability to protect and nurture her child.

Please take courage in what your body has been naturally doing 
for almost a year, have faith and don’t rush it. I believe there is 
no time limit on a pregnancy. There is no standard limit to the 
amount of time a child may need to prepare for the journey into 
this world. However, my belief does not represent what many 
medical professionals believe. They believe in due dates, that a 
baby must be born by 40 weeks gestation or 280 days. 

As your due date gets closer there may be pressure not only from 
your friends but also your doctor or midwife to start labour and 
to use a number of methods to force the body to go into labour. 
This is called inducing labour. It will involve a number of decisions 
that will a!ect you and your baby. The best outcomes in your birth 
experience will come when you educate yourself about the pros 
and cons before the need arises. 

Most doctors are insistent on starting or inducing labour 
before 42 weeks, with most doctors inducing women at 40 
weeks. However, the World Health Organization (WHO) warns 
caregivers to refrain from routine inductions before 41 weeks. 
“In uncomplicated pregnancies, it is recommended to induce 
labour after 41 completed weeks of gestation. Available evidence 
does not support the policy of induction of labour before 41 
weeks in uncomplicated pregnancies. Every possible precaution 
should be taken to obtain a reliable estimate of gestational age 
prior to induction of labour. Failure to do so can increase the risk 
of such adverse consequences as iatrogenic respiratory distress 
syndrome.”1 

As you may have read in the article about how menstrual cycles 
and the calculation of gestational age can a!ect your actual due 
date (see Niko Palmer’s article), you now know that your due 
date can be grossly inaccurate. Although a common method 
of calculating a due date is a dating ultrasound, the Society of 
Gynecologists and Obstetricians of Canada (SOGC) has said that 
ultrasounds can be inaccurate by 5 days for 1st trimester dating 
ultrasounds.2 If your labour is induced at 40 weeks and your due 
date is inaccurate you run the risk of harming your baby because 
it is di"cult to know 100% if a due date is accurate, and because 
so many people forget that the due date is not the expiry date 
(42 weeks in Canada). So try to remember that your due date is 
less about the actual D-Day and more about the progress of your 
pregnancy. 

There is a great need to ensure the last days and weeks of 
pregnancy are intact because the last weeks before birth are vital 
for growing infants. So much happens in these last moments. 
Every day inside the womb increases a baby’s chance to breathe 
on their own because the lungs are the last organs to mature. 
During this time babies are practicing the muscles to breathe 
while still safely inside their mother’s body. Practice really does 
make perfect because a baby able to breathe on its own is able to 
forgo the experience of a NICU stay and the use of a respirator. 
This is why the SOGC encourages caregivers to only start 
medical induction methods at 41 weeks, to minimize the risks of 
prematurity of the newborn.3

Because of the discrepancies between the practices of di!erent 
doctors, take the time to ask your doctor or midwife what their 
standard practice is for pregnancies that go past 40 weeks. Their 
preferences may not correspond to evidence-based practice. 
Knowing this information will help you advocate for yourself. This 
is especially important when being approached with the prospect 
of an induction. According to the Public Health Agency of Canada, 
“Almost two-thirds (65.0%) of women who delivered by cesarean 
after attempting a vaginal delivery had medication or other 
techniques to start their labour.”4 You may feel a need to change 
caregivers if you feel they may cause you undo stress during a 
sensitive time in your pregnancy. 

There are a number of other reasons why your caregivers may 
encourage you to accept an induction. Your caregiver may tell 
you that your baby is too small, too big, or not growing at the 
normal rate. You may be told that your placenta is getting old 
and may stop working. You may hear about “low umbilical cord 
arterial blood PH,” which may indicate that gas exchanges are not 
optimum (e.g. problems with baby’s oxygenation and getting rid 
of CO2). Your bag of water may have ruptured naturally and be 
told to augment labour because contractions haven’t started yet. 
You may have twins or a baby in breech presentation. You have 
diabetes and are told that you may have a macrosomic ‘big’ baby. 
You may have unusually high blood pressure or excessive water 
retention, which may endanger yourself and your baby. 

Any diagnosis must be considered carefully. Make sure you 
have all the information and all the time you need to make an 
informed decision that you are comfortable with. Ultrasound 
technology (e.g. Biophysical profiles) is a complex technology 

and the interpretation of its results depends on the skill set of the 
ultrasound technician and caregivers. They rely on a sophisticated 
set of mathematical equations, software programs and medical 
knowledge when they come up with their interpretation of 
the ultrasound results. In any case ultrasounds are like weather 
forecasts—fraught with confusion but highly depended upon. 
Because they can be easily misinterpreted ultrasound technology 
is one diagnostic tool amongst many. 

Encourage your caregiver to give you a number of reasons for 
his or her diagnosis. Checking the amniotic fluid volume, regular 
non-stress testing, and fetal kick/movement counts can o!er a 
more accurate picture, which may give women extra time and 
allow them to go into labour naturally. For more information 
about best evidence on inductions and the associated risks go to 
the Childbirth Connection website pages on inductions. They have 
the latest 2011 research findings.6

If you want to be able to advocate for yourself and make an 
informed decision about the timing of the onset of labour, it is 
especially important to know what causes labour to start on its 
own. 

First and foremost before going into labour your cervix needs 
to be favourable. It needs to be soft and stretchy, just like your 
mouth would be when it is relaxed. Usually the mucous plug has 
already dropped and the cervix has started to shorten. If it has 
started dilating and thinning then it is absolutely favourable for 
labour! Second, you need to have uterine contractions. These 
contractions push your baby down onto your cervix, dilating and 
thinning it further, and bring your baby through your pelvis and 
out. 

If the cervix is not stretchy or soft 
and a woman has contractions her 
labour may be put into jeopardy. 
Contractions are useless if the 
cervix is not favourable because it 
will not dilate. Imagine your baby 
throwing himself into a door that 
never opens! This will exhaust your 
baby and perhaps cause distress 
and an emergency cesarean. Non-
progressive contractions can also 
exhaust a woman, which may lead 
her to ask for pain medications and a 
number of interventions.

So how does the cervix-uterus-
duo start dancing? For your cervix 
to soften and become stretchy 
you need hormones called 
prostaglandins. For contractions 
to occur a woman needs a certain 
amount of a hormone called 
oxytocin. A baby who is ready to 
be born sends a signal to his or her 
mother’s body, which creates a chain PHOTO BY:  Flutterby Photography
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reaction—producing a steady flow of prostaglandin and oxytocin 
into the bloodstream—initiating early labour.

So inducing labour means that we, as well as caregivers, attempt 
to raise the levels of prostaglandins and oxytocin in the body so 
that we can go into labour before the baby is ready. Inducing 
labour has many faces and can happen in di!erent ways. Here is a 
list of the most common forms of induction:

Movement: Walking, stairs, and the motions of daily life 
encourages baby to be in a good position. Gravity and motion can 
rock your baby into the birth canal, which initiates your body into 
labour. Don’t sit and wait, get moving!

Sex: Lovemaking is one of the ways you might be able to start 
things o! without the use of drugs or of caregivers. What brought 
the baby in will be bring the baby out! Indeed during intercourse 
prostaglandins and oxytocin are naturally produced in the 
body. Some women are particularly sensitive to prostaglandins 
present in semen, which helps dilate their cervix. Nipple and 
clitoral stimulation, pleasure and orgasm augment the amount of 
oxytocin present in a woman’s body. So you and your partner can 
naturally produce a release of these hormones without a hospital 
visit. So spend some quality time together!

Acupuncture: A study done through the University of Vienna, 
Austria concluded that acupuncture done on healthy women at 
full term resulted in an earlier delivery date.7 There are many great 
acupuncturists in Alberta that are qualified and trained to naturally 
induce labour through this method.

Chiropractic: Your body goes into labour when your baby is in a 
good position within the pelvis and when your body is releasing 
the right hormones. Getting your pelvis adjusted can help you go 
into labour.

Stimulation of bowels, enema or castor oil: You can start 
your labour by stimulating your bowels to empty. This causes 
mild cramping of the uterus, which can put a woman into labour. 
However, do not attempt this if your cervix is not favourable. 
Remember the image of your baby pounding into a door that 
never opens! If you are considering using castor oil, make sure that 
you know that your cervix has started to change. It may take 4-6 
hours before you notice any contractions. Make sure you do not 
become dehydrated. Drink lots as you may have diarrhea. 

Membrane Sweeping or Stretch-and-sweep: This is done by 
a physician or midwife during a vaginal exam and ranges from 
slightly uncomfortable to very painful depending on the woman. 
By ‘sweeping’ their fingers inside the opening of the cervix the 
physician or midwife will attempt to separate the cervix from the 
membranes. This releases hormones that can sometimes start 
labour. The risks are infection, bleeding, accidental rupture of the 
membranes and of course the discomfort of the procedure.8

Herbal and homeopathic remedies, blue and black cohosh, 
evening primrose oil: They can help with starting uterine 
contractions. May cause nausea and high blood pressure. Again 
make sure you remember to only use these if your cervix is 
favourable. Consult with an herbalist, homeopath, naturopath, or 

your midwife about the dosages and how to obtain them.

Protaglandin gel, or Cervidil: This is the synthetic form of 
natural protaglandin. It is produced in a gel format and placed 
by your caregiver at the hospital on and around the cervix to 
ripen it. Fetal heart and uterine contractions may be monitored. 
Depending on how favourable your cervix is already, you may 
need several applications before it starts making the cervix 
stretchy. Usually you can expect one application every 12 hours. It 
may work overnight or take 3-5 days for any stretching to occur. 
You can go home in between each application of the gel. 

Synthetic Oxytocin, or Pitocin or Syntocinon: This is the 
synthetic form of oxytocin. It is produced in a liquid format. This 
is used to artificially stimulate uterine contractions. However 
there are many risks associated to its use. “There is a higher 
risk of using pain medication such as epidurals when being 
administered Pitocin. Pitocin causes stronger and more erratic 
contractions. There is a higher chance of fetal distress because of 
the contractions pushing on baby. [It] is administered through an 
IV, which limits your mobility. Forcing the uterus to work so hard 
can lead to a tired uterus, which can be blamed for postpartum 
hemorrhaging and in rare cases even uterine rupture. Pitocin 
dramatically increases your likelihood of a cesarean section. All 
women, especially women who are choosing a VBAC should 
weigh the risks of medical induction very carefully.”9 

Artificial Rupture of the Membranes or breaking the bag of 
water: A cervical hook is inserted into the opening of the cervix 
and used to puncture the membranes. The procedure does not 
hurt as there are no nerve endings in the membrane. Breaking 
the bag of water is usually initiated only if the cervix is favourable 
and has started to stretch. The risks are increased risk of prolapsed 
umbilical cord, higher risk of cesarean section, fetal distress and 
possibly infection.10 The chances of infection increase as time 
elapses and with each vaginal exam performed. Now that the 
bag of water is broken the sterile environment where you baby 
is living is broken too. This causes an increased risk of infection 
so caregivers will want you to give birth within 24 hours of this 
procedure.11 Because contractions may take hours before starting, 
keep in mind that you may need to advocate for yourself to 
reduce further management of your labour.

Be Calm: Your emotions and your state of mind have a giant 
impact on when you have your baby and how you feel about your 
labour experience. Stress makes you produce excessive amounts 
of adrenaline, which block oxytocin receptors – thus preventing 
you from going into labour. Let your fears and frustrations go. 
Go to the spa instead of watching baby birth dramas. Stay away 
from arguments or fights. Surround yourself with people that are 
positive and make you feel happy and confident. Stop working and 
pamper yourself. Be physically active but emotionally calm. Find 
ways to relax not only your body but your mind.

Now that you know what the di!erent methods of starting 
labour are, you may have noticed that they are all associated 
with words of caution. They have side-e!ects and may lead to 
further interventions. Induced labours can be very powerful. 

Some women find that the pace of induced labours is too fast 
and they have a hard time relaxing and catching their breath. This 
can cause maternal exhaustion and may increase the need for 
pain medication and interventions. There is also an increased risk 
with fetal distress as contractions can become hypertonic (too 
powerful) and interrupt the blood flow to fetus, which would lead 
to a cesarean section. 

Spontaneous labour contractions build slowly and gradually 
increase in intensity. This allows you to get used to the rhythm 
and to produce hormones that enable you to cope. Imagine it as 
a marathon run. An induced labour is more like a 100-metre race. 
You may be fine with the race, just make sure you know how to 
breathe and relax if you choose that route.

Remember that none of these methods guarantee a baby coming 
today. Many times the consequences far outweigh the chances 
of labour starting. All of these induction techniques may not be 
e!ective. Be prepared for the possibility of days of discomfort 
without labour starting and a cascading e!ect, which may lead to 
more interventions and perhaps a cesarean section. 

There really is no sure way to predict the minute let alone the day 
that your baby will be born. Due dates are extremely arbitrary 
and notoriously inaccurate. Babies grow at di!erent rates and are 
often absolutely healthy. Ultrasound technology is not an exact 
science and needs to be considered as only one component 
of a diagnosis. The only way to be sure that you are making the 
right choices is to know your body and to know your options. 
Weigh the need of making a decision right now against the 
consequences of each choice. More than anything trust yourself 
and your instincts. Your baby will let you know when it is time for 
him or her to be born. As obstetrician Michel Odent notes, “There 
are no natural methods of induction. If a method is e!ective, it 
means that it is not natural, because it has preceded the signals 
given by the baby. We understand today that the fetus participates 
in the initiation of labour by sending messages that mean: I am 
ready.”12
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Abstract
Objective: To provide evidence-based guidelines for the management 
of pregnancy at 41+0 to 42+0 weeks. 
Outcomes: Reduction of perinatal mortality associated with Caesarean 
section at 41+0 to 42+0 weeks of pregnancy.
Evidence: The Medline database, the Cochrane Library, and the 
American College of Obstetricians and Gynecologists and the
Royal College of Obstetricians and Gynecologists, were searched for 
English language articles published between 1966 and March 2007, 
using the following key words: prolonged pregnancy, post-term 
pregnancy, and postdates pregnancy. The quality of evidence was 
evaluated and recommendations were made according to guidelines 
developed by the Canadian Task Force on Preventive Health Care.

Recommendations
1. First trimester ultrasound should be o!ered, ideally between 11 

and 14 weeks, to all women, as it is a more accurate assessment of 
gestational age than last menstrual period with fewer pregnancies 
prolonged past 41+0 weeks. (I-A)

2. If there is a di!erence of greater than 5 days between gestational 
age dated using the last menstrual period and first trimester 
ultrasound, the estimated date of delivery should be adjusted as per 
the first trimester ultrasound. (I-A)

3. If there is a di!erence of greater than 10 days between gestational 
age dated using the last menstrual period and second trimester 
ultrasound, the estimated date of delivery should be adjusted as per 
the second trimester ultrasound. (I-A)

4. When there has been both a first and second trimester ultrasound, 
gestational age should be determined by the earliest ultrasound. 
(I-A) 

5. Women should be o!ered the option of membrane sweeping 
commencing at 38 to 41 weeks, following a discussion of risks and 
benefits. (I-A) 

6. Women should be o!ered induction at 41+0 to 42+0 weeks, as the 
present evidence reveals a decrease in perinatal mortality without 
increased risk of Caesarean section. (I-A)

7. Antenatal testing used in the monitoring of the 41- to 42-week 
pregnancy should include at least a non-stress test and an 
assessment of amniotic fluid volume. (I-A)

8. Each obstetrical department should establish guidelines dependent 
on local resources for scheduling of labour induction. (I-A) J Obstet 
Gynaecol Can 2008;30(9):800–810

INTRODUCTION
The World Health Organization defines a post-term pregnancy as one 
that has extended to or beyond 42 weeks (294 days) of gestation.1 In 
1997, the SOGC published clinical practice guidelines recommending 
that women with an uncomplicated pregnancy who reach 41 to 42 
weeks’ gestation should be o!ered elective delivery.2

Sue-A-Quan et al. undertook a Canadian study to examine trends 
over time in the rates of induction in post-term pregnancies.3 The 
proportion of births occurring at 41 weeks’ gestation increased 
significantly from 11.9% in 1980 to 16.3% in 1995, and the proportion 
of births occurring at 42 weeks or more decreased significantly from 
7.1% in 1980 to 2.9% in 1995. The authors reported that the rate of 
labour induction increased significantly between 1980 and 1995 

This document reflects emerging clinical and scientific advances on the date issued and is subject to change. The information should not be construed as dictating an 
exclusive course of treatment or procedure to be followed. Local institutions can dictate amendments to these opinions. They should be well documented if modified 
at the local level. None of these contents may be reproduced in any form without prior written permission of the SOGC.

Key Words: Labour, induction, postdates pregnancy, post-term pregnancy

ABBREVIATIONS

CI confidence interval
CRL  crown–rump length
EDC  estimated date of conception
LMP  last menstrual period
NST  non-stress test
OR  odds ratio
PMR  perinatal mortality rate
RCT  randomized controlled trial
RR  relative risk

among women delivering at 41 or more weeks’ gestation, which 
indicates that the guidelines are, for the most part, being followed. 
The stillbirth rate was also examined in the study by Sue-A-Quan and 
colleagues. Interestingly, the stillbirth rate among deliveries at 41 or 
more weeks’ gestation decreased significantly from 2.8/1000 total 
births in 1980 to 0.9/1000 total births in 1995 (P < 0.001).
Concern about increased risk to the post-term ( 42 weeks) fetus 
has existed since the early to mid 1900s.4 Increased PMRs for 
the post-term fetus have been reported in descriptive studies.4,5 
However, these studies did not exclude all high-risk pregnancies or 
fetuses with congenital anomalies. Older descriptive studies that 
did correct for congenital anomalies did not find any di!erence 
in PMRs for post-term infants.6,7 More recent database studies 
have demonstrated an increasing risk of stillbirth with advancing 
gestational age.8–11 However, a Canadian database study did not 
demonstrate an increased post-term PMR.12 Other obstetrical and 
perinatal complications that were found to be higher in post-term 
pregnancies in these nonrandomized studies include fetal distress, 
non-progression, operative delivery (both operative vaginal and 
Caesarean), macrosomia, shoulder dystocia, low Apgar scores, and 
meconium aspiration.12–14 A linear decline of umbilical artery pH from 
term has also been described.15 Kitlinski et al.15 collected data on 
singleton pregnancies planned for vaginal delivery after 37 completed 
weeks. They defined acidemia as a pH < 7.10 and a gestational age-
dependent acidemia as a pH < mean-2 SDs. Their data show that the 
mean umbilical cord arterial blood pH at birth decreases linearly with 
gestational age. The odds ratio trend curve for low pH according to 
the gestational age-dependent definition of < mean-2 SDs showed no 
linear association with gestational age but a significant increase after 
42 weeks (OR 1.24; 95% CI 1.05–1.47). The odds ratio for pH < 7.10 
among infants born after 41 weeks 3 days was also significant at 1.48 
(95% CI 1.26–1.72).
The RCT is the most reliable form of scientific evidence, as it is the 
best known design for eliminating biases that can compromise the 
validity of research. Controversy about the management of and the 
risks associated with the post-term pregnancy led to the performance 
of many RCTs designed to determine if induction before or at the start 
of the post-term period versus expectant management results in any 
di!erence in maternal or perinatal outcomes.
This document updates the 1997 SOGC Guideline.2 Its 
recommendations refer only to otherwise uncomplicated pregnancies 
at 41 to 42 weeks’ gestation. This guideline reviews the following:
1. Interventions to decrease the incidence of pregnancy beyond 41+0 

weeks.

2. The evidence for induction of labour versus antenatal surveillance 
in an uncomplicated pregnancy at 41+0 to 42+0 weeks.

3. The role of antenatal fetal surveillance in the uncomplicated 
pregnancy at 41+0 to 42+0 weeks.

Sources of information include Medline, the Cochrane Library, 
and guidelines from the American College of Obstetricians 
and Gynecologists and the Royal College of Obstetricians and 
Gynaecologists. The quality of evidence was evaluated and 
recommendations were made according to guidelines developed by 
the Canadian Task Force on Preventive Health Care (Table).16

INTERVENTIONS TO REDUCE 
PREGNANCY DURATION BEYOND  
41+0 WEEKS
Accurate Pregnancy Dating
Error is associated with pregnancy dating by LMP alone. If the 
gestational age is underestimated, prematurity may be misdiagnosed, 
and unnecessary obstetric interventions performed. However, 
overestimation of gestational age is more likely, increasing the risks of 
unnecessary induction of labour.
Dating gestational age with LMP alone assumes both accurate recall 
of the LMP and ovulation on the 14th day of the menstrual cycle. 
Error in estimating LMP is due to inaccurate patient recall, maternal 
preference of date of LMP, and random error.17 The duration of the 
follicular phase is variable, ranging from 7 to 21 days. Sixty-eight 
percent of women originally dated at greater than 42+0 weeks by 
LMP were actually less advanced in gestational age when basal body 
temperature was used to determine the ovulation date.18

Delayed ovulation is an important cause of perceived prolonged 
pregnancy.19 Most pregnancies induced after 41+0 weeks are found 
not to be > 41+0 when ultrasound rather than LMP is used to date the 
pregnancy.20

Ultrasound biometry in the second trimester ultrasound is accurate for 
dating + 10 days and is routinely used in the diagnosis of congenital 
anomalies. Biometry is most accurate if two or more parameters, such 
as biparietal diameter, abdominal circumference, and femur length, 
are used to estimate gestational age.21 Pregnancies noted to be term 
by second trimester ultrasound dating, but pregnancies post-term by 
LMP estimate do not have an increased risk of adverse fetal outcome.22 
Induction of labour for post-term pregnancy is decreased when 
gestational age is estimated using second trimester biometry versus 
LMP alone.23–25 When pregnancies are dated from a second trimester 
ultrasound, delivery past 41+0 weeks occurs in 16.3%, compared with 
6.7% dated from a first trimester ultrasound.26

Gestational age is most accurately determined by first trimester 
CRL, with an error estimated to be + 5 days. In addition to accurate 
pregnancy dating, first trimester ultrasound allows for early diagnosis 
of missed abortion, ectopic pregnancy, multiple gestations, and 
limited assessment of fetal anatomy. A study involving 44 623 births in 
a Canadian tertiary centre demonstrated that the use of first trimester 
ultrasound for dating significantly decreases the incidence of birth 
after 41+0 and 42+0 weeks of gestation. Di!erent algorithms for 
combining LMP and CRL estimates were compared. The lowest rates 
for delivery at > 41+0 or > 42+0 weeks were seen with using early 
ultrasound alone for pregnancy dating (11.2% and 1.9%, respectively) 
and changing the EDC if the discrepancy was > 3 days between LMP 
and CRL (11.7% and 1.9%). These data are compared with the results 
of using LMP alone (20.9% and 6.4%) or changing the EDC if the 
discrepancy was > 14 days (16.9% and 3.5%).27
Bukowski et al.28 studied 3588 pregnancies in women with known LMP 
who had a first trimester ultrasound as part of the FASTER trial. When 
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pregnancies were dated by the CRL rather than the LMP, pregnancies 
reaching % 41+0 were less frequent. The number of pregnancies at % 
41+0 weeks (8.2% vs. 22.1%; [P < 0.001, RR 0.37; 95% CI 0.33–0.4]), and 
at % 42+0 weeks (1.6% vs. 12.7% [P < 0.001, RR 0.13; 95% CI 0.1–0.2]) at 
birth was significantly reduced when gestational age was determined 
by CRL, compared with determination of gestational age by LMP.28

Bennett et al.29 conducted an RCT of routine first trimester ultrasound 
and the rate of post-term induction in a low-risk obstetric population. 
Two hundred eighteen women were randomized to first trimester 
ultrasound (EDC changed if > 5 days di!erent from LMP) or second 
trimester ultrasound (changed if > 10 days di!erent from LMP dates) 
to determine the gestational age. 
Routine use of first trimester ultrasound demonstrated a statistically 
and clinically significant reduction in induction of labour for 
pregnancy % 41+0 from 13% to 5% (P = 0.04, RR 0.37; 95% CI 0.14–
0.96). There was no di!erence between the two groups in induction of 
labour for other indications, mode of delivery, or neonatal outcomes.29 
There are no studies investigating the cost-e!ectiveness of using first 
trimester ultrasound to decrease induction of labour between 41+0 
and 42+0 weeks.
Routine first trimester ultrasound reduces error in estimating 
gestational age and induction of labour between 41+0 and 42+0 
weeks.30 Other benefits of early ultrasound include measurement of 
nuchal translucency,31 visualization of other markers of aneuploidy,32 
and early diagnosis of some anatomical anomalies.33

Recommendations
1. First trimester ultrasound should be o!ered, ideally between 11 

and 14 weeks, to all women, as it is a more accurate assessment of 
gestational age than last menstrual period with fewer pregnancies 
prolonged past 41+0 weeks. (I-A)

2. If there is a di!erence of greater than 5 days between gestational 
age dated using the last menstrual period and first trimester 
ultrasound, the estimated date of delivery should be adjusted as per 
the first trimester ultrasound. (I-A)

3. If there is a di!erence of greater than 10 days between gestational 
age dated using the last menstrual period and second trimester 
ultrasound, the estimated date of delivery should be adjusted as per 
the second trimester ultrasound. (I-A)

4. When there has been both a first and second trimester ultrasound, 
gestational age should be determined by the earliest ultrasound. 
(I-A)

Sweeping of Fetal Membranes
Sweeping (or stripping) of membranes o! the lower uterine 
segment has been reported since the 19th century and is believed 
to stimulate the onset of labour. During a vaginal examination, the 
fetal membranes are separated from the cervix and lower uterine 
segment as far as possible, sweeping a finger inserted through the 
cervical os 360º if possible. This procedure necessitates a su"ciently 
dilated cervix, usually representing a favourable Bishop score. When 
the cervix is closed, some clinicians attempt to stretch the cervix open 
or perform cervical massage. There are no trials comparing these 
di!erent techniques. Sweeping results in the release of endogenous 
prostaglandins, softening the cervix and augmenting oxytocin-induced 
uterine contractions.34 Plasma prostaglandin concentrations after 
sweeping are 10% of those achieved in labour, thus possibly improving 
labour outcomes.35

Theoretical risks of membrane sweeping include chorioamnionitis, 
premature rupture of membranes, and bleeding from an undiagnosed 
placenta previa. However, in review of clinical trials, there was no 
increased incidence of fetal infection or neonatal morbidity related to 
the procedure. A small study did not find any increased colonization 
with group B streptococcus during membrane sweeping.36 Maternal 
morbidity is related mainly to significant discomfort or pain during 
procedure, bleeding, and contractions not leading to labour within 24 
hours.37,38

In an RCT investigating indicated induction of labour at 39 weeks 
in conjunction with membrane sweeping, the beneficial e!ect 
of membrane sweeping was limited to nulliparous women with 
unfavourable Bishop scores. In this patient group, both the induction-
to-labour interval and oxytocin use were decreased, and there was 
an increased rate of normal vaginal delivery.39 Weekly membrane 
stripping preceding induction of labour has similar e!ects.40 However, 
the need for an intervention (sweeping membranes) at 38 weeks 
to routinely shorten pregnancy has been widely questioned in the 
literature. The results of membrane sweeping are not predictable and 
should not be used alone for induction if the indication for induction 
is urgent.

Key to evidence statements and grading of recommendations, using the ranking of the Canadian Task Force on Preventive Health Care

Quality of Evidence Assessment*

I: Evidence obtained from at least one properly randomized controlled trial

II-1: Evidence from well-designed controlled trials without randomization

II-2: Evidence from well-designed cohort (prospective or retrospective) or case-
control studies, preferably from more than one centre or research group

II-3: Evidence obtained from comparisons between times or places with or 
without the intervention. Dramatic results in uncontrolled experiments 
(such as the results of treatment with penicillin in the 1940s) could also be 
included in this category

III: Opinions of respected authorities, based on clinical experience, descriptive 
studies, or reports of expert committees

Classification of Recommendations†

A. There is good evidence to recommend the clinical preventive action

B. There is fair evidence to recommend the clinical preventive action

C. The existing evidence is conflicting and does not allow to make a 
recommendation for or against use of the clinical preventive action; 
however, other factors may influence decision-making

D. There is fair evidence to recommend against the clinical preventive action

E. There is good evidence to recommend against the clinical preventive action

L. There is insu"cient evidence (in quantity or quality) to make a 
recommendation; however, other factors may influence decision-making

*The quality of evidence reported in these guidelines has been adapted from The Evaluation of Evidence criteria described in the Canadian Task Force on Preventive 
Health Care.16

†Recommendations included in these guidelines have been adapted from the Classification of Recommendations criteria described in the The Canadian Task Force 
on Preventive Health Care.16

In several small trials, membrane stripping has been an e!ective 
outpatient method to reduce the number of patients with pregnancies 
exceeding 41+0.41–44 Again, membrane sweeping is generally most 
e"cacious in nulliparous women with unfavourable Bishop scores. 
In a study by Berghella et al.,45 patients were randomized to weekly 
sweeping of membranes or gentle exams starting at 38 weeks. Time 
to delivery was significantly decreased with membrane stripping, and 
there were fewer pregnancies reaching past 41+0 weeks.45 Not all 
studies have noted a reduction in the need for post-term induction.46 A 
well-designed Canadian study enrolled patients at 38 to 40 weeks, and 
did not find any di!erences between a single membrane sweeping and 
routine examination with respect to onset of after 41 weeks or need 
for induction of labour.47 Multiple episodes of membrane sweeping 
may be more e"cacious. There are no trials comparing single and 
multiple sweepings of the membranes.
A recently published RCT by de Miranda et al.48 randomized 750 low-
risk pregnant women from the Netherlands at 41 weeks’ gestational 
age to routine monitoring or membrane sweeping every two days 
until spontaneous labour or 42 weeks’ gestational age. Sweeping 
was defined as separating the lower membranes as much as possible 
from their cervical attachment, with three circumferential passes of 
the examining fingers. If the cervix was closed, cervical massage was 
performed. Analysis was by intention-to-treat. Serial sweeping of the 
membranes decreased the risk of pregnancy reaching 42+0 weeks 
(87/375 [23%] versus 149/367 [41%]); RR 0.57 [95% CI 0.46–0.71], 
NNT 6 [95% CI 4–12]).48 Benefits were noted in both nulliparous and 
multiparous patients. Uncomplicated vaginal bleeding was reported 
more frequently in the sweeping group (111/364 vs. 16/345, RR 
6.58 [95% CI 3.98–10.87]). As well, 68% of treated women reported 
sweeping as “somewhat” to “very painful.” Of note, 88% of all women 
randomized to sweeping reported that they would chose sweeping in 
the next pregnancy, despite the discomfort. Obstetric outcomes and 
neonatal morbidity were similar between groups.48

A recent Cochrane review assessed 22 trials involving sweeping 
membranes. Sweeping of the membranes at term (38–41 weeks) 
reduced the frequency of pregnancies continuing after 41+0 weeks 
(RR 0.59; 95% CI 0.46–0.74) and after 42+0 weeks (RR 0.28; 95% 
CI 0.15–0.50). Eight women would need to undergo sweeping of 
membranes to prevent one induction of labour.38

Recommendation
5. Women should be o!ered the option of membrane sweeping 

commencing at 38 to 41 weeks, following a discussion of risks and 
benefits. (I-A)

LABOUR INDUCTION VERSUS 
EXPECTANT MANAGEMENT AT 41 
WEEKS
Nineteen trials randomizing women with uncomplicated pregnancies 
at 41 or more weeks’ gestation to induction or expectant management 
with surveillance were identified.49–67 A recently published trial 
randomized women at 41 weeks and two days of gestation to 
induction or expectant management; however, the authors do not 
specify if the pregnancies are uncomplicated.68 Two of these trials are 
reported as abstracts only.50,66 A trial in a Spanish journal was identified 
through the Cochrane Collaboration and was not reviewed for this 
document.65 Nine trials began enrolment at 41+0 weeks53,55,56,60–63,66,67 
(two of these recruited at 41 weeks but did not randomize until 42 
weeks);53,62 one trial at 41+2 weeks68; five trials at 41+3 weeks;49,50,52,54,64 

two trials at 42+0 weeks;51,57 and two trials at 42+1 weeks.58,59 Dating 
was by various methods (menstrual cycle history, positive pregnancy 
tests, physical examination, and ultrasound) in each of the trials. Five 
trials did not use ultrasound assessment.49,54,57,59,63 It was unclear from 
one of the trials published only as an abstract if ultrasound was used.66 
All trials reported perinatal mortality and delivery mode. Perinatal 
morbidities and other maternal outcomes were reported in variable 
detail. As the incidence of substantive outcomes, such as perinatal 
mortality and morbidity associated with post-term pregnancy are 
low, a large sample size would be required to detect a statistically 
significant di!erence between these two management methods. The 
largest trial was a Canadian multi-centre trial enrolling 3407 women.60 
The remainder of the trials had sample sizes ranging from 22 to 
440.49–59,61–64,66–68

The Canadian trial randomized women at 41 or more weeks’ gestation 
to induction or to serial antenatal monitoring, with delivery indicated 
for non-reassuring fetal status, the development of obstetrical 
complications, or the attainment of 44 weeks’ gestation.60 Those 
assigned to the induction group were to have labour induced within 
four days after randomization. The primary outcome of the study was 
perinatal mortality and neonatal morbidity. The sample size was based 
on finding a reduction in the incidence of an Apgar score less than 7 
at five minutes. The secondary outcome was the rate of Caesarean 
section. The authors concluded that there was no di!erence in the 
risk of perinatal mortality or neonatal morbidity between the two 
management schemes. There were two stillbirths in the monitored 
group and none in the induction group. The two groups did not 
di!er significantly in the rate of neonatal morbidity. The frequency of 
fetal distress was lower in the induction group (10.3% vs. 12.8%, P = 
0.017). The incidence of meconium staining of the amniotic fluid was 
significantly lower in the induction group (25% vs. 28.7%, P = 0.009). 
There was a statistically significant higher rate of Caesarean section 
among women who were monitored than among those induced 
(24.5% vs. 21.25%, P = 0.03; OR 1.22; 95% CI 1.02–1.45), and this 
di!erence was due to a lower rate of this procedure for fetal distress. 
There were limitations in this study’s methods. Prostaglandin E2 gel 
was not used in the monitoring group, as the authors felt there was 
insu"cient evidence to use this preparation in the presence of fetal 
compromise, and they speculated that most of the women in this 
group requiring induction would have evidence of fetal compromise. 
They acknowledge that this could account for the di!erence in the 
rate of Caesarean section. Also, this trial was not blinded, which 
introduces the potential for bias toward a higher Caesarean rate, as 
pregnancies are likely to be considered higher risk as they became 
further post-term. The authors conclude that labour induction in 
post-term pregnancies decreases the Caesarean rate but leads to no 
di!erence in the incidence of perinatal mortality and morbidity.
As the authors of the Canadian trial point out, the perinatal mortality 
rate in their study was low at 0.6 per 1000. They reported that to detect 
a reduction of 50% in the perinatal mortality rate by inducing women 
with post-term pregnancy, approximately 30 000 women would need 
to be enrolled. Such a trial does not exist and for logistical reasons 
is likely not to be carried out. In the absence of such a trial, clinical 
practice relies on information from smaller trials and from systematic 
reviews.
Three meta-analyses addressing labour induction versus expectant 
management of pregnancies at 41 weeks and beyond have been 
published.69–71 
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In 1993, Hannah69 published a review of the literature on post-
term pregnancy. Included in this review was a meta-analysis of 11 
randomized or quasi randomized trials in which a policy of routine 
induction at 41 weeks was compared with expectant management 
with serial fetal surveillance. A total of 5057 women were included 
in these trials. Methods of fetal surveillance and induction varied 
between the studies. Ten studies reported on probability of Caesarean 
and the results showed that inducing labour at % 41 weeks resulted in a 
significantly lower Caesarean section rate (OR 0.85; 95% CI 0.74–0.97). 
Inducing labour at % 41 weeks resulted in a lower rate of fetal distress, 
as defined by di!erent authors, than expectant management (OR 
0.81; 95% CI 0.68–0.97) and a lower rate of meconium staining of 
amniotic fluid (OR 0.79; 95% CI 0.69–0.90). Labour induction at  41 
weeks resulted in a lower rate of macrosomia (usually defined as 
birth weight < 4000 g) than expectant management (OR 0.80; 95% 
CI 0.69–0.92). Inducing labour at  41 weeks resulted in a lower rate of 
fetal or neonatal death (excluding lethal congenital anomalies) than 
expectant management (OR 0.23; 95% CI 0.06–0.90). The reduction 
in perinatal death was largely due to a reduction in fetal death (OR 
0.14; 95% CI 0.02–0.98). There was no di!erence in other measures 
of neonatal morbidity, such as small for gestational age, Apgar score 
< 7 at one minute, Apgar score < 7 at five minutes, shoulder dystocia, 
cord prolapse, neonatal seizures, birth trauma, admission to NICU, 
and meconium aspiration syndrome. The author concludes that 
the induction of labour groups are less likely to undergo delivery 
by Caesarean, to have an operative vaginal delivery, or to have fetal 
distress, macrosomic babies, or babies who die during the perinatal 
period. She states that women who reach 41 weeks should be 
appropriately counselled about the higher risks to themselves and to 
their babies if they pursue expectant management, and she suggests 
that a policy of labour induction is to be preferred.
A meta-analysis published in 2003 compared routine labour 
induction with expectant management for patients at 41 weeks.70 
Trials consisting of uncomplicated, singleton, live pregnancies were 
included. The primary outcomes assessed were perinatal mortality and 
Caesarean section. Sixteen trials enrolling 6588 subjects were included 
in the review.49–64 The trials di!ered in methods of antenatal fetal 
surveillance and means of labour induction. The meta-analysis showed 
that women who underwent labour induction had a significantly 
lower rate of Caesarean section (20.1% vs. 22%; OR 0.88; 95% CI 
0.78–0.99). Those whose labour was induced required Caesarean 
section secondary to fetal heart rate abnormalities at a significantly 
lower rate than those expectantly managed (6.2% vs. 8.0%; OR 0.77; 
95% CI 0.61–0.96). Those whose labour was induced were less likely 
to have meconium staining of amniotic fluid (22.4% vs. 27.75; OR 
0.75; 95% CI 0.66–0.84). Women whose labour was induced had a 
lower rate of perinatal mortality; however, this di!erence was not 
statistically significant (0.09% vs. 0.33%; OR 0.41; 95% CI 0.14–1.18). 
Other neonatal outcomes showed no significant di!erences and 
included meconium below the vocal cords, meconium aspiration, 
NICU admissions, and Apgar scores < 7 at 5 minutes. The authors 
concluded that labour induction in women at 41 weeks’ gestation 
with otherwise uncomplicated pregnancies lowers the Caesarean rate 
without compromising perinatal outcomes. As the authors state, none 
of these 16 trials had adequate statistical power to assess the perinatal 
mortality rate. Even when combined in a meta-analysis, the statistical 
power for assessing this outcome remained low. They calculated that 
16 000 women would need to be enrolled to detect a 50% reduction 
in the PMR rate of 3 per 1000 with routine labour induction, compared 
with expectant management at a power of 80% and allowing for a 

type I error of 5%. To detect an even smaller reduction in the PMR that 
would be clinically relevant, would require even more participants.
The Cochrane Collaboration published a review in 2006 whose 
objective was to evaluate the benefits and harms of a policy of labour 
induction at term or post-term, compared with awaiting spontaneous 
labour or later induction of labour.71 Eligible trials were RCTs enrolling 
women at low risk. This review included three trials65–67 not in the 
meta-analysis by Sanchez-Ramos et al. and excluded three trials 
included in that review for methodological reasons.51,52,58 The review 
included 19 trials involving 7984 women undergoing induction of at 
various times from 38 to > 42 weeks’ gestation. The review grouped 
the trials by gestational age of induction at (1) 37 to 40 weeks, (2) 41 
completed weeks, and (3) 42 completed weeks, and compared this 
with waiting until a later date for induction. Subgroup analyses were 
also done according to the condition of the cervix. In this document, 
results from the 41-week and the 42-week groups from 16 trials are 
reviewed.49,50,53–57,59–67 The primary outcome was perinatal mortality, 
which was defined as intrauterine deaths plus newborn deaths in the 
first week of life. Secondary infant and maternal outcomes were also 
assessed. Eleven trials intervened at or during the 41st completed 
week49,50,54–56,60,61,63,64,66,67 and five trials at or after 42 completed 
weeks.53,57,59,62,65 The relative risk of perinatal death in the 41st week 
group was 0.25 with 95% CI 0.05 to 1.18 (0/2835 vs. 6/2808), not 
statistically significant. When the 41- and 42-week groups were 
analyzed together, the RR was 0.30 with 95% CI 0.09 to 0.99 (1/2986 
vs. 9/2953), statistically significant. Labour induction significantly 
reduced the risk of meconium aspiration syndrome in the 41-week 
group (RR 0.29; 95% CI 0.12–0.68). In the 42-week group, fewer babies 
in the induction group had meconium aspiration syndrome, but the 
di!erence was not statistically significant (RR 0.66; 95% CI 0.24–1.81). 
There was no di!erence in neonatal intensive care admissions. There 
was no evidence of an increased risk of Caesarean section for women 
induced at 41 and 42 weeks, respectively (RR 0.92; 95% CI 0.76–1.12; 
RR 0.97; 95% CI 0.72–1.31). There was no evidence of a statistically 
significant di!erence in the risk of assisted vaginal delivery for women 
induced at 41 and 42 completed weeks, respectively (RR 1.05; 95% 
CI 0.94–1.17; RR 0.95; 95% CI 0.65–1.38). Obstetric outcomes were 
also analyzed according to cervical status. This subgroup analysis 
was limited by the small number of trials reporting cervical status. 
No di!erences between a policy of labour induction and expectant 
management were identified for Caesarean section or assisted 
vaginal birth in these analyses. The reviewers did not produce a point 
estimate because of significant heterogeneity for these outcomes. 
The authors conclude in their discussion that routine labour induction 
at 41 completed weeks or later, compared with waiting for the onset 
of labour for at least one week is associated with fewer perinatal 
deaths and meconium aspiration syndrome. The absolute number 
of perinatal deaths was small in the induction group (1/3285, 0.03%) 
and in the expectant management group (11/3238, 0.33%). In this 
review, there was one stillbirth reported among the seven trials since 
1992. Excluding congenital anomalies, there were no deaths in the 
labour induction group and nine deaths in the expectant management 
group. Regarding Caesarean rates, the authors acknowledge that the 
data are di"cult to interpret because of heterogeneity among trials. 
This review also analyzed the data excluding the multicentre trial by 
Hannah et al., which did not use prostaglandins in the expectantly 
managed group,60 and reported that there did not seem to be a 
di!erence in Caesarean rates.” The authors state that the e!ect on 
Caesarean section is unclear, but the rate is not increased. With 
respect to fetal monitoring in the expectant arms, most trials included 

twice weekly non-stress tests and amniotic fluid index assessments, 
and the authors speculate that in centres that can o!er these services, 
expectant management could be safely practised. In conclusion, the 
authors state that they think the results are valid and indicate beneficial 
outcomes with a policy of labour induction at 41 completed weeks. 
They acknowledge that the risk of the primary outcome (perinatal 
death) is small but that such a policy is associated with fewer perinatal 
deaths. They state that labour induction should be o!ered to women 
at low risk at 41 weeks and that the pros and cons should be discussed 
so that women can make an informed decision. There does not seem 
to be any increased risk of Caesarean or assisted vaginal delivery with 
such a policy. The authors state that if a woman chooses to await 
spontaneous labour, regular fetal monitoring would be prudent as 
longitudinal epidemiological studies suggest that there is an increased 
risk of perinatal death with increasing gestational age.
The evidence suggests that the rate of Caesarean section is either 
reduced or not increased when women are induced, compared with 
those expectantly managed.65,30,66 The three meta-analyses have 
di!erent conclusions regarding the policy of labour induction on 
PMR. The Hannah review69 demonstrated a statistically significant 
lower PMR with induction at 41 weeks or more. The meta-analysis 
by Sanchez-Ramos et al. showed a lower PMR in the induced group, 
but it was not statistically significant.70 The most recent Cochrane 
review demonstrated a lower perinatal mortality rate for induction 
at 41 weeks and beyond.71 In this review, when the group induced 
at or during the 41st week was analyzed, the induced group had a 
lower PMR, but it did not reach statistical significance. However, even 
when these studies are combined in a meta-analysis, there is still low 
statistical power to assess this outcome. When the groups induced at 
or during the 41st and at or during the 42nd week were combined, the 
PMR was lower in those induced, just reaching statistical significance. If 
anything, it appears induction during the 41st week may decrease the 
PMR, but there are inadequate numbers of enrolled women to answer 
this question definitively. Given that induction does not increase the 
risk of Caesarean and that uncertainty remains regarding whether 
induction at 41 to 42 weeks decreases the PMR, it would seem 
reasonable to o!er women induction in this gestational age range.
A 2002 commentary on routine labour induction at 41 weeks’ 
gestation noted that aggregate data to that point showed that not 
all of the seven perinatal deaths in the expectantly managed groups 
occurred in women who received contemporary fetal testing, and 
it is questionable whether all causes were related to pregnancy 
duration.72 The stillbirth rate within the following week for women 
who remain undelivered at 41 weeks 0 days is about 0.1% (1.04–1.27 
per 1000).72 Concern has been expressed that obstetricians have 
responded to the previous SOGC guideline by booking induction by 
one week past the expected due date.72 A proportion of women will 
labour spontaneously between 41 and 42 weeks. Provided there are 
no indications for delivery earlier, that fetal surveillance is employed 
and is reassuring, and if the patient chooses, induction at the latter 
end of this gestational age spectrum will maximize the chances of 
spontaneous labour. Each obstetrics department should establish 
guidelines dependent on their local resources for scheduling of labour 
inductions.

Recommendation
6. Women should be o!ered induction at 41+0 to 42+0 weeks, as the 

present evidence reveals a decrease in perinatal mortality without 
increased risk of Caesarean section. (I-A)

FETAL SURVEILLANCE IN THE 41 TO 42 
WEEK PREGNANCY
Options for fetal surveillance include fetal movement counting, non-
stress test, biophysical profile or modified biophysical profile (non-
stress test plus amniotic fluid volume estimation), and contraction 
stress test. In each of the aforementioned randomized trials of labour 
induction, compared with expectant management of the post-
term patient, some form of antenatal test of fetal well-being was 
used at varying frequencies.49–64,66–68 There is a paucity of data from 
randomized trials on the type and frequency of fetal surveillance 
in post-term pregnancy. There has been only one randomized 
trial on forms of antenatal testing in the post-term pregnancy.73 
Alfirevic et al. randomized 145 women with singleton, uncomplicated 
pregnancies after 42 weeks to a modified biophysical profile defined as 
computerized cardiotocography, amniotic fluid index, and assessment 
of fetal breathing, tone, and gross body movements or to standard 
cardiotocography and maximum pool depth. Women were monitored 
at randomization and then twice weekly until 43 weeks. Outcome 
measures were cord pH at delivery, number of abnormal monitoring 
tests, intrapartum management, mode of delivery, and neonatal 
outcome. There were significantly more abnormal monitoring results 
in the modified biophysical group (47.2% vs. 20.5%; OR 3.5; 99% 
CI 1.3–9.1). Amniotic fluid volume was more likely to be labelled 
abnormal with amniotic fluid index than with maximum pool depth 
(44.4% vs. 15.1%; OR 4.5; 99% CI 1.6–12.8). There were no di!erences 
in cord blood gases, neonatal outcome, or outcomes related to labour 
and delivery between the two groups. These results suggest that 
monitoring pregnancies with their definition of a modified biophysical 
profile after 42 weeks does not improve pregnancy outcome as 
measured by cord pH; however, the number of patients included in this 
trial is insu"cient to reach any definitive conclusions about the impact 
of fetal testing on outcomes in post-term pregnancies.
There are no randomized trials regarding antepartum fetal testing 
between 41 and 42 weeks. The commencement of antenatal testing 
at 41 weeks’ gestation is supported by case-control studies. Guidetti 
et al.74 reported on 293 women at low risk who began twice weekly 
testing at 41 weeks’ gestation with an NST and amniotic fluid volume 
assessment. The control population consisted of 59 women at low 
risk delivered between 39 and 41 weeks’ gestation, who were referred 
for routine testing at term. The outcome parameters studied were 
abnormal NST, oligohydramnios, Caesarean section for fetal distress, 
Apgar score  6 at five minutes, NICU admissions, and perinatal deaths. 
When the study group delivering at 41 to 42 weeks were compared 
with the control group, the former had a statistically significant 
increase in the incidence of abnormal NSTs, oligohydramnios, 
Caesarean section for fetal distress, and admissions to the neonatal 
unit. When the study group who were delivered between 41 and 
42 weeks were compared with those delivered after 42 weeks, the 
only significant di!erence was that the former had more abnormal 
NSTs. Bochner et al.75 compared neonatal outcomes of patients with 
antenatal fetal testing starting at 41 weeks’ gestation with patients 
who delivered between 41 and 42 weeks without testing and those 
who started testing at 42 weeks. All patients were at low risk. The study 
population consisted of 1260 women. Of these, 908 started testing at 
41 weeks, and 352 started at 42 weeks. The control group consisted 
of 1807 women who delivered between 41 and 42 weeks without 
any antenatal testing. Antepartum testing consisted of twice weekly 
amniotic fluid assessment, NST, and contraction stress test when 
necessary. The total number of adverse outcomes in the untested 
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group resulted in a significantly increased incidence of neonatal 
morbidity (seizures, apnea, pneumonia, severe meconium aspiration, 
or infection), compared with the tested group. Those who delivered 
after 42 weeks and whose testing started at 41 weeks had significantly 
fewer abnormal antepartum testing results leading to labour induction 
and Caesarean sections due to fetal distress than whose testing started 
at 42 weeks. The group whose testing started at 42 weeks had a 
significantly greater incidence of fetal distress.
Despite the lack of evidence from RCTs that antenatal testing 
improves perinatal outcome in uncomplicated pregnancies at 41 
to 42 weeks’ gestation, most practitioners utilize some form of 
monitoring in this clinical situation. The randomized trials comparing 
labour induction with expectant management at 41 weeks and 
beyond have included fetal assessment.49–64,66–68 For most trials, 
those women who were randomized to induction did not undergo 
antenatal surveillance. In eight trials, however, fetal assessment was 
carried out before patients were eligible for study enrolment, and 
they therefore had some type of fetal surveillance between 41 and 
42 weeks.51,53,55,56,61,62,67,68 Therefore, for some pregnancies, fetal 
surveillance started at 41 weeks and for others at 42 weeks. For some 
women, fetal monitoring was started at 41 weeks but only if they 
were randomized to expectant management. Those randomized 
to expectant management underwent fetal surveillance of various 
types and at various intervals from randomization to delivery. Most 
studies carried out fetal testing at least twice per week. Twelve 
studies included assessment of amniotic fluid volume and an NST 
for women randomized to expectant management.50,52,55,56,60–64,66–68 
The Canadian trial, which is the largest, utilized amniotic fluid volume 
two to three times per week, NST three times weekly, and daily fetal 
movement counts.60 A reasonable approach would be at least an 
NST and some type of amniotic fluid assessment twice weekly. The 
American College of Obstetrician and Gynecologists have a Level 
C recommendation (consensus and expert opinion) for initiation of 
fetal surveillance between 41 and 42 weeks because of evidence that 
perinatal morbidity and mortality increase as gestational age advances 
and that a twice weekly assessment of amniotic fluid and a NST should 
be adequate.76 The Royal College of Obstetricians and Gynaecologists 
recommends increased antenatal surveillance consisting of a twice 
weekly NST and an ultrasound estimation of maximum amniotic pool 
depth from 42 weeks in women who decline labour induction.77

Recommendations
7. Antenatal testing used in the monitoring of the 41- to 42-week 

pregnancy should include at least a non-stress test and an 
assessment of amniotic fluid volume. (I-A) 

8. Each obstetrical department should establish guidelines dependent 
on local resources for scheduling of labour induction. (I-A)
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MENSTRUAL CYCLES  
AND ESTIMATED  
DUE DATES
By Niko Palmer

If you are a woman, you have lived with the possibility 
of growing a new life within yourself since you first 
got your period. Have you ever marveled at those 
wonders going on inside the body of a woman on a 
monthly basis?
The number of follicles (groups of cells surrounding each egg) 
in a woman’s ovaries vary but number about 400,000 and are 
present even before she is born—as opposed to sperm which are 
produced on an ongoing basis in the male reproductive organs.1

In order to get pregnant, one of these eggs must be able to fully 
mature, release from the ovary, then travel through the fallopian 
tubes to be fertilized and move on to the uterus where it implants 
into the thick and lush uterine lining, the endometrium. Not a 
small feat performed by the reproductive organs!

The latter do not work on their own though, they react to 
biochemical signals provided by five essential hormones:

1. The Follicle-Stimulating Hormone (FSH)

2. The Luteinizing Hormone (LH)

3. Gonadotropin-Releasing Hormone (GnRH)

4. Estrogen

5. Progesterone

These hormones send signals, to both the reproductive and other 
organs as well as influence the release of other hormones, by 
rising and falling during every menstrual cycle. The e!ects of 
those changing hormone levels are felt in the body (e.g. backache, 
pain in the inner thighs, bloating, nausea, constipation, headaches, 
breast tenderness, irritability and mood changes).

FSH is secreted by the pituitary gland and stimulates the growth 
of about 15 to 20 eggs in each ovary once during each complete 
menstrual cycle. This process takes on average about two weeks, 
but can take anywhere from eight days to a month or longer.2

LH is also secreted by the pituitary gland and signals to the mature 
egg when it is time to leave the ovary so it can be fertilized (or 
not) in the fallopian tube.1

Both of these hormones remain in the body at all times but their 
levels drop significantly after ovulation (the release of usually 
just one mature egg). In order for this fluctuation to happen, 
a third hormone, GnRH must be present. It is secreted by the 
hypothalamus.1

Estrogen and progesterone are the other two hormones 
involved in getting pregnant. They direct various steps of the egg 
production and release process in cooperation with the other 
three hormones. Estrogen is predominant just prior to ovulation 
whereas progesterone levels increase before ovulation and peak 
five to seven days post-ovulation.

How do these five hormones direct ovulation?
Step 1: Egg production. On the first day of the cycle (that is the 
day you start to bleed), the GnRH messengers sense low levels of 
FSH and direct the hypothalamus to send signals to the pituitary 
gland. The pituitary gland then produces and releases more FSH to 
stimulate a new group of follicles to begin producing eggs.1

Step 2: Getting the uterus ready. The eggs start to grow, the 
follicles release estrogen, which, in turn, causes the endometrium 
to thicken.

Step 3: Selecting the “egg of the month.” One of the follicles 
becomes larger than the other ones. 

Step 4: Ovulation. When an egg reaches peak maturity, estrogen 
levels soar. This high level of estrogen triggers the release of LH, 
which shoots into the bloodstream with a rapid surge. It is this 
fast rise of LH levels that results in the egg leaving the ovary. The 
follicle that was holding this egg becomes the corpus luteum and 
produces progesterone. Its life span is about 12 to 16 days, after 
which it disintegrates.2

Step 5: Getting pregnant. Once an egg is in the fallopian tube, it is 
ready to be fertilized, but remains fertile only for about 6-24 hours.

If the egg is not fertilized, the body will self-cleanse by producing 
prostaglandins. This causes uterine contractions that pull the 
excess tissue from the wall of the uterus and expel it from the 
body. We know this combination, of now useless tissue and blood 
from the minuscule blood vessels damaged by the extraction 
process, as our period.1 Then the cycle begins again.

How long is a typical cycle?
Here is where things become tricky. It is generally expected that a 
cycle lasts 28 days, with ovulation and thus conception occurring 
at the midpoint of 14 days. While that may be a helpful timeline 
to chart chronological order and biological cause and e!ect, it 
is by no means the length of every woman’s cycle. Cycle lengths 
generally vary between 24 to 36 days and one woman can have 
varying cycle lengths throughout her fertile life.2 The one length 
that is quite reliably predictable is the post-ovulatory or luteal 
phase which almost always lasts between 12 and 16 days. Within 
one individual woman, this phase is generally consistent and 
changes only by a day or two.2 It is the amount of time between 
the start of menstruation and prior to ovulation which leads to 
the greater degree of variability in cycle length between various 
women.

For example, if a woman has a 36 day cycle, she will not ovulate on 
day 14, as commonly assumed. Rather 20 to 24 days will pass from 
her first day of bleeding until she ovulates Then the average of 14 
days of the luteal phase will pass before her cycle is complete and 
recommences with her next period.

Knowing that cycles vary in length from woman to woman we 
might consider another important question:

How are due dates calculated?
There are various ways to calculate the estimated due day (EDD). 
Here are a few of them.

Naegele’s rule
The standard way is Naegele’s rule. The German obstetrician 
Naegele stated in the early 1800s

that pregnancy should last 10 lunar months. He based this 
statement on the theory of the botanist Harmanni Boerhaave 
who, in 1744, had come up with this method of calculating due 
dates.4 His statement was based on historical rather than empirical 
data.

Naegele’s rule has become widely accepted. However, a lunar 
month consists of 29.53 days, which will add up to a gestation of 
295 days (a full 42 weeks plus 1 day), and not 280 (only 40 weeks) 
as we commonly believe today. 

According to Naegele’s rule, as we see it applied today, due dates 
are calculated by subtracting three months from the first day of 
the woman’s Last Menstrual Period (LMP) and adding 7 days.

LMP - 3 months + 7 days = EDD

If you go to the website of the Society of Obstetricians and 
Gynecologists of Canada and use their due date calculator you 
will find that they are still using Naegele’s method. The EDD of 
women who have longer or shorter cycles than 28 days will be o! 
by a few days if this method is used.

In addition, this rule (as practiced today) assumes an average 
length of just over 30 days for all months in the Gregorian 
calendar year. As the actual length of a Gregorian calendar month 
varies, Naegele’ s rule is o! by 3 days for all LMPs in May and will 
not give exact dates for 10, 7 or 5 months of the year if the e!ect 
of leap years is considered.

Mittendorf-Williams rule
More than two hundred years later, in 1990, researchers 
(Mittendorf et al.) followed a group of healthy white women and 
discovered that pregnancy in first-time mothers lasted on average 
8 days more than the 280 days that Naegele’s rule suggests (288 
days) and 3 days more in women who had previously given birth 
(283 days). The length of gestation in women of African descent 
seems to be 8.5 days shorter than Caucasian women.4 According 
to Mittendorf, the EDD can be calculated in the following way:

First time mothers (primiparas): LMP - 3 months + 15 days (+ 
or – cycle days more or less than 28)

Women who have had children before (multiparas): LMP - 3 
months + 10 days (+ or – cycle days more or less than 28)3

Wood’s Method
Carol Wood Nichols was a nurse-midwifery professor at Yale 
University and developed her own method that takes into 
consideration the variations of individual menstrual cycles. She 
also acknowledged the fact that multiparas (women who have 
given birth previously. Primiparas are women who are pregnant 
for the first time) tend to carry their babies for a slightly shorter 
period.

Multiparas with 28 day cycles: LMP + 12 months - 2 months,  
18 days = EDD

Primiparas with 28 day cycles: LMP + 12 months - 2 months,  
14 days = EDD

For cycles longer than 28 days: EDD + (actual length of cycle -  
28 days) = EDD

For cycles shorter than 28 days: EDD + (28 days - actual length  
of cycle) = EDD4

Ultrasound
This method is widely used and trusted nowadays and it is 
generally believed that first trimester growth curves are pretty 
much the same in all babies. The ultrasound is usually performed 
between week 11 and 14. However, even first trimester estimates 
may be o! by +/- 5 days, second trimester ones by +/- 8 days and 
third trimester ones by up to +/- 22 days.4 
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Considering all the information above, it becomes clear that EDDs 
are truly estimated due dates. Not surprisingly, only about 5% of all 
babies are born on their EDDs.4

What can you do?
Know your dates! If you are charting your cycles, you know how 
long your cycles are, when you are ovulating and when your baby 
is conceived. 

Charting basically involves taking your temperature every morning 
and checking your cervical fluid when you go to the bathroom. 
If you want to learn more about this method, I recommend the 
book Taking Charge of your Fertility by Toni Weschler and her 
website www.tcoyf.com.

If you are not charting your cycles and thus don’t know exactly 
when you ovulated, mention to your caregiver that you have a 
longer (or shorter) cycle. Some women, especially those with 
longer cycles, can gestate a baby for 10 months.4 If you know that 
your caregiver is using Naegele’s method to determine your EDD, 
you can adjust the dates of your cycle in order to make it fit this 
method.

Consider our previous example of a woman with a 36 day cycle. 
Let’s say she doesn’t know the date of her ovulation. She could 
tell her caregiver that she started her LMP 8 days earlier than she 
actually did. Calculating how many days longer than 28 her cycle 
normally is (36-28=8) and then counting back that many days from 

the actual start of her LMP will make her dates agree with the 
presumed day 14 ovulation. This would result in an EDD that more 
closely fits with when she most likely ovulated and conceived. 

Because the egg only lives for 12-24 hours, for the sake of 
calculating due dates, conception takes place on the day you 
ovulate. However, sperm can live up to 4-5 days in your body. This 
means that you are fertile prior to ovulation for a period of 5-7 
days. Conception can take place any time you have had sex during 
your fertile period.4

Most due date calculators will presume day 14 ovulation in a 28 
day cycle and arrive at an EDD by adding 280 days to the date of 
LMP. This is the same as adding 266 (280-14) days to the date of 
conception. If you do know the date of your ovulation and thus 
conception you could tell your caregiver that your LMP started 14 
days prior to your known conception/ovulation date.

Physicians, much more so than midwives, rely on the EDD and 
schedule prenatal tests and interventions around it. Be aware of 
this and make sure that you have talked about risks, benefits and 
alternatives before a decision for an intervention based on your 
EDD is made. The SOGC Obstetrics guidelines state that, “Women 
should be o!ered induction at 41+0 to 42+0 weeks.”5 Note that 
it says ‘o!ered’ and not “scheduled for” induction. The ultimate 
decision rests with you.

Despite the actual inaccuracy of the EDD, it has a great 
psychological impact on a pregnant woman. Especially first-time 
mothers may anticipate that date and might feel increasingly 
stressed when it comes and goes and friends and relatives start 
calling, asking if that baby is born already. For that reason, it may 
be better to speak of a “due week” or an even longer “due period.”

Niko Palmer is a homeschooling, homebirthing, homemaking 
mother of three little girls. She loves traveling, photography, 
reading and attending births as a doula.
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In the pouch:  
Kangaroo care for newborns
By Danielle Arnold-McKenny

A baby’s first cradle is the warm cozy womb that 
sways to and fro, gently rocking him as his mother 
walks through the park or dances in the living room 
with his big brother.
His first lullaby is the sound of the beat and swoosh of his mothers 
heart, mommy’s beautiful voice talking to his daddy, laughing with 
a friend, singing and reading to his big sister.

He is protected by the warm wet cocoon inside his mother’s belly. 
He receives his food and oxygen directly from his mother’s body.

They are not two. They are One.

His birth is a momentous occasion, both exciting and scary. 
Hormones flood into him to prepare him for his grand entry into 
this big world—so cold, bright and loud. All of a sudden he is no 
longer lulled to sleep by the sound of his mother’s heartbeat. He 
is no longer gently rocking in his warm safe liquid cocoon. He has 
been separated and cries out in fear—bereft, stranded, solitary 
and unattached.

Then suddenly he is enveloped in warmth, lying wet and slippery 
on his mothers chest. He hears it—the beating of his mother’s 
heart. He hears her voice, so clearly for the first time. He knows 
what he needs and he seeks out that attachment, the physical 
bond to tie them back together. 

Little toes flex and dig into his mother soft belly as he wiggles and 
squirms forward, his little mouth open and questing. The sound of 
her voice draws him forward. Her arms support him in his journey. 
In a feat of strength and coordination that is truly amazing, he 
reaches his goal and re-establishes their physical bond. 

As he suckles her nipple, drops of liquid gold land on his tongue. 
Food yes, but so much more. Each drops reattaches him to his 
‘self,’ brings him back to his core being. He lies on his mother’s 
chest drinking the precious drops, listening to her heart beat 
and her voice, hearing it both from within and without. Her arms 
around him holding him close, warming him with her body. He 
relaxes. He breathes in and out and his breath steadies. His heart 
beats in a steady rhythm. His body temperature is increasing. He is 
feeling warm and calm. He is soothed.

Though this new world is so big, and a bit frightening in its 
brightness and noise, he is secure and calm. He is with his other 
self, who protects him with her loving arms, warms him with her 
skin, comforts him with her steady heart beat and voice, and 
nurtures him with her breasts.

He is content.

Baby now lives in the world, yet attached to his creator—Mom. 
Over the next few months baby continues to be rocked to sleep by 

her heartbeat, reminded of his safety by the smell and warmth of 
her skin, and strengthened by the delicious milk of her breast. 

How did baby live as one with his mother while not being inside 
her?

Kangaroo care is a way of nurturing a baby, to enhance skin-to-
skin contact between the baby and the parent. The baby, wearing 
only a diaper, is held upright against the parent’s bare chest. 

The term “kangaroo care” is used because the method is similar 
to how a baby kangaroo is nurtured by its mother—from the safe 
environment of the womb to the safe environment of the pouch, 
where further maturation of the baby occurs. Skin-to-skin contact 
promotes more consistent heart and respiratory rates; it stabilizes 
oxygen needs; it aids in stabilizing blood sugar levels: it regulates 
body temperature; and improves weight gain and helps increase 
breast milk supply.1-8

The father of modern kangaroo care is Dr. Nils Bergman. Dr 
Bergman worked in South Africa, Ciskei and Sweden, before 
working seven years as Medical Superintendent and District 
Medical O"cer at Manama Mission, Zimbabwe. It was in 
Zimbabwe that he developed and implemented Kangaroo Mother 
Care (KMC) for premature infants right from birth. This resulted in 
a five-fold improvement in survival of very low birth weight babies 
raising the survival rate of these tiny preterm infants from 10% to 
50%.

But kangaroo care isn’t just for preemies. Skin-to-skin contact is 
vitally important for all infants. 

“The very best environment for a baby to grow and thrive, is the 
mother’s body,” says Dr Nils Bergman. “When placed skin-to-skin 
on the mother’s chest, the baby receives warmth, protection and 
food, and its brain can develop optimally. Not feeding the baby 
often enough and leaving it to sleep alone after a feed can result 
in the baby getting colic,” he adds. “The mother’s skin is the baby’s 
natural environment, and both physically and emotionally the 
healthiest place for the baby to be.”

Failure to be kept in contact with the mother’s skin, maintains 
Bergman, is not only a negative behaviour but also creates a 
state of patho-physiological stress. When the baby is separated 
from his mother he tries intensely to re-establish contact with 
its correct environment, usually by crying. If that fails, the baby 
becomes exhausted and lapses into a state of despair and 
becomes withdrawn in order to conserve energy and concentrate 
on survival. This results in lower body temperatures and heartbeat, 

and increases levels of stress hormones—because a baby 
separated from its mother is, in fact, stressed.

In the first 8 weeks of life, skin-to-skin contact is the most 
important stimulant for the development of the brain. Dr. 
Bergman says this continuous physical contact is an essential 
requirement if the fundamental structures of the brain are to 
be developed in a healthy way. After this requirement, the most 
important stimuli that the brain needs for normal development 
are eye contact, and the physical need to be carried by the 
parents.

“Only in the last century we have abandoned our three million 
year-old pattern of caring for children. We have replaced 
continuous carrying of the child, co-sleeping with the parents, 
and breastfeeding on immediate demand with leaving the child to 
lie alone, ignoring its crying, and feeding it every four hours with 
formula,” he adds.

Kangaroo care is also very important in establishing breastfeeding. 
Dr. Jack Newman, world renowned Canadian pediatrician in the 
field of breastfeeding and lactation, firmly contends that skin-to-
skin contact is vital to building a strong breastfeeding relationship 
between mother and baby. Babies who are kept skin-to-skin with 
the mother immediately after birth for at least an hour, are more 
likely to latch on without any help and they are more likely to latch 
on well. A baby who latches on well gets milk more easily than a 
baby who latches on improperly. When a baby latches on well, the 
mother is less likely to be sore, her milk supply is stimulated and 
establishes itself for the growing needs of her baby.

According to Dr. Newman, skin-to-skin contact immediately after 
birth, which lasts for at least an hour (and should continue for as 
many hours as possible throughout the day and night for the first 
number of weeks) has the following positive e!ects on the baby:9

 Is more likely to latch on well

 Is more stable and has normal skin temperature

 Is more stable and has a normal heart rate and blood pressure

 Has higher blood sugar

 Is less likely to cry

 Is more likely to breastfeed exclusively longer

 Will self wake when hungry

But kangaroo care is not just limited to mothers or even to 
biological mothers. Babies can benefit from skin–to-skin contact 
with their fathers, and adoptive/foster parents. Many times we 
hear from mothers that they want to introduce a bottle to their 
newborn baby because the father wishes to ‘bond’ with the baby 
too. The use of bottles is completely unnecessary to create a 
nurturing bond between the father and his baby. Once the baby 
has nursed and has a contentedly full belly, daddy can easily spend 
important bonding time being skin-to-skin with his baby. Many 
fathers enjoy this special time with their baby. The baby is able to 
get close and personal with daddy—breathing in their daddy’s 
own unique scent, hearing his heart beat and listening to the voice 
that the baby may well remember from being in the womb. This 

also gives a mom some time to herself—for a nice hot shower, or 
even a few moments to play tea party with the baby’s older sister!

When all of a baby’s physical and emotional needs are taken care 
of and he is warm and content, his energy is focused on growing 
and developing his brain and bonding with his parents. And really, 
what could be more wonderful than spending time cuddling with 
your beautiful new baby? 

So slow down and enjoy your baby moon. Lock the doors, take 
the phone o! the hook and spend a few days in bed, just mommy, 
daddy, baby (and siblings). Visits, cleaning, and laundry can be 
taken care of next week. Just cuddle. 

Notes:
1. Franco, P., et al. “Influence of swaddling on sleep and arousal characteristics of 

healthy infants.” Pediatrics 115, no. 5 (2005): 1307-1311. 

2. Moore, E. R., & Anderson, G. C. “Randomized controlled trial of very early 
mother-infant skin-to-skin contact and breastfeeding status.” Journal of 
Midwifery and Women’s Health 52, no. 2 (2007): 116-125. 

3. Bystrova, K., et al. “Skin-to-skin contact may reduce negative consequences 
of “the stress of being born”: a study on temperature in newborn infants, 
subjected to di!erent ward routines in St. Petersburg.” Acta Paediatrics 92, no. 
3 (2003): 320-326. 

4. Bystrova, K., et al. “The e!ect of Russian Maternity Home routines on 
breastfeeding and neonatal weight loss with special reference to swaddling.” 
Early Human Development 83, no. 1 (2007): 29-39. 

5. Galligan, M. “Proposed guidelines for skin-to-skin treatment of neonatal 
hypothermia.” American Journal of Maternal Child Nursing 31, no. 5 (2006): 
298-304. 

6. Yurdakok, K., et al. “Swaddling and acute respiratory infections.” American 
Journal of Public Health 80, no. 7 (1990): 873-875. 

7. Sahin, F. et al. “Screening for developmental dysplasia of the hip: Results of a 
7-year follow-up study.” Pediatrics International 46, no. 2 (2004): 162-166. 

8. Ponsonby, A. L., Dwyer, T., Gibbons, L. E., Cochrane, J. A., & Wang, Y. G. “Factors 
potentiating the risk of sudden infant death syndrome associated with the 
prone position.” New England Journal of Medicine 329, no. 6 (1993): 377-382. 

9. The Importance of Skin to Skin Contact, (2009). Written and revised by 
Jack Newman MD, FRCPC and Edith Kernerman, IBCLC. www.nbci.ca/index.
php?option=com_content&view=article&id=82:the-importance-of-skin-to-
skin-contact-&catid=5:information&Itemid=17 (accessed April 18, 2011).

More resources:
- International Breastfeeding Centre, Dr. Jack Newman’s website. www.nbci.ca

- INFACT Canada. www.infactcanada.ca

- World Health Organization. Integrated management of pregnancy and 
childbirth: Pregnancy, childbirth, postpartum & newborn care. Geneva, 
Switzerland, Word Health Organization: 2003.

- Kangaroo Care, Dr. Bergsman website. www.kangaroomothercare.com

Dani Arnold-McKenny has 5 kids, ranging in age from 20 years 
to 14 months old and spends a vast portion of her time working 
online as a political activist, and a Natural Childbirth Advocate 
and Lactivist. Dani is involved with Human Milk 4 Human 
Babies Global Network, International Breastfeeding Centre, 
and the Association of Informed Mothers (AIM). The few spare 
minutes that she has finds Dani in the kitchen baking and 
cooking, drawing, reading and occasionally she sleeps. 

Nick Skin To Skin With Son Kael  
1Week Old

Dani Carrying Kael Skin To SkinIn  
A Wrap 3Weeks Old



66   birthissues  SUMMER 2011 |  www.birthissues.org www.asac.ab.ca  |  SUMMER 2011  birthissues     67   

articles        THE END OF AN ERA: A TRIBUTE TO CLAUDIA VILLENEUVE

THE END OF AN ERA:   
A tribute to Claudia Villeneuve
By Marta Munoz

This was a personal letter I wrote to Claudia the same 
night, she ended her work. She sent me this one line 
text, “Left VBAC o!ce (last meeting), end of an era”. I 
felt her emotions and wrote the letter. 
There is a force that comes through our being, and without 
much anticipation, propels us to do amazing deeds, surprisingly 
big enterprises, that change the world. When one finds oneself 
developing these ideas, there is nothing more rewarding than 
seeing the e!ect of our work in other human beings. You have 
done that Claudia with the Vaginal Birth After Caesarean (VBAC) 
concept and with the institutionalization of it with the associations 
in Canada and North America. 

VBAC? Nobody in my world, not even me, mother of three and 
grandmother of many, sister of many women, and friend of many 
women, knew what it was, how much it meant to mothers of first 
newborns, and mothers of second, third, fourth newborns. What 
mystery that ‘word’ uncovered for the health of those women, 
and their families, their relationship to their husband. You, Claudia, 
taught me all about it, and as to me, you awakened many women 
and men and taught them that VBAC is a right—a human right, of 
women. 

You have given many years of your young life to spreading the 
news: in your articles in magazines, in your voluntary class each 

month, in conferences, webinars, interviews, courses. Just this 
week I saw (for me, ‘your magazine’) Birth Issues of Winter 2010. 
The magazine was at one of the Edmonton library branches. “Birth 
after Cesarean” was the main title. 

“My daughter must have an article there!” I thought and grabbed 
it. Sure, there you were. I have the magazine here in my home 
desk: “Should I schedule a cesarean or try a vaginal birth?” by 
Claudia Villeneuve. The methodology of your article, the subject 
matter treated with great respect and scholarly rigour, are the 
mark of your work. Just one more defining aspect of what you 
have done, Claudia, with VBAC, which now, you say, because you 
leave the o"ce work, it is the “end of an era.” There is not such a 
thing.

Your legacy will stand the pass of time. It is written in stone, I 
mean, internet, print, and the hearts of the people you saved from 
a di"cult time.

It is good though, that you take a break from an intensive ‘era.’ 
With both your last little babies, wrapped on your chest, you went 
to international events in the USA and Canada to spread the news 
and learn more about this subject of motherhood, of giving birth 
to another human, to this extraordinary event that is carrying 
a child in your body and with labour, have him see the light of 
the world. While your baby was suckling at your breast, relaxed 
and happy with the great mother you are, you were researching 

these subjects, writing articles, preparing legal documents to 
register NGO’s, fundraising, o!ering impossible-to-count hours of 
volunteer service.

It is the end of a season, sure, because I believe you are going to 
stop the rush, the lot of attention it takes from your already busy 
schedule: full time engineer, full time wife, full time mother, full 
time daughter, full time sister, full time volunteer at schools, full 
time reader, full time speaker, hey, full time engaged in life.

The same force that pushed you to do this work, will tell you that 
you have done a great service to humanity, and that for now, your 
mission is accomplished. That your Spirit was selected to improve 
our lives and to give us an example of understanding, thank you! 
God Bless you!

Claudia, thank you for teaching me so much about how women 
engage in giving birth! It was by the Grace of God that I could 
see two babies being born, and it changed my life completely. It 
closed the loop about the other great mystery: death. We come 
and go in the same way, what a gift to experience that. You saw 
that dozens of times, actively participating as a doula. In my case, 
I only brought to those moments my remembrance of God to 
make the space pure, and through prayer to give mother and child 
strength. In your case, you had methodology, knowledge of the 
process, of the phases the mother goes through, and how the 
baby feels during those hours. 

Brain Neurobiology Research Program
780-407-3775

The Brain Neurobiology Research Program at the University of Alberta is using a state-of-art non-invasive 
method for measuring various brain neurochemicals using Magnetic Resonance Imaging (MRI). With 
this, we aim to identify the brain chemical imbalances that precede or are associated with the onset of 
postpartum depression. This study will provide the first MRI information regarding the neurobiological 
changes in postpartum depression. It will be an important step towards the development of prophylactic 
protocols and treatment strategies for those either at risk of developing postpartum depression, or 
already exhibiting postpartum depressive symptoms, respectively.  

We are currently looking for women (16 to 45 years of age) in the following categories to participate in 
our postpartum research studies:
1) Planning to become pregnant
2) Already pregnant
3) Recently delivered within last 6 months and are suffering from depressive symptoms

Expenses reimbursed!  Free child-care will be available.

If you wish to participate in these studies, please call: 780-407-3775

However, it is the VBAC experience that is your great achievement. 
Because it is there where the barriers, ignorance, lack of support, 
risk, and triumph are so powerful. If one woman was the only 
person you served, I mean saved, you have saved the universe.

Therefore, dear Claudia, may the Master of our Souls whisper in 
your ear, sweetly, “Rest my child, rest. You have made me proud. 
The end of the era is just that, one era. Job well done. You are the 
beloved of the Beloved.” 

Marta Munoz is a political 
scientist and entrepreneur. 
She works on international 
sustainable initiatives between 
Canadian and Latin American 
cities. She lives in Edmonton 
and she is the mother of 
three and grandmother of six 
children. Claudia Villeneuve, 
her daughter, for whom she 
wrote this article, has been the 
President of the local chapter 
of Edmonton VBAC – ICAN of 
Edmonton for 7 years and the 

President of the National A"liate of ICAN Canada for 7 years. 
ICAN is the International Cesarean Awareness Network. 

Claudia Villeneuve and Edmonton VBAC group. Claudia is in the front row, 2nd from the left
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Researchers explore prenatal nutrition 
By Stacy McGuire

Pregnant women attend all kinds of appointments, 
most work full-time jobs, and many experience 
fatigue and nausea, so what would motivate someone 
to take part in a study on top of all that? That is the 
question study participant Robyn Braun answered for 
us. 
Braun is taking part in the Alberta Pregnancy Outcomes and 
Nutrition (APrON) study. It is the largest observational study in 
Canada to look at what pregnant women are eating, and is being 
conducted jointly between Edmonton and Calgary. Not only has 
she donated her time, but some of her blood as well. 

Braun expresses interest in the study as a resource for nutrition 
and concern for her baby’s development. She enjoys taking 
part and making a contribution to the project. There is so much 
importance placed on staying healthy during pregnancy, where 
did Braun look for pregnancy information? She bought two 
pregnancy books and she consulted her Doctor about her weight 
gain. 

“I was shocked at the speed I was gaining weight. I have always 
been careful to exercise and keep the same weight, so I was 
concerned about it and asked my Doctor how much I should 
be gaining”. She is not alone. This is one of the first questions a 
pregnant woman asks her Doctor. 

Braun was surprised to learn that she should only consume about 
200 extra calories a day in her later trimesters. “I am hungry all the 
time, and counting calories at this point seems a bit ridiculous. 
Though I am pretty sure I am eating more than the recommended 
amount, I’m not gaining more than my Doctor suggested.” Her 
husband is surprised when she goes a full hour without having a 
snack. 

Dr. Catherine Field, a lead investigator with the APrON study says 
many women know exactly how much weight they have gained 
and it’s a time where it is not a negative thing to gain weight. 
During pregnancy is one of the few times you tell people how 
much weight you have gained. Field says one of the first questions 
women ask their family doctor is ‘Am I gaining the right amount of 
weight? Is it too much? Is it too little?’ 

It is important to have current guidelines to follow and no one 
knows this more than Dr. Rhonda Bell, an investigator with the 
APrON study. Bell says there have not been any large North 
American studies to update the weight guidelines for pregnancy 
and the guidelines have been set on historically collected data. 

One of the major contributions from APrON may be making 
new weight gain guidelines available for pregnant women. The 
information which will be captured will be measuring weight and 
fat gain during each trimester and looking at health records and 
questionnaires to determine outcomes.

Weight gain alone is not necessarily a good measure, as weight 
can fluctuate with an increase in water or muscle. Calipers are 

used to measure fat on the arm, thigh, hip and waist. There is the 
opportunity to look at whether there is a relationship between 
a woman’s weight and fat gain and the outcomes such as baby’s 
birth weight, and women’s obstetrical complications. Researchers 
are hoping to provide weight and fat guidelines that health 
professionals can use to work with women; especially those who 
are high risk with either very low body weights or those with very 
high body weights. 

Bell is excited about the APrON Study “There aren’t that many 
pregnancy studies worldwide that have really focused on 
measuring dietary intake and nutritional status in so many di!erent 
ways across pregnancy. We are unique in that we take multiple 
measures.” There are measures like height, weight, urine, blood 
and self-reported questionnaires. There is a measure of nutritional 
intake prior to pregnancy, at each trimester and after pregnancy 
to make this one of the strongest studies to look at nutrition. Bell 
says they also ask questions about family income level, ethnicity, 
occupation, marital status, family history of disease and life events 
in the 12 months before pregnancy. 
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Bell notes that just because we are not hearing about malnutrition 
in Canada, does not mean that all people are eating well. 
Variations in our genetics and dietary intakes can lead to 
alterations in the nutrients available during pregnancy. “It’s 
important to understand how individual nutrients may impact 
pregnancy.”

The study will look at how a woman’s nutritional intake impacts 
her mental and physical health and the development of the baby 
in utero. The first three nutrients focused on in the study are iron, 
folate and omega 3 fatty acids, as these three have been linked to 
women’s mental health and the baby’s development. These three 
nutrients will be followed by others. 

Iron is the one of the nutrient that has the highest risk of running 
low in women of child bearing age in North America. It is a key 
nutrient for developing red blood cells, maintaining energy, 
and developing new tissues for women and babies. Researchers 
measure Iron levels in the blood and from the diet questionnaires. 

Folate is a key nutrient for women to take prior to pregnancy and 
in the first month of pregnancy to prevent neuro-tube defects 
in baby. Flour in Canada has been fortified with Folate in an 
e!ort to combat neuro-tube defects like Spina Bifida. Bell says 
while entering data on the first group of 600 participants, some 
interesting things are cropping up. For example, folate levels are 
through the roof. 

Women are getting the message about the importance of taking 
folate, but are they getting good information about the amount 
they should take and for how long? Researchers look for both 
malnutrition and over nutrition. “We look at exceptionally low and 
high intakes of a nutrient. The high folate intake is an example of 
something we need to understand better.”

The omega 3 fatty acids are important for the brain function of 
women and the development of the baby. Bell says, this is a set of 
nutrients that is often quite low in Albertans in general because 
they do not eat a lot of fish. A number of APrON participants 
report decreasing their fish intake during pregnancy because they 
are worried about mercury content, and they do not like the taste 
of it during pregnancy. Some of the APrON participants follow 
a vegetarian diet, and do not consume fish.  Bell hopes to learn 
more about where women are finding their sources of omega 3 
fatty acids, and says this may be something that requires further 
study to understand if women are maintaining an appropriate 
level. 

Nutrition and physical health
Unique to the study is that women are telling researchers about 
their physical activity as exercise levels change during pregnancy. 
Researchers are learning about how activities change, and what 
sorts of factors may be associated with changing in a direction 
that is healthy. They will look for potential barriers to women 
taking part in fitness activities. 

Nutrition and mental health
In 2000, depression was the leading cause of disability worldwide. 
Women are 2 to 3 times more likely to experience depression 
than men. Not feeling good during pregnancy can influence what 

women eat, how they exercise, how they interact with their family, 
and the hormones levels in their body. 

Post-partum depression receives attention, but depression can 
occur at any time during the pregnancy. Researchers look for 
markers of maternal depression, anxiety and stress throughout the 
pregnancy and after to see if women do su!er more around the 
birth period or even earlier on. For example, they ask questions 
to assess all levels of how women feel, and how well they are 
sleeping. Health professionals may be able to use this information 
to intervene and prevent problems earlier on. 

Nutrition and child development
Researchers hope to gain a better understanding of why incidents 
of developmental disorders seem to be increasing in children. 
Maybe they are getting better at diagnosing them, but researchers 
hope to gain a better understanding of why they are occurring. 
The study will identify any association with diet, exercise, and 
mental health during pregnancy with a child’s development. 

Child development is assessed using questionnaires at the ages 
of 6 months, 1 year and 2 years. A more in depth behavioural 
assessment will be completed by trained professionals on 1500 
children at the ages of 3 years. The child’s development, thinking 
and learning abilities will be assessed through a series of tests that 
take about one and a half to two hours to complete. Parents will 
be provided with a summary about the child’s performance. 
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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 di"cult 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 di"culties 
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 o!ers 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:
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

Overview of APrON participants
APrON participants are a dedicated group of women and much 
appreciated for their role in helping to improve the health and 
wellness of women and children. Researchers hope to recruit 
thousands of women to take part in the study to get a richness 
of information from women of all di!erent backgrounds, with 
di!erent types of eating habits and life styles, to understand what 
factors determine women feeling good throughout pregnancy 
and in to early lactation. 

The study will look at participants in groups of 600, and the first 
data results will be made available in the spring of 2011. What is 
the demographic of a study participant in the first group of 600? 

The average height is 165.84 cm, the average age is 32 years old 
and prior to pregnancy the average Body Mass Index (BMI) is 24.19 
and the average weight is 66.6 kg. 

The APrON research team consists of group of about 14 
researchers plus additional clinicians and sta! members from 
the University of Alberta, the University of Calgary and the 
Alberta Children’s hospital. They are analyzing data and learning 
things about what kinds of supplements women are taking, what 
activities they take part in, how much weight and fat they gain, 
levels of how women are feeling and how their children are 
developing. Researchers are sharing study information with their 
participants through the website, newsletters, Facebook and 
Twitter. 

The greatest hope is to continue recruiting participants and 
learn things about nutrition that can be shared with scientific, 
health and public communities such as parent groups, health 
professionals, food producers, daycares and school boards to 
improve the outcomes for women and children. 

Stacy McGuire is a Communications professional, and has been 
recruiting participants for nutrition studies at the University 
of Alberta. In her spare time she loves to read everything she 
can about health, fitness and nutrition. Catherine Field, PhD, 
RD and Rhonda Bell, PhD, RD are both investigators with the 
APrON study and professors of Nutrition at the University of 
Alberta. For more information about APrON, please contact 
Anne Gilbert at 780-492-4667 or check the website at  
www.apronstudy.ca 

New midwifery degree delivered in Alberta
By Cathy Nickel

Midwifery Education        NEW MIDWIFERY DEGREE DELIVERED IN ALBERTA 

Published on the Mount Royal University website, May 3rd, 2011
Mount Royal University has a gift for mothers-to-be in Alberta, just 
in time for Mother’s Day. The new four-year Bachelor of Midwifery 
(B.Mid.) degree — the only such degree program in Alberta 
and one of only three in Western Canada — was announced by 
Brenda Hendrickson, Dean of Mount Royal’s Faculty of Health and 
Community Studies, on May 3.

 “Today’s announcement marks a key milestone for the mothers 
and families of Alberta,” Hendrickson says. “In 2009, the Province 
of Alberta demonstrated vision and leadership in supporting 
publicly funded midwife services in the province, and now the 
government has helped Mount Royal establish the educational 
foundation to prepare midwifery caregivers to ensure safe, 
competent and quality care for women and their babies in the 
years to come.”
O!ered through Mount Royal’s Department of Advanced 
Specialty Health Studies, this “made in Alberta” program reflects 
the continuing evolution of health care in the province—
particularly the choices available to women for the delivery of 
their babies—and the integration of alternative therapies in care.
“This is so exciting and so empowering for women,” says Debbie 
Duran-Snell, who has been a midwife for 32 years and is an 
Assistant Professor of Midwifery at Mount Royal. “The program 
recognizes that childbirth is a normal part of life and not a medical 
condition. It emphasizes caring over curing, and honours women 
and the choices they make for this phase of their lives.”

Growing appreciation and need for midwives
Midwives o!er primary care to healthy women throughout their 
low-risk pregnancies, during childbirth (women may choose to 
deliver their babies at home, in a birth centre or in a hospital) and 
for the first six weeks of their babies’ lives.
Demand for midwifery services has been growing steadily in 
Alberta for years and the pace has quickened since 2009 when the 
Province of Alberta approved public funding for the services.
With only 52 midwives currently registered across the province 
(and only 130 new midwifery graduates across the country every 
year), the need has rapidly outpaced the number of practitioners.
“There’s increasing recognition of the role and importance 
of midwives in women’s health,” Duran-Snell explains. “While 
midwifery is well-integrated into care in other countries, Canada is 
just starting to realize the benefits.”
In addition to providing enhanced continuity of care for women, 
midwifery services can also help reduce public health care 
costs by providing the right care alternatives at the right time. 
Increasing the number of midwives overall will also help to o!set 
the potential impact of a shortage of obstetrical service providers 
expected in coming years.
Janis Wegerho!, chair of Mount Royal’s Advanced Specialty Health 
Studies explains: “For most low-risk women, a midwife is the 
primary care provider for pregnancy and postpartum.”
Mount Royal has championed the development of this program 

for five years, Hendrickson says. “As primary maternity care 
providers, our graduates will advocate for women’s choice and 
preference around childbirth,” Hendrickson adds. “This is a normal 
part of women’s health that is embedded with cultural, social, 
emotional and spiritual meaning.”

Developing comprehensive knowledge and skills
The evidence-based Bachelor of Midwifery program will prepare 
midwives to o!er that breadth of care through a combination 
of biological, social and health sciences, midwifery and general 
education courses, integrated with clinical learning under the 
supervision of registered midwives practicing in the community.
Key to the program will be the opportunity for students to build on 
their theoretical foundation and expand their knowledge and skills 
through clinical placements with practicing midwives, which will 
be completed in the second half of the program.
“Our intent is to have the educational program mirror the practice 
model,” Wegerho! explains. “We are dovetailing what is being 
learned with what is wanted by women in Alberta and what is 
being practiced by midwives.”
The curriculum is aligned with core competencies established for 
practice in Alberta and in Canada. Graduates will be prepared to 
write the Canadian Midwifery Registration Examination (CMRE), 
which will enable them to work any where in Canada.
“The program is a real statement about community,” Wegerho! 
says. “It’s a return from centuries ago when midwives living in the 
community supported women through their pregnancy—but 
with all of today’s upgraded technology and evidenced-based 
knowledge that ensures safety. “There is so much demand for 
midwives in Alberta that I’m excited to have our graduates learn 
here and work here.”

Support and responsiveness
Robin Fisher, Mount Royal Provost and Vice-President, Academic, 
adds, “This is one more great degree in our suite of degree 
programs. The program builds on Mount Royal’s long-time 
strength in health and community studies, and reflects our 
commitment to be responsive—to identify a need and do 
something about it.”
At the event announcing the new degree Greg Weadick, Minister 
of Advanced Education and Technology, said, “[The Bachelor of 
Midwifery] is a very welcome addition to our Campus Alberta 
system and I congratulate the University for making this program 
a reality.”
Gene Zwozdesky, Minister of Health and Wellness, added, “Training 
and educating more midwives will mean more expectant mothers 
will get the quality care they want and need throughout the most 
important experience in their lives.
“This new degree program will result in less stress on the system 
and on other health care professionals. Providing the right mix of 
health professionals in Alberta is a key piece of our 5-Year Health 
Action Plan.” 
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Become a Midwife in Alberta: 
Studying at Mount Royal 
University, Calgary

Midwifery Education        BECOME A MIDWIFE IN ALBERTA

Mount Royal University in Calgary is o!ering the only Bachelor of 
Midwifery program in Alberta. This new four-year B.Mid. degree will 
prepare aspiring midwives to o!er primary health care to women 
during pregnancy, through childbirth and in the first six weeks of their 
babies’ lives. Here are a few answers to the many questions you may 
have about the program:
How many students will be admitted in September 2011?
There will be 10 spots available for the September 2011 student intake.
Is there are deadline for applications?
No, there isn’t. However, apply now. It is important for prospective 
students to apply for admission as soon as possible to allow time 
for the assessment of transcripts and participation in the required 
interview process. The Midwifery program at Mount Royal has been 
accepting applications since the announcement on May 3rd!
When does the new B.Mid. program start? 
The Mount Royal B.Mid. program will begin in the Fall 2011 Semester 
(Sept. 2011).
Why should I choose the Mount Royal Bachelor of Midwifery 
program?
This program is Alberta’s first four-year Bachelor of Midwifery degree 
program, and it builds on Mount Royal’s extensive experience in the 
design and delivery of professional health-related education programs. 
With relevant content that reflects current trends in the field as 
well as the future of midwifery practice in Canada, the Mount Royal 
B.Mid. is a direct response to evolving women’s health care needs in 
our community, and to the growing recognition of the contribution 
midwives have on the well-being of women and their families.
Mount Royal’s B.Mid. program places an emphasis on the integration 
of general education, science, arts and midwifery theory and practice, 
with extensive clinical learning in the latter years of the program under 
the supervision of practicing midwives. There is also an emphasis on 
normal birth and alternative therapies, as well as the choices available 
in care for the mother and in the delivery of her baby.
What makes the Mount Royal B.Mid. unique?
This is the only midwifery degree program in Alberta. Designed 
specifically with the needs of Alberta women and families in mind, 
this program was developed with the advice of provincial midwifery 
regulators, associations and practicing midwives, giving you a solid 
grounding in what is currently practiced by midwives in Alberta. Also, 
to help address the need for more Aboriginal midwives within Alberta, 
the B.Mid. has dedicated 10 per cent of the seats in the program 
for Aboriginal students. These designated seats will be filled on a 
competitive basis.
Will the new B.Mid. prepare students for registration as a 
midwife, both in Alberta and across Canada?
Yes. When midwifery students graduate from Mount Royal’s B.Mid. 
program, they will be prepared to sit the Canadian Midwifery 
Registration Examination (CMRE) and apply for registration as a 
midwife in Alberta or other provinces and territories. They will also be 
prepared to function within the Canadian Competencies for Midwives.

Will the Mount Royal B.Mid. be recognized by universities across 
Canada to pursue graduate studies?
Yes, MRU grads will be prepared to pursue study at the graduate 
level in Canada and abroad in fields such as health policy and 
administration, health education, epidemiology, midwifery research 
and practice, bioethics and international health and development.
What career options are open to those graduating with a Mount 
Royal B.Mid.?
As a midwife, you will typically work as an independent practitioner, 
whether on your own or with groups of other midwives in a private 
practice. You will collaborate with other primary health care 
professionals and will provide care in women’s homes, in private 
o"ces or other health care facilities.
As of April 1, 2009, Alberta Health Services fully funds the course of 
care for midwifery services. Midwives provide care from their homes 
or private o"ces. A variety of birth places are o!ered such as home, 
birth centre or hospital.
What is the expected demand for midwives in Alberta and in 
Canada?
In April, 2009, the Province of Alberta announced that midwifery 
services will be publicly funded and, since that announcement, there 
has been a dramatic increase in consumer demand for midwifery 
services. As of May, 2011, there are only 52 practicing midwives in 
Alberta. According to Mount Royal University’s Longitudinal Research 
Study, conducted between Jan. 2009 and 2011:

- 50% of the midwifery practices in Alberta estimate they received 
more than 100 inquiries from prospective midwifery clients 
between January and March of 2011.

- 70% of Alberta midwife practices have wait lists of over 20 women 
per month.

- 90% of Alberta midwife practices stated the number of women 
seeking care has increased since public funding for midwifery 
services began (in April 2009).

- Alberta Midwifery practices are looking to add three to five 
midwives per practice to meet consumer demand.

Demand is also growing across Canada. A 2008 study by the Society 
of Obstetricians and Gynaecologists of Canada has projected a 
shortfall of nearly 500 obstetricians over 12 years, and many practicing 
midwives are anticipating retirement within the next five years.
Before the launch of this new degree at Mount Royal, how were 
Alberta midwives educated?
Before the launch of this degree, midwives in Alberta either needed 
to travel to British Columbia, Ontario or Quebec to receive their 
midwifery education, or to travel internationally to study in countries 
such as the United Kingdom, Australia, New Zealand and the United 
States.
What courses can I expect as a first-year student in the Mount 
Royal B.Mid. program?
The Mount Royal Bachelor of Midwifery o!ers relevant content that 
reflects both current trends in the field and the future of midwifery 
practice in Canada. The four-year program combines general 
education courses along with midwifery, biological, social and health 
science courses. It is recommended that you take the following 
courses in the first year:

Fall 2011 semester: 
Biology 1220 — Anatomy and Physiology I 
General Education 1101 or 1102 — Cluster 1 Numeracy and Scientific 
Literacy 
General Education 1401, 1402 or 1403 — Cluster 4 Communication 
Midwifery 1001 — Survey of Midwifery Past and Present 
Midwifery 1003 — Lab Sciences for Midwifery
Winter 2012 semester: 
Biology 1221 — Anatomy and Physiology II 
Health 2250 — Research for Practice in Health and Community Studies 
General Education 1301 or 1304 — Cluster 3 Community and Society 
Women’s Studies 2221 — Women and Health 
Interdisciplinary Studies 1240 — Fundamentals of Interpersonal 
Communication
Are there any additional program requirements for the B.Mid?
Yes. You will be required to provide proof of up-to-date immunization 
status and current CPR Certification for Healthcare Providers. Also, a 
minimum of six months before your clinical placement as part of the 
program, you will need a criminal background check.
What if I already have completed some post-secondary 
coursework or a bachelor’s degree?
If you have completed post-secondary coursework, Mount Royal 
will automatically assess your transfer equivalencies once we have 
received your final/o"cial post-secondary transcripts. Once the 
transcripts have been assessed you will be able to view your transfer 
equivalencies online. You will also be able to see how these transfer 
equivalencies satisfy the requirements for your program.
Since this is a new degree program, Mount Royal will roll out new 

courses one year at a time, therefore students who have previous 
credit may not be able to escalate their progress through the program. 
We anticipate that once all four years have been implemented that 
students may be able to complete the program in less than four years 
if they bring in significant credit.
To apply to the Mount Royal University Bachelor of Midwifery 
program, please go to their website. You will find out info about 
the admission requirements, list of courses, money matters, and 
aboriginal applicants http://www.mtroyal.ca/ProgramsCourses/
FacultiesSchoolsCentres/HealthCommunityStudies/Programs/
BachelorofMidwifery/index.htm
If you have any questions, please contact one of the following 
persons. Remember that they may be very very busy, so don’t 
wait for their email or phone call to get your application 
package ready. Order your transcripts and write your letters 
now!
Debbie Duran-Snell, RM, CNM, 
MS 
Assistant Professor, Midwifery 
Program 
Phone: 403.440.5544 
Fax: 403.440.6555 
E-mail: dduransnell@mtroyal.ca

Fran McCurdy, BEd 
Instructional Assistant 
Phone: 403.440.6075 
Fax: 403.440.6555 
E-mail: fmccurdy@mtroyal.ca

Send your school transcripts to the Registrar: 
Registrar 
Mount Royal University 
4825 Mount Royal Gate SW 
Calgary, AB   T3E 6K6 
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book review        JUNO SHOULD HAVE HAD FERTILITY AWARENESS

ASAC Student  
Midwifery Grant Program
This grant is available to all Edmonton and area 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 has been extended to October 1. To 
apply, please email application to president@asac.ab.ca

book review        LIBRARIAN PICKS

LIBRARIAN PICKS
As the librarian for ASAC (Association for Safe Alternatives in 
Childbirth) I have the privilege of getting to read and recommend 
books on topics related to pregnancy, birth, breastfeeding, 
parenting, midwifery, etc. This is great because I love reading 
about these topics and I love sharing with other people. The ASAC 
library is a great resource for parents because it has books, DVDs, 
and CDs that are not readily available elsewhere. 

All the books listed are available at the ASAC library. It is open on 
Wednesdays and Fridays from 10am - 12:30pm every week as well 
as on the second Tuesday of every month from 6:30pm – 8:30pm. 
It is located at 7219 – 106 street, side door of a large house next to 
Whyte avenue. Parking available at the back.

As the birth of my third child approaches I find myself revisiting 
some of my favourite childbirth books. As a VBAC (Vaginal 
Birth After Cesarean) many fears and unknowns surface as the 
birth gets closer. Fears and unknowns are not limited to women 
planning VBACs. All pregnant women go through deep personal 
transformation as they approach the birth of their child. 

The book Birthing from Within by Pam England and Rob Horowitz 
is not your typical book of pregnancy and childbirth. This book 
does not cover the symptoms and complaints of pregnancy or the 
stages and physiology of labour. This book helps women confront 
their fears and the unknowns surrounding birth.

This book uses birth art, meditation and other techniques to help 
women confront and process their fears. The second section 
of the book includes a number of activities including drawing, 
painting, sculpture, and belly casting. They include visualizing the 
landscape of birth and drawing what comes to mind. Personal 
stories and vignettes are included. Perfection and polish are not 
needed, just a willingness to open up and explore.

The third section of the book is on preparing the birthing place, 
both the physical and emotional birth places. They cover how to 
choose a care provider that is compatible with you and what your 
wants and needs are. They discuss making the birth place your 
own, even if it is in the hospital. This section includes an activity 
around birth symbolism and imagery and birth customs. 

Section four is about being powerful in birth. The symbol of the 
Tiger is used to represent fears that can obstruct labour. This 
section talks about confronting those tigers and finding the 
power to be strong and safe. The rest of the section talks about 
labour, various interventions, and how to cope with them. The last 
chapter of this section is about giving birth by cesarean and how 
to make the cesarean a positive birth experience. 

Section five is for fathers and birth companions. There are special 
birth art activities for fathers to explore their own feeling and 

By Stephanie Nyhof-DeMoor

fears about birth. It covers the pitfalls of labour coaching and 
discusses what fathers and other companions can do to protect 
the birth space and the birthing woman’s energy. There are helpful 
reminder cards for birth etiquette and pain coping techniques.

Section six is about pain: one of the biggest fears of pregnant 
women. This section distinguishes between pain and su!ering and 
challenges women to explore their beliefs and attitudes about 
pain. The anatomy and ecology of pain is discussed as well as 
pain coping techniques. The judicious use of epidurals and other 
pharmacological forms of pain relief are discussed at the end of 
this section.

The final section of the book is on becoming parents. It looks at 
how to ease the transition into parenthood. There are activities 
to help new parents with the transition. There are suggestions 
for ‘baby-proofing’ your marriage and growing as a couple and 
family. There is a discussion on preserving birth memories such 
as photographs and video and birth stories, as well as when these 
birth memories may prove traumatic. 

The book ends with worksheets and reminders on pain coping 
techniques. This book can be used on its own or in conjunction 
with Birthing from Within classes led by a facilitator trained in the 
Birthing from Within program. 

I found this book very helpful during my second pregnancy. I was 
dealing with a lot of fear, worry, doubt and this book helped me 
actually delve into these concerns and deal with them before my 
son was born (a successful vaginal birth after a cesarean). I think 
this book can also be helpful for women who are coping with birth 
postpartum, especially if the birth was disappointing or traumatic. 
Exploring one’s birth through birth art can be tremendously 
therapeutic. This book is not for everyone but it is certainly a 
classic for a reason. 

Juno should have had fertility awareness:  
A multi-media multi-generational review
By Monica Eggink

1.  Teen pregnancy, told with laughs and with 
honesty:  a movie

Juno is a movie about a teenaged girl by the same name. She gets 
pregnant and we watch her journey, from the deed and the dip 
stick, to the trip to the abortion clinic, followed by a change of 
heart, and ending with her having the baby and handing it over for 
adoption. It’s not the most original story in the world, but there are 
a few surprising twists here. 

The story is told cleverly in this movie, with hilarious, whip-smart 
dialogue and quirky characters. The actor who plays the guy who 
knocks Juno up, Michael Cera, is a whiz at portraying the naive, 
awkward teenager. He’s adorable. Ellen Page as Juno is a strong 
young woman who marches to the beat of her own drum, wise 
beyond her years in some ways, an oblivious kid in others. Even the 
adoptive mother-to-be (Jennifer Garner) is endearingly ridiculous 
in her perfectionistic yuppy woman ways (e.g. trying to compare 
virtually identical paint colours of “custard” and “cheesecake”).

Some critics complain that Juno (the movie) is too superficial, that 
it does not explore in enough depth the reality of a teenager’s 
agonizing abortion vs. adoption decision, that it exploits the 
precarious situation of teen pregnancy for laughs. Maybe. But 
that’s not what I saw when I watched Juno the first time in 2007. 
Watching it again to prepare this review, I still just enjoyed this 
movie. I laughed often. I came to love Juno (the girl) and her 
‘boyfriend’ and her stepmom and dad and the new mom-and-
dad-to-be. I don’t know if there are any teenagers out there who 
talk like Juno and her friends, but there are a lot of great lines 
in this movie. Here’s one, spoken by Juno’s friend Leah, reading 
adoption want-ads in the local free newspaper: “Wholesome, 
spiritually wealthy couple have found true love of each other. 
All that’s missing is your bastard.”  (This is not the couple Juno 
chooses, by the way.)

In terms of perpetuating birth myths, a fair criticism can be made 
regarding the portrayal of the baby’s birth. It’s the old “her-water-
broke-so-let’s-make-a-mad-dash-for-the-hospital” trick of 
Hollywood movies. In reality, most first-time moms’ labour can last 
for quite a while and it’s not because your water breaks that labour 
will start. Contractions may start hours after your water breaks! 
So there is no need to rush anywhere just because Juno’s water 
broke. Then there’s the perhaps realistic but unfortunate demand 
for a “spinal tap” after one mild holler from Juno. Soon after we 
have Juno, lying on her back (not an optimum birthing position), 
with her step-mom and friend yelling “Push!  Push!”  (This is called 
“coached pushing” and research has indicated that it has negative 
e!ects on a woman’s pelvic floor after the birth. It is better to let a 
woman follow her own instincts on when to push). Ugh. 

Despite the annoying stereotypical birth scene, Juno is a cute 
movie with a touching story, recommended by me.

2.  What every woman should know about her 
fertility: a book

A few years back, I had a married but as-yet childless friend whose 
mother wanted grandchildren. My friend was pushing 30. Her 
mother would call on the phone, and say “tick tock tick tock” as 
her greeting.

When my husband and I were ready to have children, I was 33. Sex 
and the City was a mere TV show then, and one of the characters, 
Charlotte, struggled to get pregnant. I worried I would be like 
Charlotte. I knew that it can get more and more di"cult to get 
pregnant as a woman gets older. Somehow I stumbled upon 
Taking Charge of your Fertility, a brick of a book at a bookstore. I 
bought it and took it home. I did not regret it. 

In this book, author Toni Weschler teaches the Fertility Awareness 
Method, (or FAM) to be used as either a means of birth control 
or a means of getting pregnant, whichever you’re on the market 
for! The first few chapters are a warm-up, convincing the reader 
that learning this method is important. Weschler uses a lot of 
personal scenarios to illustrate her points, either the stories of 
couples she’s worked with, or her own experiences. For example, 
she describes women who underwent unnecessary medical tests 
and plenty of worry as a result of not understanding that their 
vaginal “discharges” were actually normal and healthy!  As well, 
along her journey as an educator of FAM, she discovers that the 
term “cervical mucous” is a turn-o!; “cervical fluid” is far more 
acceptable to people.

She spends some time explaining human reproduction and 
hormones, including female and male anatomy and function. 
Then finally, the stu! we really need to know:  an overview of the 
three signs a woman can watch for to monitor her fertility. Those 
are waking (basal body) temperature, cervical fluid, and cervical 
position. We learn tips on how to monitor these, and how to 
chart them. Blank charts are located at the back of the book to 
photocopy but there are other charts that can be found on the 
internet too.

Before my first pregnancy, I paid careful attention to the tips on 
taking and charting basal body temperature. For example, you’re 
supposed to take your temperature first thing upon awakening, 
before any other activity like brushing your teeth or getting up 
to use the bathroom. Weschler includes lots of sample charts to 
illustrate the types of thermal shift patterns you should see in your 
chart that indicates ovulation has just happened. She talks about 
di!erent special circumstances, like if you travel to another time 
zone or you do night-shift work. 

I was able to chart my temperatures fairly easily before getting 
pregnant the first time. But then I had Rebecca, and she was 
three years old and sleeping in my bed when I was wanting to get 
pregnant the second time. I found it di"cult to manage the 

Book Review
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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

November 3   
Making the Most of Your Hospital Birth

November 10  
Cesarean Prevention

November 17   
Art of Breastfeeding

November 24  
Baby Wearing, Cloth Diapering, Diaper Free

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)

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

               
                    
          

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

Cathy Harness 
Joy Spring Midwifery Care 
birthatjoyspring@gmail.com

Kerstin Gafvels 
Joanna Greenhalgh 
Marie Tutt 
Maureen Fath 
Westside Midwives 
780-571-1101 
Fax: 780-571-1104 
#203, 93 McLeod Avenue 
Spruce Grove, AB T7X 2Z9 
Westside-Midwives@shaw.ca

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

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

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

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

Midwives are primary caregivers who o#er 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

DIRECTORY OF REGISTERED MIDWIVES

thermometer and paper and pen in the dark, and so charting 
temperature was more cumbersome under these circumstances. 
(Unfortunately this was one special circumstance Weschler did 
not cover in that chapter!)

Monitoring the second fertility sign, cervical fluid, is much more 
straightforward. Weschler goes over various descriptors for its 
qualities at di!erent times in your cycle; how those qualities both 
reflect on where you’re at with ovulation; and how these qualities 
help or hinder the travel of sperm. She includes diagrams and 
photos of how stretchy (highly fertile!) mucous or fluid looks 
compared to how sticky (less fertile) fluid looks.

A third fertility sign is also discussed, namely knowing your cervical 
position, but it is presented as an optional or extra piece of 
information.

There is a section on how to apply the charted information 
specifically toward birth control. And then a section on how to 
apply the information toward “maximizing your chances of getting 
pregnant.” She points out that many women do not have 28-day 
menstrual cycles with ovulation on day 14; a woman who knows 
her cycles and knows when she really got pregnant, will be better 
equipped to withstand pressure to be induced to give birth.

Weschler discusses information on commercial lubricants and 
other factors that can have an impact on fertility. She talks about 
medical tests and treatments that would likely be o!ered to a 
couple struggling with infertility. There’s even a chapter on how 
to time intercourse to increase your chances of having a boy or 
girl baby. Really, I can’t imagine one woman needing all of this 
information in the same period of time in her life. It’s more like an 
encyclopedia of a woman’s reproductive health (even a chapter 
on menopause!) that one would consult at di!erent periods of 
time.

Nevertheless, I assume that most readers of Birth Issues would 
be most interested in this book for the information it o!ers in 
the direction of increasing one’s chances of becoming pregnant. 
That’s why I donated my copy to the ASAC library after I became 
pregnant with Rebecca after only half a charted basal temperature 
cycle. There are two copies of this book in the ASAC library. The 
tone of the book, set by the title, is rather zealous but definitely 
forgivable. I agree with Weschler -- knowledge is power, and ASAC 
is all about women and families educating themselves about their 
bodies and their options in various facets of their lives, especially 
reproduction. 

As a side note, there is a group of women that meets regularly to 
share information about fertility awareness in Edmonton. They 
are the Fertility Awareness Charting Circle, and you can get more 
information at www.fertilityawarenesschartingcircle.org.

3.  Juno soundtrack musician makes other great art: 
an album

Kimya Dawon wrote and performed many of the songs featured in 
the Juno movie soundtrack. Thus, even though it has nothing to do 
with fertility or older moms or younger moms, I wanted to throw 
in a little mention for Dawson’s album of kids’ music, Alphabutt. 

I actually am not convinced that it is music for kids. My daughter 
is four years old, and she’s still not really into it. My husband and 
I, however, get o! on it. Take the title song, “Alphabutt”. You 
have A is for apple, B is for butt, C is for cat butt...F is for fart, G is 
for gorilla fart, H is for huge gorilla fart, etc. My daughter listens 
to that song respectfully, and all she really says is “O is for Oh?” 
because, yeah, O is for oh. The song “Little Monster Babies” is cute. 
“Little monster babies destroying my town, I built it out of blocks 
and they knocked it down. I build it back up, they knock it back 
down, little monster babies destroying my town. La la la la...” This 
music is silly, in a way that sleep-deprived parents of very young 
children can really appreciate, making fun of ourselves and our 
pathetic poo and pee-obsessed lives. 

It’s also attachment parenting music. There’s the song, “Pee pee 
in the potty.”  This is the only elimination communication (EC) 
or prolonged breastfeeding music I have ever been exposed to; 
I mean, with the words, “Pee pee in the potty, starts as milk from 
mommy, then that goes through your body, and then you make 
a pee pee, pee pee in the potty,” what else can this be? Only 
EC babies or three year olds who are still nursing will be both 
breastfeeding and using the potty at the same time. Then there 
is a co-sleeping song “I love you sweet baby” that opens with the 
words “The first thing in our list of things to do is to wake up right 
next to you...” That song makes me tear up, actually, so the songs 
are not just silly. Another song, “We’re all animals” talks about how 
all animals grow hair on their bodies and how it’s not necessary to 
shave it o! just to be “fashionable”. 

Dawson uses children as her back-up singers, and she uses 
children’s instruments for her instrumentation -- one of those little 
xylophonic pianos and kazoo, along with simple guitar chords. It 
all works, melding together easily and breezily. She makes it sound 
easy, like anyone could make music that sounds like this. But I don’t 
think most of us could. Apparently, there are children out there 
who enjoy this music. But at our house, it’s for the grown-ups.

Monica Eggink is a mom, blah blah blah. Her favourite Buddhist 
aphorism is “Abandon all hope of fruition.” She has not had an 
orgasm during birth, though it sounds like a great idea. 

book review        JUNO SHOULD HAVE HAD FERTILITY AWARENESS
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ASAC provides information on options in childbirth and 
postnatal care:

 questions to ask potential care givers (midwives, doctors, doulas)

 natural childbirth

 pain management

 interventions

 yoga, massage, herbs, wholistic care

 safety and outcomes in childbirth

 vaginal birth after Caesarean (VBAC)

 parenting

Association for Safe Alternatives in Childbirth (ASAC)

ASAC CONTACTS
President
Monica Eggink 
president@asac.ab.ca

Vice-president external
Renée Walker 
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
Niko Palmer 
secretary@asac.ab.ca

Casino
Victoria Twanow 
v_powell@shaw.ca

Int’l Day of the Midwife
VACANT

Display
Niko Palmer 
display@asac.ab.ca

Film & info session
Donna Ritter 
Donna_kempster@hotmail.com

Membership, Home, and Email 
Address Updates
Joey Kuzminski 
info@asac.ab.ca

General Info
Heather Beaudoin 
info@asac.ab.ca

Lecture Series
Joey Kuzminski 
presentations@asac.ab.ca

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

O"ce manager
Stephanie Nyhof-DeMoor 
o"ce@asac.ab.ca

Phone
Lana Gilday 
phone@asac.ab.ca

Political action
VACANT

Playgroup
Jackie Michaels  
playgroup@asac.ab.ca

Volunteer Coordinator
Niko Palmer 
display@asac.ab.ca

ASAC is a nonprofit volunteer organization active since 1979. We are a resource for parents and parents-to-
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; 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 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 also o#ers:

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

 Birth Issues magazine

 information about midwives and doulas

 a monthly film and information session for the public, 
featuring a guest speaker and a video

 fact sheets on options in childbirth

 a free Planning for Birth booklet

 monthly meetings

 Free weekly playgroups

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

Braemar School – Teens Only
(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 O"ce 
9359 – 67 A St. 
Fiona A 780-464-1864 
Kristine 780-472-2506

Edmonton North/
Castledowns
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
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 780-756-9416

Vermilion
Please call for meeting information 
Kathleen 780-853-6711

Edmonton West
3rd Thursday – 10:00 a.m. 
(except July 14th –  2nd Thursday ) 
Laurier Heights Community League 
14405 – 85 Ave. 
(enter o! of 80 Ave. at 144 St.) 
Nancy 780-489-9704 
Mary-Beth 780-481-8426

Sherwood Park – a.m.
3rd Monday – 11:15 a.m. 
Toadstool Music Studio 
485 Sioux Road, Sherwood Park 
Cheryl 780-464-2662 
Leah 780-922-0881 
Colleen 780-922-7070 
Erie 780-406-5552 
Taryn 

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 
Ti!any 780-922-7705

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

LA LECHE LEAGUE CANADA  

~ 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.

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: 
friendso!reebirth@yahoo.ca 

Edmonton VBAC Support 
Association/ICAN of Edmonton 
Cesarean and VBAC parent meetings. 
Cesarean prevention class. RSVP to 
Ruth Wadley 780-432-3908 or email 
edmontonVBAC@gmail.com. Visit 
www.edmontonvbac.com and join our 
free online email group. 

Postpartum Depression Awareness 
Resources for families and women who 
su!er 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 Education Services: Alberta 
Health
Location: Alberta Hospitals and Community Health 
Centers 
Phone: 1-866-408-5465 
Description: Hospital class series o!ered 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 o!ered in di!erent 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 
Description: Classes are o!ered 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 o!ers 
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 
Description: 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 
Description: 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.

PRENATAL EDUCATION CLASS OPTIONS in Edmonton area

Better Beginnings: Alberta Health
Location: Alberta South West | Phone: 403-388-6661 
Description: 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 
Description: Calgary and area education for prenatal 
and parenting classes. It o!ers over 30 di!erent courses 
for expectant and new families as well as an interactive 
website for the family as well as their support team, 
including grand-parents. 

Blooming Bellies: Trish Walker and 
Skyla Bradley Birthing From Within 
certified mentor
Location: Edmonton | Phone: 780-907-0228 
Email: talker1@telusplanet.net 
Description: Birthing from Within classes o!er 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 780-
413-7658 or 1-866-408-5465 
Description: A multi-disciplinary team o!ers prenatal, 
labour, delivery and postpartum care to pregnant 
women with risks due to lack of medical access, socio-
economic di"culties, 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 
Description: 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 
Description: O!ers 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. O!er in-class and home study courses.

Energy of Birthing: Ava Curtola R.N., 
Hypnotherapist, Reiki Master
Location: Spruce Grove and Edmonton  
Phone: 780-963-3111 
Website: www.theEnergyofBirthing.com 
Description: 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.

Friends of Freebirth Foundation of 
Alberta 
Location: Edmonton  
Email: friendso!reebirth@yahoo.ca 
Description: Classes o!er 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 
Description: 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  
Description: Health for Two o!ers 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 
Description: 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 
Description: Three consecutive evening classes at the 
midwifery o"ce 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 
Description: These classes focus on accessing ones 
coping skills and celebrating becoming parents.

Natural Connections: Krystal Hoople 
RN, BScN, IBCLC
Location: Stony Plain/Spruce Grove  
Phone: 780-907-3481 
Email: naturalconnections@shaw.ca 
Website: www.naturalconnections.vpweb.ca 
Description: 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 o! to a good start and 
learn the behaviour of a newborn from a Lactation 
Consultant.

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

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

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)

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

Name

Address

City/Town     Province

Postal code

Home phone     Work phone

Fax     E-mail

 Visa / Mastercard number

Expiry date     Signature
 
 
Return this form to: ASAC 
P.O. Box 1197 Main Post O"ce 
Edmonton, Alberta Fax 888-237-6457 
Canada T5J 2M4 E-mail membership@asac.ab.ca 

Send your birth announcement or classified ad to bi_editor@asac.ab.ca

ASAC Membership Form 
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CALENDAR OF EVENTS    
June – August 

780 893 3333
ask@babybirthpools.com

www.babybirthpools.com

Birth pool 

rentals

Helping you 

welcome your 

baby gently.

Young Living Essential Oils Now Available

If you have an event relating to pregnancy, childbirth or parenting 
please email it (45 words or less) to our calendar volunteer at 
bi_events@asac.ab.ca by the submission deadline (April 1, May 15, 
Oct 1, Jan 5)

JUNE 2011
5 ASAC Annual General Meeting, 2 – 4 p.m. @ 
Riverdale Community Hall, 9231 100 avenue.  Everyone 
Welcome! No business meeting on Tuesday, June 14th.

11 ASAC’s Info Sessions, ASAC O"ce, 7219 106 
Street (side door) 11:00 AM.  Come for information 
about midwives, doulas, prenatal class options, home 
birth, hospital birth, and upcoming ASAC-sponsored 
lectures. Enjoy a relaxed, kid-friendly environment 
with an opportunity to ask questions, find local 
resources, and browse ASAC’s extensive lending library.  
Confirmation of attendance is appreciated, but not 
mandatory! Please call the ASAC O"ce at 780 425 7993 
(and leave a message) or email donna_kempster@
hotmail.com if you would like to attend.

11 Mommy Connections Prenatal. Understand 
labour, the comfort cycle, natural comfort measures, 
conscious parenting, carseats, newborn behaviours 
and breastfeeding. Gain the confidence to allow your 
body to accomplish what it naturally knows…birthing! A 
great class for both mom and dad! Presented by Krystal 
Hoople RN, BScN, IBCLC. www.mommyconnections.ca

20 The Natural Connection. Spend some time before 
your baby is born with a Certified Lactation Consultant 
to get breastfeeding o! to a good start! Get all your 
questions answered...become informed, empowered, 
and confident in your choice to breastfeed! For more 
info, contact Krystal Hoople R.N, BScN, IBCLC at 
780.907.3481 or www.naturalconnections.vpweb.ca. 
From 6:30-9:00pm

21 Meet a Doula Night! Meet local birth and 
postpartum doulas without making any commitments 
towards hiring. Included is an overview of what doulas 
do and do not do, the benefits of doula services, and 
how to find the right doula for you. Location: Birth 
Source, 5024-106 Ave. Time: 7 – 9 p.m. Free!

23 ICAN Birth: Cesarean prevention and VBAC class. 
Le Soleil Clinic #15, 9353-50 Street Edmonton, near 
Capilano Mall. Cost $25 for mom and birth team, 6-7:30 
pm. RSVP Ruth 780-432-3908 or edmontonVBAC@
gmail.com. Parent meeting follows class.

23 Cesarean and VBAC parent meeting. Le Soleil 
Clinic (address above). No cost, 7:30-9:30 pm. RSVP Ruth 
780-432-3908 or edmontonVBAC@gmail.com. www.
edmontonVBAC.com

26, 27   ASAC is having a casino and we need 
volunteers! Our casino dates this year are on a Sunday 
and a Monday, June 26th and 27th, 2011.  Please contact 
Victoria at casino@asac.ab.ca if you can help out! 

25, 26   Prenatal Class weekend series at Wellness 
Within in West Edmonton, taught by Suzanne 
Moquin BA, B Ed, CD, BDT, CBE. Excellent feedback 
received! Focus is on empowerment and positive birth 
experiences. Call Suzanne at 780-440-6105 for more 
info, or email gentletouchdoula@shaw.ca 

JULY 2011
No ASAC Business Meeting in July
9 ASAC’s Info Sessions, ASAC O"ce, 7219 106 
Street (side door) 11:00 AM.  Come for information 
about midwives, doulas, prenatal class options, home 
birth, hospital birth, and upcoming ASAC-sponsored 
lectures. Enjoy a relaxed, kid-friendly environment 
with an opportunity to ask questions, find local 
resources, and browse ASAC’s extensive lending library.  
Confirmation of attendance is appreciated, but not 
mandatory! Please call the ASAC O"ce at 780 425 7993 
(and leave a message) or email donna_kempster@
hotmail.com if you would like to attend.

28 ICAN Birth: Cesarean prevention and VBAC class. 
Le Soleil Clinic #15, 9353-50 Street Edmonton, near 
Capilano Mall. Cost $25 for mom and birth team, 6-7:30 
pm. RSVP Ruth 780-432-3908 or edmontonVBAC@
gmail.com. Parent meeting follows class.

28 Cesarean and VBAC parent meeting. Le Soleil Clinic 
(address above). No cost, 7:30-9:30 pm. RSVP Ruth 780-
432-3908 or edmontonVBAC@gmail.com. Visit www.
edmontonVBAC.com

AUGUST 2011
No ASAC Business Meeting in August
No ASAC Info Session in August or September 2011
25 ICAN Birth: Cesarean prevention and VBAC class. 
Le Soleil Clinic #15, 9353-50 Street Edmonton, near 
Capilano Mall. Cost $25 for mom and birth team, 6-7:30 
pm. RSVP Ruth 780-432-3908 or edmontonVBAC@
gmail.com. Parent meeting follows class.

25 Cesarean and VBAC parent meeting. Le Soleil 
Clinic (address above). No cost, 7:30-9:30 pm. RSVP Ruth 
780-432-3908 or edmontonVBAC@gmail.com. www.
edmontonVBAC.com

27 Birth Issues Mail-out, 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 stu"ng 
envelops and packing boxes. Children and babies 
welcome. Rewards include a sneak peek at the new 
issue, timbits and good karma.




