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editorial    CLAIRE MACDONALD

Breech. This issue of Birth Issues feels like it was 
bum down. Its publication kept me in a state of 
anxiety: At times I was full of excitement and hope, but 
then something would happen which prevented it from being published. 
Stop and go, stop and go. I thought it would never be born! Finally I let go 
of an interview and Birth Issues came together. In my own way I birthed this 
Breech issue. I did. I cried. I hoped. I failed, or so I thought. I asked for help. 
I soldiered on. I just stubbornly did not stop and kept at it. I figured that at 
some point something would give, and indeed it did. 

It is the same, in my experience, with babies who present breech. It’s not so 
much that they cannot be born but they require a little more patience and 
skill… although sometimes magic seems to be the number one ingredient!

This issue is very dear to me because it is also very timely. We are in a state 
of crisis for vaginal breech births. Most women who have babies presenting 
bum down are told they can only have a cesarean. Most women will accept 
it and schedule the cesarean. However, the caregiver who tells them this is 
uninformed. Women who have babies who present breech have the option 
to give birth vaginally. The research is out there to prove its safety and the 
Society of Obstetricians and Gynecologists of Canada (SOGC) supports it. 
So ladies, don’t believe you cannot give birth to your breech baby vaginally.

Now the real issue is that there are some major obstacles to making I 
happen. 

First if you want to give birth at home, it will take a huge amount of 
advocacy to be able to convince midwives to stick their necks out for 
you. Most midwives who diagnose a breech are strongly encouraged by 
their professional association to transfer care to an obstetrician. And many 
midwives don’t feel they have the chops to safely attend a planned home 
breech birth. Although some midwives have in Ontario!

Second, you may find it difficult to choose your caregiver. As mentioned 
above, if you want a midwife for your birth, most won’t do it, even in 
a hospital setting. You may have them present at your birth but in a 
supportive capacity rather than as your primary caregiver. You will be told 
that only an obstetrician can support you. 

If you choose to accept to give birth with an obstetrician, the issue is that 
you may have a hard time finding an obstetrician who has the skills to 
attend breech births. Most of them never learned breech skills and have 
been taught to fear breech presentation. So you will need to find an “old-
school” obstetrician who has not stopped attending breech births and has 
maintained his or her skills. If you are lucky to have such an obstetrician, 
then the hope is he or she will be on call when you go into labour because 
the obstetrician on-call may not have the experience to support you and 
then you will be faced with the choice of having a vaginal birth with a 
scared obstetrician or having a cesarean.

And finally, to make matters worse, most obstetricians will find it safer for 
breech births to happen with an epidural, with you on your back and in an 
operating room. If you want a different experience, you will need to have a 
lot of resilience to advocate for your right to choose how to birth. 

For many women, choosing where, with whom, and how to give birth is 
a Human Rights issue. This is increased in the case of babies presenting 
breech. It is my hope that this issue will continue the tradition of Birth 
issues, and the Association for Safe Alternatives in Childbirth (ASAC) who 
publishes our magazine, to challenge the status quo in childbirth and to 
encourage medical schools to include breech skills in their curriculum, 
doctors to acquire the skills to do breech births, and consumers to demand 
to birth breech babies vaginally.

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

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

Email me at bi_editor@asac.ab.ca

Alberta is no longer losing the race, albeit we are still lagging behind most 
Canadian provinces: Alberta now places 7 out of 9 provinces / territories 
in the number of Registered Midwives available per person in its province 
or territory. However, we are 5th in the number of midwives per province 
/ territory. When we consider that Alberta is the economic engine of 
Canada, this number is still too low.

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

Rank Provinces Midwives 
(RM)

Population Ratio of Midwives 
to prov/terr 
population

7 Alberta 95 3,645,250 1 RM per 40,502  

2 British Columbia 234 4,400,057 1 RM per 18,803  

5 Manitoba 54 1,208,268 1 RM per 22,375  

9 New Brunswick 4 751,171 1 RM per 187,792  

8 Nova Scotia 9 921,727 1 RM per 102,414  

3 Ontario 680 12,851,821 1 RM per 18,899  

6 Quebec 146 7,903,001 1 RM per 54,130  

1 Saskatchewan 14 1,033,381 1 RM per 7,381  

4 NW Territories 2 41,462 1 RM per 20,731  

1 Yukon 3 33,897 1 RM per 11,299

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

BIRTH ISSUES is published by ASAC
The Association for Safe Alternatives in Childbirth (ASAC) is a 
unique Canadian organization. ASAC is the longest surviving 
consumer advocacy group dedicated to childbirth options in 
Canada! ASAC was created in 1979 in Edmonton, Alberta, and benefits from 
more than 30 years of experience and consumer advocacy. 

Be part of a unique organization!

ASAC educates women about pregnancy, 
birth and parenting.

 ❉ Publishes Birth Issues magazine 
(Current options in pregnancy, birth and 
parenting)

 ❉ Makes available its extensive library of 
books, periodicals and DVDs

 ❉ Is a wealth of information on midwifery 
care, doulas, VBAC, and natural childbirth 
options

 ❉ Presents free lecture series on natural 
childbirth and parenting

 ❉ Organizes guest speaker special events
 ❉ Distributes fact sheets and pamphlets 

from the natural childbirth community

 ❉ Does outreach to general public at Mom 
Pop & Tot Fair, Women’s Shows, and baby 
fairs

ASAC creates community and support for 
new families

 ❉ Weekly playgroup
 ❉ Monthly meetings
 ❉ Birth movie screenings
 ❉ Support other local groups such as doula 

associations, VBAC associations, Alberta 
Association of Midwives, and a large 
network of Alberta and Canadian natural 
childbirth consumers

ASAC is working to increase the number 
of midwives in Northern Alberta

 ❉ Lobby for midwifery education

ASAC was created to encourage alternatives to the 
technological approach of medicine. ASAC believes parents 
have the right and the responsibility to make informed 
choices about childbirth and that a full range of options 
should be available to them—in the hospital, at home, in 
a birthing centre and with professional care givers of their 
choice.  We are particularly oriented toward midwifery.

ASAC’s mission is to help women to have better births. 
ASAC envisions a world in which every woman gives birth 

with dignity, and experiences an empowered transition into 
motherhood, allowing her children to have the best start 
possible to their lives. 

The Association for Safe Alternatives in Childbirth (ASAC) is part 
of a growing network of natural childbirth consumer advocacy 
groups which inspires parents and professionals that childbirth 
is a normal and healthy part of life—and of special significance 
to the pregnant woman and her family. 

 ❉ Political action through rallies and letter 
writing campaigns

 ❉ Social networking
 ❉ Membership to boards
 ❉ Policy work

ASAC improves birthing conditions for 
local women

 ❉ Donating birth stools to Lois Hole Hospital
 ❉ Campaigning to change water birth bans 

at hospitals
 ❉ Encouraging cooperation between 

doctors, midwives and nurses

For more information | ASAC 
meetings 7219 – 106 Street, side door 
ASAC mailing address Box 1197, Main P.O. 
Edmonton, Alberta T5J 2M4 | Website  
www.asac.ab.ca | E-mail info@asac.ab.ca

Become a Member of ASAC 
for just $25 a year (or $100 for a 5-year membership), you can support the organization that 
supports safe childbirth and parenting alternatives! Become a member @ www.asac.ab.ca

ASAC
Association for Safe Alternatives in Childbirth
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It is with a bit of sadness that I’m sitting down to 
write this president’s message, as it will be my last 
one. I’ve been wearing the president hat for the last three years and 
will be passing it on to someone else. It’s been an absolute privilege to 
be working amongst so many wonderful women towards goals that 
are so dear to us all. Thank you to all you volunteers who have worked 
alongside me over the years. I can’t say it often enough that ASAC lives 
because of you. Every contribution, however big or small, counts. 

We are looking forward to many exciting things this year:

 ❉ On April 18, the Tiaras and Bowties Children’s Gala will unfold. For 
the third time in a row, it has been organized by a dedicated and 
hardworking group of volunteers - thank you!  
Proceeds will go to ASAC. Please refer to the ad in this issue for 
more details.

ASAC president’s message    NIKO PALMER

Email me at president@asac.ab.ca

 ❉ May and International Day of the Midwife 
are just around the corner. You can look 
forward to the movie screening of “Why 
not home?” a documentary that tells the 
stories of doctors, nurses, and midwives 
who have attended hundreds of hospital 
births, yet chose to have their children 
at home. For more info, follow the ASAC 
facebook page or join our newsletter by 
sending an email to membership@asac.
ab.ca

 ❉ In the fall, ASAC will be attending a 
couple of trade shows. Volunteers are 
always needed for this, so please contact 
us at info@asac.ab.ca if you want to help.

Many of you know, some of you from 
first-hand experience, that Alberta women 
are still struggling to find midwifery care. 
The demand is high and the province is not 
keeping up with funding to maintain an 
adequate supply of midwives. As things stand 
now, there will be no additional funding in 
2015. But babies won’t wait to be born and 
women will continue to be left without 
choice of caregiver or place of birth. It is time 
that this changes. 

Please consider signing ASAC’s petition here: 
www.change.org/p/alberta-health-services-
increase-funding-for-midwifery-care

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

Kai Dorward
Elisa Chee is proud to announce the birth of her 
son Kai Dorward on December 28th, 2014!

Hudson Douglas Nielsen
Peter, Deanna, Madalynn and Carter are excited 
to announce the arrival of Hudson Douglas 
Nielsen. He was born at home, in front of 
the Christmas tree, on December 19th, 2014, 
weighing 9lb 14oz and 20 inches long. We would 
like to thank our amazing Edmonton Lucina 
midwives Leesha M. & Sabrina R. for all their 
support during our pregnancy and birth.

Alexander Czobot 
Alexander Czobot was born at the Lucina Birth 
Centre in Edmonton on January 27th  2015 at 3:01 
weighing 8lb 1oz to parents Agnieszka and Piotr 
Czobot and big brother Anthony czobot!

Evelyn Saskiw 
Marie Majeau and Gary Saskiw are thrilled 
to introduce Evelyn Saskiw, born September 
16th, 2014 at 00:42 at the Lucina Birth Centre 
in Edmonton guided by the expert hands of 
midwives Jenni Cruse and Noreen Walker. Doula 
Nancy Johnson provided amazing support. A truly 
outstanding experience!

Stone Wayne Bouchard
We happily announce the birth of our son, Stone 
Wayne Bouchard, on July 7th, 2014 to proud 
parents, Sara and Christian Bouchard, and big 
brother Nashville. Stone was born at 8:59pm 
and weighed in at 8lb 7oz. We eagerly awaited 
your arrival, patiently encouraged you to come 
when you were ready. Now we watch you grow 
and thrive in awe. We are deeply grateful for the 
gracious care and support of our midwife, Cathy 
Harness. Thank you to the nursing staff at the Lois 
Hole Hospital and Dr. Erin Bader for your care.

Lucia Linnea Pearl
Derek, Angela and big brother Truman Nordstrom 
are overjoyed to announce the birth of Lucia 
Linnea Pearl. Born in water at 5:34 am with the 
assistance of doula extraordinaire Corinne 
McNally and daddy. Many thanks to our birth 
photographer Helga and our amazing midwife 
Barbara Scriver who just didn’t quite make it in 
time! We are in love.

Grayson Alexander Ward
Brianne and Michael Ward are proud to 
announce the birth of the first son, Grayson 
Alexander Ward, born at home at 6:27 am on 
January 29th 2015 in a super fast planned home 
birth with our midwife Teilya Keily of Beginnings 
Midwifery (6lb 6oz and 29.75” long). His older 
sisters Victoria (3 years old) and Sydney (21 
months old) absolutely adore him. 

Margaret Rain Atsin 
Rimmer  
Our families in Edmonton and the Yukon are 
happy to announce the birth of Margaret Rain 
Atsin Rimmer! She was born on a beautiful day, at 
her grandparents home in the water at 18:18 on 
Sept 16th, 2014, surrounded by family and friends. 
We were supported by midwife Jenni Cruse and 
doula Sonya Duffee. The birth was more magical 
than we ever could have envisioned.

ASAC is OPEN
Public Hours Every:  
Friday from 10am to noon 
2nd Tuesday of the month  
from 7:00pm to 8:30pm

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

Address: 7212 – 106 Street, Edmonton

(next to Whyte ave and Gateway Boulevard)

Photo by Helga Himer Photography

Photo by DeLane Jeffery Photography

Photo by Hobbs Photography
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  HEATHER FISHER RM        COMMUNICATIONS@ALBERTA-MIDWIVES.COMMidwifery News

Alberta Midwifery at a glance 
 ❉ Midwifery care has been funded by Alberta Health Services since 

April of 2009. Midwifery services are covered for all residents of 
Alberta and no referral is required.

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

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

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

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

 ❉ There are currently 16 midwifery practices in Alberta; with 92 
registered, working midwives, and 28 midwifery students. 

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

Alberta Health Services and the Alberta Association of Midwives 
continue to work together on the midwifery contract and numerous 
committees to further integrate midwifery into Alberta healthcare. 
Alberta Health Services has showed continued support for midwifery 
care and that midwives are an essential part of our health care. The 
position of Director of Midwifery Services, within Alberta Health 
Services is held by Gisela Becker, RM, MA. We are so fortunate to 
have her in this role, integrating and advancing maternity services 
and working towards improving access to maternity services for all 
Albertans. 

 Mount Royal University Midwifery Program
The first midwifery class from Mount Royal University will be 
graduating this Spring, 2015!Mount Royal University in Calgary has a 
four-year direct entry Bachelor of Midwifery degree program, which 
is the only Midwifery program in Alberta.T he program combines 
theoretical knowledge and extensive practical experience. Every year 
students are placed with midwives around the province in clinical 
placements.  

Midwifery Practice in Edmonton
We have seen substantial growth in our numbers of midwives, as 
students have finished their programs and registered, and new 

midwives have been recruited from out of province, and out of 
country. There are currently 7 practices in Edmonton and 25 registered 
midwives! We have a strong commitment to supporting women in 
their choice of birth place; clients choose to birth at home, at the 
Lucina birth centre, or in hospital. Midwives have privileges at the new 
Lois Hole Hospital and/or the Sturgeon Hospital in St. Albert. 

The Lucina Birth Centre opened December 2011 and they recently 
celebrated their 500th wonderful birth there since the opening of its 
doors. All midwives in Edmonton can obtain privileges and offer clients 
the choice of birthing at the birth centre. It is a beautiful facility and 
we are fortunate to have this birth centre here in Edmonton. 

Midwifery babies
We would like to welcome a new member of the Edmonton midwifery 
family; little Sol was born to Jenni from Passages Midwifery in February. 
Stay tuned for more baby announcements this year! 

Rural Midwifery
Most of the midwives in Alberta are based in the two major centres 
of Calgary and Edmonton. There are also practices in Red Deer and 
Rocky Mountain House serving central Alberta. Tamar Quist, RM 
has been offering midwifery services in High Level for almost a year 
now and she has been very busy! Practices in Edmonton serve the 
greater-Edmonton area including Spruce Grove, Stony Plain, St. 
Albert, Sherwood Park, Fort Saskatchewan, Beaumont and Leduc. 
Some practices also travel up to 30 minutes outside of the city to rural 
clients. Practices also may take some women from outside of the 
Edmonton area. Clients commit to travelling to Edmonton for all care; 
staying in Edmonton for their birth and the first week postpartum. 

One of the priorities of the AAM and Alberta Health Services is the 
growth and development of midwifery throughout the province. To 
establish midwifery practices in rural areas and to improve access for 
all Albertans.

For more information about Midwifery in Alberta, contact 

Alberta Association of Midwives: (403) 532-1207  
info@alberta-midwives.com  |  www.alberta-midwives.com

College of Midwives of Alberta: (403) 474-3999  
info@college-midwives-ab.ca  |  www.college-midwives-ab.ca  

Edmonton, Sherwood Park, and Stony Plain areas

Beginnings Midwifery Care
Gaelyn Anderson, Megan Dusterhoft, Mia 
Fothergill, Teilya Kiely, Heather King 
beginningsmidwiferycare@gmail.com 
780.490.0906

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

Joy Spring Midwifery
Cathy Harness, Heather Fisher, Bolanle 
Oyewole  
birthatjoyspring@gmail.com

Lucina Midwives
Maureen Fath, Joanna Greenhalgh, 
Jennifer Thomson, Leesha Mafuru, Sabrina 
Roy, Carly Beaulieu, Melanie Chevarie, 
Anna Gimpel, Marianne King 

www.lucinacentre.ca 
midwives@lucinacentre.ca 
780.756.7226

Midwifery Care Partners
Barbara Scriver 
www.midwiferycp.ca 
info@midwiferycp.ca 
780.490.5383

Meadowlark Midwifery
Marie Tutt, Jenna Craig 
www.meadowlarkmidwifery.com 
meadowlark.midwives@gmail.com 
587.523.0099

Passages Midwifery
Noreen Walker, Jenni Cruse 
www.passagesmidwifery.com 
info@passagesmidwifery.com 
780.968.2784 

Serving Red Deer and Rocky Mountain House areas

Prairie Midwives
Jenn Bindon, Winifred Angus, Kimberly-Anne Brown 
www.prairiemidwives.ca 
midwives@prairiemidwives.ca

Blessingway Midwifery
Barb Bodiguel, Nicole Matheson, Abigail Luck 
www.blessingwaymidwifery.ca 
blessingwaymidwives@gmail.com

Serving Calgary area

Aurora Midwifery
Kimberley Schmidt, Viv Maclean, Ali 
Reimer, Sara Grundle, Anne-Marie Brash, 
Laura Stephen 
www.auroramidwifery.ca 
info@auroramidwifery.ca 
403.203.5105

Birth Partnership Midwifery
Jane Baker, Cassie Evans, Claire Portigal, 
Jeanette Page, Helen Cotter, Patti Lenstra, 
Julie Pohoresky, Deborah Smith-Keen, 
Theresa Barrett, Nicola Strydom, Debbie 
Duran-Snell, Susan Jacoby, Nemi Tobins 
www.birthpartnershipmidwives.com 
birthpartnershipinfo@telus.net 
403.246.8968

Briar Hill Midwives
Carol Stehmeir, Wendy Wood, Luba 
Butska, Reanne Ravlo, Shannon 
Sutherland, Aisia Salo, Maryam Pobee, 
Nicole Dakin 
www.briarhillmidwives.ca 
info@briarhillmidwives.ca 
403.474.8260

Calgary Midwives Cooperative
Hilary Field, Sharyne Fraser, Peggy 
Maudsley, Janna Miller, Nadine Mitchell, 
Taina Turcasso 
www.calgarymidwivescooperative.com 
info@calgarymidwivescooperative.com 
403.452.6070

Matronae Midwifery
JoanMargaret Laine,  
www.matronae.ca,  
jm@matronae.ca

Serving Bow Valley, Cochrane,  
Canmore, and West Calgary areas

Cochrane Community Midwives
Joy West-Eklund, Shianna Pace, Kimberly Anne-Brown, Carly Scrymgeour 
www.calgarymidwives.ca 
cochranemidwives@gmail.com 
403.932.3176

Serving Cardston County and Pincher Creek areas

Birth Partnership Midwifery
Rebecca Lessard, Terri Demers, Eve Verdon 
www.birthpartnershipmidwives.com 
403.246.8968

Serving Lethbridge and Fort Mcleod areas

Birth Partnership Midwifery
Rebecca Lessard, Terri Demers, Eve Verdon 
www.birthpartnershipmidwives.com 
403.246.8968

Serving High River and Okotoks areas

Foothills Midwifery
Kathleen Miller-Jobson, Marie Wilkinson 
www.foothillsmidwifery.com 
information@foothillsmidwifery.com 
403.995.3995

Serving High Level area and  
Mackenzie County areas

Tamar Quist 
780-464-3082

ALBERTA MIDWIVES
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MY TWIN HOSPITAL BIRTH: I DID IT!

December 6th, 2013:

I was having my 8 week ultrasound and I was getting 
more and more anxious as the ultrasound technician remained 
silent. Finally, he asked if we had a family history of twins. Nope. Then 
he gave me the news. I was in shock to say the least! He said both twins 
were looking good. I immediately called Mike, my husband, and told 
him I had good news and bad news. The bad news was that a home 
birth was no longer an option. That really confused him. Then I told 
him the good news was that there were two babies in my belly!

The next day, I called my midwife, dreading the conversation that 
would mean a transfer of care to an obstetrician1. I was devastated at 
the loss of a home birth. Our daughter Paisley had been born at home 
two years prior and I just couldn’t imagine birthing any other way. I told 
our midwife that I really wanted her as my primary caregiver and was 
so upset about losing her. Incredibly lucky for me, she said she would 
write a letter to my obstetrician asking to share my care.

At 12 weeks, I experienced some spotting. This was a huge trigger for 
me as I had previously miscarried. I met with the obstetrician and was 
reassured that both babies were healthy and there was no apparent 

By Carrie McFetridge

source for the bleeding. I also found out that he was willing to have my 
midwife participate in my care, which really eased my mind. The rest 
of the pregnancy progressed normally. As time went on, I still couldn’t 
picture birthing in a hospital. The thought of it made me quite worried 
and anxious. I would have an obstetrician appointment and leave 
with stress levels high. He would tell me to expect the babies to arrive 
between 34 and 36 weeks but our midwife would tell me how great I 
was doing and that my goal of 38 weeks was totally reasonable... and 
even mentioned that she once had a twin mom go post date.

At 30 weeks, baby A, the baby closer to my cervix, was breech. I didn’t 
worry too much because I knew he still had tons of time and space 
to flip. I looked into Spinning Babies and tried to incorporate their 
suggestions into my daily life.

When I reached 36 weeks, baby A was still breech and baby B had his 
head down near my pelvis with his back and bum curling around the 
top of my belly. I knew that my best chance at a smooth and supported 
hospital birth would be if baby A flipped or if he moved up and let baby 
B’s head take over first position in my pelvis2.

I decided to do one full on week of anything I could think of to get 
babies to flip. I went to daily chiropractic appointments where they 
used the Webster Technique. I had acupuncture appointments, got set 
up to do daily moxibustion at home, and had Cranio-sacral therapy 
appointments. I attempted some inversions at home and spent lots 
of time on my hands and knees. After a full week without change, I 
decided to surrender and trust that my babies and my body knew what 
they were doing and knew the best positions for a safe arrival.

I gained most of my knowledge and trust in childbirth from the 
research I did during my first pregnancy and then surrounding myself 
with natural minded individuals in life. During my twin pregnancy, I 
didn’t do a lot of reading. I connected with like-minded twin moms 
online and joined a Facebook group called Birthing Multiples Naturally. 

In that group, there were mothers from around the world who had 
natural vaginal births of multiples—some in hospitals, others at home 
with midwives, and even unassisted. I knew I didn’t want a medically 
managed birth and actually hoped for a surprise twin home birth. 

At my 37-week obstetric appointment I found out that my obstetrician 
was going to be away for the entire month of July, when I was due to 
give birth! I knew it was rare to find an obstetrician that would respect 
my choice to birth my babies vaginally—especially if baby A was 
breech—and even more rare to have that choice if baby was footling 
breech (although he wasn’t particularly keen on the idea). The idea of 
not having him available for my birth freaked me out.

At 38 weeks, I had my first appointment alone with my obstetrician’s 
resident. His demeanour seemed a lot different than previously. He 
said things like, “ I’m not sure how frank your obstetrician has been 
with you, but the risk of stillbirth increases significantly now that 
you’re overdue3. We’re worried that one of the placentas will ‘poop 
out’ (yes, that’s the term he used instead of deteriorate) and a baby 
will pass.” I asked for some stats, and although he did a quick search 
on his computer, he came up with nothing relevant to twins. He 
also recommended an induction and added that footling breech 
would mean an automatic caesarean. I was pretty strong during the 
appointment, stood my ground on the type of birth I desired and knew 
I could have according to the research I had done, but as soon as I got 
out to the van, I broke down in tears. I was so upset.

Luckily, I had a midwife appointment the next day. There, it was 
celebrated how well I had done to carry my babies so long. I told my 
midwife about my appointment the previous day and she called in a 
favour to another obstetrician who was quite experienced.

Mike and I met with this obstetrician at 9 a.m. the next morning. 
He didn’t seem concerned about being past the 38-week mark. We 
discussed the risks of breech births, but he thought that since I had 
already birthed a baby vaginally and since I had a large stature, I would 
have a pretty good chance at a vaginal breech birth. The footling 
position came up again and he was on “team caesarean” if that was 
the case. Again, we discussed my right to go against medical advice 
if I felt it was the best choice for myself and my babies. One thing he 
said that was different was that if it was deemed best to birth in the 
operating room, I could have my support team by my side. Common 
practice would be to only allow the father in, and losing my support 

team was a big fear of mine. I was grateful when he wrote down his 
recommendations on a prescription pad just in case he wasn’t at the 
hospital when I arrived.

Another week came and went with no birth. I attended my next 
appointment with the resident and he seemed to be a lot more 
careful with his choice of words. He still recommended induction, 
but repeatedly said that I had a choice about everything and no one 
at the hospital could force me to do anything. I had an ultrasound 
that afternoon, Thursday, July 10th and a non stress test the next day. 
I had an additional non stress test on Monday, July 14th, and once 
again babies seemed strong and healthy. But at 4 p.m., I received a 
phone call from our resident who was concerned about the earlier 
ultrasound results. Normal fluid levels should be between 5 and 20 and 
the twins were at 2.6 and 3. Based on this, he recommended I come 
in for a caesarean or induction that evening! I took a deep breath and 
told him that my non stress tests were both good and that I truly didn’t 
have a lot (or any) faith in any results from the ultrasound technician 
based on my experience with her. I told him I would be happy to come 
into his office immediately for a quick fluid check. He said that it could 
wait until my appointment the next day. I felt confused: We went from 
a situation of emergency to a non-emergency one within minutes!  

Up until then, I had not done any kick counts or worried too much 
about my babies. I just knew that they were both okay. That night, 
however, the doctor’s fears got to me. I was stressed to the max and 
questioned the confidence I had in myself and my babies. Each time I 
would wake up, I would poke and prod my belly until I felt movement 
from each baby. Then, and only then, could I fall back asleep.

Tuesday, July 15th, was my official “due date”. I got a call from our 
midwife and we discussed my options in case my appointment later 
that day did warrant getting the babies out in a hurry. The ultrasound 
showed two healthy babies with healthy placentas, healthy blood flow, 
and fluid levels over 7 for each baby. The technician used the term 
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“perfect” for how the babies were doing and estimated their weights 
at 7lb 4oz, and 7lb 14oz. Still growing well.

Next, we saw the resident. Again, he recommended induction based 
on dates alone. I still held my ground. Up until now, our doctors had all 
been sure to discuss the risks of vaginal breech birth and of carrying 
twins beyond 38 weeks. None of them had brought up the risks of 
induction or caesarean. Now seemed like a good time to ask. The list 
of risks was even worse, especially with twins. Mike and I looked at 
each other knowingly; we knew—we were making the right choice by 
waiting.

Wednesday came and I couldn’t believe I was still pregnant. I was 
overanalyzing everything. Did I have a mental or emotional hang-up 
that I needed to overcome before my body would start the labour 
process? Was I too stressed to relax and release my babies? Were all 
these medical fears preventing me from being open to give birth? 
Our midwife gave me the best advice ever that day: She told me to 
quit trying to find a solution to a problem that didn’t exist. There was 
nothing wrong with my body because labour had not started yet. That 
was what I needed to hear. That evening, I decided I needed some 
space. My mom and hubby had been here every single day for over a 
month. I was used to being alone with Paisley for two weeks of every 
month, so this was overwhelming to me. After my mom went to the 
hotel, I had a huge big cry and released a lot of pent up emotion. Then 
I decided my midwife would do a vaginal exam the next day. I had not 
had one all pregnancy, but felt I wanted more potential information at 
this point. Depending on that, I would decide whether or not to accept 
a stretch and sweep and then possibly drink a dose of lemon verbena 
to go into labour.

Asking for space and making that decision created a big shift for me 
that night. Up until that point, I wasn’t okay with “evicting” my babies. I 
didn’t want to force them into something they weren’t ready for. After 
the big check in with my babies, the shift that occurred was that if I 
opted for any of these options, the birth would still be on their terms. If 
they weren’t ready, I was happy to wait... but if they needed some help, 
I was happy to provide it and even happier to meet them.

Thursday morning, our midwife checked my cervix and performed a 
stretch and sweep. Around 3 p.m., after my acupuncture treatment, 
I decided to drink the lemon verbena cocktail. Contractions started 
at 4 p.m. I decided to time them. It was like one big contraction that 
kept my belly hard for 10 minutes straight but had 4-5 peaks within 
that time. It felt like things were going fast but then after supper it 
slowed down so I took another round of the verbena cocktail and 
acupuncture. That got things motoring again!

I found that bouncing on a yoga ball was the best way to manage the 
contractions. They were decently strong and steady, but I could still 
talk through most of them. It felt better not to talk, and instead just 
breathe. Paisley went up to bed and once again, things started to slow 
down from 1 to 2 minutes to every 5 minutes.

My husband, our doula, and I went for a walk around the pond across 
the street. I seemed to have a lot of energy in that moment. Once 
back, we discovered that if I took the Easy Birth homeopathic steadily 
and if our doula kept needles in my back, contractions stayed decently 
strong and steady. We all kept waiting for more, for a sign that it was 
time to go to the hospital. I didn’t get any big signs and finally it was 
midnight. I was officially 40 weeks pregnant plus 3 days! felt bad for 

keeping everyone up and decided that we should all probably get 
some rest.

I headed to bed and within a minute or less of me lying down, I felt a 
huge gush. My waters had broken. The fluid kept gushing and I made it 
to the toilet where contractions got much more intense. We decided 
to leave for the hospital and called our midwife to let her know. I spent 
the ride on my knees, hugging the back seat and burying my head in a 
pillow while I hummed through contractions.

We arrived at the Royal Alexandra Hospital around the same time 
as our midwife around 1 a.m. The nurse wanted to get the babies’ 
heart rates and check my blood pressure. She seemed to understand 
my need to pace and was okay with getting the readings between 
contractions when I could stand still. Everything looked good. It 
didn’t take much longer for contractions to get even stronger. This 
was evident to the nurse and my support team by the change in 
my vocalizations. Hearing that was what they needed to get me 
transferred to Labour and Delivery as I had declined vaginal exams.

Although the room was large, there were too many people and too 
much equipment to pace. I remained in the hallway pacing and 
vocalizing as it got more and more intense. At one point, I came into 
the room and a nurse drew blood and put in the IV lock. Standing 
still for that long felt horrible, as the break between contractions 
just wasn’t long enough. Back into the hall I went. They wanted to 
do a vaginal exam but I wasn’t willing to lie on the bed, so the nurse 
checked while I stood! I was fully dilated with just a bit of a cervical lip 
remaining. Yeah. It was around 2:30 a.m.

Again, I returned to the hall. The intensity increased and soon I was no 
longer able to walk through contractions. I would stand still and use 
my voice to cope. I would generally start out feeling out of control and 
then ground myself half way through and focus on opening my throat 
and using low sounds. I soon hit a wall. I was in transition.

I went back into my room and started telling our midwife things like it 
would have been easier to have gotten cut open. I told her I was sick 
of this and that I couldn’t take it anymore! I leaned on her during the 
next contraction and I could feel the baby coming. When I told her 
that baby was coming, everyone told me I needed to get on the bed 
to birth. I responded by telling them that I couldn’t get on the bed 
while a baby was coming out of my vagina! The next thing I knew, the 
staff lifted me up to the bed after our main obstetrician, who had just 
arrived on the scene, proclaimed that he could deliver a breech baby 
but couldn’t do it while I was standing.

My body was pushing baby out. Nice, controlled pushes... and then 
the sweet relief when his whole body was out. He presented foot and 
bum first. No one panicked, and I easily birthed a footling breech baby. 
I heard the glorious sound of baby cries and immediately asked them 
to give me my baby. They lifted him onto my chest and I was in love. 
Jasper was born at 2:47 a.m. He was covered in vernix and I was in awe 
of him. Soon the urge to push started again (They had broken the 
second bag of waters without my consent) and I handed our first twin 
boy off to Mike. Another set of nice controlled pushes and our second 
twin baby was out! He was placed on my chest and once again, and I 
was in awe. Kaleb at 2:51 a.m. They were both a great weight: Jasper 
weighed 7lb and Kaleb weighed 7lb, 11oz. 

The most difficult experience was yet to come. The hospital staff 
determined that it was time for the placentas to be born. They told me 
to push. I pushed. The placentas weren’t budging so the obstetrician 
came and forcefully jabbed his hands to push into my belly to get my 
uterus to contract. It was excruciating pain and by far the worst part 
of the entire experience! I said, “Stop”. I yelled, “Stop!” He still wasn’t 
stopping, so I sat up, grabbed his hand, and yelled, “Stop!” again. He 
continued to resist me and I used all of my strength to keep his hands 
off of me! Finally, he stopped.

I told him that I needed to know what was going on and have some 
warning before something like that. I asked him what their timeline 
for getting the placentas out was and he said that they didn’t have 
a timeline, but he felt I was losing a lot of blood so if they didn’t get 
them out soon, they would have to put me under general anaesthesia 
and go into my uterus to get them out. At one point, our midwife 
mentioned to our doula that some Angelica tincture might be helpful 
and lucky for us, this was in my birth prep kit. I started taking drops 
under my tongue as well as Shepherd’s Purse to control the bleeding.

I was ready to give up. I just wanted to be done and be able to hold my 
babies. I told them I would rather be put under to get it over with but 
our midwife didn’t give up on me. She looked at me and said that she 
would try to put pressure on my uterus and said she would be nicer 
than the obstetrician. Mike said that the look on one of the nurse’s 
face was priceless when she said that. I accepted. Our midwife started 
and she counted through it so that I would know how much longer I 
would have to endure the pain.

Finally the placentas released and once again, I felt some sweet relief. 
In total, it took about an hour for the placentas to come out. They 
were fused, which I wasn’t expecting because all along I had been told 
that one was posterior and one was anterior. Next, I had to endure a bit 
more discomfort while I was stitched up from second degree tearing.

Because I had really wanted a home birth, it was important to me to 
get back home as soon as possible. Less than 12 hours after leaving the 
house, we returned home in time for lunch. Paisley got to meet her 
brothers for the first time and was enamoured!

As I am writing this story, I have had some time to reflect on the birth 
experience. Since I really wanted a home birth, I wonder what might 
have been different if that would have occurred. Would it have been 
a hospital transfer? I think not. If I could go back and change a few 
things, I would, even if the birth still took place in the hospital. Up 
until the pushing phase, I felt pretty in control and was quite happy 
with how things were handled. I am not happy that I was lifted onto 
the bed and placed on my back to push. My body wanted to push 
while I was standing and all pregnancy, I had a vision of birthing my 
babies while on my hands and knees. I think that this alone may have 
minimized tearing. Next, I would have been sure to refuse having 
Kaleb’s waters broken without my consent. From 30 weeks on, he had 
his head down, ready to come out. He knew where he needed to be, 
so I wasn’t concerned with him flipping. Also, if I had been able to 
maintain an upright posture, this would have been even less of a risk. I 
would have had more time between babies and Jasper would have had 
time to breastfeed and help keep my contractions going for Kaleb’s 
birth. If my body would have had time to do things on its own timeline, 
I would have breastfed both boys longer and this likely would have 
controlled the bleeding and expelled the placenta without issue. And 

any reflections on the way you were treated by your obstetrician or 
the nurses during the birth?

The birthing journey may be done, but our journey as a family has 
just begun. We are so blessed. Huge thank yous to everyone who has 
supported us on this adventure.

Editorial notes:
1. The scope of practice of midwives does not include twin births. These are 

considered high risk. However, some obstetricians accept to leave prenatal and 
postpartum care to the midwives. The obstetrician will be the primary caregiver in 
a hospital setting the day of the birth and may agree to have the midwife assist.

2. Edmonton obstetricians generally don’t want to let mothers try for vaginal twin 
births unless baby A is vertex. They also recommend an epidural just in case baby B 
ends up transverse and it’s decided that they need to put their hand into the vagina 
and uterus to flip and assist baby out. They don’t mind if baby B is breech because 
that makes it easier to grab the feet! Our obstetrician seems to follow this trend 
unless a mother is against it, in which case he does pretty well at supporting the 
mother’s wishes. 

3. On average twin gestations are shorter than singleton gestations (one baby). 
There is an argument in the medical community that it may be more dangerous 
to birth twins after 38 weeks as the babies are larger and may become obstructed, 
especially with the high chance of one of the babies presenting breech. Some 
professionals argue that well-informed and healthy pregnant women can give birth 
safely to twins at any stage of gestation—especially if an obstetrician experienced 
with twin and breech births accompanies them. It is important for readers to know 
that it’s common for healthy twin pregnancies to continue to 40 weeks.  

Carrie McFetridge is an Edmonton stay at home mom of 3 with 
Mike, her very supportive husband. She is a photographer and enjoys 
everything creative. If you have any questions about her twin birth, 
please contact her at carriemcfetridge@gmail.com. 
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SURPRISE  
BREECH HOME BIRTH 
By Amanda Sokoloski

I could not have conceived that the birth of my 
fourth daughter would unfold the way it did. Even 
as I was planning our home birth, weighing the rewards and risks 
involved in delivering so far away from the hospital, which is Kootenay 
Lake Hospital in Nelson, British Columbia, (it is at least 40 minutes 
from our home, adding about 10 or 15 more minutes if one misses 
the cable ferry across the lake) did I ever expect to birth a breech 
baby! What occurred in our dining room, as our doula puts it, was 
“divine grace”. I have a hard time contending otherwise. I cannot 
say I had an exceptional amount of knowledge on breech birth, but 
I knew it was within a woman’s ability to give birth to a breech baby 
safely. I was more concerned about the pressures from the medical 
community. After learning what my best friend had gone through 
when she attempted a home birth of what was a surprise breech baby 
I became aware of the significant flaws in our medical system. Breech 
birth is nearly always treated as a medical emergency, leaving women 
frightened and traumatized, when it is quite evident that we should be 
approaching these cases with a much different mindset. 

My babies all turned their heads down fairly early on in pregnancy, so 
there was never even a question as to whether or not my baby would 
be breech. In this pregnancy I had only a slight inkling that this baby 
was breech when one of my midwives had some difficulty in feeling 
her head and was never fully satisfied with the doppler reading of 
the heartbeat. They thought her position was difficult to determine 
because she was sitting far back in my womb. My suspicion was 
thwarted by all of my midwives’ assurances that the baby was indeed 
presenting vertex. Four different midwives in six weeks individually 
came to this conclusion, and I was satisfied.

There were things about this pregnancy that were quite different from 
my previous 3 (all girls). I had assumed that this was because I was 
carrying a boy, certainly. I was confused by the locations of the baby’s 
kicks, which, if she was vertex, would have tied her up in knots. My 
belly sat quite high and my cervix was not dilated at all at 40 weeks. 
My due date came and went, when all three girls arrived before theirs. 
All of this was puzzling to me and I was anxious to have my baby. My 
midwife was planning to send me for an ultrasound and non-stress test 
one week past my due date, which would have diagnosed a breech 
presentation. Fortunately I went into labour 3 days before this and was 
blessed with a beautiful, if rather harrowing, home birth. 

Late in my pregnancy I had mentioned to my partner, Ezra, that I 
would like to have a doula at our birth, but I did not think that was 
a reality so late in the game. Days later we met our doula quite by 
chance not a month before our daughter was born. After meeting 
our doula I knew that our paths were meant to cross. She supported 
not only my vision for the perfect birth but also my somewhat anxious 
partner and provided tremendous assurance that we were capable of 
accomplishing this feat. 

The morning of the birth I nursed my 3-year-old to try to get 
contractions started. She was as happy to “help get the baby out” as 
she was to be given the pleasure of nursing again after so long. It did 
the trick because my contractions came hard and they came fast1. 
When I greeted Ezra that morning I said “Are you ready to have a baby 
today?” I think he was in doubt because I had been saying that a lot. I 
called my midwife and she advised I take a bath to slow things down, 
which indeed it did. My contractions were erratic. They would slow 
down to every 20 minutes, then get closer and closer together until 
they were 5 minutes apart, and for no reason slow again to 20 minutes 
or so. I thought this labour would take all day. We called our doula 
when the contractions were close and she drove out to us at about 11 

a.m. My midwife phoned us for an update, but we had no progress to 
report. When she arrived the contractions slowed down again and I 
felt a moment of guilt because she was missing her I-Ching class! 

I thoroughly enjoyed my entire labour. I spent a great deal of time 
preparing for this day by reading birth stories and focusing on my own 
mindset and really being at ease with the process. I felt an incredible 
source of strength and energy as I contemplated the web to which 
we all belong. I connected myself to all the mothers who have come 
before me; all the mothers presently giving birth. We listened to Cat 
Stevens and I danced myself around the house, intensely happy to be 
having my baby with the man that I love. There is magic in birth, but 
you have to be aware of it to feel it. I remember one point during my 
labour I was sitting in our rocking chair, looking out at the mountains 
and the clouds that were wrapped around them. Ezra came to me and 
gave me a kiss. It felt so good and I could feel my whole body open 
up. It was intense. I commented that it felt as though the baby’s hands 
were grabbing at my cervix, as I could feel this strange sensation quite 
unlike anything I had felt in my previous births. I was unaware that this 
was actually the baby’s feet kicking away at my cervix.

After noon a number of very intense contractions sent me to my 
bed by myself for rest, as I was under the impression that I would be 
labouring for a long time yet and I was feeling tired. This was a little 
more than an hour before the baby arrived, but I needed to restore 
some of my energy. I managed to sleep, and was woken up by the 

longest contraction I have ever experienced, and I only know this 
because I was timing my own contractions with my watch. It lasted 5 
whole minutes and I must have opened up tremendously. During these 
next difficult contractions I envisioned my cervix both as a spiraling 
galaxy and an opening flower. The only indication I had that this was 
transition was my brief thought of “I don’t think I can do this much 
longer.” 

Our doula helped me by putting pressure on my lower back, and 
when I got up again both she and Ezra squeezed my hips and pushed 
on my sacrum. Being mobile also helped me immensely. We called 
the midwife again at around 1pm and she began her journey out to 
us, which we expected to take about 45 minutes . I asked our doula 
when I should get into the birth pool because I was still under the 
impression that I had a long way to go and I did not want to wear out 
the analgesic effects of the water. She told me to get in whenever I felt 
I needed it, so I hesitated no longer and got in the pool! I had a break 
in my contractions, during which time the three of us laughed and 
talked and Ezra got the camera ready to record the birth. We never did 
get a video because time ceased to exist and we all became focused 
entirely on bringing our baby safely into the world. 

I had another big contraction, at the end of which I felt a slight urge 
to push. On the next contraction, my water broke and with it came 
brown meconium3. I asked our doula if it was meconium, and all she 
would say was “We’re not going there right now,” not wanting anyone 
to panic as the midwife was nowhere near close to us. At this point 
everything became a blur and I recount these events as though I was 
out of my body. Ezra phoned the midwife to tell her I had to push 
and that there was meconium in the water, and she told us to call the 
ambulance. Despite trying to pant through the contractions to slow 
the pushing down, my body went in into an ever powerful automatic 
urge to birth. I began pushing and yelling like a wild woman. 

While still in the warm water, I naturally reached down to feel my 
perineum for the head. I wasn’t quite crowning yet (“crowning” is less 
than accurate. I should say “mooning”), and when I tried to feel for the 
head I was perplexed to feel little bum cheeks, but had no idea what 
that meant. Our doula noted the confusion on my face. Following the 
next contraction, the baby was fully mooning and I said “Its breech” 
and we could have panicked, but everyone stayed calm, and on an 
intuitive level I knew everything would be okay. Very shortly after her 
bum was born, her legs came out, which leads us to believe this was 
a complete breech baby, not frank, as the midwife would later say4. 
I asked if the baby was a boy or a girl, and Ezra said “A girl”, but this 
moment was rather anticlimactic, as the excitement was not yet over. 
We still had a baby to birth. 

Her body was out and I was still in the water. The midwife, still on the 
phone, told our doula to pull the baby’s arms out. She later told me she 
was scared of breaking her arm, but knew what had to be done, and 
did it without hesitation. With all but the head born, I was ordered out 
of the water, an impossible feat for me with a tiny body between my 
legs. Ezra jumped in the pool and pulled me to standing. I waited for 
the next contraction and pushed her head out. She wasn’t breathing 
and the cord was around her neck. Ezra and Lily went to work rubbing 
her little body until she took her first breath and turned pink. Here she 
was! We were told this was exactly 1:30 p.m. by the nurse who came to 
assist our midwife. She noted the time when she heard the baby on the 
other end of the phone.
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We moved to the couch. The community`s first responder arrived 
to see that everything was okay. This was an old family friend and 
volunteer firefighter, who arrived to see me naked with my baby. This 
was a little awkward, and he waited outside until the ambulance pulled 
in. It wasn’t long before the ambulance arrived with our midwife and a 
nurse. The big show was over and we were all doing well. I was pretty 
much oblivious to all the activity around me. I was in utter bliss with my 
new little daughter. Ezra and I both decided that we would name her 
Lilith in honour of our amazing doula. I do not even want to consider 
where we would have been without her. 

I feel fortunate to live in a place where women are not pressured 
into caesarean sections. However, had we known prior that Lilith 
was breech, we would have had to deliver in the operating room 
with a pediatrician and obstetrician present. It would have been a 
far cry from our serene home birth. I am happy that we didn’t know 
ahead of time, because I was granted an ideal birth. I am in awe of 
my body’s ability. Despite her presentation, Lilith was born perfectly 
healthy and my perineum remained intact. I am aware of the possible 
complications associated with breech deliveries, but I feel every 
woman should be given the option to birth their breech babies 
naturally. I don’t feel I did anything extraordinary or dangerous that 
day. I gave birth just as I was meant to—just as I had before. The only 
difference being this baby was backwards.

Editorial footnotes:
1. Breastfeeding stimulates the production of oxytocin, which is the hormone 

responsible for contracting smooth muscles. It is produced in all acts of love—
during lovemaking, when we have an orgasm or when we look at our children 
and we feel the love we have for them! The presence of this hormone may, for in 
certain circumstances and for certain women, induce labour.

2. Posterior and breech presentations often have erratic labour patterns and slow 
progress. 

3. The presence of meconium can be a sign of fetal distress. However, it is very 
common for breech babies to poop during labour as their bodies are descending. 
It’s a little bit like toothpaste. In the case of an undiagnosed breech, and without 
being able to listen to see if baby is in distress, the presence of meconium can be 
stressful.

4. Frank breech is when the baby`s feet are up by her head, and complete breech is 
when the feet are tucked in by the bum.

Amanda Sokoloski is the mother of 4 gorgeous daughters. Our family 
make our home in the Kootenay region of British Columbia. We have 
formed a loving friendship with our doula, Lily, who now feels like 
family, too. I have a passion for birth and I love to provide birth support 
to women as a doula. I have aspirations to one day become a midwife. 
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MY BEAUTIFUL AND EMPOWERING 
BREECH BIRTH
By Chantell Simmons

Sixteen years ago, my first child was born. His birth 
was nothing like what I had expected—a calm and natural 
progression of labour—but was precious and beautiful all the same.

I started having contractions at around 2:00 p.m. on May 18, 1998, 
about a week before my due date. Within an hour, the contractions 
became regular, coming in painful waves every five minutes.  At no 
point prior to labour, did my doctor or anyone else think there was 
anything unusual about the position of my baby. Still, the pain was 
powerful and entirely in my back, so my husband Craig would massage 
the area during each contraction as I focused on my breathing and on 
the tiny baby inside of me, whom I was so anxious to meet. 

The evening before, we had thought I was in labour, as I was cramping 
and had some discharge. We decided to head in to the Sturgeon 
Hospital in St Albert, Alberta, to be assessed. Unfortunately, we were 
not in labour and were told to head home. 

This time we wanted to be sure. The contractions were not easing up, 
so by 5:30 p.m. we decided to go back to the hospital and be checked 
once more.

Once there, the nurses monitored my baby’s heart rate and my 
contractions. By now, the contractions were extremely painful, and 
lying on my back was excruciating. However, the nurse told me my 
contractions were not showing up on the monitor, so I was probably 
not in labour yet and would once again be sent home. I felt so 
defeated. I remember thinking, “If this isn’t real labour, kill me now”!

Fortunately, my mother-in-law came in at this point and saw how 
uncomfortable I was. When we told her I wasn’t in labour yet, she 
immediately went to the nurses’ station and asked if they had checked 
to see if I was dilated. They hadn’t, so another nurse came right in and 
checked me. I was 6 cm and definitely on my way! In retrospect, I think 
it likely my contractions didn’t register on the monitor because my 
baby was breech and all my labour was in my back. But of course, this 
did not occur to anyone at the time.

Still, I don’t think I had ever felt happier than at that moment. Knowing 
that I was over halfway through my labour gave me renewed strength 
to embrace each contraction, bringing my baby closer to me.

I continued to labour on my side in the hospital bed while my husband 
rubbed my tired back and I breathed through each contraction. A 
couple of hours passed, and my cervical dilation checked again. This 
time I could see the startled expression on my nurse’s face as she 
turned to us and said, “I think I feel a tiny bum”!

My tranquil surroundings changed very quickly after that. The 
doctor was immediately called in to check my baby’s position, and 
within minutes they had a team of doctors and nurses gowned 

and masked and waiting just outside the door to rush me for an 
emergency cesarean section. I felt scared for my baby’s well-being and 
disappointed that my dreams of a natural delivery were gone. 

Fortunately, my doctor was trained in breech deliveries and had 
delivered breech babies before, which wasn’t very common. He calmly 
broke my water to help speed things along and said that we would 
monitor baby and just wait and see if he would come naturally. 

He told me that if I did deliver my baby vaginally, pushing would be 
intense toward the end, because baby’s head was the last thing to 
deliver instead of the first, as with a regular delivery. He said that 
my baby would have to be taken away and checked if he didn’t cry 
immediately after birth, which would be a sign that he had swallowed 
meconium.  There had been meconium present in my water, which 
could have meant that baby was in distress, but my doctor still seemed 
unconcerned1. They monitored baby’s heart rate very closely, but 
otherwise left me to labour in my own time.

My husband and I were scared, but so thankful that I may be able to do 
this naturally as I had so desperately desired. 

A couple of hours passed, and I was finally 10 cm dilated and could 
begin to push my baby out. The mood was very tense, yet calming. 
My doctor said how stoic I was. I tend to labour very quietly and go 
inside myself. This allows me to feel empowered and find the strength 
needed for a natural delivery. 

It took just over an hour of intense pushing, first delivering his tiny 
bum and legs and, lastly, his head. It felt very strange as I pushed his 
tiny bum out first and then this immense burning as the rest of him 
delivered. I remember the pressure being crazy when his head was 
coming out. I was given oxygen, but I remained calm and focused 
throughout. At 11:57 p.m on May 18, 1998, Jacob Craig Alexander 
Simmons was born. He was 5 lb, 5 oz., and just perfect! 

He let out a sweet gurgled cry immediately and was so sweet. They 
placed him on my chest, and he literally bobbed his way up to my 
breast and nursed beautifully. It still brings tears to my eyes just 
thinking about those first precious moments with my tiny baby.

I have had two more sons since then, and each birth has been just as 
beautiful and unique as the first, although neither of the other two was 

breech. My second son’s birth was very, “text book”: my water broke 
and I had him four hours later. My third son was born inside his bag of 
waters, which was amazing. 

I became a doula several years later and draw on my own beautiful 
experiences often to share with my clients. I am so thankful to have 
had three such beautiful, empowering births. 

Knowledge is power. Just because your baby is breech does not 
necessarily mean you must have a c-section. It is absolutely possible to 
have a natural—and safe—breech birth, as I did. 

Editor’s notes:
1. It is common for breech labours to have meconium staining throughout. For a 

baby that is head down it would be an automatic sign of distress, but for a breech 
baby the presence of meconium is not always a sign of distress. This happens 
because the bums are squeezed like toothpaste throughout the birth.

Chantell Simmons is a stay-at-home mom to three busy boys—all born 
naturally at the Sturgeon Hospital in St. Albert, Alberta. She has been a 
doula for five years and absolutely loves it.  
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ASHER PHOENIX:  
OUR FOOTLING BREECH BIRTH EXPERIENCE
By Crystal Driedger

The birth of my first son was, without a doubt, the 
most spiritual and empowering event in my life. But 
I lived out that pregnancy the way I thought all “safe 
human pregnancies” were supposed to progress; by going to 
my family doctor to confirm a pregnancy test that I took at home. 
From there, being referred to a maternity clinic, with a half dozen 
obstetricians, who I would eventually cycle through enough times to 
remember four of their names by the time I gave birth. 

When I found out that I was expecting my second child, I immediately 
started searching for a midwife and contacted the amazing doula 
my husband and I hired for our first child’s birth. Even though my first 
birth was so transformational, it was in a hospital setting, complete 
with its sterile linens, odd medical smells and the feeling that I had 
to somehow conform myself to an invisible etiquette and unspoken 
“hospital rules”.  Thus, my husband and I started to plan a homebirth. 
We believed that birth, done in the privacy of our own home, could be 
even more amazing and personal than our previous birth. I believed a 
homebirth would allow me to trust my body more fully in a space that 
was already mine. We met with our midwife and we both immediately 
felt at home and knew that we had made the right decision. 

With homebirth plans underway, the birthing pool was ordered (and so 

were our very first living room curtains, just in case our neighbors got 
curious on the big event!). Prenatal appointments with our midwife 
were incredible. While we discussed everything I had questions about, 
my son played with her abundance of toys; what a difference from the 
cold steel and crunchy paper sheets I had grown accustomed to with 
my first pregnancy.

At my 36-week appointment, in a pregnancy that had gone quite 
smoothly, and seemed rather regular or “normal”, our midwife 
discovered that our little baby was in a breech position. She was 
calm and seemed quite hopeful that the baby would turn to a more 
desirable position, given how far along I was. She even provided me 
with a long list of techniques that have been known to help encourage 
the baby to change positions. I managed to hold it together in her 
office, but my heart was fluttering madly in my chest and I proceeded 
to sob the entire way home. I was still four weeks away from my due 
date but I had a gut feeling that this baby was going to come early. 
And the moment the midwife discovered our baby was breech, I was 
now considered high-risk and a transfer of care was put in motion. My 
midwife assured me that she would still be present at the birth and that 
my appointments with her would continue. 

Very early the next morning, an ultrasound confirmed that the round 
bump under my ribs was, indeed, a head and not a bum. I called our 

doula immediately to let her in on the situation and she admitted 
that even though she had attended hundreds of births, she had 
only ever seen one breech delivered vaginally (and that baby had 
been a preemie). I told her that my own sister had been a vaginal 
breech, but with the way my mother tells her birth story, I knew she 
wouldn’t wish that experience on her worst enemy. I quickly hit the 
ASAC (Association for Safe Alternatives in Childbirth) Facebook page 
with a desperate plea for positive breech birth stories. I was met 
with encouragement from other ASAC members but, unfortunately, 
no personal stories came forward to counteract the negative one 
my mother had been telling us for years. It didn’t look promising 
because, as an Albertan, I was required to deliver my breech baby in a 
hospital. I wondered if I would somehow be forced (via persuasion or 
circumstance) to deliver via cesarean section. 

Armed with a fierce determination to change my circumstances, I 
started to do everything I could to help the baby turn head-down. 
I made an appointment with an acupuncturist who performed 
moxibustion1. I took pulsatilla2, prescribed by my midwife, did 
handstands in a swimming pool and booked an appointment with a 
chiropractor to try the Webster technique3. Every day, several times a 
day, I would lay head down on an ironing board, pointing a flashlight 
on the lower part of my stomach while playing loud music in an effort 
to coax the baby to “head to the light!” This is called the Breech Tilt 
(and was nearly impossible to get into and out of and made my head 
throb). It seemed like every technique I tried was uncomfortable, 
painful, scary or expensive. 

Our last resort was a technique called an external cephalic version 
(ECV), to be done by the doctor our midwife recommended to us. 
This is an attempt to manually reposition the baby by manipulating 
the uterus (from the outside) and was to be done at our scheduled 
appointment with him later that week. The statistics on this technique 
are far from great, and from what I’ve seen on the Internet, the 
procedure does not look comfortable either. I was starting to think 
that maybe I could let my baby stay where he was; perhaps these 
techniques were not only uncomfortable to me, but were also 
uncomfortable for my unborn child? If he was meant to come into the 
world in this way, then  perhaps there was a reason why. Being breech 
might be the very first interesting thing that would make my second 
son unique, with many more to come of course. 

On Wednesday evening, early in November, 16 days before my due 
date; as I was putting my son to bed, contractions started to come 
so regularly and frequently that I decided to time them. Even though 
each surge was over a minute long and came every five minutes, I 
refused to believe that this was actual labour. I was still able to easily 
read my son his bedtime stories, tuck him in and have a phone 
conversation with my mom, without much interference to my routine. 
I thought these “Braxton Hicks4” might just go away once I had put my 
son to bed and could relax by myself. Just to make sure it wasn’t real 
labour, however, I heeded my doula’s advice from my first pregnancy 
and got into a warm bath. If contractions speed up or remain constant, 
consider this the big day and if they slowed down or stopped, it 
probably wasn’t and I could just go about my day as normal. 

I talked myself into believing that the 
contractions that were 5 minutes between, 
then 6, then back to 5 weren’t regular; mostly 
because we hadn’t yet met our doctor. I 
wasn’t sure if he’d accept me as a patient 
if we’d never had our initial appointment, 
which was the very next morning. However, 
I decided to call my husband, who wasn’t 
home at the time. While talking to him, I 
had a contraction that I wasn’t able to talk 
through, and he headed home as quick as 
can be. He decided that I was in labour, even 
if I was still unsure. Contractions were still 
very manageable and, since I didn’t fear birth, 
there was no pain. There was only intensity 
and peace and this wonderfully powerful 
connection to my baby.

When my husband arrived home, he started 
to make all the calls. Between my doula, 
midwife and husband the team decided that 
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I was actually pretty far into labour and I should probably get to the 
hospital pronto. We had to wait another twenty minutes until my mom 
arrived to look after our oldest child, who, by this point, had woken 
up asking what all the funny noises were. I kissed my son and told him 
that the baby would arrive soon. Luckily, our doula had some seriously 
amazing connections and found out that our doctor was on-call at the 
Sturgeon hospital. So that’s where we headed, with our fingers crossed 
and prayers looping in my head that he would deliver our baby. I went 
through transition5 in the car and started to doubt myself and doubt 
the situation. Fear started to get the better of me, “Not the hospital 
again! Not today!”

When we finally made it to the hospital, around 10:55 pm, I saw my 
beautiful doula’s face greet me and I instantly embraced her. All 
fear left me and I was ready to do it. My team was waiting for me: 
2 midwives upstairs, 1 doctor, 1 doula beside me and an amazing 
husband with arms full of birth stuff dashing from the parking lot to be 
with me. 

We quickly completed the paperwork and walked directly up to 
the maternity ward where each nurse station got to witness my 
contractions. I surrendered myself completely to the contraction 
and got down on hands and knees on the floor, in the middle of the 
hallway; moaning in yoga-style breaths with a pack of concerned 
by-standers staring at me, wide-eyed and wondering if they might 
actually be witnessing a birth right in front of them. But, as soon as 
the contraction ended, I’d get up happy as a clam. Laughing with the 
nurses as they offered me hand sanitizer. I met our mystery doctor, 
who was indeed going to assist me give birth to our breech baby. I 
received interested smiles from nurses who were eager to witness such 
a rare birth. I was so relieved to see him. I wanted to hug him. 

I signed a “vaginal breech delivery” waiver form and allowed someone 
to put a needle in my arm in case I might warrant an IV. I was weighed 
three more times and allowed the doctor to check how far dilated I 
was. I was told later that I had been 9.6 cm and now I’m extra glad we’d 
made it on time. Thanks hubby for driving at top speed.

The doctor asked if I had any questions about breech birth, which 
seems funny now, given how far along I was. I doubt any woman would 
have the ability to actually form intelligent questions at that stage of 
labour. The only question that I could remember from my long list, 
still on the kitchen table at home was, “Can I push on my hands and 
knees?” and I explained my fear of tearing, as I had pushed on my 
back with my first son and tore badly; something I did not want to 
experience again. The doctor explained that he’d prefer to have me 
push on my back, which made me immediately regret even asking him 
in the first place. 

I gave an experimental push on an urge, and my water broke. Everyone 
jumped backward in sync to avoid getting drenched and I sighed 
and stated, “Oh, that feels better!” I flipped over, looked the doctor 
in the eye, and said, “Okay, is this a good position for you? Because 
it’s going to happen now!” I was ready. I had no more fears about my 
child’s positioning and no more fears about tearing. I was completely 
surrendered to the situation. 

On the first push, the atmosphere in the room changed immediately. 
Instead of the planned frank breech (bum first) we had all been 

expecting, a pale little foot emerged and our birth became a footling 
breech. My midwives were still excited and even let me see his foot in a 
mirror.  The rest of the staff became suddenly very serious. The mirror 
was pushed aside, my bed cranked flat as a board and there I was, 
wondering why everyone looked so nervous, as no one made time to 
explain anything to me. Everything felt great to me; this was a million 
times easier and smoother than my first birth). Knowing how I would 
react and what was about to happen, my doula took one look at me 
and whispered in my ear, “Trust the doctor and do everything he says.” 
Everything was happening so quickly. 

There I was, flat on my back, when another urge to push came. It was 
then that the first, most intense and truly painful moment occurred. 
The doctor, without any warning, reached inside my body and began 
to manually pull our baby’s arms downwards while he was coming 
out, rotating and re-positioning him. I am not proud of it, but at this 
moment I instinctually screamed (a bad word) followed by “Hands!” 
All I could think was, “Aren’t breeches supposed to be hands-off?” Not 
considering that perhaps I was in the middle of a complication that 
required a little hands-on. I was told to push once more, even though I 
had no contraction to help me out, and then, one brief but agonizing 
moment later, our son was born.

Asher Phoenix Driedger was born just over an hour after our arrival, at 
12:03 am on November 3rd, 2011, weighing 6 lb 8 oz, and measuring 19 
inches long.

Our little son was flipped up onto my belly, but the umbilical cord 
was too short so I was not able to hold him. I just stroked his perfect 
little body in that brief moment before they swept him away, cooing 
about how beautiful he was. My husband was instructed to “be quick 
about cutting that cord,” and as is customary for breech births, he was 
whisked to the pediatrician waiting at the back of the room. I heard 
our baby’s beautiful cry from my bed. The doctor quickly checked 
me and declared, “No tears.” I was shocked. I could not believe it, and 
secretly wished that life were a musical, because at that moment, I 
swear, trumpets were blaring. What a difference it made, having such a 
quick and fabulous birth; and a footling breech birth at that.

As the staff slowly left the room it was just my husband, our new son 
and I. The room was darkened, I had my shower, and all noises faded 
into the background. The moment finally became ours. I took off that 
silly hospital swaddle blanket and laid our son against my skin so that 
our hearts could beat together and the warmth of our bodies could 
grow. So primal is birth and those first few hours of togetherness. How 
much I wish we could have all snuggled together in our own bed at 
that moment, with the house smelling like spaghetti sauce and vanilla 
candles. But here he was, safe and perfect, with skin like velvet and 
those tiny hands with their amazing small fingernails, and a whoosh 
of glorious love flooded over me. What an amazing experience. 
I wouldn’t change a single thing, especially his unique breech 
positioning. I am a mother, again, And it is glorious!

Crystal Driedger, of Edmonton, is the mother of two wonderful boys; 
Dexter and Asher. She has been married to her amazing, supportive 
husband, Greg for 5 years. Besides being a stay-at-home-mom, she is 
also a professional illustrator and belly cast artist.   
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ALTHEA: WITH 
HEALING 
POWER AND 
TRUTH
By Hania Ollivierre

Giving birth had terrified me for as long as I could 
remember. As a child I had nightmares about myself 
giving birth that disturbed me greatly, perhaps because 
the stories around my own birth were always so full of fear. My father 
was afraid for my mother’s life, because I was breech. The doctor at 
the hospital reached in and pulled my legs down and then slid me 
out. Those were the days when doctors were trained in how to deliver 
breech babies. My dad believes that it was that doctor’s skills that saved 
our lives. I am still not sure what I think about all of that.

My first child, Makeba, was born naturally, but with some interventions. 
It was a prolonged labour: four days in total, ten hours of which I 
was dilated 9 cm. The midwife at the birth centre I was at almost 
sent me for a caesarean, except that there were no beds available 
in all of Edmonton that August day in 2006. It was thanks to the 
anaesthesiologist who gave me a spinal block for pain and Pitocin 
to strengthen the contractions, that I was given the opportunity to 
birth her vaginally. I had wanted a beautiful homebirth in which my 
baby would come forth in joy, not the pain and suffering I was afraid 
of. In reality it was long, difficult, traumatic and in a birth centre that 
was attached to a hospital. I felt that I had not been well supported, as 
there was only one midwife for four of us labouring women. I did not 
feel empowered at all.  

It took me a long time to feel that I would be able to give birth again. 
I became pregnant in the same year, 2009, that Alberta Health began 
to cover the cost of midwifery care. It seemed, at that time, that there 
were suddenly more options for pregnant mothers. More midwives 
to meet the growing demand for homebirths and midwife attended 
births. This time, I thought, it would be done my way. I felt firm in 
my resolve to have a homebirth. I had learned about homebirth 
and how the midwifery model empowered women and knew that 
with my history of fear, this was how I would be able to get through 
the birthing process. The first time I gave birth, I felt robbed of the 
nurturing care that I believed midwives were able to provide. I set out 
at the beginning of my second pregnancy with my mind made up; 
I was going to have a homebirth and it was going to be supportive, 
nurturing and holistic.

During every prenatal appointment I had a list of questions that I asked 
and would then use the information from the midwives’ expertise 
to make my own decisions. They supported my decisions and gave 
me respectful space to make them. I declined every test except 
one blood test to determine blood type. They checked the baby’s 
heartbeat through a Doppler and checked my blood pressure. They 
also measured and felt my belly to get a sense of position and size. 
These things were all done in the comfort of their office, which I found 
empowering and supportive, the two things that were missing in my 
first pregnancy and birth experience.

Overall, the pregnancy was good, I had the expected nausea, as well 
as an unexpected switch to vegetarianism. I played soccer through my 
pregnancy which gave me great joy and also a good laugh. A friend 
had passed along the hypnobirthing book and as I read the first few 
lines I discovered that what I really wanted was not something that 
would take my mind away from the pain of childbirth, but bring me 
right into the middle of it so that I could work with it to do the job of 
delivering my child from my womb. My midwife directed me toward a 
book called Mind Over Labour by Carl Jones, which talks about being 
aware and present in labour while calling to mind powerful imagery. 
I found this approach to be very empowering and supportive and it 
gave me confidence that my body can birth in a healthy way without 
trauma.

My water broke four weeks before my due date. My husband and I 
were both nervous about the unknown: was it too early? Why did my 
water break already? Was everything okay in there? I felt a bit better 
when my midwife reassured me on the phone that night that it could 
be up to two weeks before I go into labour after the waters break. It 
did not seem so sudden anymore. My husband was still unsure.

I declined going to the hospital for the heart rate monitor that my 
midwife recommended, so she came to my house two days after my 
water broke and did her own version of the heart rate monitor by 
counting my baby’s heartbeats and graphing it. April 20, 2010 was a 
beautiful, sunny morning and once reassured that my baby’s heart 

rate was normal I felt ready and was quite happy. As I was lying on my 
living room couch resting, while she used the Doppler on my belly 
and charted the heartbeat, I noticed a large, open red bloom on my 
hibiscus plant in the corner of the room bringing my mind to the 
beautifully blood filled muscles of my uterus and I thought, “This would 
be a good day to give birth.”

I felt calm and pleased that the time had come to meet my second 
child. I was not worried. The baby’s position was normal, the heart 
rate was normal, my own body was normal, there was no reason to 
believe that there could be any complications at this point except that 
my midwife was nervous about possible infection due to my water 
breaking and labour not yet commencing. 

April 20th was three and a half weeks before my due date. That 
afternoon, my three year old, Makeba, decided that she wanted to 
sleep over at my in-laws’ that night. She was affected by the stress 
in the house that my husband was feeling and the sudden attention 
of my midwife. She needed solace. To give her a positive transition 
between the chaos at our house and staying at their place we ordered 
pizza and took it over to their house for supper. Part way through 
supper I stopped feeling like eating and put my piece of pizza on my 
plate, something that is rare for me, but went largely unnoticed by 
the family. I wanted to leave Makeba feeling like everything was fine, 
so I did not say anything until we were in the car on our way home. I 
turned to my husband excitedly as we left their driveway just before 
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seven o’clock and said, “I think I am in labour.” Five minutes later I had 
another contraction and said, “I am definitely in labour!” 

He was so nervous and excited that he started driving the wrong 
way home! We arrived at home about ten minutes later. I called my 
midwife and told her I was in labour. I had a couple of contractions 
while I was on the phone with her and she told me that we should call 
her when I got to the point that I could not really talk anymore and 
the contractions were coming quickly. I also called my friend who was 
lending me her birthing pool and asked if she could bring it that night. 
Around 7:30 p.m. I asked my husband to call our midwife because 
it was very intense. She got to our house at 8 p.m., assessed where I 
was at, and said, “It sounds like you are almost there!” I was thinking, 
“Thank God, because this is so intense I cannot do this all night long!” 
The memory of my three nights in labour with Makeba had me a little 
panicked up until that point. I felt relieved that my midwife was there 
to support me. That gave me the strength I needed to continue.

I was not getting any time in between contractions and the pain was 
in my sacrum. My midwife showed my husband how to gently press 
on my sacrum with the heel of his palm and the pain was dramatically 
lessened. I was able to labour in my bedroom leaning over the end of 
my bed while my friend, the student midwife, and the backup midwife, 
whom I had met at my midwife’s office at the beginning of my 
pregnancy, set up the pool in the baby’s bedroom. I am not sure when 
my friend arrived, but it was perfect timing, and she ended up staying 
to help when things were progressing so quickly. 

I could not wait for the soothing water of the birthing pool that I was 
so looking forward to, so I told them that I needed a shower. At this 
point I had not allowed anyone to check my dilation, I did not want 
anyone in my way. I felt like I knew what I needed and how to get it 
and anyone trying to check me would just be an obstacle. I became 
quite bossy, I think. The shower then used up a lot of hot water, so 
our, “Pool team,” was boiling water on the stove and bringing it up 
to the pool in the baby’s bedroom, racing against time because this 
baby was coming! Shortly after getting into the shower—a couple of 
contractions in duration, it felt like an eternity—they said I could get 
into the pool even though it was not quite full enough, and they kept 
adding water. 

They had turned on a soft lamp and closed the curtains of the 
bedroom so that I could focus all my power on birthing. I began to 
push soon after getting into the pool after 8:30 p.m. I was on my knees 
with my forearms resting on the top of the sidewall of the pool, my 
husband was in the pool pressing on my sacrum. My midwife, the 
back-up midwife and the student midwife were in the room to the 
right of the pool and my friend was just outside the door taking photos 
and keeping my parents updated by phone. After some pushing, I 
recognized the feeling of burning as the head was pressing down, and 
the back-up midwife was quietly coaching my birth sounds from a 
respectful distance within the room. I kept focussing on the image of 
my baby’s head stretching and opening the tissues of my birth canal. It 
seemed like the baby was taking too long, so I said, “I think something 
is wrong, it’s crowning for too long.” This was my way of asking my 
midwife to check me. She checked what was happening down there in 
the water and said, “That’s not a head. That’s a bum and feet! Stand up.” 

I stood up and the bum and feet slid out up to the shoulders and then 
one more push and the head was out too. My midwife supported 

the baby as it was coming out. Then it was fast, they clipped the cord 
and took the baby to a side table where they gave her oxygen, as per 
breech protocol, and she started to pink up. I did not know that they 
were going to give her oxygen, and my husband told me later that it 
actually took a split second too long for her to start to breathe. He was 
worried, and noticed a look exchanged between the two midwives 
that made him nervous. I was still standing in the water aching for 
them to put her in my arms and ecstatic with birth euphoria. I was so 
happy to see my baby! I delivered the placenta while she was receiving 
oxygen. My daughter was back in my arms about ten minutes after she 
was born and my husband was given the opportunity to shorten the 
umbilical cord. She was born around 10 p.m. 

This time, with the perfect support I had a two-hour labour. As she 
latched on perfectly on the first try, which I attribute to the fact that 
I learned a lot about nursing with my first baby, I felt an incredible 
healing sensation wash over me. The trauma from the first birth 
opened the door for me to have the birth experience I knew I could 
have, I simply had to educate myself and then trust. My breech baby 
was born at home at 37 weeks gestation and is now a very healthy, 
happy and clever four year old now. We were told to listen to her 
breathing that first night to make sure there were no respiratory 
problems, as these can happen in breech births. She never had a 
problem.

We were all surprised that Althea was in the breech position. Our 
midwife had no indication before the birth because the baby was in 
a good position based on feel and location of the heartbeat. I should 
stress here that my midwife was very dedicated and I put her in a really 
awkward position by declining so many tests. That being said, I knew 
that I was the one whose body had a baby in it and that baby would 
need to come out, so I made choices that empowered me to do so. 
With respect to the breech position, I only later made the connection 
that I had been my mother’s second birth and a breech. It turns out 
that my maternal aunt’s second child was also a breech birth as well 
as my paternal aunt’s daughter. All four of us were born naturally and 
without interventions. I was born in 1980, my paternal cousin in 1982, 
my maternal cousin in 2000 and my daughter in 2010. Each birth at a 
different time and in a different place, but all four of us healthy.

It took a long time for me to heal from the trauma of Makeba’s birth. 
I do not think the healing actually came until after Althea was born. A 
few days after her birth, when she still had no name, we came across 
the meaning of the name Althea—with healing power and truth—and 
I knew it was true. Althea has given me more and more opportunities 
to heal and continue to heal from this life-long fear. I think that maybe, 
in some way, Althea’s birth brought me some healing from my own 
birth. I felt that the combination of my experience, my desire to 
educate myself, my determination to acquire the right kind of care, a 
team of supportive and loving partners and helpers and my trust in my 
body and intuition made this positive birth experience possible, even 
though the baby was ‘upside down.’  

Hania Ollivierre, an Edmonton mama, has two clever daughters: 8 and 
4. She advocates for empowering women and children. She homeschools, 
writes, walks her dog, helps with her husband’s catering business, bakes 
bread, and cycles around town. She lives in a housing co-op and is 
voraciously learning about biodynamic gardening. 

Children’s Gala

Supporting the Association for Safe Alternatives in Childbirth (ASAC)

Silent auction, dinner, dance,  
children’s activities and much more!

 Date: April 18, 2015 (Saturday)

 Place: Meridian Banquets 
  4820 76 avenue, edm
 time: 4:00-10:00pm

www.asacgala.com

$50/adult (Ages 16 & up) 
$20/child (Ages 3-15)

Purchase tickets by April 10, 2015

Discounts available for ASAC members and  
full table purchases (10 seats). 

Semi-formal Attire. All children must be accompanied by an 
adult.  Children 2 and under are free.

PreSenting 
SPonSorS: SuPPorting:
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BREECH BY SURPRISE
By Jen Lewis

I never imagined I would have an unbelievable birth story to share. I really wanted an easy, 
fast birth, who doesn’t, but I had my doubts and fears after our attempt of a home birth with our first 
daughter that ended up a heavily medicated vaginal birth in the hospital with a six week recovery ahead 
of me1.

Despite my first birth experience, I knew I wanted to try for another home birth the moment I found 
out I was pregnant again. I had a lot of anxiety that stemmed from the 14 hours of active labour I went 
through but my midwife reassured me that labour the second time around is generally much shorter. 
Even with that in mind, I knew I needed the additional support and encouragement from a doula.

were coming on stronger with each one. It was about 15 minutes after she 
arrived that I suddenly felt myself pushing. I panicked. We weren’t ready. I 
was thankful to have my doula there, I was progressing so quickly and she 
eased my fears and gave me constant support while my husband filled up the 
birthing pool with water and got everything in place while we waited for my 
midwife to arrive. It must have been around 8:20 a.m. when she did.

As soon as the pool was ready I was in it, pushing. The warm water felt 
so good: It gave me instant back pain relief. At that point I dreaded the 
contractions and it felt so good to push. It took 16 minutes of pushing to get 
her ‘head’ out. We thought it was a head until we saw baby poop come from 
what was actually her bum. My midwife looked at me and said, “Your baby is 
coming breech”, I felt myself start to panic and I realized I needed to get our 
baby out as fast as I could. It took only one more push to get her out as far as 
her head. Her legs and body floated freely in the water and with one more 
push she was in my arms. She was so calm and so alert.  

I cried, I was so happy: I got the home birth I had always wished for with 
unexpected results. A few hours after birth I was comfortably sitting on my 
couch watching a movie and drinking coffee in shock that I had just barely 
avoided major surgery and a long recovery. What a rush, I would do it again. I 
am so grateful that I was able to have a midwife and doula who could support 
me in making my own choices about labour and who had the confidence 
and knowledge to deliver my unexpected breech birth at home. 

Editorial notes:
1. I knew I wanted a midwife and a homebirth because with my first child I had 

planned a homebirth with a midwife but ended up in the hospital with a cascade 
of drugs and medical interventions because our baby’s head was deflexed, which 
slowed down out labour. I was stuck at 8 cm for a very long time, which made us 
decide to go to the hospital. I kept thinking to myself afterwards that what went 
wrong wasn’t fair, so I knew I had it in me to try again at home. To prove to myself I 
could.

Jennifer Lewis, retired Pastry Chef and stay-at-home mom of two girls 
on our urban farm in Kamloops BC. Joanna Nemrava was my midwife 
and Jodi Anderson was my doula. 

My pregnancy progressed, as it should, with 
no concerns. During my 36 week visit with my 
midwife she wasn’t certain that the baby was 
head down and did a vaginal exam. Still unclear 
she encouraged us to go to the hospital later that 
week to do a bedside ultrasound. Baby was head 
down! And continued to be head-down (as far as 
we knew) with each weekly check-up. 

On November 30th, 2014, only 2 weeks until my 
due date, we had our home birth supplies ready, 
including the birthing pool and worked with our 
doula to develop our birth plan and ease our 
fears. We were ready.

During my 39th week of gestation, I had 
contractions that were on-and-off but not 
intense enough to be true labour, but I thought 
for sure I wouldn’t go past my due date. The day 
after my due day passed, we met the midwife at 
the hospital to check on some heavy bleeding 
that turned out to be cervical and completely 
normal. Baby was still head down.

Two days later, around 1 a.m. I woke up with one 
giant intense contraction and a rolling feeling in 
my tummy. When I stood up to use the bathroom 
there was a little trickle down my leg, which I 
thought I had peed myself but turned out to be 
my water breaking. There was a small amount 
of meconium in the fluid so I called my midwife 
and she came to check things out. It turned out 
to be a small enough for no cause for concern; 
however, when she did a vaginal exam to check 
my progress she was again uncertain whether 
she was feeling a bum or a face. Because my 1st 
child came face first, I had a greater likelihood 
of having a repeat with my second. So we 
automatically assumed that was the position of 
this baby.

My midwife hung out at my place for a few 
hours but my labour wasn’t really progressing. 
Contractions were manageable and still only 
15-20 minutes apart. Around 5 a.m. she left to 
go do work at her midwifery clinic, which just 
happened to be a block away. My husband and 
I put a movie on and eventually I dosed-off until 
6:48 a.m. Contractions were 3 to 4 minutes apart 
and lasting a minute. At 7:13 a.m. my husband 
messaged our doula to come over to the house, 
she arrived at 7:48 a.m. 

I was sitting on the fitness ball at the side of 
the couch when she arrived. Contractions 
were a few minutes apart, lasting a minute and 
strong enough to leave me speechless. They 
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MY BREECH BIRTH STORY: 
NEW EXPERIENCES
By Shandell Braun

I knew I wanted to experience a home birth, under 
midwifery care, if I were to become pregnant with a 
third child. My first two pregnancies and births with my first two 
daughters were hospital births, which had both gone well, and I had 
decent experiences. But still, I had always wanted to try an all natural 
home birth since my first pregnancy, and I had heard and read only 
positive feedback regarding midwives.

The day I found out I was pregnant with our third daughter in February 
2014, I immediately started emailing some of Edmonton’s midwifery 
practices, before I even told my husband I had taken a positive test!

I received emails back rather quickly saying most were booked up 
already and unable to take me. But I did get the golden email from 
JoySpring Midwifery out of Sherwood Park saying they would take me 
on as a client! I was beyond excited, filled with hopes, dreams and plans 
for this birth.

I thoroughly enjoyed every visit with our midwife and found myself 
looking forward to them. I loved how it felt like more of a friendship, in 
a safe and welcoming environment.

I continued to plan for a home water birth, gathering supplies and 
borrowing a birthing pool from a good friend. The pregnancy went 
generally smoothly and I felt as good as any pregnant mother of two 
active toddlers might (In other words, exhausted!).

Around 36 weeks pregnant our midwife 
began to feel suspicious that baby did not 
have her head where it ought to be. Still 
uncertain of baby’s position and whether 
or not we were feeling a little bum or head 
nestled in my rib cage, our midwife sent me 
for an ultrasound to confirm her suspicions. 
Baby was in a frank breech position. My 
hopes and plans crumbled and I began to 
imagine unpleasant scenarios and pictured 
myself giving birth via cesarean, which I did 
not want.

And only 9 days until my due date!

We went to the Royal Alexandra Hospital 
that same afternoon and attempted a 
unsuccessful, uncomfortable, external 
version. I mourned my anticipated home 
birth, but resolved to remain positive and 
move forward into the unknowns. My midwife 
assured me that breech births, especially 
frank breech, were often another form of 
normal. She said she would help me find the 
right hospital with a doctor that would give 

me a fair try to have this baby vaginally.

October 16th I had another midwife appointment and she offered me 
a stretch and sweep which I accepted. I was okay with it for a variety 
of reasons: I was feeling very done with pregnancy, tired and very sore, 
and feeling pressured by time, as our midwife had holidays coming up, 
and my husband had a four day retreat through work coming up in two 
weeks that we both really wanted to attend with our baby. After my 
appointment I went to get an induction massage at the Sweet Momma 
spa in Edmonton, kindly bought for me by my sweet brother and sister-
in-law. It was heavenly! On the drive home and all through supper, 
up till bedtime I had mild cramping and discomfort, but I tried not 
to get too excited. I drank about a litre of red raspberry leaf tea, and 
before bed my husband did some of the inducing pressure points the 
massage therapist taught me. The night was “normal” and uneventful... 
But at least we slept decent! 

At 6 a.m., October 17th I awoke to our youngest daughter starting 
to stir. Laying there I suddenly felt a weird pop-like flick that didn’t 
feel like baby. I waited a few minutes and felt nothing more. I got up 
to use the bathroom before I got my daughter from her crib, got 
to the bathroom just as fluid began to gush. My waters broke! A first 
for me as I had never experienced a spontaneous rupture; with my 
previous pregnancies it was either broken for me or as I delivered. I 
sat on the toilet until the river became a stream, gave the quick sniff 
test to confirm the clear fluid wasn’t urine, and then went to fetch a 

“Depends” from my birth supplies, woke my husband and asked him to 
tend to our girls because “my water broke!” 

I called my midwife around 6:30 a.m., as she had told me to call her 
if my water broke or labour began so she could call all our hospitals 
to find a doctor who would give me the chance to try for a vaginal 
breech birth since baby had not flipped. Most doctors flat out said no, 
caesarean was their preference. But the doctor on call at the Grey 
Nuns Hospital said he would let me try!

So by 7 a.m. I was having consistent contractions, and because my 
last birth was fast, we packed up and headed to the hospital! Our 
midwife met us there. She could be present at the birth in a supportive 
capacity, but the obstetrician would be in charge during the birth. I 
was about 4 cm dilated with contractions being manageable. They 
came strong and close, but I don’t remember just how much, as I 
preferred to not watch the clock.

I was admitted in my Labour & delivery room, and the nurses let 
me be for about 1 to 2 hours. But because my baby was breech the 
obstetrician advised that I have an epidural in case I needed a cesarean 
section, which I accepted because I didn’t relish the idea of being 
knocked out cold and missing the birth entirely if an emergency arose. 
I won’t lie, pain free sounded okay too.

I was told I wasn’t dilating fast enough so I was put on oxytocin and the 
dosage was increased a few times. I went from 4 cm to 8 cm in about 
30 minutes, and I started feeling pushy soon after! However, I remained 
at 9 ½ cm for awhile… Here we go again. This time my nurse told me 
to try not to bear down or push so my cervix could dilate completely, 
which was super stressful and hard because it felt like I needed to so 
bad! Cue the tears.

Once that annoying little lip of cervix was gone I was transferred to an 
operating room to deliver in case I needed an emergency caesarean. 
I was glad my husband and midwife were able to stay by my side. They 
got me in there, transferred beds, and finally, around 2:28pm, I was 
allowed to push, yes!

I only pushed about 6 minutes before our third daughter slid out 
beautifully, mooning the world as she made her entrance! Honestly, 
it was no harder then my head first births. It was an incredible feeling, 
especially knowing the odds weren’t in my favour for a natural birth. 
Though the room had a cold, surgical feel, I felt only my sweet, warm, 
vernix covered baby girl, and sweet relief and joy. I love that moment 
when it feels like it’s just you and your baby, all else fades to the 
background for a precious minute or two.

My joy was shared by my proud husband, our midwife, our nurse, the 
doctor, and a couple other training staff. 

The confused doctor even graciously allowed us a “lotus birth”, leaving 
Emberleigh attached to the placenta until the placenta had been 
birthed and the cord had stopped pulsing. She was my pinkest baby, 
and I’m confident that’s the reason why.

It wasn’t the birth I had ideally envisioned in the comforts and quiet 
of our own home, but it was a really unique and special experience. 
There were moments I had to remind myself not to be afraid, that God 
had a plan for this birth, and I could do this! Moments of uncertainty 
with all the cesarean prep, making me feel like I couldn’t actually have 
a vaginal birth, and that the hospital staff were prepping me for the 
“worst case” scenario. But I do understand that this is the way doctors 

and nurses are trained and why.

My midwife, bless her, kept reminding me that breech births are 
normal too. This gave me peace.

We are thankful for the supportive, understanding medical team we 
had at the Grey Nuns Hospital, they have wonderful nurses there! I 
am so grateful to our supportive, wonderful midwife, who helped us 
find the right obstetrician. I cannot say enough good things about 
Midwifery care! I am also grateful for my amazing husband, Nathan, 
who’s been a great, helpful and patient partner. We are so in love with 
our sweet baby girl, as are her two energetic, older sisters.

Shandell Braun, stay at home Mother of three young daughters. My 
three “rainbow” babies after two early miscarriages. Have lived in 
Fort Saskatchewan 4 years, prior to Fort Saskatchewan, my Husband 
of 7 years and I traveled North America with a Christian Music 
group. I enjoy singing, being on our churches worship team, reading, 
(especially birth stories), dance parties with my girls, musicals and 
date nights with my Husband. Our midwife was Heather Fisher and our 
obstetrician was Dr. Chua. 

Cardigan Photography
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FACT SHEET: FACT SHEET:

If you are lucky enough to have providers, midwives or 
obstetricians, in your area who attend vaginal breech births, you 
will likely find that you must meet certain requirements to be 
eligible for their services. Research has solidly established that 
a breech birth (vaginal or cesarean) carries higher risks than a 
vertex (head-down) birth. You are making an informed choice 
when you opt for a vaginal breech birth, and your provider is 
making an informed choice when they carefully select women 
and babies for safe birth.

Doctors and midwives, for personal reasons, do not want a sad 
or difficult birth. They also are keenly aware that they face legal 
and professional, if not criminal consequences for attending 
breech births. From a human rights standpoint, this may be 
wrong, but it is nevertheless a fact. On top of that, most doctors 
and midwives have very little or no breech training and even 
less first-hand experience with breech births. It can be scary for 
them, and, as Michael Odent says, “Breech birth by people who 
are scared of breech birth is very dangerous.”

For the providers who do attend breech, there are usually 
contraindications for vaginal birth. These vary from country 
to country, hospital to hospital, and person to person. Here is 
a discussion of some of the things midwives and doctors look 
for when choosing candidates for vaginal breech birth in their 
practice. 

Stargazers
The only absolute dis-qualifier for vaginal breech birth I’ve 
come across is having a stargazer. You want baby’s head to be 
tucked, chin to chest. This can be checked by ultrasound. When 
a baby’s head is hyper-extended, s/he is called a stargazer and a 
vaginal birth would be very risky. The after-coming head is likely 
to get hung up inside. Sometimes unknowledgeable or fearful 
caregivers create a stargazer during labour by pulling on the 
baby as it is being born. This is terribly dangerous. 

Fetal position
The first order of business is to determine what type of breech 
you have.  A buttling (complete or frank breech) is considered 
safer or easier because the butt acts as a kind of head as far 
as blockage of the cervix (to prevent cord prolapse) and to 
exert steady pressure on the cervix for dilation. I know a few 
(European) doctors who consider a frank breech every bit as safe 
as a vertex birth and won’t even offer a caesarean. People often 
wonder with a butt-first baby “Isn’t the diameter of the hips and 

SELECTION OF CANDIDATES FOR 
VAGINAL BREECH BIRTH

CONTINUED...

By Lauren McClain

the legs all squished together really big?” Actually in a full term, 
healthy baby it is about the size of the head.

A footling, kneeling, or other type of flexed breech is trickier. The 
risk of cord prolapse increases greatly with these babies because 
there is nothing blocking the cervix. Though when small parts 
are coming first (like feet) it makes cord prolapse not near as 
dangerous because there is nothing pressing on the cord, as 
long as the prolapse happens when birth is imminent. You must 
be absolutely sure your cervix is totally open before you do any 
pushing. This can be hard with baby’s presenting part already 
hanging out of you. When the baby isn’t a neat cylindrical 
package, as in a frank presentation, there are also more limbs 
and parts to get hung up on pelvic bones or elsewhere. 

Baby’s Weight
Ultrasound is notoriously bad at accurate fetal weight estimates, 
especially at the end of pregnancy. Research shows these 
estimates to be even more off when the baby is breech. This, 
however, is the only way most providers know how to guess 
at a baby’s size. The American College of Obstetrians and 
Gynecologists (ACOG) and the Society of Obstetriciand and 
Gynecologists of Canada (SOGC) both risk out babies over 
4000g (about 8.5 lbs.). Babies under 2000g (<4.5 lbs.) are also 
risked out for size. Some midwives say a nice chunky baby is 
actually safer because the fat bottom better opens the mother in 
preparation for the after-coming head. But big babies—assumed 
to be more difficult to squeeze out—are often risked out of 
vaginal delivery, even when they are vertex, and this attitude 
crosses into vaginal breech birth candidacy.

Maternal pelvis
A mother with a “clinically inadequate pelvis” may be risked out. 
Sometimes women are risked out of all vaginal birth through 
this clinical examination of the pelvic outlet, but women looking 
for vaginal breech are more often checked. The care provider is 
concerned about bits of baby being hung up on bits of mother 
internally. However, the best indicator of a good mother-baby 
fit in size is simply adequate progress in labour. If it is progressing 
well, everyone’s size is just fine. Many providers put a time limit 
on both stages of labour for vaginal breech births, assuming 
from longer labours that the baby would be born safer through 
the abdominal wall. 

Premature or growth-restricted baby
 If there is a serious disparity between the size of the baby’s body 
and the size of the baby’s head, there is increased risk of head 
entrapment. In full term, healthy babies, the size of the head 
and the size of the butt and legs bent together are about equal. 
A premature or growth restricted baby will have a small body 
and a comparably large head, making head entrapment a more 
likely and risky complication. Recent work in Frankfurt on vaginal 
breech birth puts the number at 32 weeks. After 32 weeks, they 
offer vaginal breech birth for early babies.

Hospital Facilities
The US and Canadian obstetrical groups both indicate that 
the immediate availability of caesarean surgery and neonatal 
resuscitation teams is a requirement for vaginal breech birth. 
Also, if a competent caregiver is not available to attend the birth, 
caesarean is advised. Induction and augmentation of labour (use 
of Pitocin/Syntocinon) are usually discouraged or prohibited for 
vaginal breech births. 

Some factors that may help a woman’s 
candidacy.

 ❉ Previous vaginal birth

 ❉ No prior uterine surgery/cesarean

 ❉ Generally healthy and not over 35

For some caregivers, the following are a 
consideration:

 ❉ The mother is willing to be active in labour.

 ❉ She is willing to labour without drugs.

 ❉ She feels confident about the choice to pursue vaginal breech 
birth.

Choosing a vaginal delivery despite medical 
advice 
The SOCG says that women with contraindications should be 
advised to have a caesarean birth prior to the onset of labour. 
Of women who, after being informed of the risks, still want to 
pursue vaginal birth, the SOGC guideline says, “women choosing 
to labour despite this recommendation have a right to do so 
and should not be abandoned. They should be provided the best 
possible in-hospital care.” ACOG has, in the past, put out a similar 
general statement saying that if elective cesarean is an option, so 
too should elective vaginal birth be. This is all very nice on paper, 

but finding an obstetrician who will both accept your decision and 
then attend your birth with a good heart is more difficult.

If a woman believes a caesarean is the wrong choice for her 
and her baby, she may have to travel, change birth plans, and/or 
change providers. It can be quite exhausting, especially when it is 
in addition to efforts to turn the baby. I am aware of quite a few 
women who have left their country to have vaginal breech births—
even across oceans. Birthing a breech baby vaginally is usually very 
safe, especially with the right care provider. But obstetricians and 
midwives who routinely do any vaginal breech births in the current 
obstetric climate are the exception, not the rule, and they do often 
have requirements in place to minimize risk. The requirements are 
in place for both your safety and theirs, but you know your body and 
baby better than they, and you have the right to make the decision.

Lauren McClain is an advocate for parents of breech babies and 
maintains the website mybreechbaby.org to that aim. She teaches 
childbirth education classes in Maryland, where she blogs about birth 
and lives with her family including three wees, all born under very 
different circumstances.  
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The Butt-Down Baby's Guide to 
Breech BirthBreech Birth

"Routine cesarean delivery of the near-term or term 

breech fetus increases maternal morbidity, maternal 

mortality, and the cost to society, but it does not 

provide a foreseeable benefit to the near-term and 

term breech fetus....Although preached with great 

emotion, the recommendation for routine elective 

cesarean section to deliver the near-term or term 

breech fetus cannot be substantiated by studies 

published over the last decade."

-C.P. Weiner

Why is cesarean 
often recommended?

Breech birth can be more risky than head-down birth. 

Due in part to a flawed study released in 2000 and a 

history of insurance companies threatening teaching 

hospitals who taught breech skills, most caregivers 

today have had no opportunity to deliver a breech 

baby. The study was debunked around 2006, and 

ACOG released a statement recommending vaginal 

breech birth in select cases. Unfortunately, so few 

people now remember how to deliver a breech, and 

the recommendation for inexperienced doctors is to 

perform a cesarean. Vaginal breech birth is just 

starting to come back, mostly in the UK and 

Australia. But it is available here by a few learned  

midwives and doctors.

H
ow to

 get what you want

Ask around. 

Make calls. Find a new hospital, 

doctor, or midwife who does what you want.

Ask politely but firmly. If it's a hospital procedure (like 

having one arm free during a cesarean), talk to the nurse 

manager ahead of time. You may have to travel. My Breech 

Baby and the Coalition for Breech Birth can help you 

through email or facebook.

Looking for inspiration? 

Check out the many different 

breech birth stories on 

www.mybreechbaby.org 

Factors that increase the 
safety of a vaginal birth 

Factors that may increase 
your risk

E.C.V.

A doctor turns your baby by 

pressing on your belly. One of the 

only turning techniques with risks, 

it often works and complications 

are very rare. It's a lot less risky 

than a cesarean for mom and baby.

* very large baby

* footling presentation

* small maternal pelvis

* inexperienced caregiver

* flexed head (baby looking up)

* induction or augmentation/pitocin

* first stage of labor is slow or difficult

* baby is not descending well in labor

* experienced, confident caregiver

* frank breech position

* previous vaginal delivery 

* willingness to labor without drugs

* willingness to be active in labor

* an early labor that moves quickly

Note: Some doctors who do more hands-on breech 

deliveries actually prefer you have an epidural. They may 

routinely use vacuum or forceps. Do ask.

Learn more     mybreechbaby.org/blog  www.facebook.com/mybreechbaby
www.mybreechbaby.org

FACT SHEET: FACT SHEET:
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BIRTH OPTIONS LIMITED  
WHEN BABY IS BREECH
By Guinevere A. Murphy

Two small, shiny mounds slowly emerge, surprising 
despite their being expected. One spindly leg 
slithers out, then another, followed rapidly by the 
torso. But now the progress of baby’s entrance into the world 
stalls. Relaxation music plays, now largely ignored, in the softly lit 
hospital labour room. Mandy Jeffries, an experienced doula, recalls 
this moment in the delivery of soon–to–be second time mother Janet 
Arnold’s son.1  His head was still inside. Was it stuck? 

Dr. Michael Hall, attending obstetrician, had been a calm, reassuring 
presence here since Arnold’s arrival two hours earlier in the frosty 
January pre-dawn at Swedish Medical Center in Englewood, Colorado. 
“Just let her keep doing her thing,” he intoned. With a solid 40–
year career in obstetrics, Dr. Hall was the seasoned veteran of the 
proceedings. A collective sigh of relief was released from assembled 

medical staff when a pink, perfect little head popped into view.

Breech births, where the baby is in a foot– or butt–down at the time 
of delivery instead of the typical head-down position, account for 3 
to 4% of all births.2  Yet despite the movement towards more birth 
choices today, a third of babies are born by caesarean, itself a major 
(not to mention expensive) abdominal surgery with the potential for 
serious complications.3  And for a variety of reasons, the movement 
hasn’t extended to breech births: upwards of 90% of breech babies 
are delivered by caesarean today.2 These statistics are reversed from 
a generation ago, when most breech babies were delivered vaginally. 
Yet safety statistics haven’t changed much since then,2 and the study 
that precipitated the move to caesareans for almost all breech babies 
has come under fire in recent years. 

Arnold, an office manager from Denver, Colorado, was thirty four 
weeks along with her second baby when she learned that he was 

breech in November 2011. Arnold had planned to deliver at Mountain 
Midwifery in Englewood, Colorado, the only free standing birth center 
in the state. “I was expecting and looking forward to a natural water 
birth,” Arnold recalls.

Arnold spent the next weeks of her pregnancy trying to turn her baby: 
headstands in the pool, acupuncture, herbal remedies, hypnosis, and 
chiropractic. But nothing worked, so at 36 weeks pregnant, she turned 
to Dr. Hall, where Mountain Midwifery refers their high risk patients. Dr. 
Hall attempted external cephalic version, the only medical procedure 
widely used to turn breech babies.2,4 This technique works about 
60% of the time, and it has drawbacks, though complication rates are 
relatively low.2 Women report it can be quite painful, and sometimes 
the baby returns to an unsuitable position afterwards. The procedure 
failed in Arnold’s case. The baby had already “dropped,” i.e. his bottom 
was so firmly lodged in the pelvis that Dr. Hall’s team couldn’t budge 
him. 

At this point, most women would schedule their caesarean, but 
here is where Arnold’s story takes an unusual turn. Dr. Hall is one of 
a dwindling number of obstetricians willing to allow vaginal breech 
birth, provided the pregnancy fits stringent selection criteria necessary 
for the safety of mother and baby.4

Since 2000, caesareans have been the gold standard for breech 
deliveries,5  but there’s growing controversy over the risks of breech 
vaginal delivery versus caesarean to women and babies.6  Dr. Stuart 
Fischbein, a 28–year private practice obstetrician who made the 
decision to leave clinical practice in Los Angeles to exclusively attend 
home births a few years ago, is a self–styled birth activist, citing 
hospital policies not conducive to labouring and birth. In sharp 
contrast to hospital breech birth statistics, he estimates a >80% vaginal 
delivery rate of his homebirth breech deliveries with no emergency 
transports to the hospital required7  (although women who plan 
deliveries at home have lower risk pregnancies). In a 2011 interview, 
Dr. Fischbein discusses doctors’ practical considerations in the hospital 
setting.8  Not like the unpredictability of a natural birth process, the 
typical 45–minute caesarean is routine, can be scheduled, and there’s a 
high comfort level with the procedure among obstetrics professionals. 
Today about a third of all US births are done by caesarean, almost 
three times the rate considered medically necessary by the World 
Health Organization.3

Despite the large number of surgical births today, “We really haven’t 
done much better in terms of infant or maternal morbidity or 
mortality,” says Fischbein. However, obstetricians have the highest 
malpractice risk among physicians in the US, “fostering a ‘more is safer’ 
attitude,” concludes a front-page 2013 New York Times analysis.9 

Critics argue that studies of vaginal versus caesarean birth for breech 
babies fail to take into account the long term risks of caesarean, such 
as potentially life–threatening ruptured uterus or placental issues in 
future deliveries, and future fertility issues.10, 11 Potential side effects of 
surgery may be downplayed in counselling. “No operation where the 
skin is cut and the abdomen is entered should be considered routine,” 
says Dr. Fischbein. 

Further, emerging research suggests a link to longer-term health issues 
possibly related to caesareans. Lack of exposure to maternal fecal 
matter during birth combined with antibiotic exposure may make 
babies delivered by caesarean prone to poor early gut colonization 

by “beneficial” microbes.12,13  But it is hard to pin down a connection 
to caesareans because many factors affect early intestinal health, 
including breastfeeding and presence of older siblings, among 
others.14  There is also some research pointing to possible links 
between caesarean and a variety of conditions like childhood obesity, 
allergies, asthma, eczema and diabetes.14

Why are almost all breech births delivered by caesarean today? 
Probably most important, there’s a greater chance of short-term injury 
to a breech baby compared to those born head down.15 Birth providers 
inexperienced with breech birth may intervene unnecessarily when 
the baby is partially born. With breech babies, the policy is “hands 
off until you absolutely have to do [something],” Dr. Hall explains, 
something many obstetricians find uncomfortable.16  “The more you 
try to help, the more issues you can actually cause,” Jeffries adds. 
Breech babies also average lower Apgar scores, a test that assesses 
newborn health immediately after birth.2 

The question of breech delivery seemed to be definitively settled by 
results from a large, 26-country clinical trial, the Term Breech Trial, 
conducted in 2000.5 The trial changed the way obstetricians around 
the world handled breech births almost overnight. One study in the 
Netherlands showed a 60% jump in caesareans for breech birth only 
two months after the original publication, an almost unheard-of speed 
of impact for one study.17  Before year’s end, the American College of 
Obstetricians and Gynecologists, the body that regulates obstetrics 
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practice in the US, had changed their recommendations to caesarean 
for virtually all breech births, with two exceptions: when a woman 
was in “advanced labour,” with no time for a caesarean, and in the 
infrequent case of a smaller second breech twin.18

The trial came under fire vociferously by a Term Breech Trial study 
collaborator, Dr. Marek Glezerman, who in 2005 published a highly 
critical rebuttal concluding that the study’s methodology was so 
deeply flawed that its conclusions should be formally withdrawn.6 
He cited longer term follow-up data that didn’t support improved 
outcomes, and study irregularities including fetal deaths unrelated 
to delivery mode, inclusion of hospitals with substandard medical 
facilities, and vaginal births attended by doctors untrained or 
undertrained in breech birth. 

In light of the new data, in 2009 “the Society of Obstetricians and 
Gynaecologists of Canada has reversed its decision and told its 
residency programs it needs to start retraining breeches today,” says 
Dr. Fischbein, but that has not happened yet in the US.8, 19  In 2006, the 
breech recommendations were pulled back from the hard line drawn 
immediately after the Term Breech Trial’s publication, supporting 
breech birth in cases where the woman meets all the selection 
criteria, and where the practitioner is skilled in breech birth.20  Yet 
the recommendations concede that caesareans would continue 
to be the likeliest outcome “because of the diminishing expertise 
in vaginal breech delivery.” Despite this acknowledged lack, most 
hospitals simply can’t adequately teach hands–on breech birth today 
since the vast majority of breech births are delivered by caesarean. A 

consensus opinion published in April 2014 by the American College 
of Obstetricians and Gynecologists (ACOG) and the Society for 
Maternal-Fetal Medicine urged reducing the overall caesarean rate, 
and concluded that external cephalic version was underutilized, 
but they stopped short of recommending vaginal trial for breech 
deliveries.4

Dr. Hall is bucking the national trend in the United States: he has begun 
teaching breech births to obstetrics residents at the University of 
Colorado in Denver. In a recent interview,16 Dr. Hall cites institutional 
challenges that may be hard to overcome in making breech vaginal 
birth more widespread. For example, although many of the breech 
birth manual techniques are still widely taught (because they are 
used in caesareans; if you think about it, pulling a baby out vaginally 
is similar to pulling it out of a low abdominal incision), other standard 
obstetrical procedures for rare but dangerous situations have changed 
over time in a way that is not consistent with safe breech birth. For 
example, rarely a baby’s head becomes stuck in the birth canal. 
Traditionally forceps would be used to help extract the baby. But 
forceps have fallen out of favour in recent years, replaced by vacuum 
extraction, a procedure that can’t be used for breech births. Since 
the biggest worry of breech birth is the head getting stuck, young 
obstetricians will need to be competent with forceps delivery. 

Dr. Hall also cites paediatricians’ lack of comfort with bedside 
resuscitation (as opposed to incubator resuscitation) as an 
impediment to safe breech birth, as in some cases it can be important 
to delay cutting the cord. Further, nervous administrators have for 

now confined the training program to admit only women who have 
previously had at least one baby vaginally. This significantly reduces 
the learning opportunity, says Dr. Hall, since those deliveries are usually 
faster and easier. And perhaps the most significant challenge is the 
low numbers of breech vaginal deliveries: he estimates that a resident 
would need to lead at least 10 breech deliveries to be sufficiently 
confident and competent to perform breech deliveries on their 
own. Since he delivers only 2-3 breech babies per month, obtaining 
sufficient experience is a very slow process for young residents.

Critics of the breech policy argue that the loss of breech birth skills 
is dangerous for women and babies. What if a baby presents breech 
unexpectedly, or if labour progresses too fast for a caesarean to be 
performed? During the brief but tense period when Arnold’s baby 
was partially born, Jeffries recalls her relief at Dr. Hall’s expertise, 
acknowledging the possibility of a different outcome “had we not had 
someone who knew what they were doing [with breech delivery]” 
present. 

The breech recommendations suggest counselling women of a higher 
risk of death or serious short-term injury to their babies if they choose 
a vaginal birth.20 Despite this stark warning, it is unclear whether 
lumping all breech births together makes sense; footling breech, 
preterm and small babies, and caregivers inexperienced with breech 
birth, for example, may be much higher risk than breech pregnancies 
that meet all the requirements. “When you meet all the selection 
criteria,” Dr. Fischbein says, the risks of breech delivery “are really no 
different” from that of a head down baby. 

Arnold met all the criteria for a breech natural birth; no other 
pregnancy complications, a “proven pelvis” since she had delivered 
her first son naturally, and importantly, she had a high comfort level 
with a breech delivery. “I was determined not to have a C-section 
unless it was medically necessary,” she says. 

Arnold awoke in labour around midnight, more than a week overdue, 
and met Jeffries and Dr. Hall at the hospital. She delivered a perfectly 
healthy baby boy less than three hours after arrival. She says it “didn’t 
feel much different” from the natural birth of her first, head down 
baby. Later that day, in the relative quiet of her hospital bed, Arnold 
snuggled her newborn, marvelling, “Going through it the second time, 
you forget how small they are when they first come out.” 

It seems that medicine, like most things in life, isn’t cut and dry. Yet the 
move to caesarean for breech babies has major life consequences for 
women and their families, and there is a growing clamour to rethink 
the one-size-fits-all “caesarean for all breech babies” policy. And 
despite the uncanny speed with which the Term Breech Trial changed 
medical practice recommendations around the world over a decade 
ago, the change back has been glacial. Says Dr. Fischbein, “Ultimately 
the medical profession will make changes if people make demands.”

Editorial notes: 
1 Phone and email interviews of Mandy Jeffries and Janet Arnold conducted in May 

and June 2013.

2 Reviewed in Richard Fischer, MD. “Breech Presentation” July 9, 2012.http://
emedicine.medscape.com/article/262159-overview

3 Luz Gibbons, José M. Belizán, Jeremy A Lauer, et al. (2010) “The Global Numbers 
and Costs of Additionally Needed and Unnecessary Caesarean Sections Performed 
per Year: Overuse as a Barrier to Universal Coverage” World Health Report, 
Background Paper, 30. http://www.who.int/healthsystems/topics/financing/
healthreport/30C-sectioncosts.pdf

4 American College of Obstetricians and Gynecologists (College); Society for 
Maternal-Fetal Medicine, Caughey AB, Cahill AG, Guise JM, Rouse DJ. (2014), “Safe 
prevention of the primary cesarean delivery.” American Journal Obstetrics and 
Gynecology, 210 (3): 179-93.

5 Hannah ME, Hannah WJ, Hewson SA, et al. (2000), “Planned caesarean section 
versus planned vaginal birth for breech presentation at term: a randomised 
multicentre trial. Term Breech Trial Collaborative Group.” Lancet, 356 (9239): 1375-
83.

6 For example, see the rebuttal of the Term Breech Trial results in Glezerman M. 
(2006), “Five years to the term breech trial: the rise and fall of a randomized 
controlled trial.” American Journal of Obstetrics and Gynecology, 194 (1): 20-5.

7 Personal communication. Email dated November 10, 2014.

8 “A Conversation with Dr. Fischbein,” Gena Kirby, Progressive Parenting 
Podcast, December 20, 2011. http://www.blogtalkradio.com/progressive-
parenting/2011/12/20/breech-birth-a-reality-a-conversation-with-dr-fischbein

9 Elizabeth Rosenthal, “American Way of Birth: The Costliest in the World” July 1, 
2013, New York Times, New York edition, page A1.

10 National Institutes of Health Consensus Development Conference statement: 
vaginal birth after cesarean: new insights. March 8–10, 2010. Obstetrics and 
Gynecology, 115 (6): 1279–1295. http://consensus.nih.gov/2010/images/vbac/
vbac_statement.pdf

11 American College of Obstetricians and Gynecologists (2010). “ACOG Practice 
bulletin no. 115: Vaginal birth after previous cesarean delivery,” Obstetrics and 
Gynecology, 116 (2 Pt 1): 450-63. Available at: http://www.acog.org/Resources-
And-Publications/Practice-Bulletins/Committee-on-Practice-Bulletins-Obstetrics/
Vaginal-Birth-After-Previous-Cesarean-Delivery

12 Pandey PK, Verma P, Kumar H, et al. (2012), “Comparative analysis of fecal 
microflora of healthy full-term Indian infants born with different methods of 
delivery (vaginal vs cesarean): Acinetobacter sp. prevalence in vaginally born 
infants.” Journal of Bioscience, 37 (6): 989-98.

13 Makino H, Kushiro A, Ishikawa E, et al. (2013), “Mother-to-infant transmission 
of intestinal bifidobacterial strains has an impact on the early development of 
vaginally delivered infant’s microbiota.” PLoS One, 8 (11): e78331.

14 Reviewed in Neu J, Rushing J. (2011), “Cesarean versus vaginal delivery: long-term 
infant outcomes and the hygiene hypothesis.” Clinical Perinatology, 38 (2): 321-31.

15 Reviewed in reference 2, and see literature references as early as mid-century 
(e.g. Wright RC (1959), “Reduction of perinatal mortality and morbidity in breech 
delivery through routine use of cesarean section,” Obstetrics and Gynecology, 14: 
758-63. External cephalic version was first practiced in the 16th century (reviewed 
in Ghosh MK (2005), “Breech presentation: evolution of management,” Journal of 
Reproductive Medicine, 50 (2): 108-16.)

16 Phone interview conducted November 6, 2014.

17 Rietberg CC, Elferink-Stinkens PM, Visser GH (2005), “The effect of the Term Breech 
Trial on medical intervention behaviour and neonatal outcome in The Netherlands: 
an analysis of 35,453 term breech infants,” BJOG, 112 (2): 205-9.

18 Committee on Obstetric Practice (2001), “ACOG committee opinion: number 265, 
December 2001. Mode of term single breech delivery,” Obstetrics and Gynecology, 
98 (6): 1189-90.

19 Maternal Fetal Medicine Committee, Society of Obstetricians and Gynaecologists 
of Canada (2009), “Vaginal delivery of breech presentation,” Journal of Obstetrics 
and Gynaecology Canada, 31 (6): 557-66, 567-78.

20 ACOG Committee on Obstetric Practice, “ACOG Committee Opinion No. 340. 
Mode of term singleton breech delivery,” Obstetrics and Gynecology, 2006, 108 (1): 
235-7.

Guinevere A. Murphy is a PhD biochemist, writer, and mother of three 
young children: a 7-year-old daughter, and 3-year-old boy/girl twins. 
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C-section with her breech twins, she became passionate about learning 
more about breech vaginal birth and spreading the word that surgery 
really isn’t (and shouldn’t be treated as) a no-brainer for breech birth. 
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BREECH BIRTH: ABNORMAL OR UNUSUAL?
By Jane Evans

Previously Published in Midwifery Today

Mother Nature works very hard to develop 
safe ways for any species to reproduce. One of 
her species has become so knowledgeable and 
developed so many skills to aid her that, sadly, 
it appears to have lost sight of that very basic 
knowledge. The loss of that knowledge and the interferences 
developed to “help,” for all their benefits, are now being shown to 
have many long-term detrimental effects emotionally, physically and 
spiritually on that species.

Members of the human species started 
to walk on their hind legs and developed 
comparatively large heads as their intellect 
changed to support their survival in a hostile 
environment. Their anatomy started to 
adapt, and gradually the pelvis changed to 
accommodate the upright posture, which led 
to the need for the babies to be born through 
rotational movements and for the mothers’ 
pelvises to be able to change shape and open 
during birth. In order to accommodate the 
larger head and to be born safely, the young 
needed to be born at an earlier stage of 
development and to remain a dyad with the 
mother for longer than other mammals. The 
young were normally born one at a time and 
in a longitudinal lie, most commonly head 
first. Mother Nature knew it was important for 
both mother and baby to survive in order for 
the species to survive.

The path through the pelvis and birth canal 
that a head-down baby takes has long been 
recognised as being optimal if the back 
of the baby’s head is on the left and in an 
anterior or lateral/transverse position in 
the mother’s pelvis (LOA). Some babies, 
possibly influenced by the internal shape and 
structures of the mother’s pelvis, are born in 
different positions, such as with the back of 
the head to the right in the mother’s pelvis, in 
an anterior or lateral/transverse position or 
in a posterior position (ROA or OP). Babies, 
whatever their position, are guided by the 
internal structures, bones, muscles and 
ligaments of the mother’s pelvis, along with 
the movements both mother and baby make, 
working as a dyad from life in the womb to 
life in the outside world. These positions (ROA 
or OP) are unusual, not abnormal for birth 
and all are possible, though not necessarily 

optimal. Mother Nature intended mothers and babies to survive.

Three to four percent of all human babies at term (37–42 weeks 
gestation) are born body first, with the head coming after (breech 
position). There is still a clear path for these babies through the pelvis 
and birth canal. Tragically in the areas of our world most influenced 
by the developed world, knowledge of the path taken by a baby in 
a longitudinal, but head-up position is rapidly being lost and major 
surgery is being used in the majority of cases.

The knowledge that does remain is often that of how to manoeuvre 
the baby out of a woman when she is restrained flat on her back with 
her legs in stirrups. This position ignores the knowledge we have of the 

anatomy of the mother’s pelvis. (This is often the case for head-down 
babies, too.)

When a woman is encouraged and supported to choose her own 
natural birthing position, she most always will adopt an upright 
position for the actual moment of the birth of her baby, generally a 
squatting, kneeling or standing position, rarely a sitting or back-lying 
position, as these restrict the movement of the sacrum as the baby 
comes through the pelvis.

As with a head-down birth, there is an optimum position for the head-
up baby to adopt for the birth: the sacrum of the baby is anterior or 
lateral/transverse on the right side of the mother’s pelvis.

The presenting part of the baby can be any of the following: 1) 
buttocks with legs extended and knees straight but hips flexed; 2) 
buttocks with legs folded, both hips and knees flexed and baby sitting 
in tailor pose so a foot or two may come just before or with buttocks; 
3) one or both feet first, with both hips and knees extended; or most 
rarely, 4) a knee presenting when hip is extended and knee is flexed. 
These presentations in any of the positions mentioned above can be 
born vaginally. However, if it is the mother’s first pregnancy, the first 
two presentations described here are more likely to be successful.

In my midwifery practice with colleague Mary Cronk, supported 
by verbal reports from other practitioners who support breech 
births, it appears that in approximately 20–25% of pregnancies, 
appropriate interference is necessary when the baby is in a head-up 
position, usually by lower segment caesarean section delivery (LSCS). 
Appropriate, safe surgical delivery does save the lives of some mothers 
and babies.

It is widely thought that more babies in the head-up positions will 
require a little more help to breathe when they are born than head-
down babies, and a slightly higher number of head-up babies have 
congenital problems and may need assistance at birth for that reason. 
Women should have the option, having been given full informed 
consent, to birth their head-up babies in a place that feels appropriate 
for them, which may well be a hospital with a neonatal support unit 
available. The physiology of birth is the same for head-up babies as 
it is for head-down babies, and a quiet, supportive environment is 
imperative for the release of hormones that lead to safe birth.

The most common shape for a woman’s pelvis is gynaecoid, where 
the widest diameter at the top/brim is from side to side with a curved 
sacrum that gives the central part of the pelvis the same diameter all 
around and the widest diameter at the bottom/outlet is from front 
to back. It is this bony configuration that gives the basic shape to the 
ligaments and the muscles that guide the baby through the birth 
canal. Women with a different shaped pelvis can birth their babies just 
as efficiently, but the cardinal movements may differ slightly, so the 
gynaecoid pelvis will be the one used in this description.

The most common position for a first-time mother’s baby in a head-up 
position is with the buttocks presenting, the hips flexed and the knees 
extended. The widest diameter of the presenting part of the baby is 
therefore the bi-trochanteric diameter, around the hips and extended 
legs. This diameter, in a well-grown, full-term baby will be similar to 
the bi-parietal diameter of the after-coming head. The smaller, less-
developed the baby, either through prematurity or growth restriction, 
the bigger the differential between the bi-trochanteric diameter and 

the bi-parietal diameter, so the concern is greater about the birth 
of a larger after-coming head. The optimal position is for the baby’s 
back to be to the right, anterior side of the mother’s pelvis, so we will 
use this position to describe the cardinal movements made by both 
mother and baby during a spontaneous breech birth.

During late pregnancy/early labour, the baby descends into the 
mother’s pelvis in a right sacrum anterior (RSA) position.

Labour starts spontaneously at term (37–42 completed weeks of 
pregnancy).

The cervix effaces and dilates and the baby descends in the pelvis. 
Descent into the pelvis is often accompanied by the passage of frank 
meconium. It is this “toothpaste” meconium, passed when the baby 
is being squeezed through the pelvis, which is diagnostic of a breech 
presenting baby. This process is purely mechanical and therefore not 
a sign of foetal distress at this stage. The presenting part flattens the 
pelvic floor and, guided by the ileococcygeous muscle, rotates from 
RSA to right sacrum lateral/transverse (RSL/T). The genital cleft will be 
in the transverse diameter.

Most women at this point, if not already in an upright position, will 
adopt a position that is optimal for the birth of their baby, usually a 
forward kneeling or squatting position. A forward-leaning position, 
with a baby in an anterior position, decreases the risk of the baby 
dropping back onto his cord and causing cord compression. Some 
women wish to stand for the birth of their baby, and while some 
midwives advocate standing, my personal experience is that this 
position may encourage early separation of the placenta.

With full dilatation of the cervix, the baby descends further and the 
posterior buttock meets resistance from the tendonous arch of the 
pubococcygeous muscle (pubovisceral muscle), the ileococcygeous 
muscle and the ischeococcygeous muscle, which will aid in lateral 
rotation. The baby’s anterior buttock will stretch the mother’s 
perineum and gradually become visible at the mother’s introitus.

The mother often drops back and down to sit on her heels or bottom. 
This spontaneous movement helps the thinning out of the perineum, 
flexion of the baby and descent, usually with active, spontaneous 
expulsive pushes from the mother. (It is important for the birth 
attendant not to touch or try to lift up the mother’s buttocks.) This 
movement also encourages the baby into a well-flexed position, 
beneficial for breech presenting babies. It is also important for 
spontaneous birth that the mother not be encouraged to push, but 
to follow her and her baby’s instructions if things are proceeding 
smoothly.

The second stage continues with spontaneous expulsion and the 
anterior buttock is born. The baby’s anus and genitalia are born 
followed by the posterior buttock. Once the bi-trochanteric diameter 
is past the mother’s introitus, the baby has “rumped” (as opposed to 
“crowned”).

Once rumping has occurred, the baby rotates from RSL/T back to RSA 
and on to direct sacrum anterior (DSA) because the pelvic floor is now 
flat and open, the majority of the body and limbs are past the mother’s 
sacral prominence and there is more room for the baby’s chest, arms 
and legs in the hollow of the mother’s sacrum. This brings the baby’s 
shoulders into the oblique/transverse diameter of the brim of the 
mother’s pelvis. The baby then descends as a compact unit.
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By positioning his/her smaller parts into the hollow of the sacrum, 
the baby has room to descend further and follow the sacral curvature 
of the mother’s pelvis. Stimulation of the Perez reflex as the baby’s 
sacrum passes the mother’s symphysis pubis causes the baby to extend 
his pelvis around the mother’s pubic bone, which simultaneously 
brings his head past the mother’s sacral prominence whilst releasing 
his legs from her perineum—all with continued spontaneous descent. 
The umbilical cord can now be seen and observed for tone and vitality, 
but should not be touched; if all is progressing well, there should be no 
compression, as the baby’s head is still above the brim of the mother’s 
pelvis.

The baby will often pass urine during this rotation, again, due to 
stimulation of the Perez reflex. The mother will still often drop down 
further onto her baby, and should not be discouraged, as this motion is 
still aiding flexion of the baby.

There is further descent and rotation from DSA to left sacrum anterior 
(LSA). This rotation is most frequently seen in first-time mothers, 
as it is thought that the baby’s shoulders and arms are guided by 
the sacrococcygeal ligament covered by the ischiococcygeous/
coccygeous muscle, which span the sacrosciatic notch of the mother’s 
pelvis. This muscle and ligament are generally more flexible in a 
mother who has previously given birth so her baby tends to descend 
without rotation. What was the posterior arm at the start of labour 
is now the anterior arm and passes under the mother’s pubic arch 
where it is spontaneously released. The posterior arm then also 
releases spontaneously soon after, as the baby descends. At this point 
the baby’s head is coming into the brim of the mother’s pelvis and, 
therefore, it is the most common time for cord compression. Careful 
observation of the tone and vitality of the cord is advised. Breathing 
movements can often be observed, but these small movements are 
normal in utero. Gasping movements are a cause for concern and the 
birth may need to be expedited. General observations of the colour 
and tone of the baby and the cord will guide the course of action.

The LSA position now brings the baby’s occiput into the pelvis on the 
left-hand side of the mother’s pelvis, as with head-first babies, because 
of the greater curvature of the ligaments and the presence of the 
descending colon in the left side of the mother’s pelvis. Once the 
baby’s head is in the mid cavity of the mother’s pelvis, there is a reverse 
rotation from LSA to DSA when the occiput is guided back to direct 

anterior by the shape of the pelvic floor and its side walls. The occiput 
finds the most room under the pubic arch where there is also the least 
muscle restriction and the well-flexed chin will pass over the mother’s 
perineum.

The fit, healthy baby will then perform at least one tummy scrunch, 
sometimes more, to bring his chin onto his chest by flexing and 
lifting his arms and legs, causing rotation of the baby’s occiput on the 
internal aspect of the mother’s symphysis pubis. The baby’s movement 
feels odd and causes the mother to spontaneously move her pelvis 
around the baby’s head either by dropping her pelvis back to her heels, 
dropping her body forwards or dropping from an upright kneeling 
position to an all fours kneeling position and sometimes to a knee-
chest position. This movement sweeps the pelvis around the baby’s 
head and the perineum over the baby’s face and the rest of the baby’s 
head is born past the perineum, still following the sacral curvature, 
bringing the baby towards the mother’s front. This last action can 
occur very quickly, so mother or her careprovider needs to be ready 
to receive the baby and pass him/her through to his/her mother, who 
will sit back on her heels to greet her new baby. This again must be a 
completely spontaneous movement from the mother directed only by 
her baby.

Avoid lifting the baby towards you and the mother’s back as this is 
completely against what Mother Nature intended and delays the 
baby’s mouth and nose from being freed from the perineum and at 
worst could put the baby’s head into an inverse brow presentation. 
Instead, follow the mother’s sacral curve.

A physiological birth is normally followed by a physiological birth of 
the placenta and membranes, which is no different from the usual 
vertex birth.

A breech baby may be a little surprised at landing earth-side, but 
loving patience, parental calling and gentle stimulation is usually 
all that is required, with the cord still intact, before the baby throws 
his arms up and expands his own lungs. These babies are similar to 
waterbirth babies and just need a second or two longer to take their 
first breath.

These cardinal movements for breech birth use gravity, as well as the 
spontaneous movements of both the mother and the baby. We are 
still relearning, studying, discussing and developing skills to support 
normal breech birth, as well as skills for when and how to help—but 
that is another article!

Mother Nature has a very clear path for these unusual, not abnormal, 
presenting babies to be born. For the sake of women and babies, it 
is time to regain the skills to support breech birth. We interfere at 
everyone’s peril.

Many thanks to my dear friends Anne Frye and Gail Tully for helping 
me learn and describe the anatomy necessary for the writing of this 
article.

Jane Evans trained as a general nurse and then as a midwife in the UK. 
She worked in the National Health Service for 20 years, supporting 
homebirth. She has been working as an independent midwife since 1991. 
Jane is co-director of Sharing the Skills and has taught about breech 
birth and midwifery skills both nationally and internationally. She 
has four children and three granddaughters, one of whom was a breech 
presentation, born spontaneously. 
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COLLEGE OF MIDWIVES OF ONTARIO 
STANDARDS PERTAINING TO BREECH BIRTH
By Heather Beaudoin

Midwifery, like other health professions in Canada, 
is provincially regulated. Because of this, even 
though the midwifery model of care and standards 
of practice look very similar across the country, there are provincially 
specific distinctions that impact what elements of maternity care are 

commonly practiced by midwives in various regions. Additionally, 
many of us are familiar with the phenomenon of certain hospitals 
having reputations for having higher or lower incidences of certain 
childbirth interventions, or for particular nurses or doctors being 
more or less supportive of a woman’s unique desires for her birth 
experience. Midwives too are not exempt from providing care that is 
influenced by a myriad of factors beyond the word of the ‘laws’ which 
regulate their profession. These are some of the reasons that in some 
Canadian jurisdictions you will find breech babies still being routinely 
delivered by caesarean and in other places you will find midwives 
catching breech babies not only in hospital, but even sometimes at 
home.

As a consumer, I was familiar with Edmonton, Alberta style midwifery, 
as offered in the early 21st century by midwives who had practiced 
both prior to and following regulation, as well as prior to provincial 
funding. This particular flavour of midwifery had taught me that a 
breech baby fell outside of the scope of practice of Alberta midwives. I 
knew through the grapevine that occasionally an undiagnosed breech 
or a particularly determined mother refusing transfer of care would 
result in a midwife catching such babies at home. But midwives and 
mothers who played by the rules, resulted in breech presentations 
being transferred out of midwifery care to an obstetrician. Particularly 
in the wake of the 2000 Term Breech Trial1, this often meant a 
caesarean delivery was the only option offered to these women. 

Based on what I observed while in Alberta, I came to assume that 
midwives in any province or territory across the country (where 
midwifery was regulated) would not be authorized to be the primary 
care providers for breech births. Breech presentations occur in 
approximately 3% of full term deliveries and present potential 
variations which make this presentation distinct and possibly riskier 
than a vertex presentation.2 For these reasons of ‘higher risk’, I 
assumed this would mean that regardless of where I was in Canada, 
I would encounter the protocol that midwifery clients found to be 
carrying a baby presenting breech at term would be transferred to the 
care of an obstetrician in a hospital.

Spending many years involved with the Association for Safe 
alternatives in Childbirth (ASAC) as we worked lobbying the 
government for both publically funded midwifery as well as an 
education program to help grow the profession I am aware that 
Albertans involved in the midwifery and homebirth movement often 
joke that Ontario is the land of ‘medwifery’. A pun based on the 
presumption that Ontario midwives are less likely to support fully 
natural births and more likely to be influenced by their medical peers 
and also to encourage women towards choices in childbirth that 

involved higher rates of intervention than we aspired to in Alberta’s 
homebirth community. This preconception weighed heavy in my 
mind when I accepted an offer of admission to Laurentian University’s 
midwifery program in Sudbury, Ontario. Would I be subsumed by a 
more medical model of midwifery? Would I be able to hold true to my 
own beliefs and aspirations regarding the kind of midwife I wanted to 
become?

There is a sort of hierarchy of laws, practice standards and protocols 
which govern professional midwives. Like all provinces in which 
midwifery has become a regulated health profession, Ontario 
midwives are first governed by their Provincial Midwifery Act of 1991. 
This document stipulates that:

“The practice of midwifery is the assessment and monitoring of 
women during pregnancy, labour and the postpartum period and of 
their newborn babies, the provision of care during normal pregnancy, 
labour and postpartum period and the conducting of spontaneous 
normal vaginal deliveries”.3 

Key in this statement are the points of ‘normal’ pregnancy and labour, 
as well as ‘spontaneous normal vaginal deliveries’. Arguably breech 
births are included in this definition. There is no further clarification 
in this act regarding specifics such as the protocol for high-risk 
pregnancies or instances when transfer of care to an obstetrician 
would be expected. These sorts of more nuanced regulations of the 
midwifery standards of practice are laid out by the provincial College 
of Midwives of Ontario (CMO) of which all registered midwives in 
the province are members. Through twenty years of regulation there 
has been an ongoing evolution, and expansion of the midwifery 
scope of practice in Ontario. The standards governing their practices 
are reviewed and revised as necessary every three years or sooner.4 
In many ways, I have been surprised to learn that this has lead to a 
positive expansion with regards to the variety of births midwives 
attend, often embracing a broader definition of normal, including 
breech. More specific than CMO standards, midwifery practices, as 
directed by the colleges standards, also create practice protocols to 
“support effective and consistent midwifery practice and care delivery 
among midwives in a practice group, and contribute to a satisfying 
client experience”.5  Beyond this midwives also take into account what 
the customary practice standards are of the community in which they 
are working - such as the SOGC’s standards and the guidelines of the 
Association of Ontario Midwives (AOM).

There are two elements of midwifery care that come into question 
when a birth is regarded to be outside the category of normal and/or 
low risk; where the birth should occur and who should be the primary, 
responsible caregiver. 

For those of us midwifery consumers who were birthing before 
the Alberta government agreed to fund midwifery services, hiring 
a midwife almost necessarily meant you were also planning a 
homebirth. In effect, choice of caregiver and birthplace were usually 
one and the same. At that time in Alberta, we did not commonly 

encounter births with a midwife as primary caregiver in a hospital. A 
need to change birth place used to be synonymous with transferring 
caregiver. It has been interesting to watch this evolving in Alberta. As 
midwives are granted privileges at more (Alberta) hospitals, which 
supports an improvement of interprofessional collaboration and more 
women are also choosing midwife attended birth in hospital, the 
‘flavour’ of midwifery evolves. We no longer necessarily equate choice 
of caregiver with a single choice in birth place. 

This distinction between choice of caregiver and choice of birthplace 
is clearer in provinces where regulation and funding occurred 
simultaneously; midwifery care has not been synonymous with home 
birth in Ontario for example. Nearly 70-75% of midwife attended 
births in Ontario are in hospitals, not necessarily because there is a 
medical reason to be there, but simply because this is what the woman 
has chosen.6 It is not a presumption amongst midwifery providers, nor 
consumers, in Ontario that a midwife attended birth which transfers 
into the hospital is necessarily because of a need to consult with or 
transfer care to a physician. Since being in the care of a midwife in 
Ontario has not precluded being in the hospital, as it did for a very 
long time in Alberta, it is fairly common for other health professionals 
to encounter non-emergent, midwife attended hospital births with 
no need for additional medical support nor physician consult or 
transfer. I believe this has been conducive to less resistance, amongst 
other health professionals, to Ontario midwives remaining primary 
attendants for births which in other jurisdictions care is routinely 
transferred to a physician. 

As observed in the following 1994 CMO standard, entitled “Indications 
for Planned Place of Birth”, breech was once regarded amongst 
Ontario midwives, as a necessary indication for hospital birth :

“...birth should be planned to take place in hospital in the 
circumstances of multiple birth, breech presentation, preterm 
labour prior to 37 weeks of pregnancy, and documented post-term 
pregnancy of more than 43 completed weeks”.7  

This particular standard, however, is no longer part of the CMO’s 
Standards of Practice. A newer standard entitled “Home and Out-
of-Hospital Births” came into effect in January 2014.8 In these new 
guidelines there is no longer a clear outline of specific clinical 
situations under which the College governs that birth should not 
occur out-of-hospital. The new document highlights the long 
historic safety of midwife attended home births in well-screened 
populations with a supportive health care system. As well it reiterates 
the fundamental importance of choice of birthplace to the midwifery 
model of care and the importance of promoting and supporting 
homebirth as key to safeguarding normal birth. The standard 
emphasises the need for midwives to maintain the competencies 
necessary to safely deliver a breech, the expectations that the midwife 
will comply with all CMO standards and the understanding that a 
midwife will use good clinical judgement to carefully screen clients 
in order to make recommendations about choice of birth place. 
Additionally midwives are expected to share relevant information to 
support client decision-making regarding choice of birth place and 
above all to support the woman’s right as primary decision maker. 
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Additionally midwives attending out-of-hospital births are directed to 
ensure safe transport to hospital is available. 

What I notice in this document is an underlying reassertion of 
midwives as competent primary caregivers and recommitment to the 
critical tenet of midwifery care that places primary decision-making 
power in the hands of women with regards to their own pregnancies. 
In not outlining detailed and specific clinical situations and guidelines, 
the standard leaves room for assessing each woman for the unique 
circumstances of that specific pregnancy as well as respecting the 
professional judgement of each midwife (in consult with a physician) 
as the woman’s chosen collaborator during her pregnancy and birth.

The second factor called into question when a birth varies beyond 
the common norms, is whether or not the midwife can continue as 
the primary care provider or if a transfer of care to an obstetrician is 
required. In this matter Ontario midwives are referred to the standard 
“Consultation and Transfer of Care” which just came into effect on 
January 1, 2015.9

According to this document, a midwife caring for a client who’s 
baby is in a  “presentation other than cephalic, unresponsive to 
therapy, at or near 38+0 weeks” or during labour is a “breech or other 
malpresentation with potential to be delivered vaginally” is expected 
to consult with a physician. A consultation is “an explicit request 
from a midwife of a physician, or other appropriate health care 
provider, to give advice on a plan of care and participate in the care 
as appropriate”. The College has been very specific in this standard 
to distinguish indications for consult as distinct from indications for 
transfer. The former leaving room for the midwife to remain the 
primary care provider. In a consult, as distinct from a transfer of care, 
the midwife is simply seeking advice and there is an expectation that 
in collaboration the midwife and consulting physician will determine 
who is best to maintain primary care of the client. A transfer of care by 
contrast occurs when “the primary care responsibilities required for 
the appropriate care of the client fall outside of the midwife’s scope of 
practice”.

Breech births are considered to be within an Ontario Registered 
Midwives’ scope of practice. Indeed the July 2014 standard entitled 
“Twin and Breech Births” outlines what the College expects of 
midwives managing such births in consultation with a physician.10 
The document refers to “breech birth as a planned vaginal delivery 
of a singleton or twin infant with buttocks presenting, including 
complete breech presentations”. It specifically states that, “Midwives 
who have acquired the appropriate knowledge, skills and judgment, 
are permitted to manage planned twin and breech births for their 
clients in consultation with a physician”. The document goes on to 
further outline what is expected with regards to initial training and 
the knowledge and skills regarding risks specific to breech birth the 
midwife must have. Additionally the standard outlines the need to 
create practice protocols and to maintain and document ongoing 
competency in the skills of managing breech (and twin) births.

As mentioned in this hierarchy of regulation, beyond the Twin and 
Breech Birth Standard, the CMO also stipulated in the brand new 
January 2015 “Practice Protocol” standard that each midwifery 
practice must have a written protocol regarding the management of 
breech birth.11 This of course leaves room for subtle variations across 
the province of the management of breech birth, as each group 

of midwives creates practice protocols which consider the unique 
aspects of the community they serve, the hospitals they work in and 
consulting physicians with whom they collaborate.

But, in light of the current CMO standards there are jurisdictions 
where midwives are not only maintaining primary care of breech 
births, but also sometimes conducting those births at home. One 
can find the beautiful testimonial of a second time mother delivering 
her breech baby in a hands and knees positions with her midwives 
as primary attendants on one southern Ontario midwifery practice’s 
website.12 In July of 2014, this same practice hosted a vaginal breech 
workshop taught by a well respected Ontario midwife.13 Additionally, 
since the Term Breech Trials came under serious scrutiny and were 
found to be seriously flawed, the SOGC has issued new professional 
standards regarding vaginal breech delivery.14 Since the obstetricians, 
with whom midwives must consult when faced with a breech 
presentation, are now being guided by their own College to give 
greater regard and support for vaginal breech birth, it seems there 
will follow a greater willingness amongst physicians to offer their 
consultation, but not require a transfer for caesarean, and thus support 
midwives maintaining primary care and delivering breech babies 
vaginally.

It appears my fears of Ontario ‘medwifery’ may be unfounded. I was 
excited to learn that there is a clear standard in place in Ontario 
guiding midwife managed breech (and twin) births and that there 
are no College regulations at this time precluding such births from 
occurring out-of-hospital either. In skimming the Alberta Midwifery 
Standards of Practice, I see guidelines very similar to Ontario’s.15 I 
have hope that as the relationships between midwives and physicians 
evolves towards greater interprofessional respect, Alberta midwifery 
consumers will also start seeing more and more breech babies being 
caught by the skilled hands of a midwife, sometimes even in an out-
of-hospital setting. 
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Heather Beaudoin was born and raised, then home birthed her babies 
in her hometown of Edmonton. Then in the late summer of 2014 she 
packed up all her worldly possessions, loaded 3 kids and one cat into 
the back of her car, and followed by a immensely supportive husband 
in a monstrously huge UHaul, drove for five days towards her 
lifelong dream. She is now a student midwife in Ontario’s Midwifery 
Education Program at the Laurentian campus in Sudbury. She is 
adapting to life in ‘Nickel City’ as she learns what the locals mean 
when they talk of riding their ‘snow machines’ when they’re out ‘at 
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BREECH PRESENTATION AT TERM: 
BEYOND THE DOMINANT 
STRATEGIES
By Michel Odent

Previously Published in Midwifery Today

Since 2000, worldwide, most protocols regarding 
breech presentations are easily summarized: a pre-
labour cesarean section should be performed at 39 
weeks gestation. The current dominant strategy is based on 
the results of an authoritative multicentre trial involving 26 countries 
(Hannah et al. 2000). In this and other published randomised trials as 
well, allocation to planned vaginal birth was compared with allocation 
to planned pre-labour cesarean section (Collea, Chein and Quilligan 
1980; Gimovsky et al. 1983). At the very time when an accumulation of 
data provides a great variety of reasons to avoid pre-labour cesareans, 
there is a lack of research into the effects of planned in-labour 
cesareans.

It seems difficult to realize that an in-labour cesarean can be planned. 
When a pre-labour cesarean has been scheduled there is no guarantee 
that the baby—particularly its lungs—is perfectly mature. Maternal 
and fetal hormones associated with the progress of labour contribute 
to the maturation of the lungs. The increased risks of respiratory 
problems are well documented (Kolås et al. 2006; Zanardo et al. 2007). 
A pre-labour cesarean implies that the fetus has not participated in the 
initiation of labour. It also implies that the fetus has not put into action 
its system of stress hormones. Breastfeeding difficulties are more 
likely than after an in labour cesarean. Furthermore, the chances for 
a successful vaginal birth after a prior cesarean seem to be better in 
the case of an in-labour cesarean. We must add new information from 
the “microbiome revolution” to these well-known reasons to avoid 
pre-labour cesareans.

Studies of the milk microbiome in relation to the way babies are 
born suggest that, from a bacteriological perspective, the significant 
differences are not between vaginal route versus cesarean, but 
between pre-labour and in-labour cesareans (Calbrera-Rubio et al. 
2012). Such differences according to the timing of the operation have 
been confirmed by a Canadian study of the gut flora of 4-month-old 
babies (Azad et al. 2013).

Planned In-labour Cesarean
We can imagine a time when the concept of planned in-labour 
cesarean is supported by the results of valuable trials (Odent 2004). 
This will open the way for apparently simple strategies. The principle 
of such strategies is to perform the planned operation as soon as 
the labour has spontaneously begun. It could reduce slightly the 
number of breech births at term, since some babies can still change 

their position after 39 weeks. It can also eliminate the possible side-
effects of a pre-term birth and the risks associated with a last-minute 
emergency cesarean. It has been observed that most babies born by 
in labour, nonemergency cesareans are alert and behave like babies 
of easy drugless vaginal births. We must add that with such a strategy 
there is a small risk of fetal death between 39 weeks and the cesarean, 
particularly a risk of cord prolapse in the case of a complete breech 
presentation, and even more so with a footling breech. Breech births 
at term can be so easy and fast that occasionally, with such a strategy, 
some women who had planned an in-labour cesarean will not have 
the time to reach the operating table. A quick and easy drugless 
breech birth is safe, on the condition that practitioners are prepared 
for this kind of situation and don’t panic. In fact, the main obstacle for 
making acceptable this alternative strategy is the inevitable increase in 
the number of cesareans performed outside the usual working hours, 
particularly at night. In terms of research, the main   obstacle is the 
current difficulty to contrast pre-labour births and in labour births. 
Until now most studies take into account only the route through which 
the baby is born.

The Fetus Ejection Reflex
An understanding of the art of midwifery as the art of creating 
situations compatible with an authentic fetus ejection reflex might 
indicate another reason to reconsider the dominant strategies. Once 
more, one cannot rely on studies. A fetus ejection reflex takes place 
when a baby is born after a short series of irresistible and powerful 
contractions, which leave no room for voluntary movements (Odent 
1987). Having personal experience of about 300 vaginal breech births 
at term (including three at home) and being aware of the conditions 
for an ejection reflex, I can   summarize the strategy I have adopted 
over the years. 

The main point is to consider the first stage as a test, a time for 
decisions. If the first stage is straightforward, it is wise to go on by the 
vaginal route, on the condition that, up to the end, the environment 
remains favorable for a powerful fetus ejection reflex. Because the 
first stage is considered a test, all kinds of interferences are prohibited, 
particularly every type of pharmacological assistance.

To be concrete, I can describe as an example—not as a model—a 
situation that is favorable to a fetus ejection reflex. It happens 
when there is nobody around a labouring woman apart from one 
experienced and silent midwife, perceived as a mother figure, sitting in 
the corner of a small, warm, dimly-lit room, and knitting. Interestingly, 
all the components of this apparently simple scenario can be easily 
interpreted in the light of modern physiology.

Physiologists who study the effects of repetitive tasks such as knitting 
confirm that it is a way to reduce adrenaline levels. Why is the 
midwife’s level of adrenaline important? An emerging discipline (the 
exploration of the “mirror neuron system”) uses sophisticated methods 
to demonstrate how contagious emotional states are, including 
emotional states associated with high levels of adrenaline. In other 
words, the calm provided by a midwife knitting helps the labouring 
woman to keep her own level of adrenaline as low as possible. It is 
well known that the release of hormones of the adrenaline family 
inhibits the release of oxytocin—the key hormone during the birth 
process. All factors that can influence the levels of adrenaline must 
be taken into account. The temperature of the room is one factor. 
When the midwife is perceived as an experienced mother figure, it 
is probable that the mother-to-be will feel secure—the prerequisite 
to avoid an increased level of adrenaline. Human beings are different 
from other mammals where childbirth is concerned, because they 
have developed to an extreme degree the part of the brain called the 
neocortex—the brain of the intellect. An involuntary process such as 
birth can be inhibited by the thinking brain. A labouring woman needs 
to be protected against neocortical stimulation. A silent midwife is 
important because language is the main stimulant of the neocortex. 
When we feel observed we have a tendency to observe ourselves, 
thus stimulating the neocortex. This is why I described a scenario with 
only one midwife to enhance the feeling of privacy. Many traditional 
societies have proverbs claiming that two midwives at a birth increase 
its difficulty. For the same reasons, we visualized the midwife sitting in 

a corner of the small dim-lighted room, rather than staying in front of 
and looking at the labouring woman.

It is easy to explain why the concept of the fetus ejection reflex is 
not understood after thousands of years of socialized childbirth. 
It is precisely when the birth seems to be imminent that the birth 
attendant tends to become even more intrusive. The fetus ejection 
reflex may be preceded by a sudden explosive expression of fear with 
a frequent reference to death (Odent 2001). The woman may say: 
“Am I going to die?” “Kill me!” or “Let me die.” Instead of keeping a 
low profile, the well-intentioned birth attendant usually interferes, at 
least with reassuring rational words. This verbalization can interrupt 
the progress toward the fetus ejection reflex. This reflex is prevented 
by a birth attendant who behaves like a coach, an observer, a helper, 
a guide or a support person. It is rarely manifested when the baby’s 
father participates in the birth. The fetus ejection reflex can also 
be inhibited by vaginal examinations, eye-to-eye contact or by 
the imposition of a change of environment, as when a woman is 
transferred to a delivery room. It is inhibited when the intellect of the 
labouring woman is stimulated by rational language, for example, 
“Now you are at complete dilation. It’s time to push.” In other words, 
any interference tends to bring the labouring woman back down to 
Earth and tends to transform the fetus ejection reflex into a second 
stage of labour that involves maternal voluntary movements.

Not only is the concept of fetus ejection reflex not understood in 
our societies, but also the environments that enable it are culturally 
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unacceptable. In my workshops, this issue provokes reactions such 
as, “Promoting knitting is sexist.” The common questions include: 
“What about the father?” or “What if the midwife is a man?” All these 
comments and questions express the dominant cultural conditioning 
in a unisex society. Today we often need sophisticated scientific 
research to reintroduce common sense and to address a paradox. 
Today, it is politically correct to be critical of doctors who prescribe 
too many drugs and perform too many cesarean sections. At the 
same time, situations that might make a birth easier are not culturally 
acceptable.

When a breech baby is born through a powerful fetus ejection reflex, 
the birth attendant has nothing to do. It is only when the baby’s 
whole body, including the shoulders, is delivered that it can be useful 
occasionally to bring the baby’s body gently toward the abdomen of 
the mother to facilitate the delivery of its head.

The Primal Health Research Perspective
The current dominant strategies are based on the results of studies 
that take into account short-term criteria only, particularly perinatal 
mortality and morbidity rates. The issue of breech presentation offers 
a typical example of how the primal health research perspective can 
enlarge the framework of customary criteria to evaluate the practices 
of obstetrics and midwifery. The keyword breech presentation has 
many entries in our database (see www.primalhealthresearch.com). 
It leads in particular to a huge Norwegian study of breech birth 
and intellectual performance in late adolescence (Eide et al. 2005). 
The authors looked at the scores of intelligence testing at age of 
conscription (18 years) of 8738 males born in breech presentation 
and of 384,832 males born in cephalic presentation. It appeared that 
the mean intelligence scores were slightly higher among breech-
presented males than among cephalic-presented males and that 
breech-presented conscripts had higher mean scores if born vaginally. 
In other words, being breech born vaginally is associated with the 
highest possible mean intelligence scores among men.

The keyword breech presentation also leads to a study of two-
year-old children who participated in The Lancet multicenter 
randomized trial (Whyte et al. 2004). At that age, the risk of death or 

neurodevelopmental delays was no different for the planned pre-
labour cesarean than for the planned vaginal birth groups. We cannot 
make a conclusion from such a small number of studies, but we can 
claim that the primal health research perspective tends to support the 
intuitive knowledge of women who, in spite of all opposition, want to 
avoid a cesarean section (Odent 2003).

Meanwhile
As long as the concepts of planned in-labour cesarean and fetus 
ejection reflex are not integrated, it will be difficult to advise pregnant 
women expecting a breech baby. However, it should be stated how 
dangerous it is to try to give birth vaginally in the presence of a scared 
birth attendant.
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Michel Odent, MD, was the head obstetrician of the maternity unit at 
Pithiviers Hospital in France (1962–1985) where, with six midwives, he 
was in charge of approximately one thousand births a year and achieved 
excellent statistics with low rates of intervention. Odent is familiarly 
known as the obstetrician who introduced the concept of birthing pools 
and home-like birthing rooms. He later founded the Primal Health 
Research Center in England. After his hospital career, Odent practiced 
homebirths. His approach to childbirth has been featured in eminent 
medical journals such as The Lancet and in TV documentaries such as 
the BBC film, Birth Reborn. 

HEADS UP 
A DOCUMENTARY FILM ON BREECH BIRTHS

In America, 1 baby is born breech every 4 minutes. 
After a faulty study in 2001, women were given no 
choice but to deliver breech babies via cesarean 
section. Even after the study was rejected 
and the American Congress of Obstetricians 
and Gynecologists (ACOG) and the Society of 
Obstetricians and Gynecologists of Canada  
(SOGC) concluded that vaginal deliveries 
 of breech were a reasonable choice,  
doctors were no longer taught this  
skill in medical school. The doctors  
with the knowledge and experience  
are approaching retirement and  
women will be left without a choice. 

Executive Producer Elliot Berlin of The Informed  

Pregnancy Project and Director Mel Kennedy-Morrow  

have collaborated to wake up the birth industry with their 

documentary, Heads Up: The Disappearing Art of  

Vaginal Breech Delivery, a short film on breech birth.  

This film is the first of a series that will shed light on little  

known and sometimes taboo information that goes 

 against the social norm.

Heads Up: The Disappearing Art of Vaginal Breech  

Delivery is a documentary that delivers facts to  

debunk the C-section myth and a call to action  

so that the power of choice can be restored. Actress  

Morena Baccarin (Gotham, Homeland) and Kimberly  

Van Der Beek (Wellness Blogger & Public Speaker)  

eagerly joined this production along with celebrity  

obstetrician Dr. Paul Crane to share their compelling stories  

about why informed choice is so important to childbirth i 

n North America. 

website: www.informedpregnancy.com    

email: athorpe@informedpregnancy.com
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CHIROPRACTIC AND 
PREGNANCY AND 
BREECH BABY
By Dr. Wendy Coburn, D.C. 

I was introduced to chiropractic from a personal 
experience. As a teenager I was in minor car 
accident. At the time of the accident no one was 
injured, or so we thought. Two months after the accident, I 
suddenly couldn’t walk. I was 17, in high school and an avid horseback 
rider regularly competing in 3 day events and rode my bike 10 km to 
the barn. When all this was taken way, I felt my whole life shatter!

A teacher of mine suggested I visit a chiropractor. I went and she 
diagnosed me with a disc bulge, injured spinal cord and spine with 
muscle spasm. Through a thorough examination, x-rays and report of 
findings, I was on my way to transforming my life. I started chiropractic 

care 3 times a week for several weeks and over a year or so my spine 
was stabilized. I will never forget that chiropractic gave my life back to 
me.

I then pursued chiropractic with vengeance. I completed my 
undergraduate Physical Education Degree (now known as a 
Kinesiology) and went to the Canadian Memorial Chiropractic 
College. While in school I worked for a variety of different 
chiropractors and saw the miracles happening for the people 
receiving chiropractic care. So many people from all walks of life were 
getting help, from newborn babies to great grandparents. Seeing it 
happen firsthand strengthened my conviction to become a doctor of 
chiropractic, which I did in 1999.

Over the years as more and more research has come out I started to understand that 
chiropractic is about a lifestyle. It teaches individuals to take responsibility and care for their 
own bodies. I know my pregnancies and the births of my 3 gorgeous children would not have 
gone so smoothly, if I had not learned about chiropractic care. For myself chiropractic enabled 
me to practice and stay active free of pregnancy symptoms such as hip pain, heartburn and 
morning sickness. My actual births were all natural and with midwives at the former Stony Plain 
Birthing Centre outside of Edmonton, Alberta. Chiropractic adjustments really helped with 
my third baby as my labour stalled in the morning and once I was adjusted my contractions 
resumed within 20 minutes and Jamie arrived 2 hours later! Post pregnancy adjustments also 
helped restore my normal alignment, muscle balance and nervous system function so I was up 
and moving very quickly after each baby. My children were each checked for subluxation and 
any cranial, dural, meningeal stress within 5 minutes of being born1. They latched with ease, 
were great sleepers and had no issues with digestion. Our children had few colds and flus and 
through kindergarten didn’t miss days due to illness.

Health, lifestyle, and subluxations
As a chiropractor I look for and detect subluxations—joints which are not moving or lining up 
properly at the point of contact of the articulating bones. This problem can shorten or weaken 
your muscles, decrease blood circulation, impede information travelling through your nervous 
system and the associated organs. In turn, subluxation interferes with your body’s natural ability 
to heal, function, and control itself as it was designed to. 

Subluxations can be caused by a variety of factors including work, finances, family dynamics, 
exhaustion, depression, anxiety, stress, past traumas, lack of physical activity, physical pain, the 
growing needs of your pregnant body, as well as pre-existing tightness, undiagnosed injuries 
and weaknesses in your body.

Why is this important? 
In pregnancy and childbirth, if the body is not functioning at its best, a pregnant woman’s body 
and her baby’s health will be affected. If there are many subluxations, a pregnant woman’s body 
will not able to function to its upmost ability. She will also feel increasing discomfort throughout 
pregnancy and possibly preventable pain during childbirth. It will hinder your vitality-strength-
health, restrict your movements, prevent your body to communicate effectively with its parts 
including baby, and impact a baby’s growth and positing. A chiropractor can enhance both the 
mother’s and baby’s health by improving their lines of communication. 

It is also important because subluxations prevent babies from sitting in the most optimal birth 
position2. Babies are often presenting in a variety of positions and although none of them are 
‘bad’, some are more optimal than others. An optimal position is when your baby’s body is deep 
down into your pelvis with his head down, face looking at your spine, arms down the side of his 
body, and legs folded with the feet toward his face. The reality is that your baby may not have all 
these factors down! He may be head down but hanging out high above the pelvis or he may be 
looking up at your belly button.

These positions are all known to slow down labour. Your uterus will need more time to push 
your baby down into your pelvis, to rotate your baby’s body to look towards your back, and 
to apply more equal pressure on your cervix, and to align your baby’s head and body with the 
pelvic opening and cervix. 

This is a real problem for most women because it can slow down the birth, which has known 
cascading effects on birthing. The slower the labour progresses the more tired mom and baby 
become. The more tired they are, the less confidant mom and the medical team feel about the 
birthing process. The less trusting, the less likely will the birth progress without interventions. 

Studies have shown that malpositioning, whether it be posterior or breech presentations, lead 
to increased risks and more interventions, including caesarean sections. To prevent this from 
happening chiropractors can play a crucial role in supporting the natural ability of the body to 
heal itself and position baby in its most optimal position before and during birth.   
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Although women can birth naturally in most positions, we want 
to recognize that not all women are created equal. We all have 
the physical ability to give birth, however we may not all have the 
same opportunities. We may have a medical team that is fearful and 
impatient. We may live in an area where we cannot have a home 
birth because we do not have access to midwifery care. We may not 
have a doula or a family member to advocate for us. We may have 
had a previous caesarean, which may put pressure on us to perform. 
We may have experienced trauma, which lowers our self-esteem 
and capacity to handle pain or negative vibes. We may have received 
limited prenatal education or one that doesn’t emphasize trusting 
and empowering ourselves. All these factors may affect our ability to 
handle a long slow birth and increase our likelihood to give away our 
power to others.

In light of this reality, chiropractors understand that it can take a 
lifetime to learn a new lifestyle but we don’t want it to stop families 
from starting on this journey. We offer women the chance to heal 
their bodies and optimize their baby’s position giving them the best 
chances to give birth naturally without leaving it up to those who have 
it all figured out or who are forces of nature! 

What can chiropractors do for childbearing 
women?
Chiropractors understand that the more your body is well, the more 
your body and your baby’s will be aligned—and the smoother and the 
faster your baby will make his or her way down and out in your arms. A 
chiropractor can help you heal those subluxations and bring your baby 
in a comfortable position!

In a situation where a baby is sitting in breech position, bum or feet 
down, a chiropractor will look for subluxations in the pregnant woman 
that can influence her body as well as her baby’s. Interestingly, a 
mother and her baby communicate together.  Science has shown 
that a baby’s body works in tandem with his or her mom’s autonomic 
system—the automatic pilot within their mom’s body.  This translates 
like this: When a pregnant woman is subluxated her communication 
pathways, a.k.a. her nervous system or automatic pilot, that is 
helping grow her baby is blocked or interfered with. By removing the 
interference mom and baby can work together again. Sometimes 
mom and baby’s innate or inner communication stops this process 
from happening cause their bodies know best. In the example of a 
cord around baby’s neck – innate steps in to prevent harm coming to 
baby so they don’t get head down for one example, which may explain 
why some babies are breech.

A chiropractor will look for subluxations and remove them, which 
in turn will remove them from the baby! Women have observed 
that once these subluxations are removed their babies then turns 
themselves into the position they were designed to be in for the birth 
process to begin! 

So now that you have a bit of understanding how mom and baby work 
together in pregnancy, the same goes for birth. During labour, when a 
baby is not in an optimal position chiropractors look for subluxations 
in the spine and nervous system and eliminate them. Chiropractors 
also help release any tension in the ligaments at the bottom of the 
sacrum or around the uterus  (sacrotuberous ligament and round 
ligament of the uterus).  

How often do I see a chiropractor during my 
pregnancy?
The best time to see a chiropractor during your pregnancy is before 
you decide to get pregnant so you can be the healthiest you. It is great 
if your spouse go for wellness check-ups to strengthen both partners 
bodies, to eliminate toxins, and create the best conception and 
pregnancy environment possible. 

Do go to the chiropractor throughout your pregnancy to optimize 
your health, your strength, and your perspective. It will help you enjoy 
the changes happening in your body and minimize stresses on you 
and baby. If you are pregnant with more than one baby, it is especially 
important as physically they have less room to move around, but also 
nutritionally because it can be more difficult for women pregnant with 
multiples to absorb all the needed nutrients needed for a full term 
multiples pregnancy. 

When you make your schedule with your doctor or midwife, make the 
same schedule with your chiropractor. Every month from conception 
to 37 weeks and then every week after 37 weeks until birth! Make 
it a day all about you. After seeing your caregiver, schedule your 
chiropractor appointment. It will relax you and maintain your baby in 
its best position as he grows.

You can continue seeing chiropractors during your postpartum period. 
It will help realign and support your body after the birth. Your baby will 
also benefit from visiting, especially after the birth. You can have well 
baby check-ups to prevent the over stimulation of the sympathetic 
system leading to colic, reflux, food allergies, sensitivities, behavioural 
issues to name a few. Appointments are always done on you and are 
very gentle. There are no heavy manipulations. It can help babies sleep 
and digest better.

Don’t wait until week 37 when your body is in pain to see a 
chiropractor – miracles do happen every day—but why get to that 
point and have all that stress. Let’s prevent baby from getting stuck and 
get them moving throughout pregnancy!

Editorial Notes:
1. Dura and meninges are layers of the nerve system that can get pinched, stretched 

or have torsion or tension in them that can create flexion or extension in the 
entire system. It offsets normal nerve system balance. In response, the sympathetic 
system for fight or flight usually ends up dominating leading to colic fussiness, 
constipation, spit up, food allergies, and behaviour disorders. It prevents the normal 
growth of parasympathetic system to develop for balance within the entire body in 
function and healing.

2. With politics and word usage chiropractors are not allowed to call the Webster 
Technique an in utero-constraint manoeuvre anymore. The issue is that they are 
limited in defining what they do.

Wendy Coburn is a wife-mom-triathlete-chiropractor with a passion 
for helping individuals. She believes that chiropractic is a lifestyle that 
teaches individuals to take responsibility and care for their own bodies. 
Wendy believes that chiropractic greatly enhanced her 3 pregnancies 
and births! Her eldest, Eric, who is 8 is quite the athlete already. His 
smile lights up the room. Our 7 year old Esprit is comical, outgoing and 
loves to wear hats. She has a laugh that is contagious. Jamie is 5 and 
will wear his bike helmet any chance he gets. That may even involve 
coloring. We call it full protection coloring! They are active, full of 
energy and their favourite bedtime snacks are red, yellow, or orange 
peppers with an apple!  
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April 22—Birth & Postpartum Doulas, and Prenatal Class Options, Presented by Lauren-Mary Ference, Doula at Women’s 
Balance Health

April 29—Alternative Healthcare during Pregnancy(Naturopathy, Chiropractic, Chinese Medicine, & Homeopathy), 
Presented by Cynthia Hnatko, Aziz Merchant, Lone Odgers, Acupuncturist, and Dr Megan Harris, Chiropractor

May 6—Pelvic Floor Health, Presented by Mary Wood of CURA Physical Therapy

May 13—Cesarean Prevention, Presented by Stephanie Nyhof-Demoor

May 20—Making the Most of Your Hospital Birth,  
Presented by Renee Walker, Birth Doula

May 27—The Art of Breastfeeding, Presented by  
Pam Davey, Registered Lactation Consultant  
with Birthing Since Forever

June 3—Baby Wearing, Cloth Diapering, and  
Diaper Free, Presented by Stephanie Nyhof-Demoor

June 10—Postpartum Depression Prevention  
and Treatment, Presented by Cynthia Hnatko  
and Stephanie Nyhof-Demoor

June 17—Daddy Duty: An Evening for  
Dads only (Sorry Moms!), Presenter TBA 
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OBSTETRICIAN ATTITUDES 
TOWARDS AND EXPERIENCE WITH VAGINAL 
BREECH BIRTH IN CALGARY, ALBERTA1

By Helen Cotter RM

Published with permission2

Despite the recommendations of the 2009 Society of Obstetrician 
and Gynecologists of Canada (SOGC) clinical practice guideline the 
option of vaginal breech birth is rarely offered in Calgary, Alberta. A 
qualitative descriptive study was undertaken to determine Calgary 
obstetrician’s attitudes to and experience with breech birth, outline 
obstacles that may be preventing vaginal delivery and solicit ideas for 
improving access to this choice. Personal interviews were conducted 
with 11 Calgary area obstetricians. The skills required to safely 
manage vaginal breech deliveries are rapidly becoming lost. Providers 
desire this choice but need a regional structure to be able to offer it 
consistently. If this skill is to be retained protocols need to be set by 
regional health authorities, so that experienced providers can mentor 
those with less experience.

Background information and problem statement
Breech presentation occurs in approximately 3-4% of all pregnancies 
(Hannah et al., 2000). It is diagnosed when the baby’s buttocks and/
or feet rather than the head present in the lower uterus close to term. 
With a breech presentation there are certain clinical concerns that 
may require particular techniques to manage safely (Su, Hannah, 
Willan, Ross, & Hannah, 2004). These include the increased risk of cord 
prolapse, which occurs when the umbilical cord descends into the 
vagina before the baby causing compression of the cord, and the very 
rare occurrence of a trapped head after delivery of the body of the 
baby. Until 2000, the preferred method of delivery of breech babies 
varied depending on the care provider and institutional protocols, but 
vaginal delivery in many countries was common (Goffinet et al., 2006).

In 2000 a large, multi-centre randomized controlled trial (RCT) was 
published that caused a dramatic shift in the management of breech 
presentation around the world (Hannah et al., 2000). The results of 
the Term Breech Trial of 2,083 births, showed a significantly increased 
risk of perinatal mortality and morbidity in babies born by a planned 
vaginal delivery compared with those born by planned cesarean 
section. The results of this trial had a dramatic effect on the rate of 
cesarean delivery of breech babies. In the Netherlands for example 
the percentage of breech babies born by caesarean section rose from 
44.9% in 1996, to 57.4% in 2000 and then to 80.8% in 2001. This trend 
was duplicated around the world over the next decade (Molkenboer, 
Bouckaert, & Roumen, 2003; Rietberg, Elferink-Stinkens, & Visser, 2005).

The 3-month and 2-year follow up data to the Term Breech Trial 
showed that there was no statistically significant difference in the 
mortality and neurodevelopment between babies born by either 
method in countries where perinatal mortality is low (Hannah et al., 
2002; Whyte et al., 2004). Several other important cohort studies were 

also published that showed no discernable difference in outcomes 
between delivery methods. There has since been considerable debate 
in the medical literature about conflicting evidence and best practice 
with respect to breech birth (Alarab et al.,2004; Glezerman, 2006; 
Goffinet et al., 2006).

Central to this debate is the future reproductive health of the woman 
and a desire to reduce the number of unnecessary cesarean births. A 
caesarean section has a profound impact on future pregnancies as it 
increases the risks of abnormal placentation, stillbirth, serious maternal 
morbidity and uterine rupture (Rietberg et al., 2005). Subsequent 
clinical practice guidelines by the American College of Obstetricians 
and Gynecologists (ACOG) and the SOGC allowed for experienced 
providers to conduct a vaginal delivery, but the majority of obstetrical 
providers continued to recommend a caesarean section based on 
the results of the original trial data (ACOG Committee on Obstetric 
Practice, 2006; Kotaska, Menticoglou & Gagnon, 2009).

The unforeseen effect of this dramatic change in practice was a 
sharp decline in the skill level of maternity care providers in the 
techniques required to manage a vaginal breech delivery. Since 
the publication of the Term Breech Trial maternity care providers 
who have skills in delivering breech babies have had little chance to 
practice them, and the majority of graduating obstetrical residents 
have been given only theoretical knowledge of vaginal breech 
delivery management (Taillefer & Dube, 2010). As a result of this, in 
the 21st century obstetrical medical residents are graduating with 
little or no experience in managing vaginal breech deliveries. This is 
of some concern because there is always a chance that women can 
arrive at the hospital in the advanced stages of labour or progress 
quickly, leaving no time to prepare for a cesarean delivery. In these 
cases the provider needs to be familiar with the techniques in order 
to offer the greatest chance for a good outcome. Hayes (personal 
communication, May 21, 2011) also noted that some women who 
might be poor surgical candidates or good breech birth candidates 
have reduced options for a safe vaginal birth if their providers lack 
breech birth skills. In the Term Breech Trial it was found that 9.6% of 
women in the planned caesarean section group delivered vaginally 
before a caesarean section could be performed (Hannah et al., 2000).

In June 2009 the SOGC published a new clinical practice guideline, 
which stated that a planned vaginal delivery was a reasonable and 
safe option for many women with a breech presentation (Kotaska et 
al., 2009). The document outlined strict criteria that should be met 
in order to safely proceed with a vaginal delivery, and clearly defined 
criteria for babies that should instead be delivered by caesarean 
section. Despite the follow up to the Hannah trial and this updated 
guideline, recent studies have shown that most obstetricians in Canada 

still recommend a caesarean section over a vaginal delivery, and 
therefore women who desire a vaginal delivery are not guaranteed 
a supportive provider when they begin labour (Daviss, Johnson, & 
Lalonde, 2010; Karthika et al., 2011).

Women with a fetus in a breech presentation face great uncertainty 
during the last weeks of pregnancy, due to the possibility that the 
provider on duty at the time may have a limited level of comfort and 
experience with managing a vaginal breech delivery. Some experts 
have expressed concerns that with regard to breech presentation 
at term there is a lack of adequate informed choice being given by 
maternity care providers to their patients (Kotaska, 2007; Lalonde, 
2009). Many women who are well informed about their options find 
this very frustrating as they expect that they will be offered evidence-
based choices.

The reasons for this lack of choice in the city of Calgary, Alberta are 
unclear. Therefore I chose to conduct a qualitative analysis of Calgary 
area obstetricians to discover which obstacles they believe are 
preventing them from offering vaginal delivery to women who meet 
the criteria outlined by the SOGC. It is hoped that by identifying the 
main obstacles and the reasons behind them, creative solutions can be 
proposed in order to overcome them so that provider experience can 
be increased and women can be offered this option based on current 
analysis of the evidence that supports vaginal breech birth for selected 
women.

Current availability of vaginal breech birth in 
Calgary
The need for this research was identified after I participated in the 
care of several midwifery clients with fetuses in breech presentations 
at or near term in Calgary, Alberta. These clients and their midwives 
were aware of the most current research and recommendations 
regarding vaginal breech birth and attempted to solicit support from 
local obstetricians to facilitate attempted vaginal deliveries. In these 
cases this proved to be very difficult as the providers were not willing 
to commit themselves to being available when labour began, and also 
indicated that most other local obstetricians would not be supportive 
of a vaginal delivery. As induction of labour is not recommended with 
a breech presentation, it proved to be a very challenging process 
for these women and their midwives to attempt to facilitate the best 
chance for them to labour while an obstetrician supportive of vaginal 
delivery was on duty. One of these women, Laura Rutledge, described 
feeling like her chance of being offered a vaginal delivery was similar 
to winning a lottery (personal communication, May 15, 2010).

Specific Aims
The overall purpose of this study was to attempt to ascertain the 
reasons for the apparent

conflict between recent evidence regarding vaginal breech delivery 
and current practice in Calgary, Alberta. Ideas generated by the 
interviews will hopefully form the basis for an ongoing dialogue on 
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how to address the current situation and improve access to this choice for women.

1. Identify local area obstetrical physicians who would be willing to be interviewed on the 
subject of their experience with and attitudes towards vaginal breech birth. 

2. Conduct in-depth interviews with at least 10 obstetricians, focusing on their attitudes, 
opinions, and practices regarding vaginal breech birth, their thoughts on research in this area, 
current practice and their opinions on how to improve access to vaginal breech birth for 
women. 

3. Analyze the interviews by organizing the responses into themes in order to identify barriers to 
and facilitators for improving access to vaginal breech birth for women who meet the evidence 
based criteria and desire that choice.

Conclusion
The skills required to safely manage vaginal breech deliveries are rapidly becoming a lost art. 
The number of experienced obstetricians is rapidly dwindling as they retire and are replaced 
by obstetricians with little or no experience with breech birth. If this skill is to be regained for 
the future it is essential that protocols be set in place by regional health authorities as soon as 
possible, so that experienced providers can mentor less experienced ones and increase their 
comfort levels with the techniques.

Although providers accept and agree with the 2009 guidelines set out by the SOGC, logistical 
and personal obstacles, the lack of a regional system and for some a lack of comfort and 
experience prevent many of them from being able to offer this choice to women on a 
continual basis. In the absence of the guaranteed availability of the choice of vaginal delivery, 
women will be less likely to attempt a vaginal birth and therefore less experienced providers will 
lose opportunities to increase their comfort level. Without consumer demand for evidence-
based choices with respect to breech birth and a system for mentoring and educating 
providers, it is unlikely that the availability of experienced providers will improve in the short 
term.

Facilitators that currently exist to improve access to vaginal breech birth include a number of 
very experienced providers who have the ability and willingness to pass on their skills to others, 
excellent care facilities within the Calgary area hospitals to provide all of the clinical support 
necessary to safely offer vaginal breech birth, and opportunities to educate providers in similar 
related clinical situations.

Regional policy makers may make use of these findings as a basis for discussion with local area 
obstetricians on how to best improve access to vaginal breech birth in a way that is safe for 
families and not overly onerous to providers. In the absence of an established on call system 
of experienced providers, a protocol that provides guidelines for ongoing clinical care within 
the current 12-hour shift system could be drafted, and a method of remuneration for providers 
who are willing and available to facilitate vaginal breech delivery in their off call time could be 
devised. In addition a list of providers who consider themselves experienced could be formed 
and each provider could indicate his or her willingness to be available to mentor or manage 
breech births both on and off call. Practical and theoretical educational opportunities for less 
experienced providers that were identified in this study should be prioritized, and in addition 
techniques for managing breech births should be reintroduced to medical training programs.

Areas for future research in this area include 

• An analysis of what women are being told by their maternity providers when they are 
diagnosed with a baby in a breech presentation and how this information and the way in which 
it is presented affects their decision making process. 

• A survey of current obstetrical residents regarding their opinions of the SOGC clinical practice 
guideline, their plans on whether to offer VBB in the future and their current level of training 
and experience relative to VBB could provide some evidence to indicate if further educational 
resources need to be directed towards breech birth.

• A comprehensive and evidence-based client handout and/or decision making tool could be 
developed to provide women with a balanced presentation of their choices and a foundation 

for a discussion with their maternity care provider.

Implications for practice
Midwives and other maternity care providers can assist in offering 
their clients the optimal chances for success by identifying breech 
presentations as early as possible. This provides the opportunity for 
these women and their families to investigate their choices without 
having to rush immediately to a potentially stressful decision. A 
consultation with an experienced obstetrician can provide the 
opportunity to attempt an External Cephalic Version to encourage 
the baby to turn, but also to discuss the suitability of each woman 
for a trial of vaginal delivery relative to the level of experience of 
the provider. In addition, this would facilitate opportunities for 
interdisciplinary cooperation in a way that fosters understanding 
between maternity care providers regarding the different ways in 
which they provide clinical care, and the various challenges they each 
face in how they care for women. 

In this way women with fetuses in a breech presentation will have the 
best chance to make truly informed decisions about their choices for 
delivery, and obstetricians will have the necessary clinical information 
to offer the evidence-based standard of care for women who choose 
to attempt a vaginal delivery.

Addendum
Since the publication of my thesis in 2011 options for women with 
babies in breech presentations in Calgary have changed for the 
better. The new South Health Campus has a breech program where 
experienced obstetricians are on call 24/7 to manage vaginal breech 
births for women who meet the SOGC criteria. They are making 
a strong effort to preserve and improve breech skills by having 
experienced OB’s mentor those with less experience. Dr Meriah 
Fahey, one of the South Health Campus OB’s, has reported to me that 
consults for trial of vaginal breech deliveries are increasing, their clinic 
is setting aside at least one appointment per day for breech consults, 
and of the women who attempt a vaginal breech delivery at least 50% 
are successful. This is good news for women and babies and provides 
evidence based choice.

Editorial notes:
1. This thesis was written in Partial Fulfillment of the Requirements for the Degree 

of Master of Science for Bastyr University, Department of Midwifery, in Calgary, 
Alberta, June 2011.

2. To receive the full copy of this thesis, please contact the author at helen.cotter@
birthpartnershipmidwives.com
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Dear Birth Photographers,
I am sorry that some of your photos have been published in Birth Issues without your name. I am sorry your art wasn’t recognized as 
yours. I am sorry we let you down.

You are valuable to Birth Issues and I honour your contribution to the birthing community. I know the long hours you spend attending 
births and crafting the perfect photo for your families. I am in awe when I see your photos and I am grateful for the memories you 
create. Most of all you are a witness of natural childbirth and of how birth is beautiful and empowering. When you capture this unique 
moment, you tell the world what birth really is. 

I always want your photos to be credited back to you. I am doing my best to remind every volunteer editor, and myself, to ask and ask 
again the origin of the photos we receive. I hope you know we never wanted to sneak your photos in Birth Issues hoping you would not 
notice. Birth is about respect, and so it is at Birth Issues.

Thank you for your work and support. I hope this letter helps mend the hurt caused.

Warmly,

Claire MacDonald 
Birth Issues Editor in Chief

PHOTO BY: Helga Himer Photography
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poem

Dilation
By nan nassef

Edited from original to fit Birth Issues

Dilation.  Noun.  Referring to the act of dilating and the state of being dilated.

In this way, dilation is both the process and outcome of being dilated.  Process and outcome.  
Journey and destination.

I was invited here to open a space.  To open us to our sense of history.  To open us to whatever 
manifestations of healing we need.  To open us to our sense of shared purposed.  To open us to 
access our collaborative power.  

To open us.

To open.

Open.  

Both adjective and verb.  Description and action.  Action-past, action-occurring, and action-
potential. Past, present, future. 

As an adjective, open: allows access, passage or view through an empty space.  Open is also 
something or someone out in the open, exposed to the air or to view; it is not covered.  And so 
our collective purpose.  To be open, and to open maternity care in Alberta a little further.  To 
uncover birth-past, birth-occurring, and birth-potential.

As a verb, open refers to something – someone – who moves or adjusts so as to leave a space, 
allowing access and view.  

A verb expressed in the infinitive is To Be.  To be open is to unfold or be unfolded.

To be open is to:

Spread.

Out.

And so, when Lolly extended this opportunity to open the MCAN Leadership’s face-to-face 
gathering, to witness and honour the room, and those in it, in the dilation necessary to bring 
forth: hard labour, and difficult conversation; to witness and honour the room, and those in it, 
in the dilation necessary to align our individual and collective minds in the act of opening – 
providing access, passage, exposure, view, uncovering, unfolding – I was deeply moved.  

And then, when I sat and thought about it, the writer-performer in me was greatly challenged.

Thankfully the doula in me has learned something about holding space for dilation.

I ask that you take a moment to inhale with me.  Now.

Pause.

And exhale.

Inhale.  Pause.  Exhale.  

Yes!  That’s it.  That’s just the way.  Keep breathing.

In, through the nose and out through the mouth. 

Pause at the top of your next inhalation and acknowledge the beautiful paradox of your 
existence – the sweetness (and saltiness, and bitterness) of life that moves ever forward into 
what comes after.

…and exhale.

Inhale, and acknowledge that everything said in this space today is both journey and 
destination.

…and exhale.

Every idea, hope, wish, and intention expressed and generated today exists within a 
conversation about birth-life-death-dignity-compassion-expression that is already unfolding.  
Dip into the stream of that conversation

…and exhale.

Exhale your unique expressions of our shared goals for birth in Alberta.

Inhale our collective desire for birth in Alberta to be characterized by freedom.  The freedom 
for all women in Alberta to give birth: 

Where we want.

How we want, and 

With whom we want.

Now.  Exhale surrender to the fallibility of our best intentions.  To this, Beckett says: “No matter. / 
Try again. / Fail again. / Fail better”.  We are doing the best we can.

Inhale the strength and spirit of our foremothers in this work, and exhale any burden of 
responsibility you may feel in relation to any agreements or promises you made to them.  You 
are doing the very best you can.  We are all doing everything we can.

That’s it…just like that.  That’s just the way.  You know the way.  Let go.  That’s it.  Surrender.

Breathe.

PHOTO BY: Helga Himer Photography
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DILATIONpoem

This work is steeped in the pressure of something ever just about to emerge.  Every gain in 
the politics of birth freedom elevates us to the top of higher and higher peeks in the rocky, 
mountainous pilgrimage of possibility.

You’re climbing high.

Look how far we’ve come.  

The view up here is remarkable.  It is breathtaking.  And?  From up here, we can see the need to 
journey so much further.

Oh, but we have so much further to go!

Exhale.  Concentrate on the force and power of your outward breath.  Yes.  That’s it.  Focus, now.

When it comes to birthwork, we are always and ever in transition. 

Always and ever in the grit and crux of bringing forth.  Of emerging.

Exhale.  Concentrate on the force and power of your outward breath.  Yes.  That’s it.  Focus, now.

In the very long and often prodromal labour of this work, consider your engagement.  Consider 
the parts of this work you breathe easily through and the parts of this work that you resist.  
Consider the sensation of challenge at its centre and again at its edges.

Yes, that’s it.  Bring curiosity to your experience of this work.

And in this very long and often prodromal work, I invite you to celebrate the wet and slippery 
emergence of every baby: the perception-change babies, the legal victory babies, the made-it-
through-another-tough-meeting babies, the why-won’t-she-just-do-it-my-way babies, and the 
held-a-hand-out-to-just-one-mother babies.  Yes!  That’s it.  Celebrate the emergence of every 
baby.

Now.

And now.

And now.

Celebrate the gains in the political landscape of birth that appear to arrive as a state of natural 
progression and celebrate the ones we had to roll up our sleeves, plunge our hands in, and 
retrieve with great care, even as we are exacting maximum pressure and maximum force.

Yes.  That’s it.  

This weekend – as with mothers and grandmothers, as with midwives and surgeons, as with 
doulas and supportive partners – I invite you to witness and celebrate emergence.

I caution you to resist confusing emergence with urgency.  Do not make of your work a 
distressed emergency.  Look not only upon how you wish things were different, here in birth, 
in the province of Alberta, and here within and between yourselves in this room; but cast your 
eyes and heart of compassion on the glorious, generative excesses of the present moment.

We have so much.  We do so much.  We are so much.

Fill your lungs with the wonder of all you are and all you have to offer, right now.  Your lives are 
busy and complicated, and, yet, you are here.  You made this time and space for yourself and 
each other.  You are emerging into this day together.  I celebrate you!

Fill your lungs with the wonder of all you are and have to offer.  And then, with great focus and 
determination, exhale your offerings.

Know that you are and have and do enough.

You are enough.

As you breathe in the collective dreams we have and hold for birth in our province, I want you 
to imagine filling a red balloon with the helium of hope.  Breathe out now.  Slowly.  And with 
the breath, give a gentle, exploratory push to your part in our shared dream.  Imagine yourself 
pushing that red balloon forth into the world and with love and courage, releasing the string.  
Do not own this dream.  Serve it.  Admire it.  Let it go.  Dip back into the space where dreams 
become balloons and blow up a new one.

And release.  Yes.  That’s it.

Now, on this next inhale, plant your feet and gather all the energy and strength and courage 
you can.  We will use a few breath cycles to gather.

Energy.

Strength.

Courage.

That’s it.  Good and strong.  Now.  I want you to close your eyes, if they are not already, and I 
want you to imagine a mother in active labour, here in Alberta, this very moment.  Can you see 
her? 

With permission, imagine the sweat on her skin.  Imagine the work of her body, and the work 
of her baby.  Imagine the tangle of her emotions, the clarity of her focus and determination.  
Imagine the arrangement and rearrangement of her relationships.  Imagine the expansions 
and contractions, the surges of her journey on this day, and on an exhale, imagine sending the 
energy and strength and courage you gathered to her.

Then gather more and send it again.

Send it to her in rest.  Send it to her in work.  She is laboring, here in Alberta, right now.  Send 
her the energy you’ve just gathered as she journeys on this day, bringing everything she has and 
more in the emergence of her baby.

I ask now that you send blessings or best wishes to the beings who emerge in our province 
today – in all forms, in all states.  Send blessings to the beings who are gestating.  Send blessings 
to the beings who stay with us and those who cannot.  That’s it!

Gather even more energy.  Gather more and more and more.  See how much you can gather, 
when you need it? 

Approximately one hundred forty seven mothers gave birth in Alberta yesterday, and 
approximately one hundred forty seven are doing the same today and tomorrow and tomorrow 
and tomorrow…

See the need for your work?  Yesterday and today and tomorrow and tomorrow and tomorrow?

Dip into the vast and boundless pool of energy you drew from just now, and gather a little 
more for yourself.  There.  You have all you need.  That’s it.  Keep breathing.   That’s just the way.  
You’ve got this.

You have got this.

I can see now, that you are good and open.  Ready to participate in the journey and destination 
of your work.  And so I will take my leave as you set to the task at hand.

Thank you for the great honour of witnessing you in dilation today.  Blessings upon your service 
to emergence today and every day here-after.  Blessings upon the all the babies who will be 
born here today.

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

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

A Conscious Birth: Candyce 
Morris
Serving Edmonton and area 
candyce@aconsciousbirth.com 
780-709-9514 
www.AConsciousBirth.com

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

Central Alberta Doulas Placenta 
Encapsulation
Serving Red Deer and Central Alberta 
info@centralalbertadoulas.com 
www.centralalbertadoulas.com/placenta-
encapsulation 
403-396-3747

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

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

Healing Tree Essentials: Sara 
Dvorak
Serving Lethbridge 
healingtreeessentials.com 
587-220-0936

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

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

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

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

Full Circle Birth Collective
Sonya Duffee CLD CLDT (CAPPA) 
Serving Edmonton 
fullcirclebirthcollective@gmail.com  
587-521-2717 
www.facebook.com/FCBCdoula

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

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

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

Niko Palmer CD(DONA), PES
Serving Edmonton and area 
niko.palmer@gmail.com 
780-965-6585
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PRENATAL CLASSES IN EDMONTON AREA

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

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

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

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

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

Website: doulacare.vpweb.ca

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

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

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

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

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

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

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

Terra – Centre for Pregnant & 
Parenting Teens  
Location: Edmonton Centre 
Times: Weekly, 2 hours 
Phone: 780-428-3772 
Email: terra@terraassociation.com 
Website: terracentre.ca
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Lactation Consultants @ Home

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

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

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

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

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

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

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

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

BScN: Bachelor of Science in Nursing

CBE: Certified Breastfeeding Educator

IBCLC: International Board of Certified Lactation 
Consultants

LE: Lactation Educator

LLL: La Leche League

RN: Registered Nurse

The library is open to everyone with  
an ASAC membership

You can come around to borrow books and DVDs.

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

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

You can find the Orgasmic Birth video and book at the ASAC Library!

This section is reserved for lactation consultants who do home visits in Alberta. They do not ask their clients to come to them, 
at their office or clinic. 

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

ADVERTISE WITH

Affordable, effective advertising, targeted to those 
who want to stay informed about all things BIRTH.

COLOUR ADS Description Width  x  Height Rate

Outside Back Cover Full Page 8”  x  10.5” $600

Inside Cover Full Page 8”  x  10.5” $485

Inside Cover Half Page Horizontal 7”  x  4.5” $275

Inside Cover Half Page Vertical 3.4”  x  9.125” $275

Inside Cover Quarter Page Vertical 3.4”  x  4.5” $160

Black & White ADS Description Width  x  Height Rate

Interior Full Page 7”  x  9.5” $440

Interior Half Page Horizontal 7”  x  4.5” $260

Interior Half Page Vertical 3.4”  x  9.125” $260

Interior Quarter Page Vertical 3.4”  x  4.5” $145

Interior Eighth Page Horizontal 3.4”  x  2.2” $66

AD DIMENSIONS (Inches) & ADVERTISING RATES

Contact the Birth Issues Advertising 
Representative and book your ad today!
Email: bi_ads@asac.ab.ca
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Join the conversation about options in birth and parenting
 ASAC (Association for Safe Alternatives in Childbirth)  @BirthIssues 

To be a member of ASAC and to receive Birth Issues at home,  
fill in membership form found online on the ASAC website www.asac.ab.ca

CURRENT OPTIONS IN PREGNANCY, BIRTH AND PARENTING

Community Resource Listing
Alberta Health Advocate
Alberta’s health system is complex and people don’t 
always find or receive the kind of care they are looking 
for. The Office of the Alberta Health Advocates brings 
together Alberta’s Mental Health Patient Advocate, the 
Health Advocate and Seniors’ Advocate. It’s a place where 
Albertans can come to for advice and help in dealing with 
their issues. People will be helped to find their way to the 
services and patient concerns offices they need. Albertans 
don’t have to know which Advocate they need before 
calling or writing. The Office will help people sort through 
the issues and solve problems. 
Address: 12th Floor, Centre West Building  10035-108 
Street  Edmonton, AB T5J 3E1 
In Edmonton: 780.422.1812   
Toll-Free: 310.0000   
healthadvocates@gov.ab.ca  

www.albertahealthadvocates.ca

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

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

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

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

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

Gena Kirby Rebozo
Stay & Play Group

Yoga Classes, prenatal and
mom and baby

Reiki Treatments

Event Center

780 752 8531    10516 Whyte Ave

Hypnobabies
Reiki Master
Placenta Ecapsulation

Birth pools for rent or sale. 

Upcoming events:

780 752 8531  

Tracy Bradley 
Birth Doula
Providing empathic birthing support

see www.growonwhyte.com
for event details and times

steadyhanddoula@gmail.com
www.steadyhanddoula.com

grow.on.whyte@gmail.com




