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VOLUNTEERS NEEDED

We are excited to announce our casino dates for 2018! 

Our casino helps fund our initiatives and objectives as a non profit organization.  

We count on hardworking passionate members of the community to help us out with this!

Donate your time in support of ASAC!
Training is available at the casino throughout your shift, so NO EXPERIENCE IS NECESSARY and it is a lot of fun!

Volunteer at our casino.
April 9th-10th 2018 at Casino Edmonton
Email Monica Eggink: casino@asac.ab.ca for more info.  
Day and evening positions available.

EVENT
January 9, 2018, at 7:00 p.m. (7219 – 106 Street, side door) 
Special Guest Kim Armstong talks about the Judy Project.
The Judy Project is inspired by the late Judy Elder, a Microsoft Canada executive. She urged women to be 
proud of their ambition, to reject barriers, and to simply, “Make stuff happen.” 

Kim Armstrong is the Deputy Minister of Seniors and Housing (previously with Status of Women) with the 
Government of Alberta. Kim has developed a program to share some of the incredible insights and wisdom 
that she gained through her experience with the Judy Project. This presentation is about discovering your 
own superpowers and learning how to best leverage them.

“If you acknowledge the importance and power of your ambition, recognize that it is there to drive you to 

greater achievements and sustain you through the challenges, and if you couple it with competence, hard 

work and the morality you learned at your mother’s knee, you can defeat the insidious erosion of feeling 

inadequate, the fear of being in charge, the doubts that we all have about our capacity to lead.” - Judy Elder 

To learn more about the Judy Project, visit: https://www.rotman.utoronto.ca/ProfessionalDevelopment/
InitiativeForWomenInBusiness/Programs/Judy-Project.aspx
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editorial    ERIN MAYOU HHP  |  Email me at bi_editor@asac.ab.ca

I really want to commend 
ASAC for taking on this topic – 
Maternal mental health: Birth 
trauma and loss. What a heavy issue; 
can you feel it in your hands? Throughout 
ASAC’s history, over the nearly 30 years of 
publishing birth stories and particularly 
since 2014 when, in collaboration with other 
groups such as the MaternityCare Consumers 
of Alberta Network (MCAN)’s Listening 
Campaign, ASAC began encouraging 
women to share their birth stories over social 
media; we have heard a lot about trauma 
surrounding the birthing experience.

Obstetric violence is not a term that is 
generally used, but we are beginning to 
see awareness of it hitting the media with 
high profile cases like the Youtube video 
of a doctor performing an episiotomy, in 
2013, against his patient, Kimberly Turbin’s, 
wishes; where Kimberly went on to sue her 
obstetrician and settled in court! In Alberta 
MCAN performed their Listening Campaign 
which received some of these stories. As 
Nicole Hill writes in her article, “Introducing 
obstetric violence,” found in this issue: 
“Acts of violence and mistreatment were 
also listed as a concern including incidents 
of rude and inappropriate behaviour by 
health care providers, threats, bullying, 

lack of informed consent, and particular 
concerns regarding the mistreatment of 
marginalized populations.” ASAC called 
women to share their stories with the 
hashtag #mybabymybirth and some of the 
stories were both heartbreaking and familiar 
for many of us working within spheres of 
maternity care. In Canada we had the CBC 
article, “’Stop! Stop!’: Canadian women 
share stories of alleged mistreatment in the 
delivery room,” by Annie Burns-Pieper which 
highlighted some of the stories mothers 
are experiencing. It also brought to light 
how few of the women we heard from are 
reporting these incidents; in her article, 
Nicole Hill points out some of the barriers 
these women, myself included, face when 
trying to report this mistreatment. The CBC 
report also shows how the issue of obstetrical 
violence is still relatively unknown to the 
Society of Obstetricians and Gynecologists 
of Canada (SOGC). Perhaps we should send 
them a copy of this issue, or perhaps an issue 
highlighting your own past story of birth 
trauma or obstetric violence: The Society of 
Obstetricians and Gynaecologists of Canada, 
2781 Lancaster Road, Suite 200, Ottawa, ON, 
K1B 1A7. 

Postpartum depression and post-traumatic 
stress disorder, in relation to maternal health, 
are also subjects commonly swept under 
the rug, sometimes help only being received 
when physical harm seems imminent: as 
though our mental health is not quite as 
important. The stories we have heard often 
highlight the lack of postpartum support 
and the need for community. It is a much 
more common experience than we realize 
but often feel unable to share due to fear, 
vulnerability, guilt, and many other complex 
emotions. Myself I am sharing pictures 
of my third pregnancy, a happy healthy 
pregnancy in which I had well prepared 
for my successful home water birth, and a 
photo of my daughter in the hospital after 
we were transferred after her birth. It was the 
scariest experience of my life and affected 
our bonding, and breastfeeding, relationship 
over the following year in ways I had no 
preparation for. When I reached out for help 
I found the supports non-existent in my rural 
town and less supportive than I needed when 
I expanded my search for help to the larger 
Edmonton area. I suffered in silence because 
I was riddled with guilt: why did I have three 
children if I could not support them; why did 
I have two children so close together if my 

PHOTO BY: JOI BY JEN

My daughter Geneva after our transfer to hospital after her 
birth.

body was not ready to nourish one; why could 
I not breastfeed this child after successfully 
breastfeeding two others?

Infant and pregnancy loss is yet another 
topic that is far too taboo in our culture. 
Unfortunately miscarriage and infant loss are 
more common than we would typically like 
to think about. It is hard to imagine such a 
loss if we have not experienced it, and if we 
have we know how devastating. We tend to 
bear these burdens silently in our society, but 
perhaps it is time for us to start speaking out 
about these issues. While putting together 
this issue it became very apparent to me the 
lack of resources available to those suffering 
a pregnancy or infant loss. If we can begin 
talking about loss, surrounding birth, then not 
only can we help those women in need to 
start finding these resources, we can actually 
grow them.

I would like to thank those that contributed: 
brave women being vulnerable and telling 
their stories of grief, and women finding 
their voice, and advocating for themselves, 
within a system that is not designed to 
support a mother’s autonomy. We have a 
great selection of articles as well highlighting 
different perspectives, and support options, 
for grief, trauma and maternal mental health. 
I know some of you may be nervous to read 
this issue, thinking it will be heartbreaking or 
full of triggers, but please give it a chance; 
give the women, brave enough to share their 
heartache, a chance to be heard. 
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Since having my two boys, my eyes have been 
opened up to mental wellness like I had never 
realized they could be. When pregnant we educate 

ourselves with so much knowledge, but in so many areas we 

enter motherhood blind. We know it will be a climb, but like 

Everest we do not always know how hard until we start. The 

peaks and valleys that will present themselves, and the self-

doubt that enters in when we feel inadequate, are often so 

overwhelming our heads spin.  

Personally, this all came to a head for me when my boys were 

born just over a year apart. After years of sleep deprivation 

my anxiety got so bad I am not sure how I made it through; 

as women we do, but at what cost? What shame and guilt 

come along with it? Too many of us suffer in silence, working 

through birth trauma, postpartum depression, breastfeeding, 

and so many other areas that occur after childbirth. We 

cannot laugh without peeing. Often we lose our laughter: our 

bodies and hearts forever changed.

ASAC president’s message    DANA WEATHERHEAD  | Email me at president@asac.ab.ca

So many are afraid to reach out due to fear they will take 

away our children, or our partner will think we are crazy and 

leave us, or our family will pass judgement. Where is our 

community? Our tribe? Our place to fall apart? Without a 

supportive community and connection we live in our heads. 

Distracted from focusing on ourselves and self-care or any 

other components critical to wellness. There is no wonder so 

many of us are walking around in shells of a body, faking it until 

we make it, hiding behind a mask.  

These issues continue to be highlighted every time we do a 

rally and campaign. It makes my heart ache. We are vulnerable 

and speak our stories. We stand on the steps on the Legislature 

building so our voices can be heard. The #mybabymybirth 

campaign showed so many raw and vulnerable women 

desperate for help. The CBC, “The National” feature brought 

out even more wounds. Yet women are still not being 

supported in the capacity they should. The same tired 

volunteer moms are left to advocate for rights that should 

already be provided without question.  

As our healthcare report showed, the results are there. A 

correlation between perinatal care and both short and long-

term maternal, and infant, outcomes exist yet change is not 

happening fast enough. Women cannot wait. By the time 

many receive help, so much damage has been done. 

My wish for this issue is that women will have a resource 

and be educated on how they can be supported. To make 

sure women know they have a community, a place to feel 

supported by others that know the pain they are going 

through. 

I cannot sit back and allow myself and others to struggle 

alone any longer. I crave my village. I call in all the women 

to love and support one another so that we can all heal the 

empowered women we are, together, united and whole! 

In midwifery news: 
I would like to take a moment to acknowledge and thank Lolly de Jong as outgoing CEO of the Alberta Association of Midwives 

(AAM). Your time commitments and dedication to women, and maternity care, has helped move us towards a more positive birth 

atmosphere in Alberta. Thank you for all your hard work! We would also like to welcome Craig Brown, the current acting CEO of 

the AAM. We look forward to building a relationship and the future progress the AAM has in store for it. You have our support!
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birth announcements  
Please email your birth announcements with a photo of your babes to the Editor-in-chief at bi_editor@asac.ab.ca

Avalene Alexandra Cathcart

Dallas and Marnie Cathcart, and big 

sisters Lenaya & Leandra, are thrilled to 

welcome Avalene Alexandra. Born June 

7, 2017, at 11:48 p.m.: full term and just 

over 5.5 lb. With a fast home water birth, 

we were thankful our amazing midwife 

Jenni Cruse made it three minutes 

before the birth!

Lucca Calleja

Carlos and Lauren Calleja welcomed 

their son, Lucca, into the world on 

April 29, 2017, weighing 6 lb 8 oz. They 

would like to thank their midwife, 

Anna, from St. Albert Midwives and 

their doula, Aislin, for their support and 

encouragement.

Philippa Grace

Hayley and Jesse are blessed with their 

third daughter, Philippa Grace: born 

at home, into water, on October 7—9 

lb 7 oz, 20.5”—with the help of her 

father, Nana, Aunt, and the exceptional 

Hope Midwives. Big sisters Olympia and 

Georgiana are enamoured. We thank 

God for His grace and blessing.

Seth Alexander Milne

Olivia, Alexander, and big sister Audrey, 

were thrilled to welcome our newest 

family member, Seth—born at home, 

in water, 6 lb 13 oz, September 17, 2017, 

at 5:38 p.m.—on a beautiful, sunny, day 

with birthday cake. We are so thankful to 

Marie Tutt and Jenna Craig, our amazing 

midwives!

Bria Marie Quinn

Introducing Bria Marie Quinn: born June 

23, 2017–6 lb 9 oz, and 18.5” long–11:39 

a.m. at St. Albert’s Sturgeon Community 

Hospital. We are grateful to our 

wonderful doula Suzanne Moquin, from 

Gentle Touch Doula, and to Dr. Brian 

Hayden who stepped in to deliver our 

‘impatient’ little daughter.

John Frederick Hoskins

Born September 14, 2017, at 1:30 p.m., at 

home into the water: 20.5”, 9 lb 6 oz. We 

are all thrilled; you complete our family. 

Our midwife, Carly Beaulieu, doula and 

friend, Lisa-May Poitras, and Great-

Auntie Val all helped in making John’s 

birth a truly empowering and healing 

experience!

PHOTO BY: MARBLE CATHCART

PHOTO BY: MAXINE AND SHELLAINE -  
THE ESSENCE OF NEWBORN ART

PHOTO BY: J JACKMAN PHOTOGRAPHY PHOTO BY: KIRSTEN BUYER PHOTOGRAPHY
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Odin Wolf Willis

“On the night you were born,  

the moon smiled with such wonder …  

and the night wind whispered  

‘Life will never be the same!’” 

 – Nancy Tillman

Born at home - January 4, 2017 12:07 

a.m., 11 lb, 22.5”.

Welcomed with loving arms by Wendy & 

Jason and Helena & Elliot.

Trinity Raine Anaskan

Lawrence and Destiny Neapetung 

welcomed our baby girl, Trinity Raine 

Anaskan, born May 9, 2017, at 12:13 a.m., 

8 lb 13 oz, at Grey Nuns Hospital. She has 

one older sister, Kasheri, and two older 

brothers, Mahikan and Cece. She is so 

loved by her family, her mama and papa.

Lone (Lo-na) Odgers BSc, RAc, Dip TCM

Registered Acupuncturist &  
Chinese Medicine Practitioner

ÑÑ Acupuncture

ÑÑ Pregnancy & Post-natal 
Acupuncture

ÑÑ Prebirth Preparation

ÑÑ Labour & Induction Support

ÑÑ Acupressure Support for Labour

Nourish, Balance and Regain Healt
h

w

ww.seedsofhealthacupuncture.com

contactseeds@shaw.ca
780 996 7361

Photographer Dawn Wickhorst, with My Unique Birth Story, has been photographing for over eight years. She runs a full-

service photography studio but specializes in birth photography. After photographing her first birth, in 2012, she has been 

incredibly passionate about capturing this special journey in people’s lives. She aims to create a full birth story for her clients: 

starting with maternity photos to remember the amazing things a woman’s body can do in a creative and beautiful way; 

then birth photography, a journalistic photographic method to document every detail of the day you give birth; ending with 

newborn photography; the art of the entire process.

Visit www.myuniquebirthstory.com to book your birth story today.
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THE TSUNAMI: A BIRTH STORY 
By Athena Raypold

By the end of pregnancy, any fears that I had about 
labour pains had subsided and I was completely 
overtaken with an urgent, pressing desire to get 
the baby out. From camping in the rain at 34 weeks, 
shuffling through the muck to the bathrooms two to three 
times a night, to lying all alone in the trailer whimpering, 
crying, feeling uncomfortable and useless; from the sweaty 
sleep and terrifying night terrors, to the swollen, aching feet 
and persistent, steady leaking between my thighs; from the 
suddenly dark, expanding areolas to the surprising, clumsy 
largeness that became my breasts – never mind the pus 
seeping out of my ingrown toenails, the persistent savage 
migraines, or the constant shortness of breath – I was done, 
just frickin’ done with pregnancy. 

Between massive, painful hemorrhoids; deep, searing round 
ligament pain; and a sharp, agonizing pull in my groin with 
even the slightest movement, I was a week past my due date 
and praying for the thrill and pain of labour to just hurry up. 
Craig even recorded me stating that I would, never, ever do this 
again. Pregnancy was excruciating, terrifying, and completely 
outside my control. Already a migraine sufferer, I experience 
more than enough pain and discomfort at my body’s whim – 
with pregnancy, it was exponentially worse. While I relished 
the undulating flutters and kicks of Fitz moving in my womb, 
it was the only part of pregnancy that I enjoyed. I actually miss 
being curled on my side cuddling my full belly, just feeling him 
move or, as I reached full term, just watching my belly rise and 
rumble with his movements. Even with my relentless research 
and preparation, I was not equipped for the toll that growing 
another human takes on a mother and, despite reading 
countless pregnancy books, there was so much happening 
to my body, in my body, that I did not learn and that no one 
warned me about, and I hated it. 

With both frequent migraines and post trauma daily headaches 
(I broke my neck in a car accident in 2004), I am no stranger 
to pain. In fact, I have a high tolerance for it. Most days, I get 
through my chronic pain with barely a complaint, trudging 
through it, knowing that I am lucky to be alive and not a 
quadriplegic; that this pain is simply the price I pay for that 
gift, for a relatively unencumbered life. I take a multitude of 
pills on a daily basis for pain management, including T3s. I take 
a maximum of two per day presently, but with my specialist 

OB/GYN’s leave, I only took one a day while pregnant, if that. 
Despite reassurances that it would not negatively impact 
my baby, I was nervous about it and only took one when I 
absolutely needed something to take the edge off: and that 
is all the T3s do – even now – just file off those sharp edges, 
dulling the pain just enough so that it is tolerable. They do not 
take the pain away, so I deal with a fair amount of pain every 
day of my life; an admission that is necessary to understanding 
my birth story, to understanding how much pain I am capable 
of enduring and, therefore, to understanding how much pain I 
was in during my extremely abnormal labour.

In my OB/GYN’s office, a week past my due date, my doctor 
did a cervical exam (which hurt like hell – I had joked that 
she needed to be gentle since nothing had been up there in 
months). As with every other exam, my cervix was shut up 
as tight as a bank vault holding the world’s most precious 
commodity. My doctor said I would have to be induced the 
following week. I was asked to sign a consent form, but she did 
not explain any risks to the induction and never told me about 
any other options, it seemed like the only next step.  

Eager as I was to return to my old body, my old self (little 
did I know, I would never be my old self again), I signed off 
on an induction without hesitation. I trusted my doctor, 
trusted that the risks of waiting for my baby to come on his 
own outweighed the risks of an induction. She said that the 
induction would be gentle: that Cervidil is a gel inserted 
vaginally via a tiny tampon-like device, and is placed at the 
cervix’s opening (or where it is supposed to open, in my case). 
Cervidil (the generic name is dinoprostone – the dino part 
seems telling in retrospect because of the monstrous response 
my body had to it) stays in and is usually removed 12-24 
hours later or if regular labour starts. I would be monitored 
for two hours following the insertion and then sent home 
to wait and see what happened. Typically, she said, nothing 
happens and it is re-inserted the next day. The Cervidil’s job is 
to soften the cervix, encouraging it to open and start labour. 
Considered a mild induction, it is often followed by inserting 
a balloon catheter that forcibly opens the cervix. At no point 
was I advised of the risks or the benefits of waiting for Fitz to 
come on his own; waiting for him to come on his own was 
not even given as an option. I was also not forewarned of any 
potential side effects or risks of a Cervidil induction. Looking 
back, I should have asked these questions, but I was beyond 
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uncomfortable, beyond ready for my baby to get here, so I 
trusted my doctor and signed the induction release without 
another thought.

A week later, at nine days overdue, while Craig was at work, 
Mom took me to the hospital for my induction. My body was 
being so stubborn, and so I fully expected nothing to happen 
and figured I would be back home within a few hours. When 
I arrived, the nurse did a cervical exam and my cervix had not 
budged (and it was beginning to seem the women on my birth 
‘team’ were even rougher with my vagina than the men). I was 
feeling fine, if a bit anxious for Fitz’s arrival. The on-call OB/
GYN came in to check me himself and commented that I have 
a very narrow pelvis and would be a candidate for a caesarean 
section. I felt frustrated and confused by this statement. What 
did he mean I was a candidate for a C-section? Did he believe 
I needed one? Why was he proceeding with the Cervadil 
induction anyway? I wanted to give up and have the surgery 
right then, but because I trusted the medical community, I did 
not question him when he inserted the Cervidil.

The nurses strapped my belly with a fetal monitor to listen 
to Fitz’s heartbeat and to detect and track any contractions. 
After an hour, I started to feel menstrual-type cramping which 
registered as contractions on the monitor. A half hour later, 
Fitz’s heart rate dropped, bouncing back up quickly, but it 
was enough for them to admit me to keep an eye on him 
– to Mom’s relief (she had driven my labouring sister to the 
hospital and was not eager to repeat the harrowing, helpless, 
experience).

After about an hour, the cramps transformed into full-on, 
intense contractions that were coming quicker and quicker, 
lasting about 45 seconds in length with about 40 seconds to 
two minutes in between. I took a selfie when the cramping 
began to get really uncomfortable and, to monitor my own 
progress, I tracked each contraction with an app, which 
immediately advised me to go to the hospital (I found it funny 
that I was in the hospital and no one seemed to care that 
things had so swiftly progressed). Shortly after that, I texted 
Craig to come to the hospital because I was in too much 
agony to track contractions, take selfies, talk, or text updates to 
family and friends. The contractions were coming on hard and 
fast; I could barely catch my breath before another one started, 
signaling to us that I must be in active labour. Everything I read 
about childbirth and what I learned in the prenatal class said 
that when you get to the point where you say, “I cannot do this 
anymore!” you are about ready to push, and I definitely could 
not take any more pain. I could not remember ever being in 
this much agony, even when I broke my neck. 

Following another painful cervical exam, the doctor 
announced that I was only a half centimeter dilated and that 
my contractions were not real because I was not dilating. From 
that moment on, my memory is foggy: I was trapped in the 
throes of labour, each contraction not at all like a wave, as Ina 
May Gaskin describes in Ina May’s Guide to Childbirth, but 
more like a tsunami. You can ride a wave, you can move with 
it, or let it wash over you, but a tsunami – a tsunami destroys 
you, leaves you broken, incoherent, gasping, and begging for 
rescue. As I fought my way through this labour, trying not to 
drown in it, my Mom and Craig stood by, helplessly watching 
me, attempting support, but ultimately being unable to soothe 
or calm me. To be fair, I was miserable, I was bitter, and I was 
angry so I was not the easiest person to empathize with, but 
the nurses met my suffering with unabashed criticism. When 
it all became too much and I was losing my resolve, I began 
to whimper and cry. One of the nurses turned to me and said 
stonily, “Get your crying out now because you are not helping 
yourself.”

Never had I felt so alone, so isolated, so judged, and so 
completely helpless. The nursing staff did little to hide their 
impatience or lack of empathy. They thought I was weak, that I 
should be able to take the pain. Eventually, when I was trying to 
alleviate my anguish in the shower, my mom convinced them 
to get me something for pain. First they tried laughing gas, 
which did nothing, it did not even make me buzzed let alone 
touch the pain. As I writhed around the bed, in utter torment, 
Craig turned to Mom, eyes full of heartache and whispered to 
her, “Is this normal?” “No,” she whispered back. Next, they tried 
a shot of Demerol. Again, no effect. A half hour later, they gave 
me another dose of Demerol and still nothing. I was told that 
my daily T3s had created a tolerance to the Demerol.

Amidst my furious efforts to grapple with the worst pain I have 
ever experienced, I was lost, and despite my cries for help, 
I was not heard. Powerless against what my OB/GYN later 
called, “Titanic contractions,” and with zero control over my 
situation, I begged for them to, “Just cut the baby out, please, 
just cut him out of me!” The charge nurse’s response: “If you 
cannot handle this, what makes you think you can handle 
a post-operative incision?” Not only was I stripped of any 
agency whatsoever, but I was also deemed unfit and irrational 
– incapable of making decisions about my own healthcare. 
Since the reaction I was having to the Cervidil was uncommon, 
they treated me like the pain was not real. Experiencing this 
pain was beyond terrible, but to be told it was non-existent, to 
feel alone and irrational in the midst of it, was unbearable.

We said over and over again that my body was not reacting 
well to the Cervidil. We asked them to take it out, but the on-
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call OB/GYN wanted to wait it out. He wanted me to dilate to 
at least 2 cm before giving me an epidural. Finally, at 1.75 cm 
dilated, he called the anesthesiologist. Along with his arrival, 
came a nurse who understood how to help me. She assured 
me that my pain was real and told me not to listen to anyone 
who said otherwise. She validated me, supported me, truly 
empathized with me, and was able to calm me enough to get 
me through the epidural. One of the nurses commented to 
the anesthesiologist that I did not respond to the Demerol 
because of my T3 use and he laughed and said, “No. This 
woman is in serious pain and needs an epidural right now.” 
Between him and the new nurse, I was finally able to cope 
with my situation. Their empathy and validation alone made it 
easier. 

Once the OB/GYN removed the Cervidil, I felt instant relief, 
although the contractions were still coming on strong 
and I was throwing up. The nurse talked me through the 
epidural, encouraging me, holding me (both physically and 
emotionally). My crazy onslaught of contractions made the 
anesthesiologist’s job difficult, but he was able to give me 
the epidural and once I had it, my temperament changed 
considerably and I said, “Wow, I think I can actually do this 
now…. I can really feel the Demerol now, I am pretty buzzed.” I 
was so good-natured and smiley. The anesthesiologist teased 
me and we discussed Milton’s Paradise Lost. I told him the 
contractions made me feel like Sin: the hounds of hell chained 
to her waist, running in and out of her vagina as though it were 
a kennel (I am an English major, by the way).

Minutes after the epidural was complete, the nurses were 
concerned about the fetal monitor1. Fitz’s heart rate had 
dropped again and was not rising. The atmosphere became 

charged with urgency as the OB/GYN did a lengthy internal 
examination, seemingly waiting for something, then declaring 
that I needed an emergency C-section. I had just received the 
epidural, and there was not enough time for it to set in for 
me to be conscious for the birth; they had to put me under to 
perform the surgery. I was transferred from the bed to a table 
and wheeled away to the OR. Craig was given scrubs to put 
on for the operation, but when he was ready, they turned him 
away saying there was no room for him. Meanwhile, in the 
OR, the familiar anesthesiologist stayed at my head, speaking 
calmly to me, reassuring me that he was taking care of me and 
all would be well. The nurses and surgical staff rapidly prepared 
both me and the room as I drifted off to sleep.

While I was operated on, Mom and Craig gathered my things 
and went to the waiting room. Both were shaken up, scared, 
worried. Craig reached out and took my mother’s hand, kissing 
it, grateful that she was there to share his concern. When the 
surgery was over, Craig was allowed into the OR to meet Fitz; 
there, he saw them putting me back together, stitching me 
up, and there he noticed a bloody, infant intubation tube. 
The doctor described my son as being like, “A limp dish rag,” 
when he was born, he was not taking his first breath and the 
amniotic sac was full of meconium2 (his first APGAR score was 
1). In order to get him breathing, Fitz was intubated; however, 
he recovered quickly, his second APGAR score jumping to 
a 9. After Craig met him and held him skin to skin, Fitz was 
whisked away to the nursery for glucose and formula. I was still 
unconscious and did not wake until two hours after Fitz was 
born. 

Craig was by my side when I awoke in recovery, and the first 
glimpse I received of my newborn son, was a photograph he 
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had taken. Let me just say that again, I first saw my newborn 
baby in a picture on my husband’s phone. I cried. Craig 
proudly told me he had seen my uterus as they stitched me 
up, and then he brought Mom in to see me. Freezing from the 
anesthetic, they covered me in heated blankets. Still frozen 
from the epidural, my legs were shrouded in a machine that 
increased circulation. My throat was scratchy and tender, and 
I could barely talk. As they wheeled me to my shared room, 
they paused at the nursery. I met my son for the first time 
in a hallway. I held him for what was only a brief moment. I 
cried as I held him saying, “Hi Fitz, you were inside me, you 
are really real.” After a few minutes a nurse took him back and 
transported me to my room, where Craig and I waited for his 
arrival. I felt bereft, confused, still foggy from the anesthetic 
and my throat hurt badly. I wanted my child, but I assumed 
there was a good reason they were not bringing him to me 
yet. I knew he was receiving glucose for low blood sugar, but 
no one told me why I had to wait two more hours to have him. 
Finally I held him, skin-to-skin, nursing for the next six hours.

At the time, I was relieved that I was okay, that Fitz was okay, 
and thankful that the doctor had saved his life and that he was 
healthy. As the days progressed, I became more and more 
emotional thinking about Fitz’s birth. I was traumatized by the 
treatment I received prior to the epidural, the utter disregard 
for my pain and wellbeing. I felt angry and upset that I had no 
agency, that I had no voice when it came to my own body. I 
felt that if they had done a c-section when they determined 
I was a candidate, when the OB/GYN actually said out-loud 
that I was a candidate, instead of putting me through the 
atrocity that was the induction, I would have been the first 
person to meet Fitz: the first to hold him, to touch him, to 
gaze upon his perfection. I could have handled an unexpected 
course towards birth, but I was not prepared to lose those 
first moments with my son. While I am grateful that Craig 
held Fitz skin-to-skin in the nursery while I was unconscious, 
and instantly connected with our son, I mourn the loss of 
that monumental, once in a life time, moment of greeting 
my son immediately after he left my womb: of being first to 
welcome him into the world. After everything I went through 
to give him life, I was robbed of that satisfying, “It was all worth 
it,” hour after his birth. I cannot help but mourn the loss of 
that experience. I am a mother, and yet the most significant 
moment of becoming a mother was taken from me; I missed 
the beginning of my son’s life.

A week after his birth, once we were home from the hospital, 
I came emotionally undone: fearing that there was no picture 
of me and Fitz the day he was born. My husband showed me 
a shot he took in the hospital hallway, of me holding him, and 

while I was relieved to have the image it also broke my heart. I 
am in a bed, shrouded in blankets because I woke up shivering, 
puffy from the IV and anesthetic. I only held him for a few 
moments before they took him from me, so I cannot look at 
that picture without crying. 

It has been two years since my son, Fitzgerald Morris Raypold, 
was born (September 8, 2015, at 7:27 p.m.) and I still have not 
resolved these feelings: the traumatic emotional pain of the 
birth; the isolation of not being believed; the powerlessness 
of not being heard or respected; the shock of being whisked 
off to surgery and placed under general anesthesia only 
to wake hours later to no baby, only a picture on a phone; 
the magnitude of losing those first moments of life; and an 
unceasing  anger toward my course of care and why the 
Cervadil had been started, and continued, for so long.

I am still suffering and I do not know if the sadness will ever 
fade. Fitz and I have connected well – breastfeeding and 
skin-to-skin afforded us the opportunity to bond – and he is a 
happy, healthy toddler, but I doubt I will ever get over missing 
the beginning of his story. Most days I do not think about it; it 

is far from my mind, until it is not. Then I cry.

Editor’s Notes:
1. Epidural analgesia is an injection of a cocktail of drugs, including narcotics, into 

the epidural space of the spine. It blocks the highway of information to the brain, 
allowing a woman to not feel pain. It is used to help women cope with the pain of 
childbirth, allows a woman to relax (being high-strung would prevent her baby to 
descend into her pelvis), and have a vaginal birth rather than a cesarean section. 
The epidural is associated with a number of risks including poor fetal heart tones. 
To learn more please see our Dictionary of Terms. 

2. Meconium staining is when a baby has a bowel movement in utero. When a 
baby lacks oxygenation, even for a split second, it causes an automatic bowel 
movement. With meconium staining babies often have their airways aspirated 
immediately after birth to clear up their airways and prevent lung infection. 

Athena Raypold is a freelance writer, feminist, foodie and 
bibliophile. You can find Athena, Moleskine notebook forever 
in hand, writing prose, poetry, essays, and articles on topics 
ranging from motherhood to feminism to food. Athena’s current 
project, Becoming, celebrates mothers by combining Fiddle Leaf 
Photography’s portraits with memoir-style biographies. 
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TWO FOR ONE:  
NATURAL TWIN DELIVERY
By Dawn Wickhorst

By the time my induction date came around, I was 
ready. I had spent a good portion of the pregnancy on 
bed rest due to intense cervical pain since I was 22 
weeks along. Twin pregnancy is no joke. This was my fourth 

pregnancy and I can honestly say, the most uncomfortable. 

With my three other littles, it took a while for me to get into a 

groove at home. So, when the doctor scheduled my induction 

date at 37 weeks along, I was so relieved!

I remember laying in my bed the morning of my scheduled 

induction. All three kids had been taken to stay with family 

while I got ready to go have my twins. When the doctor had 

called to let me know the date of my induction, he had said 

that if they were too full in admitting at the hospital that day, 

they would likely push my induction to the next day. So, I laid 

in bed, waiting for the call anxiously. I was hoping to get the go 

ahead but expecting to be told I had to wait. Since the Royal 

Alexandria Hospital in Edmonton is three hours away from 

my home, the hospital had to call me early enough for us to 

be able to make the trip in time. Nine o’clock in the morning 

rolled around and I started to get even more anxious. Time was 

going so incredibly slowly. I kept turning my phone screen on 

to check to see if I had missed the call from the hospital, even 

though my volume was on max.

Finally, at 10:30 a.m. my phone rang. When I answered, to my 

relief, the nurse asked, “Are you ready to have some babies?” I 

was so relieved and excited that I almost started crying when I 

excitedly answered, “Yes!”

Now, when I found out I was pregnant with Dichorionic/
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Diamniotic1 twin boys, I knew I wanted the chance to birth 

them vaginally, even though it was going to be tough to find 

a doctor that would allow me to do so. For twelve weeks I 

looked for a doctor. This was the main reason I was traveling 

three hours away from home for my birth. I did not want to be 

scared into a C-section for the convenience. I wanted a solid 

chance to birth the babies naturally, since I had three natural 

births prior. The doctor had said that if Baby A was head down, 

then we were a go for a natural delivery! 

1:45 p.m.: We arrived at the admitting and induction unit at 

the hospital. When I say we, I mean myself and my best friend 

Dustin. Quick back story, Dustin is the father of my two oldest 

daughters. Him and I split years ago but stayed good friends 

to this day. Since him and I share a house together, he has 

recently been a big part in the life of my sons and offered to 

be there to support me. 

Also, a part of my birth team was my sons’ biological father, 

Jesse. We separated in late 2016, but I still wanted him there 

at the birth as I felt as though it was not something he should 

have to miss. I also felt like the more support I had during this 

time, the better. 

Lastly, but certainly not least, my doula and birth photographer. 

Both her and Jesse arrived later in the night.

2:00 p.m.: I was immediately regretting the fact that we had 

made the trip in. The hospital was packed! They had trouble 

finding a stretcher for me when I arrived. As excited as I was 

to have these babies, I was wishing they had rescheduled me 

for a different time. I could hear faint conversations about the 

other ladies’ inductions plans and progress. I felt as though 

the staff was a bit overwhelmed... but I continued to stay 

positive. I wanted my babies to be born in a stress free, happy 

environment.

2:30 p.m.: Once I was on a stretcher a nurse came to set me 

up with a gown and to take all my information. I had explained 

that I had been having minor contractions throughout the 

night but I doubted that they had done anything to my cervix. 

I had prodromal labour since I was 35 weeks and my cervix 

stayed tough as nails. From experience with my past labours, I 

felt an induction was likely; I was medically induced with all of 

my children. 

They explained that they would start with the Cervidil gel to try 

and get my cervix to soften and shorten, before administering 

the Pitocin2 through IV. They also told me I would have to 

stay on the monitors to be sure that the medication was not 

stressing the babies. I felt my heart sink. I knew this was the 

safest route, but I also knew that the babies were not easily 

monitored and I would end up being glued to the bed the 

entire time. 

I changed into my gown and let her strap me to the monitor. 

My back instantly began to hurt. I knew that I was not going to 

be able to stay lying in that position. I asked the nurse if I could 

roll onto my side and we readjusted the monitors. Of course, 

Baby B’s heart rate would not cooperate at all while I was laying 

on my side. For an hour they kept flipping me back and forth 

trying to get both heart beats. Finally, I was told I would have 

to lie on my back, as that was the only way they could get both 

babies heart beats to stay on the monitor. 

4:30 p.m.: I was already ready to cry. My back was in so much 

pain. Although they said I only had to be on the monitor for 20 

minutes at a time, it was an hour between each visit from the 

nurse so far. At this point Jesse had shown up at the hospital 

and we all sat and waited for something, anything, to happen. I 

felt abandoned and emotionally drained from the expectation 

of waiting.

Every 45 minutes or so a nurse would pop her head in and 

say the doctor would be in shortly to check me and get the 

induction started. 

7:30 p.m.: Five hours I had been laying there on the monitor 

waiting for someone to get my induction going. Every time 

a nurse came in, my heart would race a bit in anticipation for 

good news. They kept us on edge every time they said it would 

only be a few more minutes. My back felt like it was going to 

break in two, and contractions had not even started yet! My 

positivity was starting to diminish. 

8:00 p.m.: Finally, a doctor had come in to check me! They 

warned me beforehand that if my cervix was still completely 

closed and high up, that the Cervidil could take 1-2 days 

to take effect. My heart sank once again. I was so sore and 

so tired already. I was wishing I could be at home in my 

comfortable bed. 

The doctor checked me as we all held our breath. “Well good 

news! You are 2 cm dilated! Which means we could skip the 

Cervidil and start the Pitocin!” 

Finally, good news! I was so relieved and could feel my 

excitement welling up inside me once again. I was going to 

meet my babies soon!
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9:30 p.m.: The relief and excitement slowly wore off as we 

continued to wait. As much as I had complained about being 

on my back, they kept me on the monitors and told me I had 

to stay like that until the Pitocin was started and then another 

20 minutes afterwards as well. They also told me they were 

trying to get a room for me in the Labour and Delivery unit 

where there were more comfortable beds, but they were just 

too busy. Finally, I began to cry. I had been lying on my back, 

without being allowed to move or roll over for over seven 

hours, being monitored the whole time even though there 

was no signs of distress and no induction had yet begun. I 

felt mentally and physically exhausted from the process, and 

nothing had even started. 

It was shortly before 10:00 p.m., when they finally came in 

with the Pitocin and started the drip. Within the next hour 

my contractions began immediately and I was enjoying the 

pain they were causing. This was the pain that my body was 

craving, unlike the back pain that I had been experiencing for 

the last eight hours. When they finally took the monitor off, I 

sat up in bed and rocked my hips back and forth through each 

contraction, breathing them in with a smile. It was only a mere 

fifteen minutes of relief before the nurse was telling me I had 

to go back on the monitor. I sighed reluctantly, but knew I had 

to if I wanted to continue with the induction. I felt the more I 

co-operated, the faster the process would be, and the sooner I 

would be holding my babies. 

11:30 p.m.: The nurse came in and announced that they had 

a bed ready for me in Labour and Delivery! I cried. I could not 

help it. Relief washed over me like an ocean tide. I needed 

this news. I needed to be more comfortable. Also I needed 

someone to hear me when I was saying how uncomfortable I 

was. This was the first time, of the entire day, that I had felt like 

I was finally heard. When in reality, it was just a bed that had 

finally become available for me.

12:00 a.m. – 4:00 a.m.: I laid on the bed with the monitor 

strapped to me. The new nurse that was assigned to me in 

Labour and Delivery was a lot better about trying to hear 

and understand my needs as a labouring woman. I was so 

incredibly grateful for that. She had even said, after the routine 

20 minutes of monitoring, I could walk around the hallways to 

work through the contractions a bit. 

My contractions were coming regularly and getting more, 

and more, intense. I breathed through them and mentally 

welcomed each one. Getting an epidural was part of my birth 

plan for many reasons, but I wanted to wait if I could. My goal 

was to make it to five centimeters dilated before getting it. 

That was because I knew my body would relax and fly through 

the rest of the labour. That is how all my labours went.

All three members of my birth team were present now. My 

doula went back and forth from taking photos, to comforting 

me through the contractions. We all went for a short walk up 

and down the hallways, and afterwards Jesse ran a bath for me 

to relax in for the ten minutes I had before I had to be back on 

the monitors. From that point on Jesse and Dustin took turns 

napping. It was a relaxed atmosphere and I was feeling quite 

content with how things were happening. I breathed through 

each contraction. Each person on my team took turns holding 

my hands and talking me through the process. It was great. 

5:00 a.m.: The doctor had arrived to check me. I informed 

them that I felt I was ready to get the epidural. They also 

wanted to see if it was safe to break my water at this point. 

After assessing my cervix, the doctor decided that breaking my 

water was not a good idea as Baby A was still too high up and 

the risk of the cord coming down before him was too high. I 

was five centimeters dilated and the anesthesiologist was on 

his way to administer the epidural. It was only a few moments 

before he arrived. 

This was my third time receiving an epidural, so I was not 

nervous at all. He set everything up and got me into position. I 

breathed through each contraction as steadily as I could while 

he inserted the needle. As he began to inject saline through 

the tube, I immediately cried out. I had felt a sharp pain run 

through my hip. I was scared. You know that they are putting 

Photo by: Wild at Heart Photography



www.birthissues.org  |  WINTER 2017  |     15

a big needle into your spine, so when you feel pain like that, it 

scares you.

He took it out and attempted it again in a different spot. The 

pain ran through me again. I cried out once again. I was just 

about ready to tell him to forget about it. I did not want to 

permanently damage my body just for some pain relief. My 

doula stood in front of me and held my shoulders, keeping 

me as calm as possible, while the doctor attempted one 

more time. I did not feel the pain anymore, so he started the 

epidural. As soon as I relaxed the tears came flowing out. 

That was the scariest and most painful moment I had ever 

experienced at that point in my life. My doula hugged me 

while I had a good cry. 

A cry that I probably needed to have, as I was continually 

masking my emotions the entire time. The feelings began to 

flood over me. Being made to lay on a hard stretcher for eight 

hours straight, being made to lay on my back when I expressed 

as sternly as I could that I simply felt that the pain was too 

much. Being told it would only be, “A few more minutes,” every 

hour, all night long. Finally, having been told it was a good 

time for me to come into this place to birth my beautiful tiny 

humans – this place where I was meant to be comfortable and 

be able to trust the people helping me through the process, 

this place that would be the first place my babies would enter 

earth side – when it was clear that it was not a good time. I 

cried out the emotions that I refused to be real. I wanted to 

be strong for myself and my babies. Clearly, I was just another 

number… just another woman in labour. My babies were just a 

new set of babies. I felt that no one cared for us whatsoever. I 

was ready for this to be over.

I laid back to let the nurse put the monitor back on. I could 

not feel the contractions anymore, but I felt extremely tired. I 

decided to try and get a short sleep in before the big moment. 

Unfortunately, I was starting to feel extremely nauseas. I had 

not had that reaction to an epidural before but knew that it 

Photo by: Wild at Heart Photography
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was common. For the next two hours I continued to try and 

rest while my stomach rolled around inside of me. 

7:00 a.m.: I could feel it; I knew I was getting close. Although 

the epidural had numbed my lower half, I could still feel 

what my body was trying to do. That is when I finally started 

throwing up, after over an hour of fighting the nausea. I told 

the nurse I was getting close to having the babies. 

At that moment the doctor came in to check me. “You are 

about 7 cm. You will be a few more hours yet. I will come back 

in about three to four hours to check you again.” He told me 

confidently. I told him, “No, there is no way it will take that 

long.” He disagreed with me and left.

I looked at my doula and said, “Do not worry, you will not 

have to be here that long!” and then I turned to the nurse 

and asked her if I could roll onto my side as I was feeling quite 

uncomfortable. She willingly helped me roll over and just as 

I did, I looked up at her and said, “I have to push now”. She 

looked shocked and said, “Ok, I will check you.” 

As soon as she did her eyes went wide. She started rushing 

out the door to grab the doctor while telling me not to push 

as Baby A’s head was ready to come right out. I began to 

shake uncontrollably and my adrenaline took over. It took the 

doctors, nurses, and both neonatal teams a few minutes to 

get ready. Jesse was worried as he watched me shaking. I told 

him not to worry, and that it was normal. Everyone got into 

place, Jesse held my hand, Dustin stood at my head with my 

phone out and my mom on facetime and my doula, and birth 

photographer, stood at the end of the room with her camera 

in hand. The anticipation in the room was palpable. The doctor 

looked at me and said, “One push and you are going to have 

a baby.” I started to cry happy tears. I told him that I wanted to 

do delayed cord clamping and that I myself wanted to cut the 

cord. 

7:37 a.m.: I pushed and felt Baby A come sliding out almost 

effortlessly. The one doctor held him up for me to see. He was 

funny looking! So small and skinny compared to my other 

babies. Completely perfect though.

The doctor said to me urgently, “Ok Dawn, now I need you to 

do exactly as I say, when I tell you to push, you push as hard as 

you possibly can and do not stop. Baby B is coming out feet 

first.”

I looked at Baby A being held up in the air, crying the softest 

little cry. I felt the pulling and tugging but could not really see 

what exactly they were doing.

7:39 a.m.: “Push!” The doctor said firmly. I did. I knew Baby B’s 

life was in my hands at this very moment. So, I pushed with 

every inch of me and I did not stop until I felt him slide out. 

He did not start crying like A did, so the doctor told me to cut 

the cords quickly so they could take him over to the infant 

warmer and get him to breath. I cut both cords and wrapped 

my hands around A as they put him on my chest and took B 

away. 

There was so many mixed emotions in that second but fear did 

not take over me at that moment. I had faith in those doctors 

and nurses. So, I did my best to soak in the joy that Baby A 

brought me as I waited to hear Baby B cry for the first time. It 

was only a matter of a second before B was crying and in my 

arms where he belonged. 

I put both babies on my breasts and stared in awe at the 

beautiful little beings that I had just given birth to. July 6, 2017, 

at 7:40 a.m., I got to say hello to Leo and Sterling for the very 

first time.

Editor’s Notes:
1  A dichorionic diamniotic (DCDA) twin pregnancy is a type of twin pregnancy 

where each twin has its own chorionic and amnionic sacs. 

2. Pitocin is the synthetic form of the naturally occurring hormone oxytocin. It can 
also be called syntocinon. It is administered with an IV. It is used to contract smooth 
tissues in the body, which causes uterine contractions. It is given when a woman 
has an epidural, during an induction or an augment, for different reasons. 

Dawn is a photographer, business woman, and mother of 
five children. Her hobbies include: editing for Birth Issues 
magazine, crochet, yoga, and reading. She is fascinated with all 
things baby and birth! Accompanying her during her birth was 
birth photographer, and doula, Melissa Appleton.  
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PRECIOUS MOMENTS
By Courtney Barnes

The morning of February 8, 2012, dawned 
uneventfully but would prove to be one of the most 
eventful days of my life. I felt slightly uncomfortable in 

the morning, but by lunchtime I was pretty sure I was in early 

labour, which was exciting because with my son—born three 

and a half years earlier—I went over my, “Due date,” by a week, 

and here it was still two days before the, “Due date,” of our 

second child.

I went about my daily business as usual and waited, somewhat 

impatiently, for my scheduled midwife appointment at 2:00 

p.m. When my midwife came into the room she found me 

head down, on my hands and knees, in the middle of the floor, 

rocking my hips as I had some positioning issues with my older 

son and wanted to make sure this baby was in a good position 

for delivery. It must have looked strange, but if you cannot do 

that sort of thing in the midwife’s office, where can you do it? 

In any case it gave her pause, but we had much to talk about 

as she had received some devastating personal news the night 

before and would be having to fly out of the country for a 

week or so. We discussed plans for a back-up midwife for quite 

a while before we decided to finish up with a quick check of 

baby at the end of the appointment. That quick check revealed 

some concerns, so we decided it would be best to head to 

the hospital for further investigation. Due to the midwife’s 

personal situation, our back-up midwife (who I had also met 

for a few appointments earlier on in the pregnancy) arranged 

to meet us at the hospital. My husband had not attended the 

appointment with my son and me, so I called him to let him 

know we were on our way to get an ultrasound, if he wanted to 

meet us there.

While waiting at the hospital for the ultrasound, I kept an eye 

on the clock and realized my contractions were now about 

15 minutes apart. The hospital ultrasound revealed there was 

indeed a complication so, after some discussion between my 

husband and me, our midwife, and our doula, we decided to 

head home, get our son safely to his grandparents, have a bite 

to eat, pack a bag and return to the hospital later for the birth. 

We were not home very long before I had the passing thought, 

“Oh, I might have to take some Tylenol soon to deal with these 

cramps.” Obviously, I was not thinking very clearly at that point 

but soon came to my senses and realized baby was coming 

much more quickly than his or her older sibling had! 

We called both our midwife and doula to let them know we 

were headed back to the hospital sooner rather than later 

and headed for the car. Fortuitously, just before we headed 

out the door, I saw the TENS machine1 I had rented from 

my chiropractor and had the thought that I should get my 

husband to put it on me in case labour picked up even more 

and I needed it in the car. Thank goodness I did as it made a 

world of difference for the 20-minute car ride and walk back 

to the Labour and Delivery ward, and I got nicely high on the 

natural endorphins!

The midwife had called ahead to the hospital, so they were 

expecting us when we arrived, but it was still amazing how 

New Beginnings Photography
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quickly they moved as soon as I mentioned I was feeling a 

little ‘pushy’. On the way to the room I mentioned to the nurse 

that I really wanted to get in the shower but upon arriving in 

the room I realized that an electric TENS machine and water 

would not mix very well and I was not giving up the TENS for 

anything at that point!

I laboured for a few minutes standing up beside the bed, and, 

before I could strip off any clothing, or even my shoes, my 

water broke in a huge gush. The nurse helped me get my 

bottoms off, and I laboured some more standing up before 

another nurse (there were two in the room) repeated an 

earlier suggestion to get up on the bed. I had no desire to 

labour on my back, so I obliged her with getting onto the 

bed, only on my hands and knees. I was still focused on doing 

everything in my power to ensure baby was in a good position 

for the delivery. 

At that point the first nurse asked to do an internal check, and, 

although I knew instinctively how far along I was, I consented 

as I felt they also needed some idea of how far along I was. I 

was very grateful that the one nurse was totally prepared to 

perform the check while I was on my hands and knees, even 

though the other nurse voiced some doubt as to whether it 

could be done in that position. I do not know if they told me 

I was completely dilated, but I was just totally following my 

body’s cues at that point so it would not have mattered one 

way or another. This baby was on its way out!

As my midwife still had not arrived at that point (this was only 

maybe five minutes after arriving at the hospital), they called 

in the doctor on-call to check on me. When he arrived, I was 

already starting to push on my own, and he told me to turn 

over so he could check on things. Normally I would have 

argued with his suggestion, but I knew it would make things 

easier for him and, to be honest, it did not feel like a horrible 

idea anymore so I complied. 

Things get a bit hazy from there. I know my doula arrived first, 

and the doctors and nurses all started to back off, thinking she 

was the midwife and would take over. That misconception 

was quickly corrected. I also remember the doctor asking me 

at one point if my midwife was going to deliver my baby and 

snapping that she might, “If she gets here in time!” with an 

implied, “…until then deal with it!” 

My midwife did end up arriving just in time, but so close to the 

wire that I believe it was the doctor who actually caught my 

baby. Considering we left for the hospital at 7:45 p.m. and baby 

ended up being born at 8:32 p.m., I was impressed she made it 

at all! My doula told me after the fact that she actually put her 

hand out just in case she had to catch the baby, as the doctor 

was distracted by trying to get the midwife up to speed. In any 

case, our midwife took the baby for a quick check while the 

doctor took care of things on my end. As soon as possible, 

though, baby was placed skin on skin, and we had some 

precious snuggle time. After much anticipation we finally had 

our beautiful Catherine Elizabeth! 

The doctor and nurses cleared out very quickly once the 

midwife was there, and we were left to admire our beautiful 

baby girl in peace. Eventually I handed her off to her papa so I 

New Beginnings Photography
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could get that now much-needed shower. As requested, they 

waited for me to give Catherine her bath, and I got to inspect 

every inch of her as I gently washed the birth residue from 

her tiny eyes, ears and between her little toes. Eventually the 

midwife weighed and measured her—8 lb, 7 oz, 21.5”—before 

once more allowing us to snuggle and adore. 

If you are happy with the birth 
story as is, read no further: possible 
trigger ahead.

Now you may remember how I mentioned there was a 

complication and be wondering what it was? The fact is 

that we discovered at the midwife appointment—and had 

confirmed by the ultrasound later in the day—that there was 

no heartbeat. Our precious baby was gone before she arrived 

(even before we knew she was a she rather than a he). The bit 

of time we had with her after she was born was all the time we 

would ever have with her here on earth. 

When I arrived at the hospital in labour, I remember thinking 

I wanted an epidural as I was already in so much mental pain 

that I had no desire to add the physical labour pains. In the 

end, things progressed much too quickly for that. As heart-

shattering as it was to give birth to a stillborn baby, it was 

amazingly empowering to know I could and did do it on my 

own. While my son’s birth was not traumatic, it did involve 

many more interventions and an eventual vacuum delivery2 

and I was glad to have avoided that with my daughter.

As much as I thought I wanted the drugs, if I had an epidural, 

I would not have been able to have my shower, bathe my 

daughter (the only opportunity I would ever have to physically 

care for her), and be at her side for every moment that we had. 

I am thankful that the few memories I have were experienced 

with a mind and body clear of any external influence. 

I sincerely wish stillbirths were a thing of the past, but the 

fact is that a quarter of all women will experience a stillbirth, 

miscarriage or early infant loss. In our case, everything was 

perfectly fine until it was not. The night before she was kicking 

away in my belly, then the next day she was gone with no 

explanation. The doctor believed it may have been a cord 

accident but, with the evidence at hand, my midwives (and 

my husband and I) believe that it was more likely due to a 

spontaneous placental abruption3.

The days directly after Catherine’s birth passed in a haze. 

The events kept repeating in my head, and I learned how all 

the clichés like, “Broken heart,” had come to be. There were 

many days I wondered how anyone survived such a loss, but 

it helped that I had my older son on whom I could focus. I 

was also fortunate to have some fantastic friends willing to 

listen to our story, which helped my husband and me begin 

to process everything. In retrospect, I wish I had donated 

the breastmilk I produced but each and every let down was 

an excruciating reminder that I had no baby to nourish and 

watch grow. My doula was also a lactation consultant, so she 

helped me research non-pharmaceutical ways to dry up my 

milk. Surprisingly, there is not a lot of information out there on 

that, but we managed with cabbage leaves, copious amounts 

of sage, peppermint and time (at least two to three weeks, if I 

recall correctly). Thoughtful gifts, such as an angel necklace in 

Catherine’s birthstone, and the photos we had from both our 

doula and photographer gave us important touchstones when 

our arms felt painfully empty.

I think in many ways, the grieving process was more difficult 

for my husband. There are still notions that men are to be, 

“Strong and stoic,” and that somehow, because my husband 

had no direct physical connection to our baby, it was easier 

for him. While he did not have the physical connection to 

Catherine, he still had to grieve the hopes and dreams he had 

for his child, and none of his male family or friends seemed 

open to helping him work through that.

In the very early days after Catherine’s birth, one of the best 

things I did was reach out to an acquaintance that I knew who 

had also experienced a stillbirth. The same day I contacted her, 

she dropped off an information packet from Angel Whispers, 

a local baby loss support group, and both she and they were 

lifelines that first year. Somehow, over the past five years, we 

have moved through the worst of it, but grief is a lifetime affair 

and I am grateful Angel Whispers is still here whenever we 

need them.

Some women who experience the loss of a baby feel the need 

to become pregnant again as soon as possible. I was not one 

of them. I felt another baby would be an attempt to replace 

the child we had just lost, and for the first year I felt I should—

and would—be content with our one, living child. My husband 

felt otherwise, and eventually convinced me as well. In June 

2013 we conceived our third child.

Subsequent pregnancies after loss are always ripe with anxiety. 

You know the worst can happen and have had irrevocable 
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proof that it does. Luckily in our case, despite our loss we were 

not deemed a high-risk pregnancy, and I was able to return to 

the care of our fabulous midwives. They encouraged me to 

come in for as many visits as I needed for my emotional well-

being. I fought an ongoing inner battle between my anxiety 

and wanting all the tests, and my belief that birth is a natural 

process and normally free of complications. 

Near the end of the pregnancy it was discovered baby was 

measuring unusually large. We followed the pregnancy 

closely with extra NSTs4 and ultrasounds and resisted pressure 

from the Maternal Fetal Medicine team at the Lois Hole 

Hospital to induce early or opt for a Caesarean section. One 

concession that we did make to our anxiety was our choice 

to have a hospital birth. Although a homebirth had been my 

dream, we had to consider both our history and the potential 

complications we were facing. My husband, my midwife, 

and I had a soul-searching discussion, and we all agreed 

that the hospital—where any interventions that might be 

needed would be on hand—was where we would all be most 

comfortable. On March 12, 2014, I gave birth to a healthy baby 

boy and had such a lovely hospital birth with my midwife that I 

have no regrets.

Despite the tragic frequency of baby loss, or perhaps because 

of it, I hope that pregnant women are able to push back the 

anxieties that come with even the most mundane pregnancy 

and instead cherish every moment they have with the small 

life growing inside of them. In case that you are one of the 

tremendously unlucky few, it may be helpful to read the 

suggestions below on how to create precious moments with 

your baby.

An excerpt from “Honouring Your Baby,” by Lori-Ann Huot, 

taken from the Angel Whispers Fall 2012 Newsletter (used with 

permission).

For families that lose their baby, while at home or in the 

hospital, the following suggestions may help you to create 

memories with your baby. This time with your baby is short but 

precious and you will look back at your moments together and 

cherish those memories with your baby:

 ❉ Hold your baby in your arms. Spend time together as a 

family; this is a chance that you will never have again.

 ❉ Bathe your baby.

 ❉ Dress your baby. Bring a special outfit or blanket to dress 

your baby in; for earlier losses a special scarf may be used. 

Many hospitals have small blankets, hats and clothing for 

tiny babies.

 ❉ Take pictures of your baby with you and your family 

members. You may want to include special keepsakes in 

the pictures such as stuffed animals or wedding rings. There 

are professional photographers with an organization called 

Now I Lay Me Down to Sleep that will come to the hospital 

to do a photo session with you and your baby at no cost to 

you.

 ❉ Ask for footprints and identification bands. Even the 

tiniest feet make prints that will last forever.

 ❉ Ask for a lock of your baby’s hair.

 ❉ You may want to invite family and friends that are 
close to you to visit. Sharing your experience with loved 

ones will help them create memories of your baby and 

allow them to be there to support you and help them to 

deal with their grief.

 ❉ Planning a funeral or memorial service can be helpful 

and give friends and family an opportunity to remember 

your baby and provide much-needed support to you.

Editor’s Notes:
1. TENS stands for transcutaneous electrical nerve stimulation. It gives out little pulses 

of electrical energy. It is a non-invasive drug free pain management method. 

2. A vacuum delivery is done during the pushing stage by an obstetrician when a 
woman is having difficulty bringing her baby down into her pelvis or if her baby is 
having serious heart decelerations.

3. A placental abruption is when the placenta separates from the uterus. Because the 
placenta hosts and nourishes the growing baby, if the placenta peels away from the 
inner wall of the uterus before delivery — either partially or completely — it can 
deprive the baby of oxygen and nutrients and cause heavy bleeding in the mother. 
It is even possible to have a severe placental abruption and no visible bleeding, if 
the blood becomes trapped inside the uterus by the placenta. 

4. NST refers to Non-stress test. It is simple, non-invasive, monitoring performed at 
the hospital. The test is named ‘non-stress’ because no stress is placed on the baby 
during the test. It is not a stress test, which would be giving a woman oxytocin 
to trigger some contractions to see how baby reacts. NST involves attaching 
one belt to the mother’s abdomen to measure fetal heart rate and another belt 
to measure contractions. Movement, heart rate and ‘reactivity’ of heart rate to 
movement are measured for 20-30 minutes. If the baby does not move, it does not 
necessarily indicate that there is a problem; the baby could just be asleep. It may be 
performed if you sense that the baby is not moving as frequently as usual, if your 
placenta is not functioning adequately, or you are past your due date. Although 
fetal risks are still very low, the Society of Obstetricians and Gynecologists of 
Canada recommends regular NST after 41 weeks pregnancy to make sure baby’s 
oxygenation is optimal.

Courtney Barnes is a stay-at-home and homeschooling mom to 
her nine-year-old and three-year-old sons, and her five-year- 
old daughter in heaven. Her hope is that both her sons know  
and treasure the memory of their sister, even though they  
never met. 

  PRECIOUS MOMENTS
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A TRAUMATIC  
HOSPITAL BIRTH AND BIRTH  
TRAUMA COUNSELING
By Robin Kyler

I remember, at first, the idea that I was experiencing 
birth trauma seemed impossible to me. When I was 
first introduced to the term I thought, because I did not 
experience a certain type of birth, that I had not earned 
the title of ‘traumatic’. I kept thinking to myself, “It could 

have been so much worse!” So why did I still feel so terrible 

about what had happened?

In 2013, I was pregnant with my first daughter. I did not know 

much about doulas or midwives. Though I did get around to 

applying for a midwife, around the three month mark, it was 

much later than is usually recommended: which would be 

directly after finding out you are pregnant. As the demand 

for midwifery care has consistently been greater than the 

availability of Alberta midwives, I was not successful. I decided 

that my best course of action was to continue with my GP 

and to have an open mind. I was pretty confident that I was 

going to want all the drugs once I arrived at the hospital in 

labour, and I had no real picture in my mind of how my birth 

was going to proceed. Like most women of my generation, we 

have been exposed to a lot of media like TLC’s A Birth Story 

and that was my only point of reference for child birth. I knew 

that my siblings and I were born in the hospital and it seemed 

like the obvious place to go.

As time went on in my pregnancy, a close friend of mine 

reached out to let me know a family friend of hers was in the 

middle of certifying as a doula and was looking for clients 

to complete her certification. She wanted to know if I would 

be willing to work with her. I was excited about the idea and 

agreed right away. I thought it would not hurt having someone 

so knowledgeable around, and I knew that her services 

were very valuable. After meeting our doula, we loved her 

immediately. She was just the kind of person we wanted in 

the room with us when our baby made her grand entrance. 

I trusted her immediately and I was so thankful we had the 

opportunity to work with her. Through meeting her, we 

learned more about what our options were and how to explore 

them. I decided I wanted to give birth naturally and began 

reading books that were more of this mindset. I felt good 

about my decision and I trusted my body. I knew I could do it 

and that my body would follow suit.

Fast forward to 38 weeks pregnant, and I had an OB 

appointment on the Friday of that week. Unfortunately, my OB 

was away that day and another doctor was filling in for him. 

I remember when I walked in the room and climbed up on 
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the table, my shirt was lifted and the doctor remarked “Wow, 

this baby has really done a number on you!” I immediately 

felt ashamed, disrespected and judged by this woman I had 

never met before in my life. I was so uncomfortable in my 

body at this point, and my stretchmarks had only very recently 

appeared after thinking that maybe I would not have them at 

all. I was feeling pretty raw about it, and to have this doctor 

comment on them like this made me feel so upset. I decided 

immediately that I did not like her, but that it did not matter 

because I would never have to see her again. My regular OB 

is a very kind and gentle man, and I was sure he would be the 

one to deliver my baby. I really wish he had.

On the morning of the Sunday that followed that 

appointment, I got up around 3:30 a.m. to go to the bathroom 

when I noticed a leaking of fluids. It started as a trickle, which 

I was 100% sure was not pee. I woke up my husband to let him 

know. Shortly after I walked into the nursery, and I remember 

imagining everything opening up so baby could descend. At 

that exact moment there was a big gush of fluid. It was such 

an intense feeling! My mind and body were connected. I felt 

so sure that everything was going to be just fine. I laboured at 

home easily and comfortably. Contractions picked up shortly 

after my waters had started leaking and were strong but 

nothing too terrible. I had experienced excruciatingly painful 

menstrual cramps as a teenager, so I was feeling like this was 

pretty manageable at this point: I changed positions many 

times, used a yoga ball, rocked on all fours, laid in bed. I felt 

relaxed and calm. Our doula joined us early in the morning, 

and around 7:30 a.m. she encouraged us to make the drive to 

the hospital. The weather was poor, lots of snow and ice, and 

we wanted to make it there before another storm came in or 

contractions intensified. 

Upon arriving at the hospital, I was confirmed to be 5 cm 

dilated and I was admitted. They let me know that despite 

the leaking, my bag of water was still intact and they would 

rupture it manually when I arrived to my room. I remember the 

feeling of being in a hospital immediately took away my sense 

of calm and control. Instead I felt like a patient and started 

The following photos are from Robin’s home waterbirth in August, 2016. Photos by Appletree Photography
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focusing on trying not to make things difficult for the medical 

staff. For some reason I felt like I had to stay in the hospital bed 

to labour, though I would have done much better if I had not. 

What stands out about this period of time is the number of 

nurses that came in to check me, all whom were different and 

I did not recognize, and how I felt I had to give myself up to 

them each time they wanted to examine me. I also remember 

how great it felt to have my husband and my doula right there 

with me the entire time. 

Things started to get very intense and it was taking everything 

I had to manage each contraction. In the afternoon, I was 

actually passing out in between contractions because I was so 

tired. Only to wake up to go through one and then fall asleep 

again. It felt like the hospital staff inquired often if I wanted 

pain medication, and it felt like I had to keep turning it down. 

Though I am not sure how many times it actually occurred, 

I do remember feeling like they were not understanding my 

desire to avoid medication. 

At one point a nurse asked me, “Has anyone mentioned 

anything to you about having a big baby?” “No,” I said, “Why?” 

“Oh, no reason,” she said. This was distracting and upsetting for 

me. Was I having a big baby? I remember that at two different 

points someone came and manually rotated the baby who was 

in a posterior position1 resulting in some very uncomfortable 

back labour. This was a very painful procedure and our girl just 

did not want to stay put and would spin back around anyway. 

A nurse came in and checked me a bit later and congratulated 

me on getting to 10 cm. She said I could start pushing. I 

thought it was strange because I did not feel the need to 

push yet but I trusted her and decided to try pushing. I cannot 

remember exactly how long I pushed, but I do believe it was 

around two hours. Nothing was happening, baby was not 

moving and I could not feel any changes. It was so frustrating 

and exhausting. A staff rotation took place and a new nurse 

came to check me. She then informed me that I should not 

have been pushing at all during that time because the bag of 

waters was still intact and keeping the baby from descending2. 

They had not ruptured them as they had said they would after 

admitting me. She informed me my cervix was swollen3 from 

pushing so hard and for so long, and I was back down to 8 cm. 

She instructed me to stop pushing and resume coping with the 

contractions as I was before. 

Now this sounds like simple enough instructions, but they felt 

impossible; it felt like she was asking me to go backwards and 

Appletree Photography
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I just could not handle that. I felt completely out of control 

and as if the pain was going to swallow me whole. Why did 

the previous nurse tell me I should push if it so clearly was 

not time? I started begging for an epidural. My husband and 

my doula tried to help me regain my focus but I was done. 

I wanted out and I felt total panic at this point. Once the 

epidural was administered I started to feel human again. I 

could gather my thoughts and get some rest. Unfortunately, a 

side effect of the medication was that I shook uncontrollably. 

Which kept me from sleeping at all. It was nice to reconnect 

with my husband for a few hours and regain my composure. It 

felt like a much-needed break, but part of me wondered what 

would have happened if the nurse, who had first told me I was 

at 10 cm and encouraged me to push, had noticed the bag 

of waters still intact. Would I still be in labour now? I honestly 

believe that if I had not pushed for so long throughout my 

labour, I would not have faced such an intensive rehabilitation 

process with my pelvic floor physiotherapist in the years that 

followed. 

A few hours later I was advised that I was again 10 cm. Now I 

do not remember if that bag of water ruptured on its own or 

if someone else ruptured it. I do know that nothing felt any 

different. I thought that if baby was ready to come out, I would 

feel ready to push. Again, I felt nothing. I tried to push anyway, 

for another few hours. I tried different positions, and I gave 

it everything I had, but nothing was happening. Then things 

started to feel as if they were falling apart. The OB walked into 

the room and it was not my OB. It was the OB from my Friday 

appointment. The one that made me feel humiliated. She 

came very close to me, it felt like she was too close. She firmly 

stated that she felt this baby needed to come out immediately 

because I was starting to spike a fever (a common side effect 

of an epidural actually) and baby was not descending into the 

birth canal.

The doctor also mentioned that I had a tilted pelvis4, 

something that I had never heard of before in my life. She said 

that I could choose to have a caesarean section or use forceps5 

to have this baby born immediately. I felt intimidated and 

Appletree Photography
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scared. I had not felt like anything was wrong until this point, 

but now she was telling me this with such authority, I did not 

feel like I had the time to think about it or ask questions. At that 

moment I just knew I did not want surgery, so I blurted out, 

“Forceps?” I was not sure at all, but that did not seem to matter 

to her. Suddenly the room felt very small and things got very 

busy. I was given morphine and I remember thinking to myself, 

as the forceps were placed, “Go somewhere else, anywhere 

else, you are not here right now, you do not have to feel this.” 

I pictured myself standing in a forest, alone. There was some 

tugging and I pushed a bit, and Julia was born at 9:20 p.m. that 

Sunday, November 17. 

My husband later recounted how afraid I looked and how it 

was difficult to see me that way. They held our daughter up for 

us to see and I remember thinking, “She looks huge, that does 

not look like a newborn baby.” I heard my husband say, “But 

we wanted to delay cord clamping…” and the OB said, “Well, 

it is too late now.” It felt like the entire birthing team moved 

over to the warmer with the baby, who weighed in at 9 lb 1oz. 

Suddenly I felt abandoned. I had my doula there, and that was 

helpful, but I still felt afraid. My husband was not standing next 

to me anymore, and the hospital staff were not talking to me. I 

felt discarded. 

I turned to my doula and asked, “Did I tear?” The look on her 

face was sadness for me and what she had witnessed. Also 

because she should not have to be the one to tell me what 

had happened. Where was my doctor? My doula confirmed 

that I did tear. The extent of the damage was something that 

she would later go on to describe as one of the most violent 

things she has witnessed at a birth to this day. The OB had 

applied such force with the forceps that they had torn through 

my vaginal wall through to my anus. She then proceeded to 

perform an episiotomy to connect the tear with the opening 

of my vagina, something she never acquired consent to do. In 

fact she did not mention it during the birth or once the baby 

was delivered and she was stitching me up. She had completely 

violated my trust and had assaulted my body in such a way that 

would require almost an entire year to physically recover from, 

and years to emotionally recover from.

Eventually my daughter was brought back to me and I held 

her for the first time. I felt so disconnected from everything 

that was happening. My OB stitched me up and when she was 

done she stood up and held her hand out for me to shake it. 

“Great Work,” I think she said. I felt like I had just participated 

in a business transaction, not a birth. I never saw her again 

after that. Later that night I started having flashbacks and I kept 

waking up thinking someone was trying to stick their hands 

and arms between my legs and I would snap my legs closed. It 

was so hard to sleep. My regular OB stopped by to visit in the 

early hours of the morning. “If only you could have waited one 

more day, I could have been there,” he whispered in the dark. 

He did not know how much I wish I could have waited. I did 

not appreciate the suggestion that if I had waited, everything 

would have been different. It was upsetting to hear him say 

this, as if I had a choice or could have controlled things. It was 

frustrating that something as simple as his on-call hours could 

make the difference between having a birth experience that 

felt safe and supportive and an experience that was traumatic.

The next few months felt hellish. We struggled to breastfeed 

and I lacked confidence in myself. I could not understand why 

I had such negative feelings about my birth or why I would 

cry when I tried to describe it to someone. Was it really that 

bad? Surely it was not, I mean we both survived right? I felt 

like I should be thankful that my daughter was healthy and I 

was still alive, even though I was in a lot of pain. My recovery 

was slow and it took two weeks before I could climb the stairs 

to our bedroom or the nursery. Everything hurt and nothing 

felt right. It took eight months before I was able to resume 

sexual activity, and almost a year before I was pain free. I 

still do not understand why I was not referred by my doctor 

to a physiotherapist after my birth. This should be standard 

procedure following such a physically traumatic birth. I 

wish I had not had to struggle for almost two years before 

discovering that it was something I desperately needed. 

My husband described those early months of postpartum time 

as intensely difficult for him because he could not do anything 

but be a shoulder for me to cry on. He had no idea how to 

help me through what I was feeling, and he was processing his 

own feelings of isolation and sadness as a result. He felt he had 

nowhere to turn himself and carried this weight on his own 

shoulders.

A few months following the birth, I was at lunch with a friend 

when we started talking about my experience again. She 

suggested I get in touch with my doula and tell her about 

how my feelings had progressed and how terrible I was 

feeling. It was a great suggestion that I had overlooked in my 

fog of confusion and sadness. I reached out to her and she 

was relieved to hear from me. She had feelings about my 
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experience too and she knew that what had happened to me 

was not right. Opening up to her felt great and so validating. It 

allowed me to start moving through my grief. 

Later on, my doula would connect me with a counsellor 

specializing in processing birth trauma. In 2016, I was pregnant 

with my second daughter and I attended one of her Birth 

Trauma Workshops. It felt so powerful to have my experience 

acknowledged and to be guided through different processes 

to let go of any fear I was holding onto and make space for 

my second birth. Particularly my fear of my, “Tilted pelvis,” 

and the idea that maybe my body did not know how to push 

out a baby on its own. In August, 2016, I gave birth to my 

second daughter, born into the water in the living room of 

our home. I experienced the Fetal Ejection Reflex, and the 

power of my body birthing my baby all on its own. I knew 

once and for all that I was capable, I was strong and I was not 

broken. I was surrounded by inspiring, respectful and loving 

women, including my doula from our first birth. This journey 

has inspired me to pursue my own path as a doula and support 

women in pregnancy, childbirth and postpartum. I advocate 

for birth rights in all settings no matter the model of care, and 

I am so thankful for the community we have here in Edmonton 

that has supported me in my healing and personal growth.

Editor’s Notes:
1. Posterior presentation means that a baby is head down, face looking at mom’s 

bellybutton, and baby’s spine against mom’s back (directly on the spine, or tilted to 

the right or left). It can be due to a number of reasons including the shape of your 
pelvis or angle of the uterus. This means that the head needs to do lots of molding 
to fit, which takes extra time. Sometimes the baby’s body also needs to rotate more 
for the baby to be in a more optimal position, which also takes extra time. It can be 
a disheartening and exhausting labour pattern. Your caregivers may put pressure on 
you to manage and hurry the birth. Patience and lots of positive support is needed 
with a posterior baby. This presentation of your baby is a variation of normal. 

2. Although rupturing the amniotic sac – frequently called, “Breaking the bag of 
waters,” – is commonly used to help labour progress, if the baby is in a poor 
position descent may still be difficult. Sometimes caregivers may avoid breaking 
the waters in the hopes of giving the baby a better chance to turn and reposition, 
within the extra cushion of the amniotic sac. It is even possible for babies to be 
born within the amniotic sac, which is often referred to as being, “Born en caul.”

3. Midwifery Today has an interesting article on early pushing and if it is harmful 
for the cervix, called, The Anterior Cervical Lip: how to ruin a perfectly good 
birth. Although Midwifery Today’s article refers to spontaneous pushing, from 
the mother’s instincts, and this story deals with strong, and prolonged, pushing 
against the mother’s instincts to wait it is interesting to note that over 40% of 
early pushing occurs with OP, or posterior, babies and that pushing, with the urge 
to push, can actually be a positive thing for a posterior baby. Prolonged pushing 
against the mother’s instincts can bruise the cervix, in rare cases it has been 
reported to tear, exhausts the mother, and baby, and can prolong the labour. 
https://midwifethinking.com/2016/06/15/the-anterior-cervical-lip-how-to-ruin-a-
perfectly-good-birth/

4. A person can have a forward tilted pelvis, which stretches out the lower spine, and 
could make the pelvis hard to enter for the fetus. This can be caused from poor 
posture, weak abdominal, or back, muscles or an over-extended lumbar spine, all 
of which can be common during pregnancy.

5. A forceps delivery is done during the pushing stage by an experienced obstetrician 
when a woman is having difficulty bringing her baby down into her pelvis, a baby 
needs to be moved in a more optimal birthing position, or if a baby is having 
serious heart decelerations.

Robin lives in Edmonton with husband, Paul, and daughters, 
Julia and Ruby. The family is active in their community, 
fundraising, volunteering and advocating for change in the 
birth community. Robin works full time for a non-profit and 
part time working towards certification as a Birth Doula and 
Stillbirth and Bereavement Doula. 

Appletree Photography



birth stories

28     |  WINTER 2017  |  www.birthissues.org

A SENSE OF MOTHERHOOD
By Jennifer Lavallee

When my partner and I decided we wanted to have 
a baby, we thought it would be as simple as that. We 
had talked about it and talked about it (and talked 
about it); before committing to the idea of becoming 
parents, we went over all the ‘what-if’s we could 
think of. Finally, sensing we were ready, it became our new 

reality: we were going to try for a baby.

Deep down, I had always felt like motherhood would come 

naturally to me. After making this big decision, I thought, 

before long, it would be go-time.

On the other part—the getting pregnant part—we did not 

spend nearly as much time. What was there to say, really? We 

figured it would be easy. It certainly was not one of the ‘what-

if’s we had considered: what if we cannot get pregnant? Our 

first lesson in parenthood was delivered long before we ever 

held a baby: life runs on its own schedule. 

At first, I bought one pregnancy test at a time; later, I would buy 

in bulk. Months started to pass and nothing happened—one 

season led into another and then another. It started to dawn 

on me that maybe I would never get pregnant.

I tried to not let disappointment bog me down each month. 

Taking a pregnancy test started to become a bitter experience. 

So when, in the early morning one snowy day, I was expecting 

to have my day ruined by yet another negative test, I did 

a double-take at breakneck speed when a plus sign slowly 

appeared. It was an immediate surge of emotions—shock, 

relief, and excitement. Soon, all of those feelings made way 

for fear. For a nano-second I considered keeping this colossal 

piece of information to myself, so I could come up with some 

grand way to tell my husband we were, after all, going to have 

a baby. Instead, I marched out of the bathroom and blurted it 

out clumsily, “I am pregnant!” He nearly choked on his cereal. 

Even though we were scared from day one, we felt like we 

were ready. In my heart, I knew I was ready. I thought I was 

ready… was I ready?

Things started to change fast with the impending addition to 

the family. First, since I had not been sure that I would ever get 

pregnant, I had just started a new job two weeks prior. That 

meant an awkward conversation with my boss about going on 

leave for twelve months at a time when my co-workers were 

still learning my name. I was tired all the time. I am a diabetic, 

so I had a lot of doctor’s appointments (pretty much from the 

get-go) scribbled into my day-timer. I gained more weight 

than I expected. My back was sore a lot. 

There was plenty of good stuff too, though. I was excited to 

be a mom. Soon, we started working on a nursery and with 

each new outfit hung in the closet, or stack of tiny washcloths 

folded in the change table drawer, things were becoming 

more real. My belly was finally getting bigger, and people 

would look at it and point, “Do you know if it is a boy or a girl?” 

I would reply with a big smile, “It is a girl.”

I have always had a connection with children; I love being 

around them. I can talk to kids with ease about which is the 

best Roald Dahl book, or about the latest Disney movie. I will 

play with blocks and colour and still remember silly songs from 

when I was growing up. In my mind, that meant I would easily 

slip into the role of mom.

It is finally go-time

I had no idea my water broke one night when I bent over to 

put some pizzas in the oven. It was so slight, I hardly noticed. 

A few hours later, when I was doing my kick-tests, I sensed 

something was wrong; I could not feel the baby moving. We 

 Scarlett as a newborn, JenniferLavallée
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decided, “Better to be safe than sorry,” so we packed up and 

set off for the hospital. 

After some testing, a nurse informed me that my water had 

indeed broke. My immediate reaction was: I changed my mind. 

The terrifying idea of physically giving birth hit me like a tonne 

of bricks. It was still early evening, and the nurses assured me 

that it would be hours before anything would start to happen. 

Less than sixty minutes later, I was moved into the delivery 

room because I was dilating faster than expected.

My husband sat by my side, fetching me ice chips and trying 

to keep calm. Our birth plan had been a simple one: let us 

take things as they come. I was facing a lot of back pain and 

decided an epidural was right for me. Though things had been 

going fast at first, labour slowed down after I got the epidural. 

We tried to rest for a few hours, waiting for the arrival of our 

daughter. 

I gave birth to a sweet baby girl after eleven hours of labour. 

It was everything you might imagine it to be… with one small 

exception. That great mom, the person I had built up in my 

mind of being an all-knowing, she-is-such-a-natural-at-it kind 

of mom, she must have missed the memo. 

The nurse swaddled my daughter, Scarlett, tightly in a blanket 

and presented her to me. It was such a beautiful moment, but 

I could not think of a word to say. Everyone’s eyes were glued 

right to my face. I had been a mom for only a moment, and I 

already worried that I was being judged.

I had no idea what to say. With an emotionless voice, I spat out, 

“Um, hi. I am your mom.” I felt stupid. I was disappointed with 

myself because I thought I ruined our first moment together. 

My image of motherhood did not include floundering for 

words or being uncertain. Already this felt very different than 

what I had expected. It seemed like my motherly instincts were 

slower to come in than my milk.

We had a rough first night together. I had a shared room at the 

hospital, and their policy was no spouses can stay overnight. 

It was the longest night of my life. One of the nurses made 

me feel like I was doing everything wrong. I was utterly lost. 

She told me, “You know, you can pick up your baby once in 

a while.” Oh my god… I am not holding my baby enough? 

Breastfeeding was clunky, and I was not sure if I was even doing 

it right. I was tired. I felt overwhelmed and, already, I sensed I 

was failing at the most important job in my life.

By the time we got to go home the next day, I had started to 

get worried; where was this mommy-instinct I was promised? 

It seemed like everyone I knew who had a baby was an 

expert on how to deal with it all. What was wrong with me? 

Breastfeeding continued to be a challenge (it did not seem 

like any colostrum was coming, but I was not sure; latching 

hurt and it felt awkward and rough), which did not pair well 

with being in pain after giving birth and from being exhausted. 

My husband, who did shift work, was away some nights and I 

began to dread the thought of him leaving each time. I cried 

a lot. I felt trapped but too embarrassed to tell anyone that I 

felt trapped. I promised myself I would be this great, fantastic 

mom—what happened?

Thankfully, about eight-weeks after having a baby, I ended up 

in the office of my family doctor at the urging of my partner 

and nurses I had talked to with Alberta Health Link. I was 

so ashamed when he asked me, “Do you love your baby?” 

because I did not know the answer yet. It still hurts me to think 

of it because, of course, I love my daughter (so, so much)! 

At that moment, however, I was suffering from postpartum 

anxiety. I was mentally exhausted, and I was so hard on myself 

because I did not match up to this perfect mom I was striving 

to be. I can tell you, though, talking about it helped a lot. When 

I left the appointment, it was as though a weight had been 

lifted off my shoulders.

Things eventually turned around. I joined a new moms group 

through Alberta Health Services and it was reassuring to meet 

others who were also facing similar challenges. It sounds silly, 

but I forced myself to open up the blinds and let sunlight back 

into my home. I made peace with the fact that I was not going 

to be exclusively breastfeeding my baby (for me, this was a 

hard decision but it was one that was right for our family and 

one I am not sorry to have made). I forgave myself for having 

piles of laundry or dishes in the sink. Most of all, I made a 

conscious decision to take motherhood one day at a time.

Those early days were hard, but they reflect my journey as a 

parent so well: nothing is perfect. No matter how hard I work, 

how much I plan for something, or how much I wish that I 

could have things a certain way, life always unfolds how it will 

and that is okay.

Jennifer Lavallee is a freelance writer from the Edmonton 
area, where she lives with her busy family of five. She is a weekly 
contributor to her community newspaper, The Morinville News. 
An avid reader, Jennifer is a public library board trustee and is 
the co-creator of Third Verb Writing Workshops. 
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THE LIGHT IN BIRTH AND DEATH
By Rose Pearce, in collaboration with Anne Logan

I am a nurse, a wife, a mother of nine children: four 
miscarriages, three live children, and two stillborn.

This is a story about a soul that came to me as a healer and a 

teacher. My husband and I were on a trip to Italy, in 2014, away 

from our children back home. I was walking in a little town 

enjoying my day, when this little ball of joyful energy came to 

me and shared intuitively that she wanted to join our family. I 

became pregnant six months later, only to have the pregnancy 

end in a miscarriage at 11 weeks. I became pregnant again in 

February only to end in another miscarriage at 11 weeks. 

My eighth pregnancy was filled with the infinite energy of 

the same spirit I connected with in Italy, in July 2015. The 

pregnancy was full of joyful healthy days. I had four dreams 

of delivering her in the forest. The theme of the dreams 

was always to trust in the naturalness of my body, without 

intervention and using the natural ejection reflex1. To have no 

attachment to the outcome, in that I have no control of what 

will be. To surrender and accept the natural progression of life 

and its events. We called her Ambrance.

Our midwifery team had provided care for all of our 

pregnancies; their continuous care had allowed a deeper 

connection through our journeys of pregnancies and losses. 

I told the midwives of my dreams. A friend encouraged me 

to see the birth centre in Calgary, “If there is a big mural of 

a forest there, maybe it is where you should deliver.” I had 

retained my placenta on two previous births and was told 

I should not have a home birth: that I should deliver in the 

hospital. I was surprised to find a large tree mural in the 

midwives’ office. I knew that the team I had chosen was the 

right one. That they would honour my choice to deliver as 

naturally as possible. 

Spring had arrived, it was March, 2016. We had just returned 

from a fun filled weekend in Canmore for a hockey 

tournament that my children – Zachary eleven, Alexandra 

seven and Aiden four – were participating in. I was 37 weeks, 

I could not feel her kicking in the morning and I was trying to 

Jay and Rose with Ambrance. Photo by Shannon Sutherland
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Anne and Skylar in the pool

convince myself that she felt as tired and exhausted as I was. 

Throughout the day I was begging her to move, but there was 

a tingling in the back of my head; something was not right. The 

day felt like a repeat of my experience eight years before with 

my son, Noah, who was stillborn at 32 weeks.

I told my husband Jay that we had to go in to the hospital 

again. Jay asked me, “Could you try some upside down yoga 

poses, get her moving again, maybe she has just pinched her 

cord?” He admitted that he was trying to not go to that place 

of fear, but we both knew it so well. Jay looked at me deeply 

and said, “Rose, we do not know what the outcome will be. I 

know that even if it is bad, we have survived it before, and we 

can do it together again.” I knew I had his strength and love 

behind me. We drove into the hospital quietly holding hands 

and praying. 

We got to the hospital, March 6, at 8 p.m. and our midwives 

put me on the fetal monitor where my heartbeat was 

picked up at 120 beats/minute. The obstetrician came in for 

the ultrasound and very quickly we could see she had no 

heartbeat. Sadness flooded over Jay and me. The doctor had 

left the room, but turned around and came back in. She shared 

how she had remembered us when Noah had died eight 

years ago. She sat and discussed death and how women cope 

differently around the world. She created a sacred space for us 

to be in our pain and stayed with us.

We went home that night so we could share the news with our 

children in the morning.

The following day, we returned to the hospital in a room that 

had a beautiful tree painted on the wall. The midwife student 

brought me a small live tree to honor my dreams to deliver her 

in the forest.

My midwife and the resident started by breaking my water at  

2 p.m. on March 7. Jay and I went for a walk along the river 

in the sun and were joined by my sisters and brothers. We 

made the decision to start Pitocin to induce labour at 4 p.m. 

My triplet sisters, Anne and Heather, arrived at 5 p.m. from 

Linden. Photo by Mirka Burte, Fragile Images

Painted by Flora Giesbrecht
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Anne, Mike, Evan, Sklar, Linden. Photo by Fragile Images

St. Albert and Denver, to assist me during our birth. To have 

Anne and Heather there with me was a miracle. Just with their 

presence, I felt whole and ready for what I was to encounter.

Heather was my DJ and played all the right music to keep us 

laughing and happy as we walked the halls. Things shifted at 

8 p.m. and I knew it was time to seriously connect with baby 

Ambrance. We returned back to the room, back into the forest. 

We dimmed the lights and performed a group meditation. 

I felt a circle of love around me. I got quiet and began my 

own familiar connection with Ambrance. I knew her spirit 

was no longer inside me, but I could feel her just outside my 

abdomen. I was connected to my breath, my mind was quiet, 

and I could just focus on the presence of Ambrance with me. 

I felt that beautiful love bond that we shared together. As I sat, 

I felt my contractions slow down, I knew we had to get up and 

get moving again.

Anne went back to our house at 10 p.m. to rest, as she herself 

was 41 weeks pregnant. Jay and Heather walked with me as my 

contractions got stronger. Each contraction validated her life, 

her presence, her existence.  

Heather went downstairs to meet my brother Jon at midnight. 

Jay and I had an hour together on our own. We played our 

wedding song, A Time to Say Good Bye, and we danced 

together slowly. I felt the deepest love for him, stronger than 

anything in our last 20 years together. We danced together on 

the eve of her birthday and celebrated her life.

Heather returned at 1 a.m. and sat behind me on the ball. 

Heather and Jay put pressure on my hips to relieve the pain I 

felt during contractions. I was able to continue without any 

drugs.  When it came time to push at 4 a.m., I climbed on the 

bed and imagined her as a dolphin getting ready to slide down 

and out. I talked to Ambrance and said, “Honey, I know your 

heart has stopped, but Mom needs you to help, slide down 

and out and just flick your tail, help to push out. We will do 

it together like we had always planned, we are following the 

naturalness of our bodies together.”

On the bed I felt my body not wanting to push. I asked my 

midwife, “My body does not want to push. Will she come out?” 

“Yes Rose,” she replied, “She will come, just trust your body, it 

knows what to do.”  

My body brought her down with the natural ejection reflex, 

just as I had dreamed. Then, on my hands and knees, she 

moved into the ring of fire. I pushed gently and her head 

moved out to the point of her chin. Again I doubted my ability 

to deliver her, when I saw a vision of all the women in the 

world giving me their strength to push her out. Out came her 

head and her body slipped out. She was on the bed below me. 

An ocean wave of sadness poured out like a waterfall. I cried 

a deep primal wail for a few minutes. Everyone in the room 

was quiet, no one moved, they all just held the space for us. I 

turned and cuddled her against me. My other midwife entered 

so quietly, I did not know she was there. They honoured my 

wish to have quiet and allowed a deep connection for every 

step of the birth

After her birth, the love I felt for everyone in the room was 

intense. Ambrance lived a whole life and it was complete; it 

was a life in utero with me. I did not feel a separation from her. 

I felt her spirit on me, just as though she had been placed on 

me to crawl up and feed from me. The love and gratitude for 

her was intense.  

Ambrance and I lay skin-to-skin and I could feel her warmth 

against me. Oh what a beautiful little girl! She was much like 

her brother Noah, with the same soft brown wavy hair and the 

same little turned up nose, sweet cheeks and Jay’s chin. We had 

to say hello and goodbye in one special day with her. Jay was 

beside me looking lovingly down on his daughter. I watched 

the tears fall from his eyes. I loved how the midwives cared for 

her and helped weigh her and check her over. They helped to 

bathe and dress her so we could sleep a little before the family 

came to meet her.  

Ambrance was born at 4:13 a.m. The family all came to meet 

her at 8 a.m. We laughed and cried together. I did not have a 

hard time leaving her as I was not connected to her body, but 

was joined to her spirit. Quite different from Noah, when I felt 
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it was so difficult to release him from me. It had felt so wrong 

to leave him in the hospital and to not take him home with us. 

Now, I was in a glow of happiness: I did not feel sad, I had no 

anger, I was in a place of grace.

My sister Anne got ready to leave at noon the following day 

back to St. Albert. She got home at 4 p.m. and she texted us at 

10 p.m. that her contractions had started. I had really wanted 

to be there so Heather and I packed our bags and off we went 

at 11 p.m. from Bragg Creek to St. Albert.   

We got there at 3 a.m. and fortunately, Anne’s contractions 

slowed down, so we all went to bed. The midwife and doula 

got a hotel room and said they would check in with us in the 

morning. The next morning Heather got up early and started 

walking with Anne, as her contractions had picked up again. I 

slept longer and woke up to a house smelling of birthday cake, 

as it was Anne’s husband Mike’s birthday. The birth tub was 

ready in their bedroom and the excitement was growing for a 

home birth.

We took turns being with Anne’s two young children. Evan, six, 

her son, kept popping in every two minutes, “Is the baby here 

yet?” Skylar, four, her daughter, also was running laps, peeking 

in the bedroom to see where her Mom was. I took her kids 

to the park. I was sitting on the bench, resting and feeling a 

gentle happiness in my heart. Then, all of a sudden, Ambrance 

was all around me. I felt her intense love and a feeling of her 

protecting us. I cried tears of happiness after she was gone. I 

am so lucky that to this day I can still feel her presence. With 

Noah, it took me years before I could connect in the same way.  

We returned from the park when Anne’s labour started 

progressing. The midwife and doula returned at 1 p.m. Heather, 

Mike and I put our healing hands on her hips and back during 

contractions. At 4 cm dilated she moved into the pool. We 

shared many emotions of laughter and sadness. The doula 

was a true angel and worked miracles in Anne’s labour. She 

helped Anne change positions to keep helping the baby 

move down, kept her motivation up, as well as her belief in 

herself. Her water broke at 7 cm. Anne was discouraged as she 

thought she was 10 cm, and had to work hard for those last 

few centimeters. After many hard positions, she reached full 

dilation, and was at the time to push. She was exhausted from 

a long day.

Her contractions were long: three minutes with short breaks 

in between. As she pushed, she would take six breaths in 

between, but then his head was retracting; she had to shorten 

the time between pushes. In five hard contractions she birthed 

his head. Shortly after, he was out, March 10, at 6 p.m. He was 

on her stomach, looking around with amazement. He was 

reaching his little hands out trying to grab at the air. Welcome 

baby Linden.   

Anne began to hemorrhage, so they gave her two doses of 

oxytocin and got her bleeding to stop.  Anne retained her 

placenta and had to go by ambulance to the hospital at 6:30 

p.m. Heather and I were left behind with Linden, as Mike 

travelled with Anne to the hospital. The doula had Heather 

hold Linden skin-to-skin and to talk to him about what was 

happening. Heather asked her if I could feed him. The doula 

shared that her own sister had fed her baby when she had 

complications.

I went into the nursery and let him feed. The love I felt for him 

was intense and the act of nursing was extremely healing for 

me. I felt the true miracle of his life and the gift I could give my 

sister until she returned.  

Heather and I took Linden to the hospital, to meet Anne, at 11 

p.m. We gave a quick hug and smile and then Heather and I 

were back on the road to Calgary so she could catch her flight 

back to Denver in the morning.

I felt intensely that this was the most amazing week of my 

life. My spirit was ascending and descending together with 

Ambrance. I felt as though I had pulled her back through the 

veil during her birth and that she had pulled me through the 

veil to be surrounded in eternal love.  Our family was healing 

from our previous stillbirth and we continue to repair our 

broken hearts with mesh woven from love and understanding 

of eternal life. The gifts they brought us are infinite and never 

ending, just as their lives would have been if they had lived 

here on earth. 

Love to my angels, Love Mom and Dad.

Editor’s Notes:
1. The fetus ejection reflex has come to refer to the mother’s body’s physiological 

ability to spontaneously birth her baby. 

2. Rose Pearce speaks to health professionals about her experiences with loss and 
grief, and how they can support the grieving mother. She has worked with AHS to 
release a short video on her experiences, “Holding grief and joy at the same time,” 
which can be viewed at https://youtu.be/8uj_R5hIWxU.

Rose Pearce is a loving mother of three children living in Bragg 
Creek. She has spent the last 12 years as a Registered Nurse 
in the Intensive Care Unit. These experiences have deeply 
impacted her understanding of the meaning of her life.  
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OUT OF THE DARKNESS:  
RECOVERY FROM TRAUMA
By Reo Anderson

My birth story began like a fairy-tale. My husband 
and I conceived our daughter less than a year 
after we moved to Brisbane Australia. It was my 
husband’s birthday and, due to a family emergency, 
we had been apart for over seven weeks. The 

pregnancy came with some stress as we soon learned that 

having our baby in Australia would cost us over $20,000. We 

knew, however, that we would make it work. We were very 

excited to start our family. The pregnancy went well. I was 

healthy, happy and active the whole way through. I attended 

prenatal yoga classes and gained a healthy amount of weight, 

according to my midwife and obstetrician.
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At 34 weeks, I began experiencing pre-term labour that caused 

my cervix to dilate. The contractions came between 10:00 p.m. 

and 5:00 a.m., every night. Slowly, they softened and dilated my 

cervix. My obstetrician advised us to prepare for our little girl 

to make an early arrival. Even though the nightly contractions 

persisted, my due date came and passed. Still, our little one 

had not made her appearance. 

Past-due, our obstetrician spoke to us about induction. We 

were informed that at 42 weeks it would be very important 

to induce labour, as complications became more likely past 

this point1. We went ahead and booked the induction. The 

night before my induction date, the contractions began the 

way I had become accustomed to. This time, however, they 

did not stop. By 6:30 p.m., they were becoming much stronger 

and were approximately two minutes apart. We went to see 

the midwives at the maternity hospital. By 9:00 p.m., the 

contractions fizzled out. We were admitted to a maternity 

room, where the midwives gave me acetaminophen and a 

sleeping aid. I was told to get some rest. By 11:30 p.m., the 

contractions became too much to sleep through again, so we 

were sent back to the birthing room.

After being hooked up with monitors around my belly, the 

contractions began to fizzle out yet again. I felt as though my 

body was withdrawing from the intervention. They started 

the IV Pitocin to induce my labour, since my contractions had 

slowed again. After the Pitocin was started, my contractions 

rapidly became very intense and close together. I was doing 

well in the shower, on a yoga ball. The shower head was raining 

over my lower back, and my husband held another on my 

lower belly. I laboured on like this for 14 hours with no pain 

killers of any kind. Each contraction got more agonizing, but I 

was determined to bring my baby girl into this world the way 

I felt I was intended to. There was something inside me that 

influenced my strong need to birth my daughter naturally, 

without intervention. Long before I became pregnant, while I 

was taking Child Development in University, I had decided that 

intervention during my pregnancy was something I wanted 

to avoid. I learned of the possible effects on the fetus, my 

recovery, and our ability to bond. As well, a lot of emphasis was 

put on natural childbirth in the prenatal yoga class I attended. 

This is something that resonated with me. However, at 1:00 

p.m. the next afternoon, my water had not yet broken and I 

had not dilated through the long arduous night. At that point, I 

began feeling like something was really wrong. 

My obstetrician suggested breaking my waters. We went ahead 

with it, even though my instincts were telling me I should not 

allow it. I hoped, at least, we would see our baby soon. With 

this decision, however, I felt slightly less confident, and a little 

powerless. It seemed that I was no longer in control of how 

my daughter would enter this world. When the doctor broke 

my water, there was yet another problem: our baby had passed 

meconium. The doctor informed us that our baby, having 
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passed meconium, might be distressed. We were advised to 

hurry up and get her out. I asked for them to wait one more 

hour to see what would happen. So, I laboured on harder 

and stronger. When they checked my cervix again, it had not 

changed at all. I was crushed when the doctor told me that our 

best course of action would be to try an epidural, as it might 

allow my body to relax enough to progress. After labouring for 

36 hours, drug-free, it felt like a failure, on my part, to protect 

my daughter from medical interventions. I felt as though I was 

failing myself; I was not strong enough or good enough to, 

“Do it right.” More issues arose when the anaesthesia would 

not work. Every time the anesthesiologist tried to place the 

catheter in my back, I could feel everything! It was terribly 

scary, and extremely painful. It took a painstaking 80 minutes 

to place the epidural, but once placed, I slept for a couple of 

hours. 

At 5:45 p.m. my obstetrician came to check my cervix. I 

had still not progressed. I felt as though my own body was 

betraying me.  I was absolutely defeated. I cried, and saw my 

husband’s heart breaking for me. When our daughters heart 

rate become abnormal, we made the decision to have an 

emergency caesarean delivery, and were whisked into the OR. 

My head was spinning. I was shaking badly from the drugs, and 

I was feeling physically and emotionally numb. The operation 

happened fairly quickly. I barely remember the surgery, up 

until my daughter was handed to me. I was scared to drop her 

because of the awkward position I was in, and my incessant 

shaking. I could not even see her, while lying on the operating 

table. Scott was so emotional, as she was whisked away to 

the baby warmer, so that they could be sure she had not 

inhaled any meconium. Nothing about it felt magical like I had 

imagined. She was born at 6:30 p.m. on October 16, 2014. We 

named her Paisley. After I was stitched up, during which time I 

had a power nap and our daughter was cleaned, I was able to 

have skin-to-skin with her and she breastfed for the first time. 

We had a rough time for the next four months, in part, due to 

a complicated tongue tie. Feeding was a terrible struggle, until 

the tongue tie was revised. Paisley was not getting enough 

milk. She struggled with dehydration, and would cry for up to 

seven hours straight, on a daily basis. I felt like I had narcolepsy; 

feeding Paisley made me so tired. My nipples were extremely 

damaged from latching issues. So I began to supplement 

feedings with formula, which felt like another failure. I was sure 

my body was not cut out for motherhood. After all, it did not 

seem to be able nourish my daughter the way it ought to. 

Following Paisley’s birth, I experienced extremely severe 

postpartum depression and anxiety. We were sent home on 

day four, but by day six I was re-admitted through emergency. 

My blood pressure had spiked to 195/150, and I nearly had a 

stroke. I spent two terrifying days and nights in an acute care 

unit with my newborn baby. When I returned home, we had 

no visitors for six weeks. I was isolated and scared. I gained a 

lot of weight, eventually started smoking again, and I became 

self-destructive! 

In January, 2016, a year and a half later, living back home 

in Canada, I was forced to get help as my mental state had 

deteriorated significantly. I was going crazy; I did not want 

to live anymore. I sought help at the University of Alberta 

Hospital, where I continue to be seen by my psychiatrist, my 

therapist, and where I attend group therapy. I also continue 

to take medication to help stabilize my mood. Three weeks 

ago, I started Cognitive Behavioural Therapy; it has been the 

best decision I have ever made! I am slowly crawling out of 

the darkness, and back into the light. My husband has been a 

great provider and support to me. He helps me in every way 

he knows how, though sometimes it still feels as though I have 

been on my own. 

I have often worried about the effect my depression and 

anxiety will have on Paisley and my marriage. Fortunately, 

Paisley has developed and adjusted amazingly! She just turned 

three-years-old and was accepted to a junior kindergarten 

at a private school. She really impressed the staff during her 

interview! My marriage has been resilient as well. My husband 

and I constantly work to continue communicating openly. 

We also have regular scheduled dates to keep us connected. 

Truthfully, I think these things would exist to protect our 

marriage, even without past traumas. 

Not once did I ever think that having a child could be so earth-

shaking. I am hoping to share my story to help other women 

realize that they are not alone, despite the fact that the 

experience of becoming a mother can be extremely isolating.

Editor’s Notes:
1. After 42 weeks the rate of complications begins to increase and a pregnancy will 

often become highly managed with regular non-stress tests or an induction.

Reo is 31 years old, married, with one child. She works in the 
human services industry as a youth worker. She has a passion 
for helping each person whom is willing to help themselves 
achieve their life goals. 
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ONCE A CLASSICAL INCISION,  
NOT ALWAYS A C-SECTION:  
MY VBAC JOURNEY IN ALBERTA  
AND SASKATCHEWAN
By Yvonne Potter Pihach

In 2009, I found out I was pregnant with our first child and 

immediately contacted midwives in Edmonton. I did not 

manage to get a midwife but found a wonderful family 

practitioner. I hired a doula and looked forward to a wonderful, 

loving, and compassionate birth experience. 

At my 35 week appointment, my family practitioner 

indicated that baby was still in a footling breech position and 

recommended an ultrasound. The only options that were 

explained to me were external cephalic version1 to try and 

turn the baby and, if it did not work, a caesarean section 

would need to be scheduled. There was no mention of vaginal 

delivery options, even though I did ask about natural delivery 

with my family doctor. I was informed footling breech carried 

too much risk for a vaginal birth. At 37 weeks I went in for 

an ultrasound, and it indicated that there looked to be low 

fluid and footling breech positioning with suspected growth 

restriction. I went to my doctor’s appointment that afternoon 

and was told that I would need to have a C-section due to 

the growth restriction. So I was sent to the Misericordia 

hospital where I waited, with no monitoring, for eight hours 

for an ‘emergency’ C-section. After hours of waiting, the 

obstetrician said that it would be a quick in and out. There was 

no indication of the type of incision he had been planning 

to make on my uterus. My doula showed up just before the 

surgery and asked if I wanted a refund, as I was not having a 

vaginal birth. This made my heart sink. As a first time mom I 

needed the support and was saddened to hear this suggestion 

due to the change in birth plan. Thankfully she stayed for the 

duration of the surgery and was an amazing lactation support 

afterwards. The next morning the obstetrician, who performed 

the C-section, handed me his business card and said, “Call me 

to schedule your next C-section.” 

My 4 lb 8 oz preemie, Katrina, was born March 5, 2009, fully 

developed, but it was a fight to breastfeed at the Misericordia. I 

wanted my tiny baby to have the best start. However, watching 

nurses’ hand hygiene in the NICU and how they handled my 

baby had me worried for her health in the germ filled hospital 

environment. In one instance, a nurse emptied my catheter 

bag, then proceeded to stick her fingers in my daughter’s 

mouth immediately after. I was right there and did not observe 

her wash her hands. I felt it was so unprofessional. Also, nurses 

would take her for hours as I slept and even bottle-feed 

her without my consent. They would undress and leave her 

uncovered for an hour, then take her blood sugar, after she 

had already fasted for two hours prior. By the time I would 

get my daughter back, she was so angry and hungry that it 

made breastfeeding very difficult. At one point, I decided to 

pump and bottle-feed as I thought that might get the nursing 

staff to stop harassing me to bottle-feed. In this busy hospital, 

I shared the room with eight other women, which made 

it difficult to feel like I had any privacy. Frequently, nursing 

staff would just open the curtain without any prior warning. 

Breastfeeding in a hospital gown left me mostly exposed, 

and I could not help feel like it was a further indication of 

the nursing staff’s disapproval of my decision to breastfeed. 

It seemed like an inconvenience to them. My doula was very 

helpful in advocating for me and, by the third day, things did 

improve. They respected my privacy and would ask to open 

the curtain if it was closed. It was a long, hard recovery from 

the surgery and took almost six months before I did not feel 

any abdominal pain doing normal activities like house cleaning 

or walking.

In 2010, I discovered I was expecting again. But this joy was 

short lived when I learned I would never be allowed a TOLAC 
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(a Trial of Labour after Caesarean), due to the classical incision2 

the obstetrician had made without my informed consent. 

After interviewing numerous doctors, almost all decided 

my only option was to schedule a repeat C-section. It was 

then that I learned that if had a low transverse incision, there 

would have been much less resistance to planning a VBAC. 

So I began to research as to why there are different types 

of incisions. Classical ones are commonly given for preterm 

high-risk delivery. In my conversations, when interviewing 

potential doctors, they asked numerous times, “Why did you 

have a classical?” To this day I honestly do not know why. I 

found other women who have had vaginal births on classical 

incisions in the 1970-1980’s, my mother-in-law being one of 

them after pre-eclampsia. All of them had positive outcomes. 

I researched why things changed in the 1990’s and found it 

was due to chemical inductions and epidurals. Uterine rupture 

rates went from 1.9%3 to 11%4 in some studies. This upward 

trend in uterine rupture rates followed hospital policy changes 

in just one generation. As did the rise in maternal mortality 

rates5, which I found to be the most concerning to myself. I 

spent many hours studying medical journals and gathering 

research articles to bring to my obstetrical interviews. 

I managed to find an obstetrician who was known within the 

birth community to be supportive of physiological birth, and 

he did not discourage my decision to VBAC on a classical 

scar. The growth curve of this pregnancy was identical to 

my previous pregnancy, without the distinction and worry of 

growth restriction, simply my biological normal. I had taken 

hypnobirthing classes to prepare and planned to birth at the 

Royal Alexander Hospital in Edmonton.

In February, 2011, I gave birth naturally at 41 weeks to a 

healthy 6 lb baby girl after only two hours of labour. Fetal size 

was on the smaller side, and no one made mention of the 

passed due date. The birth was fast: contractions went from 

every five minutes to overlapping in just over an hour, but it 

was manageable. I asked for gas to help with transition and 

Katelynn was born at 5 a.m. on Feb 20, 2011. Recovery was 

amazing. I felt wonderful and it only took a couple of days to 

recover, instead of months like with my C-section. Nurses were 

very supportive and asked each time they wanted to take my 

daughter. They encouraged and supported my decision to 

breastfeed. Although an on call obstetrician, whom I had never 

met before, did a follow-up the next morning and informed 

me that I was, “Reckless and stupid for risking uterine rupture,” 

with my decision to have a vaginal delivery after my classical 

C-section. I found this to be disrespectful. When I tried to 

reference a number of studies that indicated vaginal birth is 

safer, with better outcomes, he just left saying, “Well you are 

stupid to believe that.” 

In 2015, I found out I was expecting again, now in 

Saskatchewan. Again, even with a healthy fast vaginal delivery 
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with my previous birth, I was considered ‘high-risk’. I felt 

bullied, harassed, and unsupported by my medical care 

providers. They did not seem to believe the research that 

supported my previous decision to birth vaginally. I was 

becoming very anxious and depressed by the constant threats 

of surgery. For my psychological wellbeing I decided to stop 

seeing my obstetrician at 38 weeks. Again the growth was the 

same as in the previous two pregnancies. Saskatchewan has 

a very limited number of hospitals, so it was a two-hour drive 

from my home in central Saskatchewan to the closest hospital 

in Saskatoon. Luckily I made it there six minutes before the 

delivery, as I had felt the urge to push in the car while driving 

in. I decided to lie to the intake nurse about who my care 

provider was, in hopes to decrease their interventions. 

I had just arrived in admitting area of the hospital, where 

mothers are monitored until one of the few labour and 

delivery beds becomes available. I tried to refuse cervical 

checks but was told if I wanted gas to help with transition I had 

to have a cervical check. First, a nurse checked me and then, 

literally a minute later, the on-call obstetrician attempted to 

check me again. I closed my legs and said, “No, the nurse just 

checked me a minute ago.” The doctor rolled her eyes and 

said, “But I am the doctor.” I felt I had no choice to decline this 

second exam, and disrespected in having to spread my legs in 

front of strangers of the medical system without my consent. 

In the next contraction my daughter was born. I gave birth 

naturally at 42 weeks, with zero interventions, to a healthy, 6 lb 

2 oz, baby girl, Kenzie, on September 16, 2015, after only one 

hour and 46 minutes in labour. Nevertheless, I would later feel 

the disapproval of the medical professionals. 

While the nurses were cleaning me up after the birth, I 

indicated the name of my obstetrician. What followed felt 

like a further humiliation. I was subjected to a mental health 

evaluation; from the one nurse who told me again how ‘stupid’ 

I was to have chosen a vaginal delivery after a classical incision. 

In the 1970’s and 1980’s it was common practice, with positive 

outcomes; but chemical inductions caused outcomes to 

change in the 1990’s. However, no matter how many research 

papers I referenced to obstetricians, it seems like they were 

unwilling to listen. Or perhaps regulations make them unable 

to? I found having the medical community refuse to listen to 

scientific research was quite frustrating and disrespectful.

They tried to keep me for four days, so I decided to discharge 

myself early by signing an, “Against medical advice,” 

document, and to leave after only two days, as we were both 

very healthy. This ongoing lack of supportive care left me with 

postpartum depression and anxiety. Living two hours from 

the closest hospital support was difficult to find. There was an 

online program and a wonderful group of women with the, 

“Mothers Empowering Mothers,” meetings. That helped me 

find a village of supportive women.  

I am pregnant again and, having a classical scar, I am unable 

to see a midwife. So I have decided to explore my unassisted 

birth options. Supportive care is very limited, not because I 

am unhealthy but simply because of the choice a surgeon 

made for my first pregnancy that will forever impact my birth 

choices well into the future.    

Editor’s Notes:
1. An external cephalic version is a manual procedure performed by an obstetrician 

to attempt to reposition a baby from a breech or transverse (side-lying) position. 
The doctor will place their hands on the mother’s abdomen and physically attempt 
to rotate the fetus to a more optimal position. 

2. A classical incision refers to a long, vertical, incision in the midline of the abdomen 
and uterus, where the fetus is then delivered from.

3. Suneet P. Chauhan, Everett F. Magann, Christopher D. Wiggs, et al., “Pregnancy 
after classic cesarean delivery,” Obstetric Gynecology 100, no. 5 Pt 1, (2002): 946.

4. Mark B. Landon, John C. Hauth, Kenneth J. Leveno, et al., “Maternal and perinatal 
outcomes associated with a trial of labor after prior cesarean delivery,” New 
England Journal of Medicine 351, no. 25, (2004): 2581.

5. Barbara S. E. Verstraeten, Jane Mijovic-Kondejewski, Jun Takeda, Satomi Tanaka and 
David M. Olson, “Canada’s pregnancy-related mortality rates: Doing well but room 
for improvement,” Clinical and Investigative Medicine 38, no. 1, (2015): E15.

Yvonne Potter Pihach, originally from Edmonton, lives in 
rural Lucky Lake, Saskatchewan, with her husband and three 
daughters. After her C-section she became a birth doula, helping 
other women through birth. Her professional background is in 
Animal Sciences, and she holds a Bachelor’s in Agriculture from 
the University of Saskatchewan. 
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A NATUROPATHIC PERSPECTIVE ON  
POSTPARTUM DEPRESSION
By Dr. Cynthia Hnatko BScN, RN, ND

Postpartum depression (PPD) affects up to one 
in seven women, but our understanding of what 
makes those women vulnerable to depression is 
still in its infancy. There are no clear answers, but 
recent research is giving us clues to why some 
women spiral into depression after the birth of 
their baby while others do not. Although we associate 

postpartum depression with sadness, crying and lack of 

interest in activities, feelings of anxiety and panic can be a 

significant component of PPD for many women. Postpartum 

psychosis, which may include severe 

symptoms such as hallucinations, 

delusions and violence, may also occur 

in some women.

The influence of auto-immune 
thyroid conditions

Much of the current research 

into postpartum depression and 

depression in general is focusing on 

the link between the immune system, 

inflammation and depressed mood1. 

It is well known that pregnancy is a 

time when women with auto-immune 

conditions, such as auto-immune 

Thyroiditis, Multiple Sclerosis and 

Rheumatoid arthritis, tend to have 

improvements in symptoms. The 

thought is that the immune system 

down regulates during this time to 

prevent the mothers’ immune system 

from rejecting the developing baby. 

However, the postpartum period tends 

to be a time when women’s symptoms 

rebound and they experience more 

symptoms and higher antibody levels. 

A couple of small, recent studies found 

that 19% of women with postpartum 

psychosis (PPP) had autoimmune 

thyroid markers and 67% of those women went on to develop 

thyroid hormone imbalance2,3. In the control group, only 

5% of women had markers for autoimmune thyroid during 

postpartum and none of the women developed any thyroid 

problems2,3. Most women with postpartum psychosis have 

no history of mental illness. For now the recommendation 

is to monitor pregnant women for thyroid antibodies and 

watch for signs of postpartum psychosis in those with known 

autoimmune thyroid conditions. Low thyroid can also cause 

depression in non-pregnant women or men.

PHOTO BY: MY UNIQUE BIRTH STORY
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Inflammation and cytokines

In terms of depression in general, research is showing a link 

between high levels of inflammatory markers (cytokines) and 

increased risk of depression4,5. It is known that giving cytokines 

to patients will induce symptoms of depression, including 

decreased interest in activities, sleep disorders, low appetite 

and decreased ability to handle stress4,6. Illnesses that cause 

high levels of inflammation in the body, such as diabetes, 

cancer and heart disease are also associated with a higher 

risk of depression4,6. When these inflammatory cytokines 

are blocked with medications, mood improves in some 

patients4. In research looking at the brain-gut connection and 

depression, it was found that cutting or blocking the vagus 

nerve stopped the inflammatory markers in the gut from 

reaching the brain and depression improved6! The vagus nerve 

is how the gut and brain ‘talk’ to each other, sending signals 

(including those inflammatory cytokines) back and forth to 

influence our digestion, immune and brain functions. 

The benefits of omega-3

The inflammation link may explain why omega-3 fatty acids 

have been shown to help prevent and treat postpartum 

depression7. omega-3 fatty acids can help improve mood, 

decrease inflammation and improve vagus nerve function4,5,6,7. 

Incidentally, vegetarian sources of omega-3 fats (flax, walnuts, 

hemp, chia, etc) do not contain the active compounds EPA 

and DHA that are thought to be responsible for most of 

the benefits of omega-3 fats. The body is very inefficient at 

converting vegetarian sourced omega-3’s to the EPA and 

DHA components, so fish and seafood are the best sources of 

these nutrients. Algae does contain some EPA & DHA in small 

concentrations for those people who are vegan. EPA and DHA 

from dietary fish is much better absorbed than supplement 

forms and fish also contain iodine, selenium, vitamin D and 

other nutrients that can be helpful for depression and other 

health conditions. 

Omega-6 on the other hand tends to promote inflammation 

in the body5. Our modern western diets tend to include high 

levels of omega-6 compared to omega-3, which has been 

found to promote depression5. Some estimates suggest we get 

15 to 17 times omega-6 compared to omega-3. Contrast this 

with the average hunter-gatherer diet which has a ratio closer 

to 2 or 3 omega-6 for every omega-3 and you can see how 

dramatically our intake of omega-6 has increased over the 

years. Omega-6 fats are found in refined vegetable and seed 

oils, and nearly all packed, processed or restaurant prepared 

foods. Those vegetarian sources of omega-3 (like flax, walnuts, 

hemp, etc) I mentioned earlier also happen to be higher in 

omega-6. It has been suggested that a large part of the benefit 

of omega-3 may be in part because it competes with omega-6 

fatty acids. 

Cortisol and stress

Increased levels of Corticotropin Releasing Hormone (CRH) 

at 25 weeks of pregnancy is also associated with an increased 

risk for PPD8. CRH is a hormone that triggers the release of 

cortisol, the hormone associated with stress. The increased 

CRH may just be a marker for a feeling of increased stress 

during pregnancy, which is also a risk factor for PPD in itself1. 

We also know that stress can promote inflammation in the 

body and influence the gut and vagus nerve function1,4,6. When 

stress is unavoidable, a qualified practitioner can give advice 

on lifestyle changes, nutrients and herbs that can be safely 

used in pregnancy to help manage your body’s response to 

stress.

The oxytocin connection

Low levels of the hormone oxytocin during mid-pregnancy 

was associated with an increased risk of postpartum 

depression in at least one small study9. Unfortunately the study 

only assessed women at 2 weeks postpartum, so truthfully this 

probably reflects the baby blues more than an actual diagnosis 

of PPD, but it is an interesting link. They have also now found 

there are different genes for oxytocin and one specific gene 

found specifically in women is associated with higher anxiety 

and lower feelings of emotional wellbeing. Besides being 

important for the onset of labour and breastfeeding, the 

hormone oxytocin is also called the ‘bonding’ hormone. It 

is involved in maternal adjustment to pregnancy, maternal 

behaviour, maternal aggression and bonding with your 

baby9,10. Higher levels of oxytocin are anti-anxiety and promote 

feelings of trust, attachment and well-being9,10. Vaginal birth 

also promotes higher levels, so this may contribute to an 

increased risk of PPD in women who experience caesarean 

sections. Allowing women to labour first, even with a planned 

c-section, can give the body a chance to naturally increase 

its oxytocin. Massage, touch, orgasm and positive emotions 

(like compassion and fulfillment) can also increase levels 

of oxytocin naturally. I have to wonder if anxiety during 
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pregnancy may be a sign of low oxytocin in women and the 

reason for increased risk of PPD. Another interesting tidbit 

about the vagus nerve is that when we eat fatty foods it 

stimulates the release of the hormone CCK (cholecystokinin) 

which sends a signal that travels up the vagus nerve and 

triggers the release of oxytocin5. It is just one more reason 

omega-3 fats can be beneficial in pregnancy. 

Trace mineral and nutrient imbalances

A few studies have suggested deficiency of zinc, iron and 

magnesium or excess copper may also be an underlying 

causes of postpartum depression11,12,13.  During pregnancy 

copper levels normally rise to more than double in women 

and then drop back to normal following the birth11.  Crayton 

and Walsh found that in women who develop postpartum 

depression, copper levels stay elevated and they suspect if 

may be because of a genetic flaw in the protein that regulates 

copper levels11.  Zinc and copper balance each other, so 

deficiency in one can lead to excess in the other or vice versa.  

Interestingly, zinc deficiency has been linked to depression in 

several studies as well13,14.  

MTHFR (methylene-tetrahydrofolate reductase) is an enzyme 

in your body that converts folic acid in foods and supplements 

to the active form your body can use. Many people have a 

gene mutation for this enzyme, which means the folic acid is 

not converted as efficiently to the active form. Certain MTHFR 

gene mutations, especially the C677T variant, have been 

linked to increased risk of depression among other health 

conditions15,16. For women who may have a MTHFR gene 

mutation contributing to their depression, taking the active 

form of folate (5-methyltetrahydrofolate or 5-MHTF) could 

help manage their depression17. 

It is important to note that the studies examining the link 

between nutrients and depression have been small and 

the results have been mixed. While some of the studies are 

promising, there have not been enough high quality studies 

completed yet to confirm the links. If at all possible, it is best 

to test for nutrient imbalances first and ask for guidance on 

dosing from a knowledgeable health care provider before 

trying to treat depression with supplements.

It is not all hormones and nutrients

There is also a huge psychosocial component to PPD. 

Hormones and nutrient imbalances are only part of the 

story and quite possibly play only a small part in promoting 

postpartum depression. Lack of social support, poor 

relationships, abuse, lack of sleep and history of depression 

or anxiety are all risk factors for PPD1,18. Interestingly PPD 

is reportedly rare in cultures that have, “Structured social 

supports after childbirth,” such as traditional populations in 

Fiji, Africa, Mexico and China19. The cultures studied all offer 

women significant support during postpartum in caring for the 

infant and other household work19. This is often referred to as, 

“Mothering the mother,” something that is distinctly missing 

from most women’s lives in cultures with a high prevalence 

of PPD. Women who are lacking social support from family 

or friends may want to consider hiring a postpartum doula 

to fill this need, especially if they are at risk of PPD. When 

you consider the added stress from a high risk pregnancy or 

how challenging it can be to care for one infant, never mind 

multiples, it is easy to see why moms of multiples can have 

43% increased risk of postpartum depression20.

Combine lack of support with the idea that we should all strive 

to be ‘Supermom’ and it is no wonder why so many women 

experience depression. One meta-analysis of postpartum 

depression found several common themes in women’s stories 

of their experience with PPD18. They found a significant 

number of the women, “Held unrealistic expectations of 

motherhood, which were shattered by the reality of their 

own lives as new mothers. These conflicting expectations 

and experiences of motherhood led them down the path to 

becoming overwhelmed, perceiving themselves as failures 

as mothers, and bearing a suffocating burden of guilt18,”. It is 

time we start changing the idea that it is important, or even 

possible, to be the ‘perfect’ parent.

So how do we prevent it? Based on the information we have 

at the moment, it makes sense to work on managing stress 

during pregnancy and develop a strong support network 

whenever possible. Talk honestly with other parents and 

consider whether your expectations of motherhood are 

realistic. Find ways to naturally boost oxytocin such as 

relaxation massage, lovemaking and focusing on positive 

emotions if possible. Consider eating an anti-inflammatory 

diet low in omega-6 and supplement with omega-3 fish oils.
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HOW TO HELP YOURSELF  
AND OTHERS AFTER A TRAUMATIC BIRTH
By Alexis Marie Chute

I remember my first pregnancy back in 2009. It was 
a blissfully naive season of life. While my stomach 
grew, so did my preparation list: birth plan, hospital 
bag, baby names, nursery colour, and breast pump. 
It never crossed my mind that the delivery would deviate 

from my plan or that my baby would not be healthy. My 

first pregnancy and birth experience with my daughter, now 

seven-year-old Hannah, unfolded as I had expected. However, 

with the three children after her, I now know that life does not 

always adhere to the script we write for it.

My second child, Zachary, was found to have a random 

genetic abnormality when he was twenty-five weeks gestation. 

That was the start of a month where my husband, Aaron, 

and I trekked to the hospital every day. I underwent test 

after test and saw medical specialists, all with the hopes of 

saving Zach. In the end, there was nothing Aaron and I, or the 

doctors, could do. The abnormality allowed tumors to grow 

in Zachary’s small body and the largest was around his heart. 

Zach was born at thirty weeks gestation and died in my arms a 

few moments later. 

Zachary’s delivery was heartbreaking and traumatic. All the 

dreams and plans I had envisioned for his life and for our family 

were gone. My milk came in a few days later, at the same time 

as we held the memorial service for our little boy. My body, 

mind and heart raged against my, “New normal,” as I tried to 

make sense of how to live – it felt – without part of my heart. 

Zachary. Photo credits: CU Photography
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If I had not had Hannah, I may have taken my own life. The 

depression and grief were a deep pit I found myself trapped 

within without any clue of how to get out. 

I was in a state of shock for weeks, maybe months after 

Zachary’s passing. I lost who I was as an artist, writer and even 

as a mom. The pain was compounded by the fact that hard 

birth experiences and the death of children are not popular 

topics in our society. People do not know what to say and 

often say nothing – or they say the wrong things. I felt alone in 

my struggles, alone with my grief.

When I got pregnant with my third child, my son Eden who is 

now five-years-old, I could not picture giving birth to a healthy 

child. Even though Hannah was alive and well, Zachary was not 

and his birth became my frame of reference in visualizing my 

next delivery. My pregnancy with my, “Rainbow baby,” the child 

born to parents after their loss, was the most stressful nine 

months of my life. With much relief, Eden arrived a few days 

before his due date, safe and sound.

My fourth pregnancy, like with Eden, was also panicked. I got 

a phone call from the doctor saying there may be something 

wrong with my unborn baby’s heart, as there had been with 

Zachary. Immediately my nose began to bleed profusely. 

Following another round of testing, this time with promising 

results, and a positive birth experience, my family greeted 

Luca, who is now a happy one-year-old. Then, unexpectedly, 

postpartum depression knocked me down hard. I felt 

incredibly guilty for my sadness, because all I had wanted was a 

healthy baby and yet I cried all day long, every day.   

I share my stories to illustrate my familiarity with traumatic 

birth – and more than just birth, maybe I would go as far as 

saying motherhood challenges in general. Being a mom is 

both the best and most grueling role I have ever known. It has 

been a journey in learning how to cope and thrive through 

these parental struggles. It has not always been easy, but the 

lessons gleaned have proved invaluable. I hope the following 

points can help you as well, or someone you wish to support. 

1. Get creative to release emotions and pain 

When I was struggling through my pregnancy with Eden, after 

Zachary’s death, I began to make wood sculptures and to write. 

The sculptures proved an amazing way to get out of my head 

and into my hands (some people say they experience similar 

benefits when gardening). I found myself able to snap my mind 

out of the circles of worry I would get tangled in, and there, in 

that artistic space, I discovered peace and joy. 

You do not need to be an ‘Artist’ to engage with art materials – 

which can include anything from drawing pencils, felts, paint, 

clay or even Lego and Playdough – to feel the benefits. Be 

free, make a mess, experiment. Just make something – even an 

ugly something. Creativity switches us from the left-logic side 

of our brains to the right-abstract side. From my experience, 

there may not be answers to the ‘why’ questions, like, “Why did 

this happen to me?” Our logic wants to solve, but our creative 

thinking accepts the mysterious qualities of life and helps us 

move forward, at peace, without the answers we crave. 

Writing too was immensely helpful. I began to write out my 

maternal anxieties when I was about sixteen weeks pregnant 

with Eden. I needed the outlet. “Better out than in,” as the 

common expression goes. My words started out as desperate 

journal writing but then evolved as I dedicated one to two 

hours to write every day (I know, that sounds excessive – I am 

not recommending the length, just the method). I would drop 

Hannah off at my mother’s place and then sit at my computer 

and write. It became my mediation time. It was also self-

therapy. That writing evolved into my first book, my memoir 

called Expecting Sunshine: A Journey of Grief, Healing and 

Pregnancy After Loss (April 2017, She Writes Press). I do want 

to note that you do not need to publish your writing to get the 

value out of the experience of writing it. 

2. Cope through tough times with healthy 
distractions

I survived the stressful pregnancy with my youngest, my son 

Luca, by distracting myself. My choice of distraction was a bit 

odd, however. While some great distraction ideas include yoga, 

taking a class, mediation, reading, a new hobby, or planning a 

vacation, my choice was to film a documentary. The film, also 
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called Expecting Sunshine, chronicles my fourth pregnancy 

right through to delivery, which we also filmed. While growing 

bigger with Luca, I interviewed over twenty other bereaved 

moms and dads, asking them to share their experiences of 

pregnancy, loss and growing their families afterward. My crew 

and I interviewed doctors, nurses, counselors and advocates. 

The experience was enlightening, and one way I hope that my 

loss of Zach, and his life, can help other people.

I do want to note that there are unhealthy distractions, which 

may feel helpful at the time, but are actually damaging in 

more ways than one. Drugs, alcohol and retail-therapy, for 

example, can provide short-term relief, but the addictions, not 

to mention emotional and financial bankruptcy, are not worth 

the temporal comforts. Healthy distractions are great – but just 

for a time. Eventually, we all need to face the troubling feelings 

and experiences we are avoiding. Distractions help us cope. 

Confronting our pain helps us heal.

3. Helping others helps ourselves

I remember the first message I received from a friend saying 

that a woman she knew had given birth to a stillborn baby. 

She asked me if I would meet this woman for coffee so she 

and I could talk. My first reaction was terror; I still felt so 

trapped in my own grief that I had no idea how I could be of 

help to anyone else. Still, I met with the mourning mother 

and we shared stories about our pregnancies, deliveries, and 

the aftermath of grief. We talked until the Starbucks worker 

booted us out at closing time. That was when I realized the 

power of storytelling and how helping others is one way we 

can help ourselves. 

Sometimes it is easy to get lost in the narrative of our own 

lives. Our problems are often private and the struggles we 

face are not popular Facebook posts mixed in with all the 

happy fluff. It is easy to suffer in silence – I did for a long time 

– but it is not necessary. What we often do not realize is the 

commonality of so many experiences in the human life. When 

we sit down with others and really listen, we can find overlaps 

of our individual journeys. This is a beautiful place to welcome 

others to speak out and work through shattered expectations 

or heartbreaks, and often a safe place for ourselves to share as 

well. You never know how your experience will be a comfort 

to others. Helping people is one of the best feelings in the 

world.  

4. Talk to the right people to hear the right things

While I just encouraged you to share your experiences and 

feelings, it is prudent to also guard your heart. Be intentional 

in deciding who you open-up with. Ask yourself if the person 

you want to confide in is a safe person. Even those close to 

us – family and friends – may not be the refuges of support 

we hope they will be. I have learned (too many times to 

count) what happens when trusting the wrong people with 

my emotions, especially in regards to parenting issues, which 

are highly charged topics with everyone possessing their own 

beliefs on how to do it ‘right’.

After Zachary died, I realized I was good at caring for others – 

like for Hannah and Aaron – but not myself. Self-care can get a 

bad reputation as selfishness. There are societal expectations, 

it seems, for moms to sacrifice and put everyone else first. In 

the face of trauma, however, you need to protect and care 

for yourself, as if you are your own mom. Remember all the 

well-meaning people that said the wrong things? The ache of 

their words can linger for years. That is why you are allowed 

to say no to invitations, decline get-togethers, or only engage 

certain people at surface levels. Find the right individuals who 

will give you the support you need, and keep them close. It is 

okay if one of these people is your therapist; mine I consider a 

priceless lifeline.   

5. Show yourself grace and love

This ties in to the idea of self-care. From all my maternal 

trauma and heartache, the person I found that loaded my 

shoulders with the heaviest guilt was… Can you guess? It 

was myself! I felt that I needed to behave in a particular way 

Baby Hannah, 2009. Photo by Arron Chute Luca’s birth, 2016 Eden’s birth. Photo by Charlotte Robb
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to be the, “Perfect mom.” Not only is that an unrealistic and 

unattainable goal, but it is also a huge waste of effort. Since 

embarking on this path of self-discovery, I have now attempted 

to transfer that effort to where it is of better use. When 

triggers of my loss or of my turbulent pregnancies cause my 

heart to beat too quickly, I tell myself beautiful mantras. My 

favorite mantra is this: “Who controls your joy?” Can you guess 

the answer to this one as well? Yep, the answer is the same as 

before. I control my joy. We all control our own happiness, not 

any external person or thing. 

Through the challenges, I have realized that I need to treat 

myself the way I treat others. That sounds backwards from the 

age-old wisdom, “Do unto others as you would have them do 

unto you,” but it is not. The compassionate words and actions 

of others will not sink in if we do not first love and care for 

ourselves. No matter what we have been though, building 

up our self-care and resiliency skills help us not only in the 

present but for whatever will come. That is crucial because, 

as we all know, parenting is an unpredictable joy, though joy 

none the less!

Alexis Marie Chute is proud mom to Hannah, Zachary, Eden, 
and Luca. She loves writing, photography, art, and traveling 
– both with her family and for work. Her favorite pastimes 
include family game and movie nights, and being in nature, 
canoeing, and paddle boarding with her husband and living 
children. 
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THE HARDER SIDE OF BEING A NEW MOM: 
SHAME, EMPATHY AND SUPPORT
By Heather Mackay

Fair warning: just reading about 
shame can be shame triggering. If 
shame triggers, read through to the 
end and talk to a friend to process 
the feelings.

After 40 hours of labour and a home-birth to hospital transfer, 

a young medical resident held up my daughter and passed 

her over to the midwife standing beside me as my weary 

partner stood on the other side. My first thought was, “Let me 

sleep. Bring her back later.” My second thought was, “Is that 

what a good mom thinks? I am supposed to want to see her, 

am I not?” 

I did ‘see’ her. She was laid on my skin as a brief introduction 

and then whisked away and returned again. I loved her, but 

I was not euphoric, I was tired. Some women experience 

euphoria when they meet their baby. I am sure women say 

that. What if I do not do this right? I hope I can love her in the 

way people mean when they say, “A mother’s love.”

The transition of having the first baby is as significant as it is 

misunderstood. Developmentally, becoming a mother is the 

most significant change for a woman since puberty. It is an 

emotional roller coaster built in a field of shame trigger land 

mines. Many women will experience a range of emotion 

incomparable to any other time in their life. Sleep deprivation 

adds to the intensity of feelings and many women describe 

that at times they feel ‘crazy’, emotionally out of control, 

‘sensitive’ in relationships and have momentous shifts in self-

perception. In the process of riding the wave of becoming a 

mom for the first time, a woman will trip over several shame 

trigger land mines and question her competence not only in 

action, but in her new role.

Understanding shame

Brene Brown describes the difference between guilt and 

shame1. Guilt is the feeling that, “I made a mistake.” Guilt 

occurs when we hold up our actions against our values and 

beliefs and see that we have fallen short. Guilt is productive 

and keeps our relationships in check. Shame on the other hand 

is, “The intensely painful feeling or experience of believing that 

we are flawed and therefore unworthy of love and belonging.” 

Shame says, “I am a mistake.” The language of shame is rooted 

in scarcity and a perception of, “Not enough.” So through the 

emotional ups and downs and shifts in a changing identity, a 

woman is also stumbling over shame triggers that tell her she 

is, “Not enough.” 

“I cannot do this. I am not good enough. It is not working 

and there is nothing I can do.” This is the way I was talking 

to myself, while crying, unable to manage engorged painful 

breasts and a crying baby during one of our first nights 

together. I was sure she was starving and in dire need of 

something I could not give her. I convinced my husband to go 

to the nearest corner store at 3 a.m. and buy formula so that I 

could spoon feed her some drops and get through the night. 

In that moment, I was not sure I was good enough to be her 

mom. 

In addition to the internal transition and experience, 

mothering also occurs in a social context. I remember my 

first friend to become a mom saying, “I just want to be a 

mom. I do not want to be in some, “Mother’s Club!” I did not 
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understand. I thought she would want to meet other moms 

and talk about the struggles in becoming a mom. It was not 

until years later that I realized, my friend was worried about 

being part of a club that could put women into an unspoken, 

but direct, competition about who is at the top of the ‘perfect’ 

mother pecking order. There seem to be a thousand different 

decisions that a mother can be judged on and deemed to fall 

short. As any new mother knows, everyone has some advice! 

I remember how strong my feeling of incompetence was in 

those early weeks. I kept thinking, what possibly qualifies me 

to be the expert in the matter of caring for baby Isabelle? I am 

used to feeling competent and if I am not competent in some 

area I am used to finding someone else to complete the task. 

Now it seems that every time Isabelle cries, I am the one who 

is supposed to know how to comfort her. I am the expert? I do 

not always know what to do! 

Shame resilience

Brene Brown describes the four steps of shame resilience: 

recognizing our shame triggers; calling shame by its name; 

reaching out for an empathetic response; and using critical 

awareness. When we know that mothering is a minefield 

of shame triggers, we can be more aware of when shame 

is triggered related to our feelings, decisions, need to set 

boundaries, pushing ourselves too hard and so on. We can 

then call shame by its name. Shame is a response to an internal 

or external experience. It is not depression. It is not, “Just tired.” 

It is not, “Feeling sensitive.”  Shame’s impact is weakened when 

we recognize our triggers and call shame by its name. 

Another important step in being shame resilient is reaching 

out for an empathetic response. We need to have one or two 

non-judgemental support people to talk to about the struggles 

of mothering. If shame is weakened by being called its name, 

it all but disappears in the face of an empathetic response. A 

new mother needs at least one person who can say, “I know. I 

get it!” and truly mean it. 

The mid-wife came over the next day after the horrible 

breastfeeding night and knew exactly how to help me and my 

new baby. My friend who had her first baby years ago listened 

to the story on the phone while her children squealed in the 

background. She mostly said, “I know. It is so hard to begin 

with. You will get there.” She came over later with dinner. 

Critical awareness is key to shame resilience. If shame 

lands inside our knotted gut or on our flushed face, critical 

awareness is the process that brings shame out and provides 

some distance to  see the roots of the intensely painful 

experience of believing we are flawed or not good enough. 

Critical awareness helps to inform us of our own bigger 

picture.  

Sleep-deprivation makes this harder. My partner and I 

have never done this before and we are working our way to 

discovering what works best for our family. There is no one 

way to parent. We are doing it differently than our parents 

and their good advice might not fit for us. I am doing the best 

that I can. She will grow. I will grow as her mother. 

Critical awareness also helps us to see the context of where 

the shame trigger landmines are placed by a multitude of 

conflicting messages about what a mother is supposed to be. 

I did not know this at the time, but I have since learned a 

lot about the implicit social messages to mothers and their 

impact. We do not live in a mother-baby friendly culture in 

the western world: paid work is valued over the unpaid work 

of mothering; the media seems to prosper from enflaming 

the false binary of the, “Mommy wars,” and the capitalist 

marketplace thrives on my feelings of, “Not enough,” when 

those feelings send me out to buy ‘baby- stuff-for-better-

mothering’. It took a long time before I realized that there 

were some toxic messages that were affecting my feelings 

and self-perception as a mother. I had to learn who I was and 

what I valued in this new role and that takes time.

Understanding empathy

Supporting a new mom can take different forms (see 

Providing Support). In terms of providing quality emotional 

support through shame triggers, empathy is key. Brene Brown 

distinguishes between sympathy and empathy. Empathy is 

about feeling with a person. Sympathy, on the other hand, is 

feeling bad for a person. Sympathy has a feeling of pity and 

distance between people. 

Empathy is about connection and it does not require that you 

have had the same experience as the other person. Empathy 

comes from a willingness to non-judgementally understand 

the perspective and feelings of another person and 

communicate that understanding2. Empathy can only occur 

when you are able to suspend judgement and see the world as 

the other person sees it. Finding the feelings that underlie the 

person’s experience, and communicating an understanding 

of those feelings, lets the other person know she has been 
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understood. Empathy has at its core a sense of, “I get it.” It may 

be conveyed in words, but sometimes it is simply a knowing 

look or a hug. 

In addition to the sleep deprivation and transitioning to 

motherhood, in the early weeks I was pre-occupied by the 

birth not having gone as planned. I found my strongest 

support in the friends that were the most emotionally 

competent and not necessarily mothers. What I needed 

was someone who could convey their understanding of my 

feelings and help me unravel my emotional logic. Being able 

to be honest about how I was feeling and have that received 

with warmth and understanding helped me to move past the 

shame triggers of the birth and early days, grow into my role 

as a mother and experience the great love I had heard about. 

It was a love incomparable to anything I had ever known.

Wrapping-up

The social context of becoming a mother is as significant 

as the shifting inner experiences in how a mother feels in 

her new role. Having support, especially quality emotional 

support, is key to moving through the transition filled with 

emotional upheavals and shame trigger landmines. When we 

feel the sense of, “I am not good enough,” we need support 

from others to find our way back to the truth of who we are: 

Providing support 

Regardless of any other circumstances, a mother’s mental health is impacted by shame triggers that tell her she is not good 

enough. This painful experience of believing that she is flawed and therefore unworthy of love and belonging can lead a new 

mother to further isolate herself. Shame grows in secrecy and silence and so having social support is vital. If you know a new 

mom, what can you do? What does good support look like? 

Support can be physical, emotional or information-based. Physical support is doing something. This can include making 

a meal, holding a baby, folding laundry or driving a new mom and baby to an appointment. Emotional support is listening 

and validating feelings. It can include providing an empathetic response and critical awareness through shame triggers. 

Information-based support could include providing the date and time of the next ASAC playgroup or how to access second-

hand baby items. 

A new mom needs all three kinds of support, BUT in a way that aligns with her parenting values and gets her needs met. If you 

are in a position to provide support to a new mom and you do not know what her needs are, think about what kind of support 

you want to provide, suggest something specific you would be willing to do and ask if that would be helpful. Do not take it 

personally if what you are offering is not what she needs. Ask her, what would be helpful to you instead? All forms of support 

are helpful, but perhaps at different times. You might be surprised how coming over to make tea and fold a load of laundry or 

simply dropping off take-out food (if her need is for privacy with her partner and baby) can help a mom feel less isolated and 

more connected. The key to providing good support is that it meets the mom’s needs and not just the needs of the person 

providing the support. For more information about how to provide a strong emotional support, see, “Understanding empathy.”

a messy imperfect human, who is doing their very best in the 

moment with the resources they have.  

When we become a mother for the first-time, and stare 

into those beautiful eyes, every imperfect part of our self is 

reflected back. In that reflection, it is easy to think we are not 

worthy enough of the great love we feel. However, we need 

to find a way to feel worthy of this love because this is the way 

we show our child the same: I love you, not in spite of your 

imperfection, but because of it. Your imperfection is what 

makes you who you are. You are always worthy of my love. You 

are always worthy of belonging to me. 

If we teach our children to believe they are worthy of love and 

belonging we might change the world, but we can only do this 

by letting them see that we too, believe that we are worthy of 

great love and belonging. 

Editor’s Notes:
1. Brene Brown has lots of material to access via TED talks, soundstrue.com courses 

and books. A couple of her most popular books include: Daring Greatly and The 
Gifts of Imperfection. 

2. Theresa Wiseman, “A concept analysis of empathy,” Journal of Advanced Nursing 
23 (1996): 1162-1167.

Heather Mackay, MSW, RCSW is a mental health therapist 
in Edmonton. She lives with her husband and three teenaged 
daughters. She is also a step-mother to an adult son and Nana to 
two funny busy pre-school aged boys. 
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THE HEALING POWER OF PETS
By Miranda Jordan-Smith 
Contributing editor: Sherri Drewe 

Miranda’s journey of self-discovery and healing came after the 

loss of her first daughter Presley who died at 40 weeks in utero 

due to a concealed chronic abruption of the placenta. The 

day after her due date, Miranda was induced at the hospital 

knowing her baby had died in the womb. Presley would have 

been ten years old this year.  

We saw other people leaving the hospital with 

their babies. We were jealous. We felt robbed. We 

could not leave with our baby. Instead, we left 

with a keepsake box containing some clippings 

of Presley’s hair and some other mementos (her 

birth card, footprints, etc.). From the hospital, 

we went straight to the funeral home to start 

making arrangements for Presley’s funeral. Her 

funeral was in Edmonton on May 31, 2007.

--Excerpt from the Fall 2010 Birth Issues

The Art of Transformation: A mother’s story of 

stillbirth and survival by Miranda Jordan-Smith

As an advocate for women, babies and animals, Miranda 

discusses how the power of the human-animal bond rescued 

her from the lowest point in her life. She dedicates this to her 

mom, Cheryl Jordan, for teaching her that every life is a life 

worth living. 

PERSONAL QUESTIONS
1. How did the loss of Presley affect you?

Losing Presley was the most traumatic experience of my 

life. There are no adequate words to truly express what 

it feels like to hold your own deceased daughter in your 

arms or how to prepare for a birth and a death at the 

same time. I was grief stricken. There is no comparable 

loss and no grief more profound and delicate.

2. How did you cope?

Initially, I could not leave my house or face the outside 

world. I did not want to see anyone or talk to anyone. I 

was at home for several months alone before I returned 

to work. I could only do a few things each day and I knew 

that was okay. My life became very basic and stripped 

down. Nothing else mattered.

While at home, I devoted my time to creating and 

preserving artifacts that honoured her. I framed 

the pictures we had of her, I created photoboxes, I 

scrapbooked certain items, and I wrote my mother a lot. 

Every day, I would go for a bike ride with my dog, Jun Jun, 

and then we would nap together or read or watch TV, if 

we could. My dog, Jun Jun, was instrumental in my healing. 

She needed me and I clung to her. Like dogs do, she loved 

me unconditionally.

3. What role did Jun Jun play in your pregnancy 
journey?

Jun Jun was practice for a baby! We got Jun Jun as a puppy 

in November, 2006, just a few months after I learned I was 

pregnant. We picked her up from a farm at eight weeks 

old; she was the runt of the litter. When we first brought 

her home, she would whimper at night and want to come 

into our bed (we always caved). We took her for walks and 

played with her every day. As she grew, I grew. She was my 

sidekick in pregnancy, just as she was in my grief.  

4. Was there anything that gave you comfort?

Honestly, in those early stages of grief, my primary source 

of comfort came from my husband and my dog (my 

immediate family) with additional comfort provided by 

friends and family.

5. What helped you heal through the pain?

My healing process came from recognizing that I had to 

be active in my own healing (I had to consciously choose 

life every day) and by simplifying my life so I did not over 

extend myself. I gave myself permission to do the bare 

minimum and channel my energy into constructive 

healthy behaviours like going for bike rides with my dog. 

At 11 years old, Jun Jun has slowed down and we cannot 

go for bike rides anymore. She is such a part of my life 

that I fear losing her.
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6. Did you find your pet instinctively knew you 
were hurting?

Yes, I think she knew and continues to know how I feel 

based on my behaviour and interactions with her. My dog 

does far too many air twirls to be considered an assistive 

animal, but her response and affection towards me 

revolves around learned interactions. 

7. If you didn’t have your dog during your healing 
process, do you think you would still be in 
the same place you are now mentally and 
emotionally?

No, I do not. I know my dog, Jun Jun, helped me heal. That 

is the powerful effect of the human-animal bond. If I did 

not have her, I do not know how I would have progressed 

through the grief cycle. I just know she was there and 

continued to love me at my lowest point in life. I wish this 

for anyone that is in the same position in whatever form it 

comes in. For me, it was Jun. She made me feel not alone.

8. During your grieving process, was there a 
standout or epiphany moment you had thanks 
to your pet?

Yes, there was one moment I recall where she woke me 

up one morning with a face licking when she had not 

done it before! On that particular morning, it was 10 a.m., 

way beyond my normal wake-up time. I was in a sleeping 

pill induced haze for about a month. She slept with me 

and was by my side all of the time, but in this instance, 

she woke me as if to say it was time to get up! No more 

sleeping. We had to face the day!

9. How would you describe the human-animal 
bond?

I would say it is a powerful thing. Those who have felt it, 

know it. It is a dynamic relationship, tied to behaviours and 

interpretation. It is emotional and psychological, a force 

that fastens an animal and a human together.

10. Is your pet what inspired you to get involved in 
the animal welfare movement?

My bond with Jun Jun certainly reinforces my involvement 

in advancing animal welfare, but she was not the 

inspiration behind joining the movement. My first 

exposure to the animal welfare sector pre-dates Jun 

Jun slightly. My time at the Edmonton Humane Society 

started in 2006 (the same year Presley was conceived). 

My husband and I used to volunteer at the old shelter. 

We would bathe puppies, walk dogs, and cuddle cats. 

We got Jun that same year.  So it is interesting that all of 

these events took place in the same year. Then in 2014 

(years later), I became the CEO of the Edmonton Humane 

Society. It certainly gives me pause to recognize my own 

personal journey and how these events have intersected 

with my professional growth. I am immensely grateful to 

be in the position I am in, able to effect change in animal 

welfare and promote the human-animal bond.

11. What advice do you have for anyone 
experiencing grief?

I am sharing my personal experience, hoping it helps 

someone to know that there is someone else who has 

gone through the delicate and profound grief of an infant 

loss. I recognize people cope and grieve differently. There 

is no one-size-fits-all approach to healing. For me, my 

dog, Jun Jun was instrumental in my grief and healing. For 

someone else, it may be something different. If I could 

impart one recommendation, it would be, “Choose life.” 

Be active in your healing. Find love; learn to live and love 

again.

Miranda Jordan-Smith, BA, MBA, is CEO of the Edmonton 
Humane Society and a certified doula. Advocating for women, 
babies, and animals, she is committed to building empathy 
and compassion for a more humane world, while emphasizing 
the human-animal bond. She lives with her husband, two 
daughters, two cats, and dog Jun-Jun. 
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A CIRCLE OF SUPPORT
By Kassandra Malik

“Mothers cannot give from a depleted source. 
Every mother needs emotional, mental, physical 
and spiritual validation, nourishment and support. 
When a mother is respected and well cared for, she 
and her whole family will benefit.” - a motherwoman 

principle

In my work and my own personal parenting journey, I have 

learned that every parent needs support. As they say, “It takes 

a village to raise a child,” but I believe that, “It takes a circle of 

support to encourage and nurture a parent.”  

Being a new mom is the most rewarding and challenging 

experience I have ever been through.  The sleepless nights, not 

getting the housework done, breast feeding issues, my body 

healing, worrying about weight, worry about the baby, not 

getting enough time for myself and constantly blocking the 

opinions and judgements of others.  

Somehow there is a perception that motherhood is the 

greatest joy, and do not get me wrong it definitely is, but there 

is such a lack of information and support provided for, “Real 

life parenting.” Additionally, there are limited safe places where 

a pregnant or new parent can go and openly talk about the 

good, the bad, and the ugly of their experiences.

I am a therapist and maternal coach who works with women 

on their motherhood journey starting at pregnancy. From 

my experience, new moms face many barriers for their own 

mental health. Self-care can take a giant leap out the window 

as well as the ability to live life like we may have been used 

to pre-baby. Additionally, all your energy and abilities go 

PHOTO BY: MY UNIQUE BIRTH STORY
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towards nurturing and caring for that baby. Your physical and 

emotional cups get drained.

Sometimes what can also happen is that all supports focus on 

the baby without little notice of the mom’s health and well-

being. Personally, after having my daughter, I can only recall a 

handful of times where someone asked me how I was doing or 

managing.

To combat some of the challenges, early on in our sessions, 

I encourage my clients to start building a circle of support. 

A circle of support is a group of people in different stages of 

their pregnancy or motherhood journey that come together 

to offer support, share their stories and build a safe and secure 

community without judgement. 

There is a vast amount of research that shows how important 

social support is for dealing with stress in general1,2. A research 

group in University of Chicago compiled the information from 

66 different studies and found this to be the case. If we know 

we have people to talk to or to turn to for help in difficult times 

we are more ready to face these challenges without burning 

out.

The same is true in the research that focuses on mothers3. 

Support from friends and family help new mothers deal better 

with stress, and this has been proven to help mothers see their 

children in a more positive light. Mothers who have the help 

of people they trust feel more self-esteem, confidence as a 

parent, and struggle less to access information that helps them 

problem-solve for their bundle of joy. 

During stressful experiences, our natural reaction may be to 

withdraw and to put less effort into relationships, even though 

these connections are precisely what will make us feel better!

Personally, I do not know how I would have survived without 

my circle of support. Though my circle was not large, it was 

a place that I could share my truth in the moment without 

judgement or guilt. By allowing myself to be vulnerable and 

share my story, I felt heard and not alone.

How do we build circles of support?

If possible, before you give birth to your child it is important 

to start formulating a plan of support around your physical 

and emotional well-being. This could look like having clear 

expectations with your spouse, seeing if family members or 

friends can help after baby comes and looking for external 

supports to participate in such as online groups or new 

parenting groups in your community.  

You can also connect with your health care team to get ideas 

around where these circles are available.

You may even be able to start your own circle within your 

social network which could include relatives, friends or 

community members.

Why is this all important?

When we are emotionally healthy and mindful as mothers, we 

can nourish and set our children on the right path to develop 

healthy coping mechanisms, emotional intelligence and 

secure attachments3. 

Editor’s Notes:
1. Lynn J. Piper, “Stressors, social support, and stress reactions: A meta-analysis,” 

ProQuest Dissertations and Theses, (University of North Texas, 2006): 120, 
retrieved from http://search.proquest.com/docview/305294319?accountid=12874. 
(305294319).

2. Stephen Joseph, Tim Dalgleish, Sian Thrasher and William Yule, “Crisis support 
and emotional reactions following trauma,” Crisis Intervention & Time-Limited 
Treatment 1, no. 3 (1995): 203-208, retrieved from http://search.proquest.com/
docview/619055183?accountid=12874.

3. Pamela A. Andresen and Sharon L. Telleen, “The relationship between social 
support and maternal behaviors and attitudes: A meta-analytic review,” American 
Journal of Community Psychology 20, no. 6 (1992): 753-774, retrieved from http://
search.proquest.com/docview/618341659?accountid=12874. 

Kassandra Malik, MSW from U of C, has always been 
passionate about helping others attain their goals, which she 
achieves by keeping clients accountable when providing therapy 
and coaching services. With over seven years of experience 
working with various populations she is most passionate about 
maternal and infant mental health. 



www.birthissues.org  |  WINTER 2017  |     55

INTRODUCING  
OBSTETRIC VIOLENCE
By Nicole Hill, B.A., M.A.

When an individual is pregnant, birthing, or in 
the postpartum stage, they may be particularly 
vulnerable in multiple ways. I became aware of 
obstetric violence after I experienced it first-hand 
during the birth of my first child. My experience 
demonstrated to me the shocking invisibility of this issue 
and the need for research to better understand and address 
it. Since then I have completed a Master of Arts degree 
doing research on maternity care experiences and have 
continued to research this topic as a PhD student 
at the University of Alberta. This article 
will introduce readers to the topic of 
obstetric violence including a brief 
summary of the related research 
literature.

What is obstetric 
violence?

In recent years the topic 
of obstetric violence has 
become a growing concern 
nationally and around the 
globe. Discourse on the subject 
uses a variety of different 
terms including mistreatment, 
disrespect, and/or abuse, in childbirth 
or facility-based childbirth, as well as 
obstetric rape. Obstetric violence as used 
here is broadly conceived to include this range 
of terms speaking to any violence in the context of healthcare 
experienced by pregnant, birthing, or postpartum individuals. 
In some nations obstetric violence has also been written into 
bodies of law. In Venezuela obstetric violence is defined as, 

“…the appropriation of the body and reproductive 
processes of women by health personnel, which is 
expressed as dehumanized treatment, an abuse of 
medication, and to convert the natural processes into 
pathological ones, bringing with it loss of autonomy 
and the ability to decide freely about their bodies and 
sexuality, negatively impacting the quality of life of 
women,”1. 

Though only a few nations (so far) have taken action to write 
obstetric violence into bodies of law, it has been recognized 
by the World Health Organization (WHO) in a statement in 
2014 on the prevention and elimination of mistreatment in 
childbirth2. The statement describes obstetric violence as a 
public health issue occurring around the world. The WHO lists 
a range of events that have been reported as mistreatment 
which includes physical abuse, profound humiliation and 
verbal abuse, coercive or unconsented medical procedures, 

lack of confidentiality, failure to get fully informed 
consent, refusal to provide pain medication, 

gross violations of privacy, refusal 
of admissions to health facilities, 

neglecting women during birth, 
and detention of women and 

infants in facilities after birth. 
This statement also identifies 
that certain populations, 
including teen mothers, 
unmarried women, women 
of lower socioeconomic 
status, women from ethnic 

minorities, migrant women, 
and women living with HIV 

are more vulnerable and, as a 
result, are more likely to experience 

disrespectful or abusive treatment. 

In 2015, a team of researchers created a 
typology (a classification of types) of obstetric 

violence. They identified a range of behaviours that were 
occurring including physical and verbal abuse, discrimination, 
lack of supportive care, neglect, denial of autonomy, and 
health system conditions and constraints3. These forms of 
violence can occur at the level of provider interactions as 
well as the level of systemic failures of facilities or systems. 
This typology was developed through a systemic review of 
65 individual studies on obstetric violence from around the 
globe. It is noteworthy that only two Canadian studies were 
included in this review, both of these studies focused on the 
mistreatment of Somali women giving birth in Canada4,5. This 
begins to reveal a gap in research on the topic of obstetric 
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violence in Canada.

Obstetric violence in Canada

To date, research on obstetric violence is limited in Canada 
compared to some other parts of the world. However, in 
November of 2016, the Canadian Broadcasting Corporation 
(CBC) published a series of reports on obstetric violence 
(referred to there as mistreatment in childbirth), raising the 
issue in the public eye. These reports included individuals 
describing their experiences of violence during childbirth, as 
well as an interview with ASAC’s President, Dana Weatherhead. 
The reports also included a statement by the Society of 
Obstetricians and Gynecologists of Canada (SOGC) and 
comments from the organization’s CEO, Jennifer Blake. 
Blake is reported as saying that, in her experience, issues of 
disrespect and abuse in care have not come up and she seems 
to suggest it may be more of an issue in, “…places of the world 
where women are devalued,” and that if those types of events 
did happen that they would be seen as an, “…unacceptable 
aberration,”6. Blake’s comments directly contradict what the 
women and advocates included in the report are saying; that 
is, that these sorts of things do happen and are happening 
right here in Canada. 

The Canadian research studies with Somali women in Canada 
which were included in Bohren et al.’s typology, mentioned 
above, do find incidents fitting the description of obstetric 
violence including discrimination, inappropriate comments 
and disgust, less communication, the absence of informed 
consent, and higher rates of caesarean sections7,8,9.

Considering obstetric violence in Alberta specifically, the 
MaternityCare Consumers of Alberta Network (MCAN) 
carried out a listening campaign, in 2014, that included nine 
focus groups across the province and a survey of over 1,200 
Albertans10. MCAN’s report revealed a maternity care system 
in crisis. The inaccessibility of midwives was obvious as one 
of the most significant system lapses impacting individuals 
and families (though the government has since taken steps 
to improve access to midwives, some communities are still 
without access and waiting lists remain a barrier for some 
individuals to access care). Acts of violence and mistreatment 
were also listed as a concern including incidents of rude and 
inappropriate behaviour by health care providers, threats, 
bullying, lack of informed consent, and particular concerns 
regarding the mistreatment of marginalized populations.

Health care professionals may be uniquely positioned to 
witness incidents of obstetric violence. In a North American 
study of childbirth support workers (including doulas, 

childbirth educators, and labour and delivery nurses), 
respondents confirmed seeing incidents of verbal abuse 
and discriminatory care, including physicians carrying out 
procedures without receiving informed consent and even 
explicitly against the wishes of birthing individuals11.

Barriers to addressing obstetric violence

The CBC reports also suggest that many individuals do not 
report or follow through with reports on their experiences 
of violence. This is not surprising in light of the physical, 
emotional, and psychological aftermath of being a victim 
of violence, as well as the added challenges of caring for 
a postpartum body and a newborn. Is it fair to expect new 
parents to not only adjust to their new circumstances, 
potentially deal with the lasting effects of being a survivor of 
violence, and then to also pursue what is reported as being 
a potentially confusing complaint process? The distress that 
comes with the possibility of having to face an attacker can 
also be a barrier for victims reporting instances of violence.

Other research finds that women who have experienced 
mistreatment may be disinclined to report these events in an 
effort to avoid thinking about them, because of feelings of 
guilt, because they believe their reactions will not be validated, 
because they feel they have no ‘right’ to the emotions they 
have, or because they think they must be, “Making a fuss about 
nothing… silenced because their emotions are perceived as 
trivial,”12. Obstetric violence may also be rendered invisible 
through its normalization by care providers and women13. That 
is, when providers and patients begin to accept these types of 
incidents as ‘normal’ parts of the care experience. 

The bigger picture surrounding obstetric violence

Obstetric violence is being recognized by researchers and 
advocates from various significant angles, including as a threat 
to human rights, as a specific form of gendered violence, as 
a health care issue, and as a legal issue. These various frames 
help individuals, researchers, and systems to better understand 
these incidents and to think about how to address and prevent 
them.

For many, birth is perceived as a gendered, (specifically 
female) event. Though gender identity is one dimension that 
may render some individuals more vulnerable to obstetric 
violence, it is also useful to consider the perception of gender 
in birth and in maternity care. Researchers explain that the 
key feature of violence against women is that it is rooted in 
structural gender inequality14. This violence reflects power 
imbalances and patriarchal traditions that impact women 
individually, but exist as a larger societal issue15.
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Ultimately, obstetric violence threatens birthing individuals’ 
rights to respectful care as well as life, health, bodily integrity, 
and freedom from discrimination16. Further, other research 
points to disempowering births, and violence during birth, 
as being related to lifelong impacts on birthing individuals’ 
psychological and emotional health17,18,19,20. 

Obstetric violence has been referred to as a, “Blind spot,”21. 
It is time to make this spot visible through research as well as 
making space for individuals who may wish to speak about 
these types of experiences, so that the public can become 
informed and aware of obstetric violence and so that incidents 
can be addressed and future incidents prevented. 
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UNPLANNED CAESAREAN 
AND TRAUMA
By Thais Nye Derich

It took me years before I could tell my birth story 
without crying.

A friend would just have to ask, “What was the birth like?” and 

the tears flowed. I suffered from unexplained pain around my 

uterus and ovaries for a year afterward. When I cried in the 

company of one hundred women staring down at me during a 

question and answer session after a screening of The Business 

of Being Born in San Francisco, CA, I realized something had to 

change. I could not go on like this. 

One of the things that I did to find the source of my crying, 

when traditional talk psychotherapy did not work for me, 

was hypnosis. I sat back in a slightly reclined chair and relived 

my unplanned caesarean with my first child step-by-step. At 

certain points I started to sweat, my heart beat faster, and I 

gripped the armrests. I only had to go twice to pinpoint the 

trauma points.

There was the moment after I signed the paper agreeing to 

have the caesarean when I felt like a failure.  

“It is time,” the doctor said. “You’re fine, your baby is fine, it is 

just time to get this baby out.”

“Did I fail you?” I asked my husband. 

“No,” he said.

Then he cried. We did not have time to grieve the loss of a 

natural birth because the operating room was empty and the 

doctor said that we needed to get there before anyone else 

took it. She did not want to wait.

There was the moment of abandonment. While being jogged 

down the hallway flat on my back with my hair in a shower 

cap and my pubic hairs shaved, Jake running next me while still 

holding my hand, the gurney men stopped suddenly in front of 

the doors to the operating room. 

“Your husband cannot go with you,” the gurney man said. 

I had to go in alone without Jake, my support person. This 

forced separation triggered buried trauma from when my 

mother left me forever at a young age. I was abandoned again 

at a very scary moment when I needed my husband most. It 

was not a choice either of us had control over. It was hospital 

policy.

At least ten people filled the operating room during my 

caesarean. With my wrists strapped down to the table, I kept 

asking for Jake, but nobody would even respond to my plea. 

When he joined me, I had an oxygen mask over my mouth 

and nose. To hear me talk, he had to lift up the oxygen mask 

himself because my hands were tied down. I could hear 

everything but could not move my head or see anything 

other than the anesthesiologist standing right behind me. I 

kept saying, “I cannot breathe. I cannot breathe.” Then, the 

anesthesiologist would inject me with something and I would 

fall into darkness only to wake up confused and asking, “Is it 

over?” 

“Your eyes have only been shut a minute,” Jake responded.

I watched his eyes fill with water like a shallow sink basin.

I thought I could feel the surgeon cutting into me. The sounds 

reminded me of a chainsaw. And when the mini-vac sucked 

my son out of me by the top of his head like a crumb between 

two couch cushions, an unknown nurse dangled him over my 

head. I just got a glimpse of him before she whisked him away 

for shots and scrubbing. I could not even reach out to touch 
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him. I wanted to hold him so much. The doctor still needed 

to stitch me back up. I did not get to hold my baby for many 

hours later after the operation. 

I awoke some hours later after the caesarean alone in a 

storage closet, which the hospital called the recovery room. 

A nurse stacked boxes and a broom resting against the wall. 

I rested in a single bed with just enough room on either side 

to stand. Upper and lower cabinets and a countertop like a 

kitchen layout lined the length of the wall by the door. There 

were no windows. Fluorescent lights flickered above me. Jake 

went with our son and I had no family with me even though at 

least ten of them were in the waiting room. I was abandoned 

again. The first words out of my mouth were, “Where’s my 

baby?”

“You want to see your baby?” the nurse asked. 

I took a deep breath and tried not to sound irritated or, worse, 

angry because I was a good patient, a good girl.

“Yes!” I said.

I finally got to hold my baby boy. He was perfect, pink, strong, 

and hungry.

I am not a doctor, nurse, midwife, doula, or childbirth educator. 

I have no title in front or after my name. I have no other 

qualifications other than being a mother to two beautiful 

young children, a wife, a writer, and an advocate for women. 

What does it mean to have a title? If someone else lists “M.D.” 

after their name, does that mean that they are more qualified 

to make decisions about my body than I am? 

That is the impression I was under throughout my first 

pregnancy and childbirth experience. But it turns out that not 

having authority over decisions about my body caused years 

of emotional hardship, physical trauma, and mental health 

problems. Even worse, once I began to understand and admit 

that I had trauma because of my birth experience, people did 

not want to hear it. 

You have a beautiful, healthy, baby; that is what matters.

At my one brief postnatal appointment, I asked how I could 

have avoided the caesarean. My medical team said, “Well you 

could have pushed longer. I was surprised the doctor had you 

push once for her when she arrived. It was getting close to 

midnight and she lives 45 minutes away.”

I would have pushed longer if I had been given the option. 

My birth records said the official reason for the caesarean 

was, “Failure to progress.” I learned later that this phrase is the 

classic description for unplanned and unnecessary caesareans.

“What should we do?” I asked Jake when I got home from 

that appointment. I did not know what recourse we had, but 

I felt betrayed. With a newborn at home, recovering from 

major abdominal surgery, limited knowledge about what just 

happened and insomnia, we felt powerless.

“There is nothing we can do,” he said.

I trusted the medical system that they had my best interest 

in mind, and that they would practice evidence-based care, 

but I was wrong. I wish that I had taken responsibility for the 

circumstances of my birth. I wish that I had given myself 

permission to ask, “Why?” and, “Can we wait a little longer?” 

or, “Is there an immediate emergency?” Instead, I did nothing. 

I just did not know and nobody told me. Or worse, maybe they 

just did not know themselves that I could decline or refuse an 

intervention, that I deserved a full explanation of options and 

risks, that I could question my care provider’s medical opinion, 

or ask for a second opinion or even another doctor or nurse.

I went back to my doctor’s office a few months later to 

examine the pain around my ovaries and uterus and they 

suggested I see my primary care physician. I could barely care 

for my baby; everything was overwhelming. I quit my job as a 

technical writer at Adobe Systems because I could not handle 

even the most basic tasks in life. Now the medical team, 

who had done this to me, referred me out. I felt the sting of 

abandonment again. My trust and belief in the medical system 

faded rapidly. I started looking for alternative care.

Since a caesarean section is first considered childbirth, and 

not major surgery, women are being told that despite their 

lingering pain, infections, and trauma, they should be grateful 

that they have a healthy baby and are often told, “Try to move 

on.” Sending women home physically and mentally wounded 

makes it so much harder for them to care for their families 

from an empowered and strong foundation. We can no longer 

turn a blind eye to the perpetual trauma and hurt to women 

happening in hospitals or, making matters worse, the limited to 

no support for them after the event has happened.

My birth story is not unique. I hear versions of my same story 

echoed over and over. Nearly one in every three births are by 

caesarean section in Alberta1. Caesareans are an important 

life-saving surgery. However, when used too generously, they 
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UNPLANNED CAESAREAN AND TRAUMA

can sometimes hurt a birthing person more than help. For my 

medical team and hospital, however, to admit fault around 

my caesarean would bring into question what is considered 

standard practice. 

Caesareans are the most performed surgery on human beings. 

How I gave birth is today’s normal. If standard practice is 

failing mothers – hurting them even, leaving them damaged, 

traumatized enough to cause them to lose their job and look 

for therapy – then the way we have set up maternity care is 

failing families. The evidence of abuse is not just anecdotal. 

There is plenty of scientific evidence out there that is being 

ignored. What do we do if we see a problem, but the problem 

is too big for one person to fix?

If I am standing next to a lake with a bucket of water and I see a 

small fire, do I wait for the fire department to come put the fire 

out or do I pour my bucket of water on it? I yell out to nearby 

campers to help me and, bucket by bucket, we put out the fire. 

Should we take back decision-making power over our bodies 

now or do we wait and hope that the healthcare system will 

reform itself and do right by us?

Change is hard. To push change through, we must win the 

hearts of a lot of people. I hope my story will win the hearts of 

many because change must come for the sake of our children 

and grandchildren.

If I ever had a pregnant daughter, I would teach her that 

she is the expert and the authority over her own body even 

without a title. Like Spiderman says, “With great power comes 

great responsibility.” Education is more important than ever. 

People are on their own path and the more we can give them 

autonomy over their bodies, the more we can meet them 

where they are on their unique life’s journey. 

The results of a postpartum depression and birth experience 

study2 indicated mothers who had given birth via planned 

caesarean experienced postpartum depression 50 percent of 

the time. Mothers who had an unplanned caesarean section 

experienced postpartum depression 33.3 percent of the time 

and experienced less immediate and long-term satisfaction 

after giving birth, less positive interactions after the birth, and 

interacted less at home with their newborn. Women who 

gave birth vaginally experienced post-partum depression 

23.1 percent of the time. The researcher’s results indicate 

that the type of birth does influence the chances of a mother 

developing postpartum depression.

The mental health issue we are facing by taking away real 

informed consent for pregnant and birthing people affects 

women in a negative way. Honoring a person’s right to 

real informed consent is crucial to the health of the family 

including telling her the risks of depression associated with 

different types of birth. We all deserve to be treated as the 

CEOs of our births. To me, that means being asked permission, 

being given research, and being presented with information 

based on real scientific evidence. Dr. Neel Shah recently found 

in his study that to reduce the caesarean rate we must change 

personal views and culture3. 

Research, such as internationally acclaimed obstetrician 

Michael Odent’s4, show that it is better, if we can, not to 

intervene in the natural process. We do not need to go into 

birth fearful and prepared for the worst-case scenario because 

85 percent5 of the time, our body will do what it was designed 

to do without any trouble and, if not, we are lucky enough to 



www.birthissues.org  |  WINTER 2017  |     61

have life-saving tools and talent within our grasp. The medical 

evidence shows that less intervention leads to better results6. 

In 2016, the Association of Safe Alternatives in Childbirth 

released the Maternity Care in Alberta Report7, which found 

that:

 ❉ Healthcare spending in Canada has increased steadily since 

the mid-1990s, outpacing the overall economic growth 

rate.

 ❉ In Alberta, healthcare spending has risen to approximately 

$20 billion; more than 40 percent, of the government’s 

total $50 billion budget.

 ❉ According to the Canadian Management Information 

System Database the average inpatient hospital costs in 

Alberta for women who had a vaginal delivery with no 

anesthetic or interventions was about $2,250 per patient 

in 2013. The average hospital cost of a primary caesarean 

section during the same time period was about $6880 per 

patient, and when the total cost of a caesarean birth is 

considered it comes in at nearly $11 thousand.

 ❉ Caesareans are the number one reason for hospitalization, 

and the most common surgery: with almost double the 

amount of caesareans performed than the second most 

common surgery. 

If we can lower the number of unnecessary caesareans, 

Alberta can lower its healthcare spending while at the same 

time making childbirth safer and a better experience for 

mothers. 

Despite all this attention, and money, being funneled into 

caesareans are mothers truly any safer? The Public Health 

Agency of Canada reports that in Alberta nearly eight women 

out of every 100,000 die in childbirth8: about four women 

every year. It is shocking when the Central Intelligence Agency 

reports that Canada has a death rate of 7 / 100,0009 which 

means that not only is Alberta’s rate worse than the national 

average, but in any given year nearly half of the women, in 

Canada, that have died in childbirth will be Albertans. Some 

of the risks, and costs, of our modern maternity care can 

be hidden; women offered a primary caesarean are rarely 

being told that Alberta’s overall repeat caesarean rate is at 81 

percent. This means that if a woman has a caesarean she is 

likely to have repeat caesareans with subsequent births, simply 

because of outdated routine procedures and the current 

culture of birth, despite the science proving vaginal birth after 

a caesarean (VBAC) is a safe option. 

One of the reasons for the increase in caesareans, and repeat 

caesareans, is that rural hospitals are closing maternity 

services, and larger urban hospitals limit admitting privileges 

for midwives throughout the province. Midwives have been 

shown to have one quarter the caesarean rate, at seven 

percent, with a 79 percent VBAC success rate10. By allowing 

more midwives into hospitals, lowering the primary caesarean 

section rate, and increasing VBACs, Alberta can make positive 

change.

When I asked my grandmother about her birth story she 

told me that she was taken to the hospital in an ambulance. 

Husbands were not allowed in the birth room. Women were 

alone and given the twilight drug, which did not take away 

their pain during childbirth but made them forget the whole 

thing afterward. When I asked my grandmother how she felt 

about all of it, she said, “That is just how they did things back 

then.” 

When my children and grandchildren ask me about what birth 

was like for me, I will say, “That is just how they did things back 

then. So then I did something about it.”

What will they say to their children and grandchildren? Will 

the cycle of trauma stop? My hope is that they will say that 

the birth of each child was different and that each birth was 

wonderful in its own ways, but that they felt good about them 

and enjoyed each experience and felt cared for, safe, and 

happy.

One of the hardest parts about the aftermath of the caesarean 

birth was not feeling heard by my community, my health care 

professionals, and even one psychologist. My story matters. 

You matter. My feelings matter. Your feelings matter even if 

they are in direct conflict with someone else’s opinion. My 

trauma matters. Your trauma matters. As a community, let 

us be good listeners to families. Everyone experiences birth 

differently so certain aspects about the birth of my child may 

have traumatized me but may not bother you, but that does 

not mean my trauma does not exist. I want us to support each 

other unconditionally without getting defensive. Someone 

else’s story is not a criticism of our own story. 

To prevent birth trauma from repeating generation after 

generation, I envision the health care team forming a circle 

around the birthing person, not a straight line of hierarchy 
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with the patient at the near bottom behind the baby. With the patient at the center 

of the circle, she can help guide the team in a direction that does not cause harm or 

trigger unknown psychological issues. By getting to know the patient as an individual, 

the team can work together to provide individualized care. As patients, we must trust 

ourselves to know what is best for us even though we do not hold an M.D. after our 

name. We must educate ourselves. What does it feel like in our body to be uncertain, 

to triumph, to grieve, to love, and to doubt? These feelings are our guide, our expert 

status, and so we must trust them; we must believe that what we think matters. I 

encourage all of us to guide the professionals rather than the professionals guide us. 

All this work helped me to have an empowered birth the second time around. So 

much time was lost and the trauma from my unplanned caesarean changed my life 

forever. Is this the type of care that we want for young families? Or, is it time for a 

redesign?

Editor’s Notes:
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original/1481648305/Maternity_Care_in_Alberta_Report.pdf?1481648305.
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and Donna Gibbons’, statistics compiled by Gibbons in the Edmonton Midwifery Group Home Birth Statistics 
1980-1989. They had zero maternal deaths, under 1 percent infant mortality, less than 13 percent transfer rates, 
and 3.7 percent caesarean rates.
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Thais speaks to groups big and small about her story and the intersection between 
childbirth and social justice. She lives in Mill Valley, CA with her husband and two 
children where she’s writing her second book.  

How to feel in control 
of the circumstances  
of your birth

 ❉ In the end, childbirth is a business. 

According to Nielsen.com 

women account for 60 percent 

of primary shoppers9 in Canada; 

we have buying power at birth 

too. In Canada our birth choices 

can become a ‘hidden’ consumer 

product; we may feel we do not 

pay for it because we do not get a 

bill, but choosing a care provider 

can mean allocating funds to one 

model of care over another.

 ❉ It is our job to speak up because 

nobody is doing it for us. Find and 

ask for support even from people 

who do not understand your 

choices, like family. Stay firm and 

strong with your choices, but tell 

your support team that you need 

them onboard. 

 ❉ Empowerment begins from 

within but do not feel like you 

must travel the path alone. Share 

the responsibility. Remember 

that the health care providers 

work for you and can always refer 

out if your request is not in their 

toolbox. 

 ❉ It is your team’s responsibility to 

trust your choices about your 

body and your child and advise 

you but then step back and trust 

because that is what supportive 

care looks like.
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THE EVOLVING ROLE OF THE DOULA: 
HONOURING FAMILIES EXPERIENCING 
INFANT AND PREGNANCY LOSS
By Lee-Anne Mosselman-Clarke

I am an Infant and Pregnancy Loss Doula (IPLD). I was trained 

through the Home Hospice Association IPLD program. Since 

starting this course, I have often been asked, “What exactly is an 

Infant and Pregnancy Loss Doula?”

“When I lost our baby, I was an absolute wreck not knowing 

what was ever going to be of my sweet baby. No one informed 

me of how I could bring closure for myself and for my grieving 

family. 

I cried my concerns to our IPLD and from the moment I did 

so, she made sure she did all she could to carry me, and my 

family, though this journey. From contacting the funeral home, 

contacting the hospital, spending time working through 

my children’s grief, making sure I ate, and checking in. She 

was available every single step of the way. She was the one 

who brought my precious baby home for good,” says Jessica 

Bekendam.

When I walked into my training in June, 2017, I did not really 

know what was going to come of the training: what I would 

define being an Infant and Pregnancy Loss Doula as or 

whether my community would be receptive to someone 

entering such a personal space in their lives. Mostly I knew 

that I wanted to help. I wanted to make sure that any family 

that wished to honour their baby could do so, at least for the 

families that I was going to be trusted to help. In becoming 

this type of Doula, I have learned that someone who needs 

you during this time of loss and grief really needs you. Either 

because their hospital experience did not give them the 

answers to their questions, they were not properly informed, 

they did not get closure for their grief, or anything in between.

What I am learning and would like to teach others about 

IPLDs, is that we are: someone who will fight for and with you, 

someone who will help you put together the overwhelming 
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www.birthissues.org  |  WINTER 2017  |     65

pieces during a time of grief and sorrow, someone who could 

ask questions for you, someone who will advocate for you and 

your baby, someone who will be present for your birth and 

support you and your family and someone who can suggest 

ways to bond with and create memories with your baby. As 

IPLDs we are here for the practical - and what might seem like 

the impractical - requests to loss families, we are someone 

who can bring closure to families who have experienced infant 

and pregnancy loss. We are someone who will help navigate 

memorials, funerals, and cremations. We are someone who 

will teach the community: midwives, hospitals, clinics, doctors, 

pastors, birth doulas, nurses, funeral directors, and still others. 

We will teach them that some families would like closure with 

a funeral, or memorial, no matter the gestation of their baby 

or birth circumstance - or decide that they would like to get 

closure for themselves in other ways and need help to work 

through those steps.  

The common theme that I seem to hear when talking to 

people about what I do is, “Miscarriage, stillbirth, infant 

loss, pregnancy loss, I do not understand why society seems 

to treat them as such ‘dirty’ words?” Through hearing this 

repeatedly from women, doctors, nurses, pastors, midwives 

and funeral directors, I have tried to encourage them that this 

is my passion as an IPLD. It needs to stop being such a taboo 

subject, because, “A loss is a loss, is a loss.” Your neighbour, 

sister, mother, friend or co-worker could have experienced a 

loss and you might not know that they have. So many women 

struggle and sadly will continue to struggle with talking openly 

about something that society wants to try to sweep under the 

rug.

“These are things most people would not know how to do. 

Most people do not educate themselves on the steps of what 

happens and how it happens after you lose an infant. Whether 

your precious child passed in the womb or not, you have 

rights. An IPLD is educated in this, so that you do not have to 

be. She gently and compassionately walks you through the 

days that seem to take the breath out from you. I never set out 

in life wanting to use such a service... and I hate that there is 

a tribe of us that have needed to... and that will need to but, I 

promise, if you find your heart still having to beat on... an infant 

loss doula is the person you need by your side. They will carry 

you through and one day, I promise you, you will see the good 

life offers again,” says Jessica Bekendam.

Imagine if more women had the space or resources through 

an IPLD to talk openly about their loss(es)?  Imagine the 

community that they could build, knowing that they never had 

to feel alone? My hope would be that they could find support 

as they continue to grieve the loss of, “What could have 

been.” That on the days and milestones, that maybe only they 

remember, there is an IPLD, or a group of women they could 

reach out to, without it seeming taboo.

Should you find yourself needing or wanting an IPLD, or 

wanting more information, please look under this issue’s 

Community Resources on page 70.

Inspired by parents who shared their stories of pregnancy and 

infant loss, Home Hospice Association recognized the need 

for compassion, education, care and support and created 

Canada’s only Infant & Pregnancy Loss Doula Certification to 

help equip birthing professionals with the knowledge, tools 

and resources needed to assist families at one of the most 

painful times of their lives.

If you would like to find out more information about the 

Home Hospice Association and the Infant and Pregnancy 

Loss Doula Program, information can be found at www.

homehospiceassociation.com or you can contact Tracey 

Robertson at tracey@homehospiceassociation.com or 905-

902-2428.

Infant and Pregnancy Loss Awareness Day is celebrated and 

honoured yearly on October 15.  Information on events in your 

area, or surrounding areas, can be found at www.october15.ca.

Lee-Anne Mosselman-Clarke is training as an IPLD and 
Postpartum Doula, and has worked in Social Services for over 
15 years. Passionate about family’s rights, support systems, 
and connecting families with services, becoming a Doula is 
a natural fit. She lives in Caledonia, Ontario with her two 
energetic and loving sons. 
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Dichorionic/diamniotic (DCDA) twin pregnancies account for 
the majority (~76%) of all twin pregnancies. They account for all 
dizygotic pregnancies, where two ova are fertilized separately, and 
~20% of monozygotic pregnancies, where a single ovum splits within 
the first few days of fertilization. DCDA twins have the lowest rate of 
complication, however they are still much greater than with a healthy 
singleton: including a risk of intrauterine growth restriction (IUGR) and 
placenta complications.

Epidural analgesia depends on the strength of the cocktail and the 
mother’s body’s reaction to it: she may feel nothing or will still feel a 
certain amount of pressure but without pain. She will have a catheter 
placed, IV, saline and synthetic oxytocin administered, blood pressure 
cuff, continuous monitoring, and bed bound. The epidural is known to 
slow down the body’s production of the natural form of oxytocin. The 
epidural is associated with a number of risks including contractions 
slowing down, malpositioning of baby, tetonic contractions, placental 
abruption, poor fetal heart tones, and instrument delivery. These risks 
depend on when the epidural was placed (at 4cm or 8cm), for how 
long it has been in the body, and how strong the dose is. An epidural 
has also been associated with an increased risk of interventions—one 
intervention leading to another to compensate for the negative 
effects of the previous intervention. Epidurals slow down contractions 
and cause malpositioning. Non-gravity friendly position cause baby to 
stay high, analgesic effect of the pelvic floor prevents baby to rotate, 
and lack of sensations from the mothers prevents her from pushing 
effectively. The epidural also affects baby as the drug passes to baby 
via the blood stream. Because narcotics are respiratory suppressants 
and babies have immature lungs, epidurals increase the risk of having 
poor fetal heart tones, low apgar scores, and babies that will need 
resuscitation after birth. 

External cephalic version can be more successful if the mother is 
well relaxed, and can then allow for a (possibly easier) vaginal delivery. 
It can sometimes be unsuccessful, or the baby can turn back to their 
previous position after a successful version. Sometimes they can 
be performed multiple times during the end of pregnancy. Benefits 
should be weighed against risks, and contraindications, with your care 
provider, preferably near the end of pregnancy but before 37 weeks 
when an external cephalic version would typically be performed.

Fetus ejection reflex was first coined by Niles Newton in the 1960s. 
It has been observed that even unconscious the uterus is capable of 
bearing down and birthing a child. Often when a mother refuses to 
actively push she will get to a point where she notices a change in the 
feeling of the contractions where she can longer avoid pushing. The 
groups of uterine muscles actually switch during this phase so that, 
instead of opening the cervix, they begin pushing the uterus, and baby, 
downward. 

Forceps are used in delivery during the pushing stage by an 
experienced obstetrician when a woman is having difficulty 
bringing her baby down into her pelvis, a baby needs to be moved 
in a more optimal birthing position, or if a baby is having serious 
heart decelerations. It allows a woman to have a vaginal birth, thus 
preventing a cesarean section. A forcep instrument is made of two 
branches that lock together. Each branch has a curved blade that 
presses around one side the baby’s head. The woman is placed on 
her back and the obstetrician will administer a mild local anesthetic 
around the perineum and do an episiotomy. The position on the baby’s 
head is checked. Then the obstetrician inserts one forcep at a time 
on each side of the baby’s head (cupping it) and locks them together. 
The fetal head is then rotated to the occiput anterior position if it 
is not already in that position. The obstetrician does not pull, s/he 

accompanies a woman’s pushing efforts preventing the fetus’ head 
to retreat back when waiting for the next contraction. Many women 
are able to push their baby on their own once the baby is sufficiently 
engaged in the pelvis.

Meconium staining can indicate that the baby may be compromised. 
However, sometimes it just means that the umbilical cord is kinked and 
the labouring mom needs to adopt a different position. Or that the 
baby is presenting breech. Intervention is dependent on the colour, 
thickness of the stain, the stage of labour, and fetal heartrate. In any 
rate, consult with your caregiver if you notice that your amniotic fluid 
looks stained.

Pitocin can increase the length, frequency, and intensity of the 
contractions experienced. It is associated with risks which should 
be discussed with a care provider and weighed against the benefits, 
preferably during pregnancy: these can include a drop in fetal heart 
or fetal distress, and maternal infection; in extreme cases it has been 
associated with uterine rupture and fetal death. When present, it 
reduces the ability of the body to produce the natural form of the 
hormone, which in turn means that a woman will have to keep the IV 
for several hours postpartum or until her uterus is firm and low.

Placental abruption, when left untreated, puts both mother and 
baby in jeopardy. Although it only occurs in 1% of pregnancies 
worldwide, symptoms should be checked immediately. They include 
vaginal bleeding, abdominal pain, back pain, uterine tenderness and 
rapid uterine contractions (often coming one right after another). It 
can occur any time during pregnancy or during birth. Abdominal pain 
and back pain often begin suddenly. The amount of vaginal bleeding 
can vary greatly, and does not necessarily correspond to how much 
of the placenta has separated from the inner wall of the uterus. In 
some cases, placental abruption develops slowly. If this happens, you 
might notice light, intermittent vaginal bleeding. Your baby might not 
grow as quickly as expected, and you might have low amniotic fluid 
(oligohydramnios) or other complications. It is always best to speak 
with your caregiver, if any of these symptoms occur.

Posterior presentations are the main source of the, “Failure to 
progress,” diagnosis and exhaustion in labour, which in turn leads 
to caesarean sections. The main reason for it is that the part of the 
baby’s head which is presenting is wider in this position. The labour 
is characterized with a stop-and-go rhythm—there may be periods 
of regular and intense contractions and then periods with hardly 
anything or even nothing for days. This pattern may indicate a 
posterior presentation.

TENS machines consist of a small box with four wires connected to 
sticky pads. The pulses stimulate your body to release its own, natural, 
feel-good substances, called endorphins. It is also distracting and 
makes you feel in control! It takes about an hour for your body to 
respond to the electrical impulses by releasing endorphins, so start 
using it in early labour. The best place for the pads is on either side of 
your spine in your lower back. You can purchase a TENS machine at a 
physiotherapy equipment store, some pharmacies, or online.

Vacuum delivery is performed by an obstetrician who will usually 
do an episiotomy, attach a suction cup to the presenting part of the 
baby’s head and apply traction while mom is pushing. The obstetrician 
does not pull, s/he accompanies a woman’s pushing efforts preventing 
the fetus’ head to retreat back when waiting for the next contraction. 
Many women are able to push their baby on their own once the baby 
is sufficiently engaged in the pelvis.

Dictionary of Terms
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PLACENTA ENCAPSULATION SERVICES IN ALBERTA

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

A Conscious Birth: Candyce Morris
Serving Edmonton and area 

780-709-9514 

candyce@aconsciousbirth.com 

www.AConsciousBirth.com

Alicia Farvolden
Serving Edmonton and surrounding areas  

780-982-0175 

doula.alicia@live.ca

Amanda Radcliffe
Serving Wabamun, Stony Plain and Spruce Grove 
780-231-3355 
amanda.radcliffe88@gmail.com

Central Alberta Placenta Encapsulation
Serving Red Deer and Central Alberta 
403-396-3747 
info@centralalbertadoulas.com 
www.centralalbertaplacentaencapsulation.com

Doula Moon Birth Services: Justyna Czort
Serving Edmonton Area 
780-716-7180 
Doulamoonbirthservices@gmail.com 
Facebook.com/doulamoonbirth 
Instagram: doulamoon 
www.doulamoonbirth.com

Erin Church
Serving Edmonton and area 
780-619-8468 
erin.117@gmail.com 
www.madebyyou.ca

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) 
403-971-8094 
info@fierceandbeautiful.com 

From Baby, with Love: Sandra Finlan
Serving Red Deer to Rocky Mountain House and area 
403-896-7809 
sfinlan@frombabywithlove.com  
www.facebook.com/frombabywithlove

Full Circle Birth Collective
Sonya Duffee CLD CLDT (CAPPA) 

Serving Edmonton 
587-521-2717 
fullcirclebirthcollective@gmail.com 
www.facebook.com/FCBCdoula

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

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

Lacey Park (Chinook City Doulas)
Serving Calgary and Southern Alberta  
403-510-8834 
info@chinookcitydoulas.com 
www.chinookcitydoulas.com

Natasha Longridge CD(DONA), PES
Serving Edmonton and area 
780-318-9336 
natashalongridge@hotmail.com  
www.placentaedmonton.webs.com

Niko Palmer CD(DONA), PES
Serving Edmonton and area 
780-965-6585 
niko.palmer@gmail.com 
blossomingbellies.ca/

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 
403-668-7732 or 403-801-4081 
susan@purebirth.ca  |  www.purebirth.ca

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 info@asac.ab.ca and become an ASAC member! Go to www.asac.ab.ca, click on 
“About ASAC” and “Join/Renew Membership”.
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PLACENTA ENCAPSULATION SERVICES IN ALBERTA
Roots of Life Placenta Encapsulation
Serving Edmonton and area: Trudi Rumball RAc., HHP, PES  
780-298-9811 
Serving Calgary and area: Nicole Stevens RAc., HHP, PES 
587-984-4915

RootsofLifetn@gmail.com  
www.placentaroots.com

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

Women’s Balance Health
Serving Sherwood Park and Edmonton 
Addie Baklinski PE 
780-919-6870 
info@womensbalancehealth.ca  
womensbalancehealth.ca

Lactation Consultants @ Home

Alberta Independent Registered 
Lactation Consultants
www.ailc.ca

Shannon Bayer RN, IBCLC, RLC 
Sndanforth@hotmail.com| 403-618-5326  
www.entirelymom.com 

Leah Cadieux IBCLC 
ulactation@gmail.com| 780-299-9354 www.ailc.ca 

Pam Davey BSc., IBCLC, CD(DONA) 
birthingsinceforever@gmail.com | 780-554-8475  
www.wix.com/birthing/sinceforever 

Jenni L Duke PP IBCLC, RN, BSc, LLL 
Leader (Red Deer and Central Alberta) 
comfortu@liva.ca| 403.596.3853 

Krystal Hoople RN, BScN, IBCLC 
NaturalConnections@shaw.ca | 780-907-3481 

Kim Johnstone IBCLC 
kim@rootsfamilyservices.com| 780-490-8902  
http://www.ailc.ca 

Fiona Lang-Sharpe IBCLC 
fionalangsharpe@gmail.com | 780-886-6818  
www.fionalangsharpe.com 

Erie Melnychuk IBCLC 
erie@edmontonibclc.ca| 780-887-1189  
www.edmontonibclc.ca 

Mimi Pendlebury IBCLC 
mimi.pendlebury@gmail.com| 403-771-4770  
www.ailc.ca 

Christine Schubert IBCLC 
christine@overthemoonls.com | 403-688-7955 
overthemoonls.com    

Certified Lactation Counselors 
CLC

Arie Brentnall-Compton LE, CLC, CBE
arie@tadpoles.ca | 780-777-9525

Lee-Ann Grenier LE, CBE, CLC, LLL Leader
lacgrenier@gmail.com | 780-571-4039

Nadia Houle BSc (Kines), RAc, CLC
Women’s Balance Wholistic Health  
info@womensbalancehealth.ca | 780-919-6870

Taryn McLafferty BSc, CLC
doulataryn@gmail.com | 780-717-3717

Niko Palmer CD (DONA), PES, CLC
niko@blossomingbellies.ca | 780-965-6585 
blossomingbellies.ca

Ashley Polimac CLC
ash.polimac@gmail.com | 780-236-3575 
https://ashpolimac.wixsite.com/topknotnursing

Certified Breastfeeding 
Educators

Susan Prendergast MN, RN, NP, CBE 
info@ellithia.com| 780-293-6999  
http://www.ellithia.com/  

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.

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 info@asac.ab.ca and become an ASAC member! Go to www.asac.ab.ca, click on “About ASAC” and “Join/Renew 
Membership”.
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Community Resource Listing
Alberta Angel Dresses
They take donated wedding gowns and turn them into burial dresses for 
Angel babies. Please check first to see if they are currently in need of 
wedding dresses.  |  http://angeldressescanada.com/

Alberta Health Advocate
Albertan’s do not need to know which Advocate they need before calling 
or writing. This is a place to come to for advice on how to solve problems 
and staff will direct you to the correct Advocate or resources.

Address: 12th Floor, Centre West Building 10035-108 St,  
Edmonton, AB, T5J 3E1 
780-422-1812  |  Toll-Free: 310-0000 
healthadvocates@gov.ca  |  www.albertahealthadvocates.ca

Angel Whispers
Based out of Edmonton and provide support groups, counselling and 
connecting loss families with resources. 
http://www.angelwhispers.ca/angelwhispers/who-we-are

Compass Centre for Sexual Wellness
780-423-3737  |  info@compasscentre.ca   
http://www.compasscentre.ca/home

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. 
780-945-8080  |  contactus@edmontondoula.org 
www.edmontondoula.org

Edmonton VBAC Support Association/ICAN of Edmonton
Cesarean and VBAC parent meetings. Cesarean prevention class. Our 
Facebook page is where everything happens. 
#201, 8135 - 102 Street, Edmonton, Alberta  |  edmontonVBAC@gmail.com

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

Hazel’s Heroes
A weekend retreat held in Alberta for parents and families of loss, with a hope 
that connecting and being able to have open communication about their 
losses will help themselves, each other and their communities. 
https://www.hazelsheroes.ca/spa-wellness/

H.E.A.R.T.S
A support program, including counselling and many services. Three locations 
in Alberta!  |  http://heartsbabyloss.ca/

Hope Mommies
A Christian organization that was started in the US. Although no chapter has 
been started within Alberta there is an option to start a chapter, to support 
loss moms with resources and needed items, and for now offers an online 
community, resources, blog and more.

Parent Care
Support group run out of Edmonton.  
http://www.parent-care.ca

Pediatric Palliative Care Program, Child Health Program, 
Capital Health 
780-407-7210 (physician) or 780-407-7652 (nurse coordinator) 
Email Dawn Davies MD or Tara Wren 
Edmonton, Alberta, Canada

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

Postpartum Progress
Postpartum progress is a nonprofit that offers resources for moms suffering/
recovering from a maternal mental illness. Resources like the Mom Checklist, 
list of local specialist and support groups and peer-to-peer support. 
780-554-7383  |  kayla.yttri@gmail.com  |  www.postpartumprogress.org 

Sexual Assault Centre of Edmonton
To make an appointment for counselling, adults are asked to call our Intake 
Counsellor  |  780-423-4102.
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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: 780-916-8066 
Email: helping_hand@shaw.ca 
Website: www.helpinghandprenatal.weebly.com

Alicia Farvolden
Location: Edmonton 
Time: Private customized prenatal classes in your home on your 
schedule 
Phone: 780-982-0175 
Email: doula.alicia@live.ca 

Ananda Labour & Birth Workshops
Annemarie van Oploo, BScN, mom of four, doula and childbirth 
educator and Ryan Vogelaar, new dad, yoga and prenatal yoga teacher 
Location: Grow Centre on Whyte, 10516 - 82 Avenue, Edmonton 
Time: Sundays, 4 hour workshop 
Phone: 780-721-5430 
Email: birthspace@yahoo.ca 
Website: www.facebook.com/birthspace

Conscious Birth Circles:  
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, CBE, PES 
Stefanie McKinnon CD(DONA), CBE, PES 
Heather Hill (CD)DONA, CBE 
Location: Edmonton, Lucina Center 
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: 780-504-1424 
Website: www.theEnergyofBirthing.com

Hypnobabies Childbirth Education:  
Full Circle Birth Collective 
Nicole Sailes, Certified Hypnobabies Instructor
Serving Edmonton, Beaumont and area 
Time: Sundays at 1 pm and weeknights at 6 pm 
Phone: 780-929-0103 
Email: Nicole@fullcirclebirthcollective.com 
Website: www.fullcirclebirthcollective.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

Ohm Birth Angel: Childbirth classes
Moonlight in the night: Abortion healing circle
Gwladys Jousselme, Phd, Childbirth educator
Location: Bonnie Doon 
Time: on week-ends, weekly for 9 weeks, 3 hour/class 
Email: contact.gwladys@gmail.com 
Website: www.the-womb-of-love.com

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

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

Transition Doula Collective  
Trish Walker, Kayla Becvar & Erin Liber Birthing From Within Mentors & 
Doulas 
Location: Edmonton 
Times: Six Weekly Sessions (2hrs each) or Weekend (six hours each day) 
Phone: 587-596-5878 
Email: transitiondoulas@gmail.com 
Website: www.transitiondoulas.ca

Women Before Us Doula Services:  
Taryn McLafferty BSc, CLC
Evidence based prenatal classes (private or group) 
Location: Edmonton, Sherwood Park, Vegreville 
Time: 6 week series, or weekend workshop (each 12 hours of 
instruction) 
Phone: 780-717-3717 
Email: doulataryn@gmail.com 
Website: www.doulataryn.com

To include a listing contact info@asac.ab.ca and become an ASAC member! Go to www.asac.ab.ca, 
click on “About ASAC” and “Join/Renew Membership”.
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ASAC BIRTH & BABY TALKS  
SPRING 2018

Looking for something to compliment your prenatal 
classes? Looking to expand your knowledge about  
topics from pre-pregnancy, pregnancy and beyond?  
Or just to make some connections?

ASAC runs a free 11 week Birth & Baby Talk Series covering topics 
that vary from Fertility and Nutrition to Making the Best of Your 
Hospital Birth and Post-partum Health.

Keep a lookout on our website for dates, and to register, for our next 
Birth & Baby Talk series beginning in Spring 2018.

Wednesdays, 7–9 p.m., at the ASAC office:  
7219 – 106 St., Edmonton, side door

Cycle Charting and Fertility

Nutrition in Pregnancy and Beyond

Doulas and Prenatal Classes

Alternate Health Care

Pelvic Floor Health

C-Section Prevention

Making the Best of Your Hospital Birth

Breastfeeding

Babywearing, Cloth Diapering and  
Elimination Control (EC)

Post Partum Depression  
and Mood Disorders

Dads Night
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ASAC CONTACTS
President
Dana Weatherhead 
president@asac.ab.ca

Vice-President 
External
Naomi Carter 
vp_external@asac.ab.ca

Vice-President Internal
Christine Armitage 
vp_internal@asac.ab.ca

Vice-President Finance
Cynthia Hnatko 
vp_finance@asac.ab.ca

Treasurer
Vacant

Secretary
Kirsten Ziegler 
secretary@asac.ab.ca

Casino
Monica Eggink  
casino@asac.ab.ca

Membership 
Coordinator
Christina Louise Pettigrew 
membership@asac.ab.ca

General Info
Niko Palmer 
info@asac.ab.ca

Birth & Baby Talks
Vacant

Library Coordinator
Vacant

Gala Coordinators
Rita Ramkissoon and Vanlee 
Robblee

Diversity Committee 
Coordinator
Monica Eggink

Volunteer Coordinator
Kirsten Ziegler

Birth Issues 
Distribution 
Coordinator
Vacant

Social Media 
Coordinator
Morgan Reid

Playgroup Coordinator
Melissa Blythes 
playgroup@asac.ab.c

Bookings Coordinator
Ricky Issler 
bookings@asac.ab.ca

Mail Pick-up
Niko Palmer

Webmaster
Vacant

Join the conversation about options in birth and parenting
 ASAC (Association for Safe Alternatives in Childbirth)  @BirthIssues 

Be part of a unique 
organization!

ASAC educates women about 
pregnancy, birth and parenting.

 ❉ Publishes Birth Issues magazine
 ❉ Makes available its extensive library
 ❉ Information on midwifery care, doulas, 

VBAC, and natural childbirth options
 ❉ Presents free lecture series
 ❉ Organizes guest speaker special events
 ❉ Public outreach 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
 ❉ 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 waterbirth 
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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ALBERTA MIDWIVES To request midwifery care please fill out the centralized intake form found at www.aamclientcare.ca/waitlist/register

*These practices are not on the central intake form. Fill out the intake form, as soon as possible, and contact each midwifery practice in your area that is not on the central form.

Serving High Level area and 
Mackenzie County areas
Loving Arms
Tamar Quist (currently on maternity leave) 
780-464-3082

Serving Lac La Bche County areas
Tree de la Vie Midwifery
Chantal Gauthier-Vaillancourt, Marianne King 
www.treedelavie.weebly.com 
treedelaviemidwifery@gmail.com | 780-798-2395

Serving St Albert areas
St Albert Community Midwives
Anna Gimpel, Janelle McLeod, Jennifer Thomson 
www.stalbertmidwives.ca 
info@stalbertmidwives.ca | 780-470-0707

Serving Fort Saskatchewan area
Comfort Midwives
Bolanle Oyewole

Serving High River and Okotoks 
areas
Foothills Midwifery 
Gisela Becker, Kathleen Miller-Jobson, Marie 
Wilkinson 
www.foothillsmidwifery.com 
information@foothillsmidwifery.com 
403-995-3995

Serving Bow Valley, Cochrane, 
Canmore and West Calgary area
Cochrane Community Midwives
Elizabeth Larsson, Carly Scrymgeour, Chelsea 
Schneider, Shianna Pace,  Jessica Swain, Hannah 
Stewart-Vermette  |  www.cochranemidwives.ca 
cochranemidwives@gmail.com | 403-932-3176

Serving Lethbridge, Medicine Hat 
and Fort Mcleod areas
Grassland Midwifery 
Erin Giles 
www.facebook.com/pg/grasslandmidwifery 
erin@grasslandmidwifery.com | 403-977-3391

Midwives of Medicine Hat 
Cherry MacLagan, Terri Shaw 
www.facebook.com/pg/midwivesofmedicinehat 
403-866-1416

Serving Cardston County and 
Pincher Creek areas
Cardston Midwives 
Terri Demers, Eve Verdon  
www.birthpartnershipmidwives.com  |  403-246-8968

Edmonton, Sherwood Park, and Stony Plain areas

Beginnings Midwifery Care
Gaelyn Anderson, Megan Dusterhoft, Mia Fothergill, 
Teilya Kiely, Heather King, RaeVeillard 
beginningsmidwiferycare@gmail.com 
780-490-0906

Lucina Midwives
Frances Ahmed, Carly Beaulieu, Mélanie Chevarie, 
Jeneve Edwards, Joanna Greenhalgh, Krista Hamblin, 
Megan Lalonde, Michelle McEwen, Marita Obst, 
www.lucinacentre.ca  
midwives@lucinacentre.ca 
780-756-7226

Midwifery Care Partners*
Barbara Scriver 
www.midwiferycp.ca | info@midwiferycp.ca 
780-490-5383

HOPE Midwives*
Heidi Coughlin, Tara Tilroe 
www.hopemidwives.ca | hopemidwives@gmail.com

JoySpring Midwifery
Cathy Harness, Heather Martin, Ola Mebude 
joyspringmidwifery.ca 
loveyourbaby@joyspringmidwifery.ca

Meadowlark Midwifery
Jenna Craig, Marie Tutt 
www.meadowlarkmidwifery.com 
meadowlark.midwives@gmail.com 
587-523-0099

Passages Midwifery
Jenni Cruse, Melanna Mamo, Heather Martin, 
Samantha Stupak 
www.passagesmidwifery.com 
info@passagesmidwifery.com | 780-968-2784

Serving Calgary area

Alba Midwifery
Vivian Maclean 
www.albamidwifery.com | vivmaclean@me.com 
403-370-9773

Birth Partnership Midwifery
Theresa Barrett, Helen Cotter, Catherine Nicole 
Dakin, Tiffany Harrison, Susan Jacoby, Patricia 
Lenstra, Taryn Lynkowski, Michelle McEwen, Chelsea 
Miklos, Jeannette Page, Elise Pellegrini-Ferraro, Julie 
Pohoresky, Connie Sandau, Deborah Smith-Keen, 
Nicola Strydom, Nemi Tobins, Deepali (Deepa) 
Upadhyaya, Jennifer Wright-Maley 
www.birthpartnershipmidwives.com 
birthpartnershipinfo@telus.net 
403-246-8968

Calgary Midwives Collective
Alissa Bergsma, Hilary Field, Jamie Horn, Eileen 
March, Peggy Maudsley, Janna Miller, Avery Nixon, 
Aura-Taina Turcasso 
www.calgarymidwivescollective.com 
info@calgarymidwivescooperative.com 
403-452-6070

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

Aurora Midwifery
Anne-Marie Brash, Robyn Cowie, Laura Dhanwant, 
Sara Grundle, Rebecca Poitras, Alisha Julien Reid, Ali 
Reimer, Caroline Rocliffe, Hayley Schmidt, Kimberley 
Schmidt 
www.auroramidwifery.ca 
info@auroramidwifery.ca 
403-203-5105

Briar Hill Midwives
Natalie Beauchamp, Maura Burns, Toby Douglas, 
Nicole Guay, Rachel Kemp, Tamara Lacelle, Mary 
Landsiedel, Kim Little, Carol Stehmeir, Tietje White, 
Wendy Wood 
www.briarhillmidwives.ca 
info@briarhillmidwives.ca 
403-474-8260

Honeycomb Midwives
Melissa Andrusiak, Cassondra Evans, Krysta Hatlen, 
Christy LeBlanc, Shannon Sutherland 
www.honeycombmidwives.ca 
admin@honeycombmidwives.ca 
403-286-9945

Red Community Midwives
Maryam Gjerde, Erin Laing, Babil Pobee, Hsiao Lan 
(Nancy) Tsao, Monique Unrau 
www.redcommunitymidwives.com 
info@redcommunitymidwives.com

Serving Red Deer and Rocky Mountain House areas

Blessingway Midwifery
Barb Bodiguel, Nicole Matheson, Maria Schier 
www.blessingwaymidwifery.ca 
blessingwaymidwives@gmail.com

Prairie Midwives
Jenn Binden, Tina Henry, Melissa Roberts, Shehana 
Woodland 
prairiemidwives.ca | midwives@prairiemidwives.ca



Providing exceptional experiences in health and well being since 2003.

Specialized Services for Expecting & Current Mothers 

EMPOWER AND ENHANCE YOUR  
HEALTH AND WELL BEING

 ✽ Pelvic Health Physiotherapy  

 ✽ Rost Therapy

 ✽ Post partum Screening

 ✽ Physiotherapy

 ✽ Visceral Manipulation

 ✽ Low level laser therapy- phototherapy

No Physicians Referral Required.

780 443 4473     
www.curaphysio.com
17032 90 Ave Edmonton T5T 1L6 (same complex as West side Italian Center) 



FALL/WINTER/SPRING/ONLINE

"I feel such a sense of relief because I feel like I 
can finally stop hating myself for the things that 
happened during my labor." ~ Mother

A TRAUMA 
INFORMED 
MATERNAL 

MENTAL 
HEALTH 

PROGRAM 

FOR MOTHERS WHO ARE

Experiencing difficulties letting
go of what happened during 
their childbirth experience

Move through stuck emotions;
Make sense out of your birth; 
Find closure

 INFO@JENNIFERSUMMERFELDT.COMNEXT SESSION - JAN 9/2018

HEALING AFTER BIRTH 

"I gained the courage to believe that future 
births do not have to be the same way. I 
have realized how strong my body was, and 
how amazing it is for what it does." ~ Mother

YOU WILL BEGIN TO 

GENEROUSLY SUBSIDIZED BY:

C R E A T E D  &  F A C I L I T A T E D  B Y :  J E N N I F E R  S U M M E R F E L D T  M A C P ,  C C C - Q ,  C T R C ,  C G S C  
W W W . J E N N I F E R S U M M E R F E L D T . C O M




