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editorial    ERIN MAYOU HHP  |  Email me at bi_editor@asac.ab.ca

I am so excited to share this issue with everyone, 
as I too am a rural mom. In fact, I am even sharing 
my own birth story in this issue, which feels a bit 
vulnerable, but freeing. I have been waiting to tell this 

story since December 1, 2013. Although the birth story found 

in this issue is quite smooth and pleasant, the second half, 

which I will share in a future issue, is a story that I still find hard 

to tell, nearly five years later. It is a good example of how many 

things can factor into how a woman feels about her birth, 

beyond the health of the baby, mode of delivery, or location. 

Going through the process of editing my own story with one 

of my editors was a good reminder of how the authors are 

feeling when they share one of their stories with us: excited, 

nervous, just a little on display. I want to thank every one of 

the authors I have been able to publish, and will get to in the 

future. Your bravery makes it possible for Birth Issues to exist.

I would like to thank my editors as well. After seeing the other 

PHOTO BY KIRK PHOTOS

side of the editing process again, for the first time in five years, 

I want to thank all of them for the gentle guidance they offer. 

It is delicate work we do, and an hour to be trusted with these 

stories by the people who have lived them, sometimes while 

they are still a bit raw. Thank you also to my proofreaders who 

keep us all in check. Finally, I would like to extend a great big, 

“Welcome!” to the newest member of our team, Sasha Hunke, 

our new Ads Representative. It is great to have you on board.

Giving birth as a rural mom is a lot like any other pregnancy 

and birth, but it also has its own sets of worries, what-ifs, and 

stresses. What if I go into labour when there is no one to 

watch the other kids? What if there is a storm on the day I give 

birth? What if I have to drive myself, while in labour, with the 

kids? What if I go into labour while away from the house and 

without the kids? What if I give birth on the highway? What if 

I give birth quickly at home, without my care providers? What 

if I cannot find a care provider at all that has the same values 

in birth as I do? What if I give birth alone and something is 

wrong? 

When I had my first home birth after caesarean (HBAC) one of 

the deciding factors as to why my midwife agreed to attend a 

birth an hour away from her medical practice was that I lived 

ten minutes from Daysland which had a maternity ward. At this 

time Daysland had one of the highest caesarean rates in all of 

Alberta which certainly played heavily on my firm commitment 

to a home birth. By the following year, when I was pregnant 

with my daughter Geneva, Daysland had closed its doors to 

maternity. This has been a commonplace theme for many rural 

hospitals across the province. Instead we ended up having to 

be transferred to a hospital twice as far away, and even that 

community had rumors for a year or two that they may also 

lose their maternity services. I am grateful that they did not, 

and also that I found another midwife willing to attend me. I 

was able to experience a beautiful home birth, during the day, 

with my daughter present. I also had care providers to ensure 

my newborn was not suffering from an infection or condition 

affecting her breathing.

In our last issue on rural birth, “Rural maternity care: Giving 

birth locally matters” from Spring 2011, we advertised 

midwives for the Edmonton area (only six midwives at the 

time), and the only ‘rural’ midwives were for Spruce Grove, 

Stony Plain, and the Rocky Mountain and Red Deer area. Today 

we have seven-to-nine midwifery practices for the larger 
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urban centers of Edmonton and Calgary. The Red Deer and 

Rocky Mountain House area has three midwifery practices 

instead of just one. There has been new practices open in Bow 

Valley, Medicine Hat, Cardston, Fort Saskatchewan, and High 

River (to name a few). We have at least two northern practices 

open, with promises for another soon in Fort McMurray.

Rural women want midwives, and when we stick together and 

demand it, we create change. It is not a time to be complacent 

in our maternity care. Many women are still sitting on the 

provincial waitlist, unable to access a midwife. Many rural 

women are still avoiding registering if they know that midwives 

will not deliver in their area. Yet applying to the registry, 

demanding midwives from your local health services, and 

starting conversations on rural maternity care with your local 

MLA, are all excellent ways to let the province know their job 

of providing an equal choice of care providers for all Albertans 

during the childbearing year, is a long way from over. 

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

Halle Sofia Rolfson

Dave and Danielle Rolfson, and brother, 

Theo, are overjoyed to announce the 

birth of baby girl Halle Sofia. She was 

born without fear in our home on July 

30 with the support of midwife, Barbara 

Scriver, and doula, Vanessa Shynkaruk. 

Thanks to them for helping us achieve 

our HVBAC

Madeleine Olivia Nguyen-Cam

Born at 10:28, 5 lb, 13 oz on May 12, 

2018.

Bruin Iver Blom

Bruin Iver Blom was born at 12:02 a.m. 

on August 14. He was born at home in 

a warm and loving atmosphere. The 

birth was assisted by Dad, Mom’s friend, 

Mom’s mother, and two excellent 

midwives. His sister, Una, is crazy in love 

with this little bear.
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midwifery news    ERIN MAYOU HHP  |  Email me at bi_editor@asac.ab.ca

MIDWIFERY SERVICES ARE 
GROWING IN THE NORTH!
On October 15, 2018 Jaryn Vecchio reported for Mix 
103.7 out of Fort McMurray that, “Much-needed 
midwifery services are coming to Fort McMurray 
after years of advocating.” Minister of Health Sarah 

Hoffman told Mix News, “Grande Prairie is moving forward in 

the fall and then we hope to expand into Fort McMurray and 

Lethbridge after that”. The Alberta Association of Midwives 

then released an announcement on Facebook on October 25, 

that they were expanding midwifery in the north to include 

Fort McMurray and Grande Prairie. 

Midwives serve as the families’ primary care giver during the 

childbearing year: during pregnancy, birth, and to six weeks 

postpartum. Midwives perform medical checks and order lab 

work, as well as offer a choice in birth location; yes, midwives 

offer homebirths, but birth centres are also popping up across 

the province, including one in the small town of Plamondon 

in Northern Alberta. Hoffman also noted, “There are some 

conversations back and forth around hospital privileges… 

that may be a model some woman choose.” In 2016 55% of 

midwife births took place in a hospital.

Vecchio wrote, “The province plans on consulting with 

multiple groups, including local maternity groups and the 

Northern Lights Regional Health Centre, to discuss all the 

details moving forward.” It is exciting to think that northern 

midwifery practices could increase their viability and 

sustainability by working closely with regional health centres. 

Hoffman told Mix News that, “Each midwife can get up to 

40 pregnancies that she supports and we typically try to 

have two midwives in each community”. This means that 

funding for maternity care needs to continue to grow to 

allow these midwives to work to their full capacity. It may be 

worthwhile to examine alternate funding models for these 

practices, including the possibility of direct subsidies or basic 

living allowances for the midwives. It could also include the 

possibility of working with a second attendant, possibly one 

trained as a nurse practitioner.

Currently there are three midwifery practices in the entire 

North Zone: Tamar Quist of Loving Arms, and Chantal Gauhier-

Vaillancout and Marianne King of Tree de la Vie. Shortly after 

Tree de la Vie opened in 2016 they made news about fearing 

they may have to close their doors. When that years’ courses 

of care were first allotted, at the start of April 2016, Tree de la 

Vie and other midwifery practices were not provided enough 

funds to take clients past September. A course of care is the 

funds allocated to a midwifery practice from Alberta Health 

Services; they are used to pay for medical expenses, office 

expenses or possibly staff, and the midwife’s salary. Rural 

practices such as Tree de la Vie could be at risk of limited 

courses of care if they are not seen as priorities to Alberta 

Health Services. The voices of rural mothers must be heard, 

even if you feel midwifery is a long way from a reality in your 

area. Ask for it. Demand it!

Hoffman mentioned, “[I]t is definitely exciting for the woman 

who have been waiting for this choice in the community.” 

According to Mix News, “Hoffman notes it will be some time 

before a local practice can open its doors” and that, “[s]he 

says they hope to have everything completed within a year.” 

Although I appreciate all the hard work the government has 

done in their commitment to midwifery I would also like to 

point out that a year from now, the women waiting now for 

the choice of midwifery care will have delivered their babies. 

Many of the women pregnant today will have to travel over 

an hour to their nearest urban hospital while in labour. Several 

will have to travel this while the roads are icy and unclear this 

winter. Some will likely make the trip within one of our winter 

or early spring snowstorms. Some of those women will chose 

to forgo prenatal appointments simply because they are too 

far. A few of those women may even deliver alone, perhaps 

on the highway, simply because they have no other options at 

that time. One year is good, but it is not fast enough for any 

pregnant woman today. 
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44
student 

midwives

3,574
births funded for 
midwifery care

in 2017/18

125
registered 
midwives

!

56,329
total Alberta 

births in 
2017/18

of all births 
6%

Noreen was a midwife serving families in Alberta for 40 years, until 
she passed away in 2017. When she began, there were very few 
midwives practicing without regulations and funding. In the last 
decade of Noreen’s practice, she saw our community of midwives 
grow by 300% from only 31 in 2007.
Photo Credit: Vannessa Brown Photography | Noreen Walker, attending 
the birth of Heidi and Blair Taphorn. 
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Please note our website has changed to
alberta-midwives.ca
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ASAC president’s message    CHRISTINE ARMITAGE  | Email me at president@asac.ab.ca

I am very excited to announce that we finally have a full Board of 
Directors and new volunteers to help keep ASAC moving forward! 
Thank you to all of our current and previous volunteers; without people like you, 

ASAC would not be able to do the great work that it does. 

We are continuing to put the majority of our focus towards Birth Issues to improve 

the look and feel and to have topics that our members want to read about. If there is 

a topic you would like to read about, please let our Editor-in-Chief, Erin Mayou, know 

by sending her an email at bi_editor@asac.ab.ca. We are always looking for ways to 

expand our reach, so if there is a location in and around the city you would like to see 

Birth Issues distributed to, please send an email to our Distribution Coordinator, Carly 

Dailey, at bi_distribution@asac.ab.ca. 

I also want to remind you that every other month we have community meetings to 

listen to and discuss what our members have to say about what is happening in the 

community. These meetings are meant to be a fun social event where our members 

can come and meet our Board members, ask questions and let us know what you 

would like us to be doing. Our next community meeting will be January 8, 2019. 

I hope you enjoy this issue and the stories in it about the opportunities and 

challenges for rural populations. As always, please feel free to contact me if there is 

anything you want to talk about. 

780 893 3333
ask@babybirthpools.com
www.babybirthpools.com

Birth pool rentals

Helping you welcome 
your baby gently

Pools Available  for Sale
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By Jenna Hobbs

My first birth, nine years ago, I had a doctor. My 
second was a VBAC, with a midwife at the Royal 
Alexandra hospital. My third was a twin birth with 
no choice but to transfer to a doctor and deliver at a 
hospital because twins were outside my midwives’ 
scope of practice. I knew for my fourth birth and fifth, 

and last, baby that I wanted to peacefully deliver at home 

in my bathtub. I was thankful for a midwife that shared my 

enthusiasm to do so. 

I started the day on July 20, 2017, a Thursday, feeling a little… 

off, tired, different. I did not feel I could manage my four kids 

on the hour drive to the city and then up a flight of stairs, in 

order to see our midwife that day at 3 p.m.: the noise, the 

travel, just the energy it takes to move a seven, four and two 

two-year-olds from point A to point B. I was not sure, but my 

body was telling me it was too much, and I should not go.

I decided to lay down at our, “quiet time”. I put that lightly 

because it is never really that quiet around here. I was able 

to rest for an hour but still felt I needed to stay home, so I 

cancelled our appointment to see the midwife. Contractions 

slowly started at 2 p.m., 15 minutes apart.

At 3 p.m., when my scheduled midwife appointment was 

supposed to be, the kids climbed into our bed with a movie 

A RURAL BIRTH:  
AN UNASSISTED IUD STORY? 

PHOTO BY: HOBBS PHOTOGRAPHY

birth stories
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  A RURAL BIRTH: AN UNASSISTED IUD STORY? 

on Netflix that I knew would please all ages. I told Halle, who is 

seven, that I was in labour and that everyone being quiet while 

watching the movie was the best thing for me at that time. By 

3:15 p.m. I called and let my midwife know contractions were 

3-6 minutes apart and mild. I did instruct Travis, my husband to 

come home from work, and to bring supper, because I did not 

think I would be cooking this evening.

I was labouring over my bathroom sink, and in and out of the 

bath. I walked into the bedroom and looked at my children all 

sitting on my bed with the heaping bowls of animal crackers 

they had helped themselves to, fully ignoring the no food in 

mom and dad’s bed rule. I remember thinking, this is how a 

mom of soon-to-be five labours: with her children, at home, 

managing. It seemed fine. It seemed right.

As right as it seemed however, I did not expect this. We 

assumed I would labour in the night, like many of the moms-

of-many that I know seemed to. I was certain at this time that 

I would give birth tonight when the house was quiet. I just had 

some hours of labouring ahead of me, and I did not like the 

idea of that. I spoke to my midwife again around 4 p.m. but I 

did not want her to come and spend time waiting around for 

me to have this baby. We decided if contractions got longer, 

they were about 20 seconds at this time, she would start the 

45 minute to one-hour drive to our house. In a conversation at 

around 4:30 p.m. I said, “When I have a contraction I want you 

here, but when it is gone I am fine.” My midwife decided that 

was the hint she needed to get on the road.

Travis, my husband, came home at 4:45 p.m. as the movie 

ended and the kids’ attention turned to bed jumping and 

climbing on me. He took the three little ones to do the 

evening chores while Halle stayed with me. I instructed him to 

be back in at 5 p.m. to check on how things were progressing. 

At ten after five, seeing him out the window feeding goats and 

the pig, I sent a text telling him to get the kids to grandma’s, 

thankfully a one minute drive away, and get in here. This was 

a change. I knew at this point, the way the contractions felt, 

I needed to run a bath to deliver my baby. I ran the tub as I 

watched the farm truck speed down the driveway, come back, 

and speed down the driveway again: he had forgotten the 

PHOTOS BY: HOBBS PHOTOGRAPHY



www.birthissues.org  |  WINTER 2018  |     11

pizza he had gotten the kids for supper. 

Halle, who is seven, had planned at being at the birth for 

months, and she did exactly as we had discussed. She told me 

how good I was doing. She reminded me to open my throat 

and make low noises when I was starting to make high pitched 

sounds. She rubbed my back and placed towels on the edge of 

the tub for my comfort, without even being asked. Travis came 

in, calmly, ready to labour and have this baby. I could tell by his 

demeanour he did not know this baby was coming, now.

As Travis walked in at 5:20 p.m., our midwife called from the 

road and spoke with Travis about slowing down my labour. 

He told me I could lay in bed but I knew that was not actually 

possible at this point. I do believe I answered him with a 

disbelieving, “Yeah right!” I leaned over the edge of the 

tub and felt the head crowning. It was not only something 

I could feel but also envision because of the many births I 

have witnessed and photographed. The, “crowning phase” 

seemed to be over almost as fast as it started and I reacted 

by attempting those low noises that we talked about and 

Halle reminded me to do, but I struggled, trying hard not to 

let myself scream. With my eyes tightly closed, I could hear 

encouragement from Halle and Travis telling me to relax, to 

breathe. I said repeatedly, with what energy I could put towards 

speaking, “The baby is coming” knowing they were not getting 

what I was saying.

As we later confirmed, they did not realize the urgency of 

these statements and that, in fact, “The baby is coming” 

meant now, not soon. The next contraction, my whole body 

pushed without consciously pushing: just trying to survive 

the moments. I had delivered his head unbeknown to my 

onlookers because of how I leaned over the tub, and the 

attention turning to Halle who was worried about her mom. 

Travis held her hand reassuring her that everything was okay. 

I let them know, “The head is out.” Again, with only as much 

energy as I could use to speak. I then focused my attention on 

the baby. I had a moment where I felt and rubbed its head, able 

to relax. I felt joy. I could breathe, anticipate. I told Travis, “You 

have to catch the baby.” I am not sure, again, whether he knew 

the urgency or assumed yes, he might just have to, later, when 

the baby came.

PHOTOS BY: HOBBS PHOTOGRAPHY
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  A RURAL BIRTH: AN UNASSISTED IUD STORY? 

He did tell me his attention was out the window, focused on 

our long lane, praying the midwife would arrive. Well that did 

not happen quite soon enough. He likely then realized, “Baby 

is coming” meant now, because with the next contraction 

our baby was delivered into the bath, to much surprise. Travis 

reached down in the tub and pulled out his baby, who instantly 

let out his first cry at 5:40 p.m. Travis passed him to me, and I 

will never forget that moment as we both held him: the shock 

on his face and the joy on mine, Halle right next to us who I am 

sure was feeling a bit of relief. We called the midwife and she 

said she knew, when answering the phone, that the baby was 

born. She said she would soon be there. 

We sat a few minutes and recalled what just happened as we 

waited for the midwife, the placenta still inside. Adrenaline, 

joy, a little bit of disbelief. We felt a little unsure of what to 

do next. At 6:00 p.m. the first midwife arrived, who was called 

because she could get to our house faster. She assured us that 

everything was okay and going to be fine. She helped deliver 

the placenta and helped Travis with cutting the cord, while 

I was still in the tub. Shortly after, my midwife arrived. She 

retrieved the IUD buried deep in the placenta that lived in-

utero with the baby the entire pregnancy.

A couple hours later the little ones came back, ungracefully 

crawling over the bed, big grins on everyone’s faces, to meet 

the newest member of the family, Monty Mitchell Hobbs who 

weighed 7 lb, 14 oz.

This pregnancy, birth, and baby have forced me to grow in 

so many ways. In learning that we may have the reigns and 

that we can guide life in the direction we hope to go. Yet, 

sometimes we find we suddenly have to change paths and it is 

how we handle what life gives us that really matters. 

This fifth addition to family was not part of our plan, we 

became pregnant while I had an IUD. An ultrasound revealed 

that the IUD had migrated into my uterus, and I was told by 

doctors that removing the IUD would most likely terminate 

the pregnancy because of the proximity to the baby. I had to 

make the decision to keep the IUD and the baby, or not. After 

choosing to go ahead with the pregnancy, I had constant 

worry if this piece of copper in my body, where my baby 

currently lives, would affect my pregnancy in any way. I was 

fortunate to have a midwife throughout the entire pregnancy, 

a midwife who was an IUD baby herself which gave me the 

confidence I needed. 

Unable to deliver my babies at home in previous births, 

due to our distance from the hospital and a twin birth, I felt 

empowered and lucky to have the birth I had envisioned, at 

home, in my bathtub, with Halle and Travis at my side. The 

support during the pregnancy was incredible, and now, since 

this little soul has blessed us, I wonder some days if I am worthy 

of such love. Sometimes I wonder whether things are meant 

to be, or if this is just how life is… either way, I am truly grateful 

for this experience, this life and this new addition to our family. 

Jenna Hobbs is mom to five, living on a hobby farm west of Stony 
Plain, with her husband and animals. When not caring for her 
children, hens, goats or garden, she is sipping tea, and finding 
cracks of time to pursue her passion in capturing real life 
through her lens at Hobbs Photography.

Midwifery services provided by Beginnings Midwifery Care. 

PHOTOS BY: HOBBS PHOTOGRAPHY
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By Kirstin Mahan Thompson 

MY  
HIGHWAY 16  

BABY
I have told the story of my second birth more times 
than I can count. People are always incredulous. In 
this day and age, how did I manage to end up giving 
birth in a minivan on the side of the highway? In my 

mind, this sort of thing should be reserved for silly Hollywood 

movies, not my real life. My youngest son is now two and a 

half, healthy and active. Being born on the side of the highway 

has left no visible imprint on him. No – this is very much my 

story. It is one of those things that you carry with you for the 

rest of your life. 

From the day I found out I was pregnant with my second, I had 

only one fear that I thought I needed to combat. My first son, 

Alistair, had come within weeks of starvation in utero during 

my third trimester. Essentially, my placenta had started to shut 

down and he was getting very little nutrition. Beautifully, his 

little body prioritized the vital organs, and they continued 

to grow strong and healthy, but his overall size and weight 

gain tapered. When we finally realized what was happening, 

he had fallen about six weeks behind. At my last biophysical 

appointment, ten days before my due date, my doctor told me 

that my baby needed to come that day. It was at the point that 

he would be better out than in. 

It was surreal: I remember walking back to work from my 

appointment to tell my bosses that I was officially starting my 

maternity leave. Within one hour, we were headed back to 

the hospital for an induction. Twelve hours later, after a very 

gradual, but steady, labour, I was able to push out my little 4 

lb, 9 oz baby boy. Alistair Ian Edward Thompson was born at 

3:09 a.m. on July 13, 2013. He was a skinny, but vital, little man. I 

knew that nothing I had done could have prevented this, but as 

a mother it made me feel very protective. 

I had carried this fear into my second pregnancy. I fought it 

every day. I spoke to my belly, telling my little one that he was 

going to grow strong and healthy, that my body was going to 

give him everything he needed, and that he was going to make 

it to his due date. This was my goal. I felt that if I safely made 

it to the end of pregnancy, with a healthy-sized baby and no 

induction, the rest of labour would be relatively simple and 

free of intervention.

As I made it closer to my due date, my measurements began 

to taper off again, as they had with Alistair, and so I was sent for 

ultrasounds at 37 and 38.5 weeks, after which I was given the, 

“All clear.” Much to my relief, our baby was growing at a steady 

rate. I felt great. Now, I was truly curious as to what, “Going into 

labour” might feel like. 

My plan was to work until I went into labour. I felt fine, was 

not too uncomfortable, and had a big project at work. Around 

10:30 p.m. on March 28 I was lying in bed, trying to fall asleep, 

and I became aware of my Braxton Hicks contractions – more 

than my usual one or two a night. I eventually fell asleep, 

but around midnight they woke me up. This was new, and 

considering I was almost one day from my due date, I started 

texting my sister Stefanie, who I had asked to be my doula, 

describing the frequency and intensity – just a bit more than a 

typical Braxton Hicks contraction. My sister lives in Edmonton, 

so the moment I felt anything out of the ordinary, I knew I 

needed to get her to weigh in. The plan was for her to drive to 

Saskatoon to be there for the birth.

By 2 a.m., I was exhausted from timing and waiting for what I 

thought were maybe just active Braxton Hicks contractions. I 

finally fell asleep and woke up late the next morning. At that 

point, whatever I had been feeling had come to a stop. My 

first meeting was not until 11 a.m. I phoned Stefanie, but what 

I had not realized until after talking to her son in Edmonton 

around 9 a.m. was that she had driven all through the night 

from Edmonton to Saskatoon and was now at my parents’ 

house resting. It was hard not to immediately feel the pressure 

of her coming all that way, especially if it turned out to be a 

false start. When I phoned my sister at my parents’ to check in, 

she assured me that feeling rushed was not an issue and labour 

would pick up again for me soon enough.  

Following my meeting, I drove the ten minutes out to my 

parents’ so Stefanie could do some labour ‘encouraging’ 

stretches with me. She had me side-lie on the massage table 

at my mom’s and dangle my top leg off the edge, while she 

held me in place so I would not fall. I had experienced only one 

Braxton Hicks contraction during my meeting, so I was game 

for anything. After about twenty minutes of stretching (ten 
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minutes on each side), around 2 p.m., I decided to head back 

to work. It seemed that I might as well distract myself if things 

were not going to pick up. As I walked to my car from the 

house, I experienced a Braxton Hicks contraction that seemed 

to have a little more ‘oomph’ to it. “Interesting,” I thought, but 

headed to work anyways. 

Apparently, there was something to these stretches, because 

I continued to have mild contractions the rest of the day. 

Wanting to wrap things up at work, I decided to work through 

them. I recall one point when I was speaking with my co-

worker and it took everything inside me not whimper at 

the pain. I think back on it now, and it seems ridiculous to 

me that I even stayed at work. Yet, at the time, I just did not 

know how seriously to take things. I was more concerned 

with overreacting than with leaving things too late. I left work 

around 5:30 to pick up Alistair from daycare and headed for 

home. 

Home, for us, is a farm about 25 km outside of Saskatoon. 

Between our home and Saskatoon, we have about 7 km of 

gravel road, and the rest of the way (about 18 km) is a divided 

highway. I mention this because when you are going 140 km/

hr down a highway, it feels a lot safer when it is twinned. It had 

never occurred to me to be concerned about this distance. I 

assumed that mothers in labour in large cities would have to 

go just as far, if not further, in a potentially congested area. I 

had nothing but wide-open road to the city limits. 

When I arrived home around 6:15 p.m., I went into busy mode. 

I still did not know how long it might be and keeping busy 

helped me ignore the contractions. Unfortunately, I came 

home to my husband who had a terrible case of the stomach 

flu. This left the feeding, putting to bed, tidying, and prepping 

hospital snacks – which I would never need – to me. I fluttered 

about the house, moving through my typical evening routine, 

stopping when I needed to breathe into the pain, and then 

continuing.

This continued until shortly after 8 p.m., when Alistair was 

asleep. It was then that I finally stopped and settled into the 

rhythm of contractions. My husband propped himself up 

beside me while I sat on an exercise ball at the side of the bed. 

At 10:09 p.m. we called Stefanie to come, as the discomfort 

and intensity had started to increase. She gathered her 

sleeping teenage daughters (who would be able to stay with 

Alistair while he slept) and headed out to our farm. In the fog 

of labour, at 11 p.m., I recall my sister and husband switching 

jobs. Mark went back to the couch to sleep off more of his flu 

bug, and my sister moved into her active role of doula. She 

hooked me up with the Labour TENS machine1 (I had used 

this with Alistair’s birth and found the rhythm and methodical 

control a good distraction) and I moved back to the bed, 

as all I wanted to do between contractions was slip into the 

effortlessness of sleep – which I did. My sister quietly lay beside 

me and continued to encourage me through my contractions 

that woke me every ten minutes.

All through this, it never once occurred to me that I should be 

worrying about getting to the hospital. I had been through this 

part before: the exhaustion, the work, the rest – all of it. I had 

managed during my induction, and, for me, this felt like the 

same battle. This early, active labour continued from the time 

my sister arrived until shortly before 1:30 a.m., at which point 
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my last two contractions, still only coming every ten minutes, 

became more of a challenge. 

My sister suggested I try standing up and doing some hip 

circles at the side of the bed. I only made it through two 

contractions, now six minutes apart, before realizing it was 

not bringing me enough relief. It was at 1:42 a.m. that my 

sister suggested I get into a warm shower. As she went to our 

washroom to start the water, we noticed that I had a bit of 

bloody show, and then, without warning, another contraction, 

only three minutes after the last one. This was a change. I 

remember my sister shutting off the shower, and saying, “It is 

time to go to the hospital.” 

I calmly pulled myself back into my clothes, and then started 

roaming around the house, trying to put together all the 

things I had written on my list to bring to the hospital. I felt like 

I was bouncing around the house like a pinball, between the 

onslaught of three-minute contractions. My sister had to rouse 

my husband from his deep, flu medicine-induced sleep, and 

eventually, at 2:07 a.m., we all made our way into my sister’s 

minivan. As we hit the cold, early spring air, I finally started to 

realize the urgency of the situation. I could feel the first inkling 

of pressure, so when my husband asked if he should go back 

for the snacks we had forgotten, I yelled, “Just go!” My sister 

was in the front passenger seat, my husband was driving, and 

all 6 ft, 4 in of my 40 week pregnant body was laying across the 

front bench seat. 

As we were about to turn onto the gravel road from our lane, 

Stefanie said, “Stop!” You could hear the wheels turning in her 

brain. She was weighing our odds of making it to the hospital, 

almost a half hour away versus staying put and letting the help 

come to us. I did not let her finish. I told her in no uncertain 

terms that we were going to the hospital. My husband put 

the pedal down and we were gone. Here is where it comes in 

handy to have a husband who was raised on a farm. Driving 

down a gravel road at 120 km/hr ‘safely’ is something that 

comes with years of practice. We were blessed that, thus far, 

we had been having decent spring weather and the roads were 

clean and dry.

This is where my life transcended into the screenplay of a 

horror-comedy movie. The pressure had shifted into an urge 

to push that was so overwhelming it took everything I have 

ever had to blow it off. I had never done this before. With my 

first, the moment I was feeling the urge to push, I pushed. 

Under my sister’s instructions I looked up at the roof of the 

van, forced my eyes open and panted as hard as I could. 

Breathing off that urge goes against every fibre of your being, 

but doing that while speeding down the highway on the bench 

seat of a minivan is just ludicrous.  

At 2:11 a.m., my sister had decided she would call 911, rather 

than my doctor. I remember the conversation clearly in my 

head. I was telling myself there was no way I was having this 

baby in the back of the ambulance. Little did I know, we would 

not make it that far. 

Calling an ambulance to meet you when you are moving 

is a tricky thing. We were en route to the hospital, going 

southbound on Highway 16, somewhere between Langham 

and Saskatoon. The half of the conversation that I could hear 

when I was between contractions led me to believe that 

our 911 dispatcher was struggling to pinpoint our location. 

We flew south by one of the intersections as we entered 

the city limits, and my husband saw the flashing lights of the 

ambulance as they turned north. In my mind, I remember 

yelling haggardly, a long drawn out, “No!”

I was now past caring where I had this baby. I just wanted 

to push. My sister, in what I am sure was an appropriately 

urgent tone, let the dispatcher know that the ambulance 
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had just turned the wrong direction on the conveniently 

divided highway (remember how earlier I had said it was a 

good thing?) The ambulance had to head down another few 

kilometres before they could find a place to cut back across 

and head south. Finally, we saw the flashing red lights coming 

up behind us. My husband had since slowed down and pulled 

over. My sister leaned over the seat and said, “Kirstin, you can 

start pushing.” 

I bore down on the next contraction, finally allowing my body 

to sink its teeth into the force of this baby pushing its way 

down. The sliding door opened, and along with the 0 degree 

air that rushed into the van, I was greeted by two very calm 

emergency medical technicians (EMTs). My sister passed along 

the necessary information, and the first EMT said something 

along the lines of, “Well, it looks like you have everything under 

control.” I would have laughed, had I actually heard this, but 

I was busy at work. With the next contraction, at 2:24am, our 

little man was out. He was pink, kicking, and immediately the 

world was right again. Stefanie had caught him from the front 

seat, and he was quickly transferred to my chest and covered 

with a warm blanket. After that, it did not matter where I was. 

He was healthy, and we had made it, well… sort of.

Everything after that unfolded quite calmly. I was relocated to 

the back of the ambulance, covered with a warm blanket, and 

we headed for the hospital. We chatted about the experience 

with the EMT, already laughing at the insanity of what had just 

happened. Cullen James Thompson started his first attempts 

at nursing on the ride to the hospital, and by the time we 

were checked into labour and delivery, around 3 a.m., he was 

nursing like a seasoned professional. 

We went through all the typical checks at the hospital, and 

besides a few stitches, everything was great. We simply needed 

to wait for my doctor to come in and check us out. We were 

discharged from the hospital around noon and headed straight 

home. We left so quickly, we never made it out of labour and 

delivery. They also forgot to give us all the standard paperwork 

to even register his birth. When we went back a day or so 

later to pick up the forms, I recall being confused as to what I 

should put down as the place of birth. I knew we had at least 

made it to the city limits, so, at the very least, he could say he 

was born in Saskatoon, but we settled on ‘Highway 16 north of 

Saskatoon’ as his birth location. 

Almost exactly two and half years later, I have had time to let 

this whole event process, and in my post-partum evaluation 

I have concluded that I would not change a thing. I joke to 

people that we really should have stayed put, but in my mind 

I was, “High risk” and that meant you do not take unnecessary 

chances. I did not want to admit that the fear of birthing at 

home unassisted was greater than the fear of, say, delivering 

on the side of the highway. 

I had watched my sisters give birth at home, and loved the idea 

of it, but for me, I was just not there yet. Not in that moment, 

at least. I think about the decision, and the distance from 

the city was a complication, yes, but that was not the main 

deciding factor. There was a deep-rooted fear in me that said 

that the hospital was the safest place to be when you deliver a 

child. I had heard enough haunting tales from others of things 

that could go wrong immediately following the delivery of 

your baby. At the time, I believed that if complications arose, 

the closer you were to medical professionals, the better 

chance of a positive outcome. Giving birth on the side of 

the highway, then, created a shift in my perspective. I do not 

know, yet, what decisions I will make for my next delivery, but 

I am not uncomfortable with the thought of giving birth at 

home on the farm with a midwife. When the time comes to 

start planning, I will ask the questions that I previously avoided 

asking. “Is it safe for me to deliver a baby at home a half hour 

from a hospital?” “Who will I have with me?” “For what should 

I be prepared?” 

For now, all I know is that every pregnancy is different, and 

everyone must make the decisions that are right for them, for 

their body, and for their baby at that time. Whether you give 

birth on a hospital bed, at home in your plush king bed, or on 

the back seat of a minivan on the side of a highway, it is your 

experience – your story. 

Editor’s Notes:
1. A TENS machine stands for transcutaneous electrical nerve stimulation. This 

machine consists of a small box with four wires connected to sticky pads. It gives 
out little pulses of electrical energy. It is a non-invasive drug free pain management 
method. 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.

Kirstin Mahan Thompson lives on a grain farm just north of 
Saskatoon, Sk. She and her husband, Mark, have two energetic, 
farm-loving boys, Alistair (five) and Cullen (two-and-a-half). 
She is a partner at her architectural firm and loves spending her 
extra time reading, baking or hanging with her family. 



www.birthissues.org  |  WINTER 2018  |     17

By Meranda Bos

A ROAD WELL-TRAVELED 

Many women and their families have travelled 
down highway 63 seeking midwifery care. The 
closest option for the women of my community is 
Tree de la Vie, in Plamondon. When we found out we 

were expecting our sixth baby, having a midwife was the only 

option for my care. I wanted a midwife because I wanted 

to feel supported and respected with all of our decisions 

regarding my pregnancy and birth. I was not exposed to 

midwives growing up. I did not know of anyone who had 

received care from a midwife. I remember the first time I heard 

the term midwife when it was used in Oprah’s book club, in 

1998. I had always wanted the care of a midwife, however it 

was never an available option, because there was no midwifery 

practices open where I lived. After our fifth child, Jase, was 

born, I began working as a doula, and advocating for midwives 

in our community. 

Tree de la Vie is located in the small, warm community of 

Plamondon. It is a beautiful birth house on a field, at the end 

of the street, on a quiet road. The birth house is wonderfully 

decorated. Above the fireplace is a belly cast, beautifully 

painted with the tree of life. Art pieces of women holding their 

newborn babies hang on the walls. As well, there are countless 

books about fertility, pregnancy, labour, birth, breastfeeding, 

and parenting. When I opened the door for the first time I 

was greeted with the sweet smell of lavender and a smile 

from my midwife. I knew it instantly; I was going to give birth 

in this sacred space. There were a few skeptics around me 
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de la Vie midwives. They supported our decision.

On the evening of May 23 I lost my mucus plug. This was 

the first sign that labour was coming. The morning of May 

24, when Adam had just finished working his last night shift, 

I began having some mild belly-tightenings. I was feeling 

somewhat nauseated that morning, too. I was 38 weeks and 

three days gestation. I phoned my midwife and we agreed 

that it was in our best interest to leave as soon as possible 

and travel down to Plamondon. Our plan was to travel down 

on May 28, so I had nothing packed for us. I hurried around 

the house packing, as Adam tried to have a quick nap after 

his night shift. We ended up leaving Fort McMurray around 2 

p.m. By the time we left I was having mild contractions every 

five minutes. Our plan was to update the midwife if anything 

drastically changed. Otherwise, I would let her know once 

we passed Wandering River, which is 15 minutes away from 

the birth house. The rational side of me was panicking at the 

thought of not making it to Tree de la Vie; my heart was saying, 

“You will make it! Keep breathing, try to relax, and stay calm.” I 

continued taking deep yogi breaths, allowing my shoulders to 

fall away from my ears. I reminded myself, with every exhale, to 

release any tension.

We arrived at Tree de la Vie around 4:10 p.m., and everything 

had slowed down. A quick cervical check confirmed that 

I had dilated but was not yet in active labour. My midwife 

placed some acupuncture tacks in a few particular places to 

help labour progress; tacks are used for treatment, in order 

to stimulate certain energy points. We headed to the local 

grocery store for some food and then to the campground to 

set up our home-away-from-home; in preparation for this 

birth, weeks before we were expecting the baby, Adam had 

already towed the camper down to the campground.

Over the next three days labour would start and stall. I was 

growing increasingly frustrated with myself. My baby was 

presenting with his head resting on his hand; not all of his head 

was on my cervix. I had been doing lunges, side-lying release, 

sifting with the rebozo, and going for walks.1 My midwife 

reminded me to do fun things, unrelated to labour. On May 

27 we went exploring in Lac La Biche and Plamondon. We 

visited Café Cache in Plamondon, grabbed some chai teas, 

and headed to the park for some fun with Jase, my only child 

still young enough to be living at home with us. It had become 

a little more uncomfortable to walk around, as the pressure 

in my back had increased. I dropped Adam and Jase back 

that thought I was crazy for even attempting to give birth at 

Tree de la Vie being that it was my sixth labour and I was 40 

years old. They were worried that I may have too quick of a 

delivery, or that the medical community often talks about 

increased complications during pregnancy after a woman is 

35 years in age. There were moments when Adam and I also 

had self-doubt about our decision to seek rural midwifery 

care knowing that my last labour, with Jase, had progressed 

very quickly. However, I knew in my heart that it was the best 

decision for us, with the village of women I had around me 

who had also travelled down highway 63 and birthed with Tree 
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off at the camper. I was meeting my doula sister, friend, and 

acupuncturist at 6:30 p.m. at the birth house.

When my friend arrived it felt like home. The feeling of having 

her there was like a warm, cozy, loving, blanket. She placed 

some acupuncture needles in the labour points, and hooked 

up the e-stim machine (an electric stimulation therapy device, 

used in acupuncture to stimulate the energy points). She did 

a little belly massage, but most of all we talked. I felt more 

positive afterwards, like I could get through the next few days 

if the early labour continued. I thanked my friend for the 

treatment. Standing up, a huge gush of liquid soaked my pants. 

I said, “Either I just peed my pants, or my bag of waters broke,” 

as I walked like a duck to the bathroom. I called my midwife 

immediately, and she met me at the birth house at 6:55 p.m. 

My midwife gave me a swab2 that confirmed that my waters 

had broken. My doula’s work was not done yet. She took my 

truck to get Adam and Jase from the campground. My midwife 

immediately started running the water for the birthing tub, and 

I climbed in. The midwife then lit a candle for our baby.

Adam and Jase arrived while I was in the tub. I was feeling 

slightly skeptical that this was the real thing, but my mood 

was light-hearted. The contractions started in the front of my 

belly making my belly very tight and hard. They caught my 

attention to the point where I needed to stop talking and focus 

on my breathing. Between contractions, I commented on the 

flooring, telling Adam we should have put that style in our 

rebuild. Adam asked me how far apart my contractions were. I 

told him they were eight minutes apart. Actually they had been 

two minutes apart at that time; I had been completely unaware 

of how close my contractions actually were as they felt mild to 

me. I remember looking up at the clock to see it was 7:50 p.m. 

Shortly thereafter, everything became serious. I was no longer 

making jokes about the flooring. The contractions intensified 

and were coming closer together. It was most comfortable 

for me to take a modified yoga hero pose, sitting upright with 

my knees forward and legs folded underneath me. I had my 

hips slightly wider than my shoulders, allowing myself to be 

supported by my knees. During a contraction, I would move 
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my body up and down in the water. I knew this baby needed 

extra space to turn its head a little bit. I knew baby had to come 

down fully onto my cervix. I knew that movement was best for 

labour. As the contractions would come and go I would move 

up and down into the hero pose. Adam was alongside me, 

sitting quietly beside the tub. I had asked him prior to the birth 

to be quiet during the process.  

At 8:30 p.m. the pressure in my hips and tailbone was so 

intense, as my baby was descending down. I knew that I 

needed to keep my pelvis open, allowing the baby a lot of 

room. I was so thankful I knew how to use my breath, and 

my yoga pose. Every time a contraction would start I would 

continue the movement and take a deep inhale, then exhale, 

through my nose. When I was breathing too quickly, I would 

remind myself to slow down my breath. I would extend the 

inhale and allow the exhale to depart through my mouth. My 

midwife reminded me how strong I was, how I could do this, 

and how I could birth my own way without someone telling 

me what to do. 

Our back-up midwife made sure I drank lots of water and 

labour-aid during my breaks. My labour-aid was full of coconut 

water, honey, and sea salt. They wanted to ensure that I had the 

important electrolytes that a labouring woman needs. With 

every contraction I would shake my head ‘no’. My midwife 

reminded me to shake my head ‘yes’. They encouraged me to 

release the pain from the intense contractions by moaning low 

notes. We all moaned together. I remember Jase asking if I was 

okay. The back-up midwife reassured him that I was okay. She 

encouraged him to make his baby brother a card to welcome 

him to the world. 

Then came that moment were self-doubt kicks in and the pain 

intensifies so much; I asked for drugs. My midwife checked my 

dilation at 9:30 p.m. I was at 9 cm with a left cervical lip. The 

pressure in my tailbone was so fierce; I wanted to check out. I 

did not want to push. I dunked myself under the water, almost 

like a self-check-in, a reset, knowing we still had some work 

to do. When I emerged from the water my body was shaking. I 

knew we were so close. 

The contractions had become further apart, but the pressure 

in my tailbone was at its peak. I swung around the other side 

of the tub to where Adam was. I quickly checked myself, and I 

could feel the top of my baby’s head. He was right there. 

I sat back on my pelvic bones, pressed my feet into the wall 

of the tub, and five pushes later he arrived. At 9:58 p.m. Cody 

Wallace Adam appeared. Adam received him under my 

midwife’s guidance. 

Adam immediately placed our baby on my stomach. I felt a 

tugging on the umbilical cord, so we all looked down. Cody 

had the cord wrapped around his foot, twice. My midwife 

released the cord from Cody’s foot, which helped to relieve 

the sensation of tugging. However, it was discovered that 

Cody’s umbilical cord was shorter than normal. My midwife 

figured that this, coupled with the fact that his head had been 

resting on his hand, was the reason that Cody’s head had not 

been well applied to my cervix during the days of early labour. 

Jase cut his new baby brother’s umbilical cord with some 

help from the midwife. My placenta was born at 10:05 p.m. 

Afterwards, both midwives helped me out of the tub and into 

the washroom for a little clean-up, as Adam did skin-to-skin 

with Cody. Shortly after, Cody had his first latch at 11:00 p.m., 

and our midwife tucked us in for the night. During that night 

Cody happily nursed frequently. In between feeds he slept on 

my chest. It was perfect.  In the morning, my midwife made 

me a delicious breakfast of waffles with some fresh squeezed 

orange juice.   

I wish that all women and their families who want midwifery 

care have the option. Every woman deserves to feel supported 

in every decision regarding their maternity care. Every woman 

has the right to give birth in her own way. I am forever grateful 

to my midwife, and her back-up, for holding space for me, for 

allowing me to birth the way I needed to, for allowing Jase to 

be present, for normalizing birth as a natural event in life, and 

for giving Adam the option to receive our son into this world.

Editor’s Notes:
1. If the baby is not laying in the most optimal position for birth it can create 

difficulties with the onset and progression of labour. Sometimes the body will 
take time for the baby to change position. This could be a longer time going 
into labour, “False starts” to labour, or regular periods of contractions each day 
that seem to fade out or lose energy after a time. By using poses that open the 
hips – such as doing lunges, side-lying release, going for walks, or even up and 
down stairs – you can help open the hips wide enough to give the baby room to 
reposition into a more favourable position. Sifting with the rebozo, when guided by 
a knowledgeable practitioner, can help ease the baby out of the pelvic canal and 
allow more room for the baby to change positions.

2. If your care provider is unsure if the waters have broken, they may perform an 
amnicator test, which is an orange coloured swab that changes to navy blue when 
in contact with amniotic fluid.

Meranda and her family live in Fort McMurray, Alberta. 
Meranda has been working as a doula within the Higher Health 
Doula Cooperative for the last six years. Currently, there is no 
option for midwifery care within Wood Buffalo Region. 
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By Shauna Ruttan

THE STORY OF MY 
UNPLANNED HOME BIRTH

Different birthing options were not something I 
thought about as a kid. I have struggled with anxiety 
with doctors and hospitals since I was little, and 
instinctively knew that I would prefer if they did 
not have to be involved. Hearing about midwives naturally 

became something I was interested in, and the idea of a home 

birth quickly followed. 

When I first got married, we lived on the west coast. I dreamt 

of having my first baby in our small cabin by the sea: the 

sounds of the waves, seals, and birds in the background, a 

fantastic midwife. We had been trying to conceive for a year 

when my husband graduated from the University of British 

Columbia in 2015, and we moved to northern Alberta for him 

to accept a job. We had just learned before moving that my 

hormones (estrogen and progesterone) were extremely low. 

I was on hormone creams, prescribed through my naturopath, 

to help boost my levels with the hope of getting pregnant. 

As my hormone levels were so low, the doctor told us not to 

expect anything to happen for 6-12 months. The first month 

of treatment, my cycle went from 50 days to 37 days. The next 

cycle I was pregnant. I was concerned about miscarriage, so 

after speaking with my naturopath about risks, I decided to stay 

on the hormones until 24 weeks. My family physician tried to 

talk me out of continuing treatment. I asked if he could check 

my hormonal levels and if they were satisfactory, that I would 

agree to discontinue. During the cycle of conception, I was 

having my blood work taken every ten days to track my levels, 

and I had the bare minimum amount of hormones to make 

me ovulate and get pregnant. Now that I was pregnant and 

worried about sustaining the pregnancy, he refused to send 

me for additional blood work, which made me feel angry and 

powerless. When my family physician sent in the referral for 

an obstetrician he included my choice to stay on the hormone 

creams. A few weeks later I received a very angry letter from 

the obstetrician saying that I was putting myself and my baby 

in harm’s way by continuing treatment. The obstetrician also 

stated that they would not accept me as a patient unless I 

discontinued the treatment. With neither a respectful and 

open conversation nor a full work up to confirm that levels 

were high enough, I was left with conflicting information, and 

felt abandoned, blamed, and anxious. 

By 12 weeks pregnant, my anxiety was at an all-time high, and 

I could not go forward with having a hospital birth with my 

obstetrician. I had not even booked an appointment because 

I was too terrified, and I did not want to go back to my family 

physician either. At this point I was seriously considering 

skipping all checkups with any doctor and just going to the 

hospital in labour. There was no delivering hospital in our 

community, so I would have to travel to Grande Prairie or 

Peace River. I really did not like my options.

After careful consideration, I decided the midwife in High Level 

(four hours away) was too far since I did not have any contacts 
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or support in that community. I sent out a desperate plea to 

all the midwives in Edmonton. I knew that the waitlists for 

midwives in larger city centres were long and it was not likely 

that I would receive midwifery care.

Miraculously, one midwife accepted me. I drove each month, 

during the winter, to my appointments. Living in northern 

Alberta was rough, and lonely. I felt robbed of getting my 

homebirth surrounded by close friends and family. Thankfully, 

I had sisters and friends in Edmonton who let me stay a night 

or two during those visits, which really helped me not feel so 

isolated. It was exhausting and uncomfortable to be driving 

so long alone, but I was willing to do anything to have the 

amazing care of my midwife. Initially, I wanted a midwife so 

that I could avoid doctors, but I quickly saw that I was receiving 

so much more than what a doctor would provide. My 

appointments were as long as I needed them to be. We could 

discuss any questions or concerns, and I could clearly see that 

she was sincerely interested in how I was doing. My midwife 

provided information and left me with the power to make an 

informed choice. I felt educated, empowered, and cared for. 

Initially, I wanted to have my baby in one of my sisters’ homes. 

After a few months, I decided that I did not want to disrupt 

their already full and busy homes. I wanted a peaceful (kid-

free) environment. I did not want to birth in the hospital, but 

we could not afford the birthing centre or a hotel. I decided to 

attend a tour of the Royal Alexandra Hospital to hopefully calm 

some of my anxiety. I took comfort that my midwife would be 

with me, but the tour did not calm as many fears as I would 

have preferred. I wanted something private, that prioritized a 

woman’s choice and autonomy, and I did not feel the hospital 

would offer that to me. This was not the place I wanted to 

birth, but it looked like my only option. I contacted my aunt 

and uncle in Sherwood Park and asked if we could stay with 

them before and after baby was born; they of course were 

happy to open their home to us. 

Even though I was so excited to get pregnant, I had suffered 

with a lot of depression and anxiety during pregnancy. I put on 

a positive face in public, but inside I really hated the feeling of 

my baby inside of me. I hated sharing my body. I was so unsure 

during pregnancy if I would even like this baby. Thankfully, I 

came out of that depression around 36 weeks; I began to feel 

excited again and feel some actual love for my baby. 

At 36 weeks my midwife palpated the baby and discovered 

he was not head down. I spent two weeks lying upside down, 

using ice packs, and doing headstands in the pool trying to 

convince this baby to flip. After all the effort to get a midwife, 

I did not want to be transferred to an obstetrician to deliver a 

breech baby. Baby spent his own week trying to flip, and was 

now officially, “Head down!” 

It was Friday, April 22, 2016, a full moon, and my list of, “To-dos 

before baby” was just about done. I had a few errands to run 

and a meeting with my MLA that morning to discuss access to 

midwives in the Peace River region. My meeting with the MLA 

was positive, but I left feeling like it was going to be a long road 

before we saw equal access for all Albertan families.

I came home from my day of errands and crossed off the last 

few items on my to-do list and breathed a sigh of relief, patted 

my belly and said, “Well, looks like we are all ready.” My dog 

had suddenly become cuddlier around my belly. That evening 

after some special time with my husband, my Braxton Hicks 

contractions started to become more consistent and slightly 

more intense, and I also could see a bit of a bloody show. I 

texted my midwife and asked what I should do. She left it up to 

me: I could jump in the car and drive down to Edmonton, or 

drive to a hospital. I wanted a full night of sleep so I decided to 

wait and play it by ear. 

I woke up a lot that night with Braxton Hicks contractions 

and decided to wake my husband around 6 a.m. I told him 

that we were going to Edmonton today. We both had some 

minor things to do and my belly felt like a super hard boulder 

the entire time. I was having constant contractions, but they 

were not painful. All my normal anxiety had disappeared. I felt 

completely safe. 

At 4 p.m. we got into the car and started our journey to 

Edmonton. I started timing my contractions and they were 

about 30 seconds to a minute long, every two-to-three 

minutes; not super painful, but noticeable. I felt relaxed and 

calm, though I felt every bump in the road (lots on northern 

Alberta highways). We jammed out to music and I rolled 

my hips with each contraction. The song by The Killers, “Mr. 

Brightside” still reminds me of being in labour. I had practiced 

visualizing, focusing, and embracing the process for months 

during my many Braxton Hicks contractions. Now it was the 

real thing and it was amazing! I visualized, during the entire 

drive down to Edmonton, my body relaxing and everything 

loosening and opening. All my anxiety left me during those 

hours. I felt safe and confident in my body. My dog stayed 

on my lap most of the trip, trying to comfort me during 
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my contractions. My husband just kept driving, any fears 

or concerns he kept to himself. We stopped at numerous 

gas stations for me to use the washroom. We both silently 

wondered if I would end up delivering in one on the way. 

We arrived in Edmonton around 10 p.m. We dropped off our 

dog at my sister’s house and then headed out to Sherwood 

Park to my aunt’s house. I called my midwife and asked her 

to meet me there. She was not super convinced that I was 

very dilated because I was so calm: I was on the phone talking 

to her, giving directions to my husband, all while having 

contractions. We arrived at my aunt’s house at around 11 p.m. 

to settle in and to wait to go to the hospital. My mom, who 

left Lethbridge at around 4 p.m., arrived in Sherwood Park five 

minutes after us. We unpacked the car, and my mom took off 

to the grocery store to get some food for the next few days. 

My aunt and uncle were away for the weekend for a wedding, 

so the house was empty. 

My husband and I stood downstairs near the guest bedroom 

and bathroom, talking and waiting for my midwife. I suddenly 

got a super strong contraction. I grabbed the doorframe, 

breathed down and then felt a gush of relief: my water broke. 

My husband stood there wide-eyed with concern as liquid very 

quickly soaked my pants. I said, “Well, I think I’ll take a shower 

now.” I texted this latest update to my midwife, and my mom 

and I got in the shower. 

During the next 20 minutes the contractions shifted and got 

really intense. The water falling on my back was the only thing 

helping me keep my cool. I breathed deeper and longer, 

shifted my weight, and rotated my hips with more purpose 

than ever before. My husband entered the bathroom and 

asked, “What do you want me to do?” It took all my effort to 

reply, “What? I don’t care what you do.” Each surge was so 

powerful, and they felt like they were coming back to back. I 

pushed hard on the tile of the shower, leaned over, and used 

all my mental effort to stay with it and not lose it. In those 

20 minutes, for the first time, I felt unsure if I could do this, 

especially if I had to do this all night. I did not completely 

understand what was happening at the time, but I was 

transitioning and started to feel like I could push. 

My midwife arrived around 11:30 p.m. I had one last strong 

contraction, then I got out of the shower. My midwife led 

me to the bedroom, but I suddenly felt like I needed to use 

the washroom. Everyone gave me my privacy, and I started 

grunting and pushing while sitting on the toilet. My midwife 

called, “Are you pushing?” I replied, “Umm, I think so.” She 

came into the bathroom and checked me on the toilet: I 

was 9.5 cm dilated. We looked at each other and decided 

that going to the hospital was not in the cards. She asked if 

I wanted to labour in bed and I exclaimed, “Ya, no! I am not 

moving.” 

The contractions were now about every two minutes. My 

husband grabbed a stool and sat on the left side of me. I 

gave him instructions to only rub my lower back during a 

contraction. The time in between contractions was so relaxing 

(as relaxing as they could be on a toilet). The contractions 

were not as painful as they were in the shower and I felt 

completely capable of getting this baby out. I did not feel 

rushed, rather I let each contraction come, breathed, and 

pushed as hard as I could. My mom arrived back at my aunt’s 

house a few pushes before baby crowned. The ring of fire 

is real! That was the only time during all my labouring that I 

roared a bit.

My midwife encouraged me to feel my baby’s crowned head 

and all the motivation and power came back into me. One big 

push, and a couple little pushes, and my midwife caught our 

little boy at 12:13 a.m. The minute my son was born, I felt like I 

had given birth to a little furnace, because I suddenly became 

super cold and shaky. We waited for the cord to stop pulsing. 

My husband cut the cord and we moved to the bedroom. 

This was one of the best parts of delivering in a house. I got 

to cuddle into a king size bed with my hubby and baby and 

everyone else worked around us. They measured him at 7 lb, 

8 oz, 21.25 in long. We named him Henry Robert Ruttan, in 

honour of my grandpa and my husband’s grandpa.

I had been leaking colostrum since 12 weeks pregnant, so I 

did not have any doubts about breastfeeding. Our little boy 

never lost an ounce; he gained 5 oz in the first four days. After 

watching most of my older siblings get married and have kids, 

I knew that the beginning of nursing could be uncomfortable 

and possibly a little rocky. I tried to view nursing my son as 

learning a new dance. We were learning together. I enjoyed 

nursing my son for the most part. We had ups and downs and 

some days of me feeling like a cow, but my postpartum period 

was so much better than I had anticipated. 

We drove back up to Northern Alberta four days later. I cried 

the entire drive because I could not hold my baby. I kept 

ordering my husband to pull over so I could hold him, even 

though he did not need to be fed. I mourned not having the 
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six weeks of check-ups from my midwife. We had only a few 

connections in our home community. One month postpartum, 

we had a lot of family come visit for a weekend. I was grateful 

to have my family travel all that way for us, but all at once 

was too much for my postpartum body to handle. I promised 

myself and my husband that I would not be interested in 

having baby number two until we lived somewhere I could 

have all the support of a midwife-attended home birth. I also 

wanted to be closer to family so I could have more support 

while adjusting to another baby.

In July 2017, when our son was 15 months, we moved to 

Medicine Hat. The first thing I did before we decided to 

move was to see if there were any midwives in Medicine Hat. 

I cannot wait until I can have a homebirth with one of the 

midwives here. 

Shauna Ruttan is a stay-at-home mom of a busy, happy son. She 
loves photography, crochet, and a good, long relaxing bath. She 
has become passionate about equal access to birthing options, 
including midwifery care. She resides in southern Alberta but 
dreams of living back on the west coast. 
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• In-home breastfeeding consults covering a wide 
range of difficulties, specializing in tongue tie.

• Private and group pre-natal classes, education 
and workshops for professionals.

•  Clinic appointments, no wait times, no referral 
   required.
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By Rebecca Widdicombe

MY BODY, MY BABIES:  
MY TWIN BIRTH STORY
My name is Rebecca, and I am an active mom to 
four busy children! My eldest just turned five and 
is in kindergarten, my second is three and my twins 
are nine months. I live in Chetwynd, a rural town 
in northern British Columbia. The closet place we can 

deliver our babies is an hour away in the neighbouring town of 

Dawson Creek, BC. 

We have local physicians that do all our prenatal appointments 

until we are 30 weeks gestation. Then we are referred to a 

general practitioner or an obstetrician and gynecologist OB/

GYN in either Dawson Creek (an hour away) or Fort St. John 

(a larger center two hours away). From 30 weeks on we must 

travel to another community every two weeks until 35 weeks 

gestation and then weekly thereafter. It was manageable 

for my first pregnancy, but with each successive pregnancy, 

including the higher risk involved with twins, you can imagine 

the difficulty with coordinating times, babysitting, and weather. 

Snow and ice come early in the north; no matter what time of 

year you are pregnant, you are bound to get a few months of 
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winter driving, and for my third pregnancy I happened to have 

nearly seven months of it to negotiate.

We chose Dawson Creek, BC for my first birth because my 

amazing female general practitioner (GP) practices there, 

my sister in law lives there, and it is closer. For my second 

birth we delivered in Fort St. John as my amazing GP from 

Dawson Creek was on maternity leave herself, so I thought we 

would try a new hospital. It is a brand new hospital; however, 

they have a different set up where you just show up on 

appointment days and you see which ever doctor is working 

that day. I personally do not like that system and I felt my care 

lacked continuity because I never saw the same doctor twice. 

I never even met the doctor who delivered my daughter prior 

to her birth. The care was good, but not personal so we chose 

to go back to Dawson Creek for my third pregnancy. 

It can be very stressful to travel while pregnant or in labour 

to another community. I often travelled alone for these 

appointments, as I was able to hire help for my other children. 

I was also was anemic with my twins’ pregnancy so had iron 

infusions three times that lasted for six hours each time. I am 

grateful I hired help so I did not have to take my children to 

my pre-natal appointments. It would have been difficult for 

the kids to be cooped up in a vehicle and sitting quietly at 

an appointment for three-eight hours each appointment; 

this means it would also have been too stressful for me. My 

pregnancy was exhausting and challenging on my back. It was 

hard for me to buckle the two kids into their car seats and get 

them in and out of our van. 

I had received excellent care for my previous two pregnancies. 

I had great doctors and nurses for vaginal delivery and 

postpartum care. Overall, they were great birthing experiences 

and I was excited for my third, and fourth, experience as 

I found out I was pregnant with twins! I was immediately 

referred to the OB/GYN in Dawson Creek by a GP in 

Chetwynd. At 15 weeks pregnant the OB/GYN already wanted 

to discuss the caesarean date, and encouraged me to get 

Harmony testing done – which is a genetic test to screen 

for Down syndrome.1 He went through every single risk with 

having multiples. I sat in complete shock, not really thinking I 

needed the screening done but did it because he encouraged 

me to do so if we could afford it. The screening came with a 

price tag of $500. I went ahead with the screening, and I had 

tremendous frustration with myself for doing it after. It would 

not have changed the outcome if they had a genetic disorder. 

It was in that moment I thought to myself, “Rebecca, you do 

not have to do anything you do not want: your body, your 

babies, your say.” I promised myself in that moment, I would 

never feel pressured to do anything I did not want to regarding 

my body, my pregnancy, or my babies.   

At the next appointment, I was ready to let the OB/GYN know 

that I would prefer delivering the twins vaginally. If something 

were to go wrong, then I would have an emergency caesarean, 

but not one minute sooner! He would not hear of this. 

When he did not listen to me I felt frustrated and confused. 

I had never been in a medical situation where someone was 

deciding what was best for me, especially when presenting 

only one option when I knew that I had other choices. My 

initial thought was, “excuse me?” in a voice about ten octaves 

higher than normal. I felt shock and disbelief, followed by 

frustration and anger. I then turned to my very supportive 

female GP who delivered my first born. She encouraged me to, 
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“stick to my guns” and not get forced into having a caesarean 

if it was not needed. Unfortunately, she could not deliver my 

twins without the OB/GYN, so at 32 weeks gestation I decided 

to seek out other options. 

I am so grateful that I did. I found out that a midwife had just 

opened an office in Dawson Creek two months before I was 

due! During one of my six-hour iron infusions I was telling a 

nurse about my experience with the OB/GYN, and she was 

absolutely not okay with me being treated that way. She 

called the midwife herself and asked her to take me on as a 

patient. The midwife was agreeable, so I promptly made an 

appointment with her! The level of care I received from the 

midwife was thorough, on point, and she listened to how I 

wanted to bring my babies into the world. I saw the midwife 

twice before the babies were born. The birth plan was a vaginal 

delivery at the hospital in Dawson Creek, BC. 

The morning of March 22, 2018 I woke up with a feeling that 

my babies were coming, I consider myself incredibly in tune 

with my body and I get this odd feeling before I go into labour, 

like a humming, a slight vibration in my cervix. I had already 

reached 37 weeks, so my babies were ready to come into the 

world at any moment! 

There was a snowstorm in Chetwynd which limited options for 

labouring longer at home, so my husband and I packed our 

overnight bags, kissed our toddlers goodbye, and were wished 

good luck by our help and extended family. We headed out 

to our neighbouring town of Dawson Creek in hopes I was far 

enough along, as they will only check you into the hospital if 

you are in active labour and 4 cm dilated. 

When we got to the hospital, around 1 p.m., I was not yet 

feeling labour. Around 3 p.m. I was hooked up to a monitor 

that showed I was having contractions about once every 

ten minutes. We were told the local OB/GYN was gone and 

that the hospital was going to either send us off to Fort St. 

John (another hour away) or Grande Prairie, Alberta (one-

and-a-half hours away). The midwife had hospital privileges 

in Dawson Creek, however, they cannot perform caesarean 

sections or hysterectomies if complications arise. So, an OB/

GYN is typically on stand-by in case anything with the mother 

goes wrong; since the OB/GYN had gone home at Dawson 

Creek, they were discussing transferring me to another 

hospital which currently had an OB/GYN on-call. The snow 

storm that was going on was playing into the discussion as 

well. If transferring had to be the case my midwife would not 

have been able to come and I would have arrived at a hospital 

with staff who I had never met me and did not know my 

history – I did not want this option! 
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By 4 p.m. my labour had become quite intense and I requested 

to come off of the monitor so that I could walk around the 

hallways. With two previous labours under my belt, I felt ready 

to begin the marathon that is birth. I laboured for an hour and 

a half with incredible support from all the nurses and both 

midwives. So many people were there to support us: an OB/

GYN from Fort St. John rushed to Dawson Creek, there was a 

GP, four nurses, a respiratory therapist, two midwives and of 

course my husband.

The midwife wanted to do a full assessment on me before 

making the calls to see which hospital would take me on. 

She asked me to step into the washroom before performing 

the exam, and while I was in the bathroom my waters broke, 

only twenty minutes after deciding it was time to transfer. My 

midwife confirmed that my waters had broken, and informed 

me I was not going anywhere as they started to prepare for 

the babies’ arrival! I climbed onto the bed and asked for an 

epidural, as the pain seemed too much. My midwife asked to 

check my dilation and found I was 7 cm dilated. She told me, 

“You have already birthed two babies, and know your body. 

You can push when your body tells you to push.”

The midwife and nurses turned their back to me to put gloves 

on. I roared out, “The babies are coming!” and immediately 

birthed my first daughter onto the delivery bed, before anyone 

could finish putting on gloves. 

We welcomed two very healthy baby girls into the world at 

6:05 p.m. and 6:15 p.m. Madeline was born first weighing 5 lb, 

13 oz and Lydia followed weighing 6 lb, 6 oz. 

My care providers were worried about postpartum 

hemorrhage after the birth, and so I was placed on an oxytocin 

drip. It was actually more painful than my labour had been, as 

the oxytocin helped to shrink my uterus and stop the bleeding.

The next morning my GP came in to congratulate me and 

tell me she was proud of me, and that I was able to request 

a vaginal twin birth. I am so grateful I listened to my own 

intuition and advocated for myself to have a vaginal delivery. 

I healed quickly, went home the next day and was greeted by 

my two and four-year-old children who absolutely adore their 

two baby sisters! Since March of 2018, four more sets of twins 

have been delivered vaginally in Dawson Creek. I am excited 

these mothers knew they had a choice to deliver vaginally! 

Editor’s Notes:
1. Harmony is a company name for a non-invasive prenatal screening, which tests 

the baby’s DNA by examining fragments of that DNA found within the pregnant 
individual’s, blood. It can provide accurate information about the most common 
chromosomal conditions as early as ten weeks. It may also be referred to as NIPT, 
or NIPS.

Rebecca has an active home and work life: owning two business 
with her husband, Devon, while raising their four young 
children (Blake, five-years, Eloise, three-years, and twins 
Madeline and Lydia, seven-months). Rebecca loves to read, play 
squash, practice yoga and travel. 
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By Erin Mayou

COUNTRY BABY, CITY BABY:  
A RURAL BIRTH TURNS TRANSFER

Acquiring a midwife is not an easy task in Alberta. 
Getting one in 2013 as a rural mother, who lives 
more than an hour outside of an urban centre, felt 
like a miracle. Given the current funding model provincial 

midwives have to work within, it was amazing that I was 

able to access midwifery care for my third pregnancy. The 

midwife I had for my second child—a vaginal homebirth after 

caesarean—always took a much deserved break during the 

month of December. Although I was uncertain of my baby’s 

due date, I knew it would be near the holidays, so I was worried 

if I would ever find another midwife who would accept a client 

an hour and a half from Edmonton. 

I felt lucky when I first acquired a midwife at eight weeks 

pregnant. Birth location became a common topic on our 

visits and I considered traveling to the city for the birth, 

staying with friends or renting a hotel. In the end I was afraid 

to travel on the highway in December for a third birth, or to 

birth anywhere other than in the safety of my home. When 

my midwife still agreed to attend my home birth, I knew it 

was more than luck; it showed her passion and dedication 

to a woman’s choice for birth location. I knew this was not 

something that rural moms were often able to experience.

Prenatal appointments were a day affair. It would take about 

three hours of driving (roundtrip), inevitably involve some 

errands to run in the city, and would include the hour-long 

visit with the midwives. The whole experience was always 

well worth the time, distance, and money spent on gas. As 

the months passed, I prepared for the birth of my third baby 

by listening to Hypnobabies recordings and arranging a spare 

room to be the place where I would birth and rest in the 

postpartum period. I was excited to meet my little one.

I woke up at 4:00 a.m. on December 1, 2013 which at 40-weeks 

pregnant was nothing new to me. I had gotten used to being 

so uncomfortable in bed that I could not sleep, so I would 

routinely wake up, take a hot bath, and then head back to sleep 

once my muscles were relaxed and I began getting sleepy in 

the tub. On this particular morning, I had gotten up, puttered 



www.birthissues.org  |  WINTER 2018  |     31

around and was relaxing in warm water by around 5:00 a.m. 

As a doula I have heard—and given the advice to others 

several times—that if you think you might be in labour try a 

warm bath. “If it is not truly time for labour the warm water will 

relax you and calm any Braxton Hicks,” my own doula told me. 

“If it is time for labour to begin in earnest, then the relaxing of 

the heat will allow your body to pick up the contractions and 

get things moving.” I was still shocked, though, getting into the 

bath and going from zero signs of labour to sudden, steady 

and strong rushes every five minutes. 

I stayed in the water for around half an hour expecting 

contractions to taper off, but I began to suspect I was in fact 

in labour. I was surprised by how steady the waves were right 

from the onset. In my two previous labours I had begun a very 

slow labour pattern in the evening, so to jump start it this time 

first thing in the morning was new to me. I had said continually 

throughout my pregnancy that I hoped to have a day labour 

so that my three-year-old daughter could be present for the 

birth. She had been planning and talking about it the whole 

pregnancy, and I was excited to think I might get the daytime 

birth I had wanted. 

Around 6:00 a.m. my son got up: one year old and in diapers. 

I knew I needed to change him, and so I started wandering 

about getting the items I needed for him. Before I knew it, 

nearly 40 minutes had passed and I had still not changed my 

son I realized then that I was going to need help. I was feeling 

light-headed and confused, as though my body wanted to 

disappear into an altered state of consciousness except that I 

was forcing it to try to function normally. 

I asked Scott to get up and change our son and told him that 

I was in labour. His response was something along the lines of, 

“So we will probably have a baby sometime early tomorrow 

morning then?” I remember thinking, “There is no way this will 

take that long!” I was starting to realize that I was heading into 

active labour and that things would soon quickly pick up.

Around 7:00 a.m. I called my doula and told her I was in labour 

but that I did not want her to come over too soon as she had a 

two-hour drive. At this pointy uterine waves were around five 

minutes apart, had been steady for two hours, and, although 

they seemed short—only around 30 seconds long— they 

felt stronger than during my previous births and I sometimes 

needed to stop and focus my breath through them. I was 

concerned about the heavy fog outside and felt rushed to 

birth the baby so that my birth team could get home before 

the two-day snow storm predicted to begin that evening.

I then wandered around the house again, pacing and 

Photo by: Kirk Photos Photo by: Kirk Photos
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squatting, losing my train of thought and sense of time. Before 

I knew it, it was close to 8:45 a.m. I knew that if I was losing 

track of that much time I was farther along in labour than I 

had first thought. I called back my doula and then my midwife 

and asked them to come out, telling them that my rushes were 

sometimes as little as three minutes apart and were sometimes 

back-to-back. 

For the first five hours of labour I had been coping 

very smoothly. Rushes were intense and took all of my 

concentration, but I was jovial and for the most part attempted 

to go about my regular day. I got into the tub again for a 

while, waiting for my birth team to arrive, but around 10:00 

a.m. I really noticed a change in intensity and began to feel a 

little panicked. I felt restless and got out of the tub. My mom 

offered to clean out the tub while I was out of it. I remember 

going downstairs in the meantime, thinking I may need the 

shower downstairs to cope. I was feeling alone and scared and 

wishing I had let my doula come out the first time I had talked 

to her. 

At one point I was squatting through a strong wave when I 

felt the urge to step out of it as I had experienced during my 

second birth. I wanted to hold my breath, stomp my feet, wave 

my hands, anything to distract myself from what I was feeling. 

I felt this profound sense of awareness, a long-held genetic 

memory, rush over me: I could not swim these waves of birth if 

I was making a wall of myself each time. If I buttressed myself 

up against my own muscles they would slam against me and 

wear me down until I felt I was drowning. I had to float over 

them, on top of them, and swim within their full power if I was 

to use their strength effectively. I felt like any attempt to ‘cope’ 

with a contraction would ultimately pull me away from the 

goal I now had, which was to relax into them, let them open 

my body. 

Luckily my doula arrived shortly after, around 10:15 a.m. The 

tub was clean and filled for me again. By 10:30 a.m. I was 

declaring that I felt very open. It was an emotional feeling 

as well as physical one: an intense vulnerability and sense of 

giving. I wanted to get back in the water and found that it 

helped tremendously for the pressure and intensity during a 

strong wave. 

During this time period I remember feeling a bit lonely. My 

doula was setting up things for the birth. My midwife arrived at 

10:50 a.m. and was coming in and out of the bathroom where 

I laboured, setting up her equipment. Scott was in the living 

room caring for the kids, and, although I did not know it at the 

time, my mom was preparing to head out to buy groceries, 

thinking it would still be several hours until the birth. I knew 

people were around me, taking care of my kids and me, that I 

was loved and safe. Yet there seemed so much space between 

my birth team and me. The circle of support had not really 

closed in around me, as I had experienced in my last two 

births. I kept wondering, “Do people not realize I am having 

this baby right now?”

Around this time, my three-year-old daughter got into the 

bath with me and was the only person who remained steadily 

in the room with me. During one intense rush I felt a strong 

urge rise over me to flail my body and escape. I thought for a 

moment, “I cannot make it through this one,” and let a small 

cry slip out. My daughter reached around from behind me 

and held my swollen belly in her tiny arms and sang to me, “It 

is okay. I am right here. My mommy is not sick, she is having a 

baby. I love my mommy. I love my baby. I love, love, love.” I felt 

my earlier thoughts echo back to me, “You need to relax and 

accept this. Accept this wave. Accept this opening. Accept it is 

time to let go of your baby.”

The intensity and pain eased off completely, and I had some 

breathing room for a bit while my body took a small break. 

It was just after 11:00 a.m. I felt I needed to get out of the 

tub and my daughter returned to playing in the living room. 

I had begun making facial expressions and small sounds that 

my doula would describe as, “Feeling pushy.” I paced the 

bathroom and spent some time squatting on the lowest step 

of the tub and standing while leaning back against the wall. I 

felt very supported in these two positions while also in control 

and powerful.

Then I became very vocal and began saying, “Something has 

changed! I feel really different. I feel so wide open!” I got on 

the toilet and started loudly proclaiming, “I want to release my 

bag of waters!” After about half an hour of pacing, squatting, 

and narrating that I was fully dilated and the baby was starting 

to descend, I knew I needed to get back into the water 

because the baby would be born soon. I asked for Scott to 

be there, and it was around this time that I found out that my 

mom had left the house. I remember thinking, “Why did she 

not talk to me? I would have told her I was about to have this 

baby right now!”
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By 11:50 a.m. I was in the tub, lost in my own world. I was 

holding my swollen vulva in my hands and could feel the bag 

of waters bulging and stretching out of my vagina. For some 

reason it was a very pleasant feeling to run my fingers over this 

thin slippery veil that separated me and my child. I remember 

being fascinated with it and that it felt like a silk scarf that 

extended a good half a foot out of my body. 

I again began narrating what I could feel: telling my birth 

team the baby was coming, that I could feel the baby; it was 

right there! .My doula then brought our children into the 

bathroom, since I had told her I wanted them to be present for 

the birth. I began making louder and louder sounds during the 

rise of each rush. I felt a very strong one come over me and 

supported the head and my perineum, feeling like I would tear. 

I started to scream loudly and looked up to lock eyes with my 

son. I saw fear in his eyes. Was he afraid I was angry at him or 

maybe he thought I was in pain? I wanted to reach out and hug 

him and tell him it was okay, but it took all my strength to hold 

myself up with one hand while my other held my perineum 

tightly intact. The kids were taken out of the bathroom after 

this contraction, and I was too lost in the immediacy of the 

birth to care.

At some point during these last few contractions my midwife 

leaned over to check my baby’s heartrate and commented 

that it had dipped significantly. I remember not being 

concerned by this at all because I knew this could be normal 

during the pushing and birthing phase. I switched my position 

to change how my hips were flexed and tried to open them 

even further. The baby’s heart rate immediately went back up 

to normal.

I had another large rush, and I tried desperately to escape one 

last time, closing my eyes and pulling my head back and away 

from the sensations. My partner held my face, and I let my 

whole body be supported by his strength, as I took both hands 

to my vulva. I was able to feel a rush of warm water flow from 

me quite forcefully during the height of a strong rush, and I 

realized my child’s head had been born and the bag of waters 

had finally burst. I could feel the sweet, thick hair on my baby’s 

head and remember thinking how amazingly pleasant it was to 

know my baby was right there. 

With the very next contraction I eased my child out of my 

body. It was 12:02 p.m. I looked down to see my baby girl still 

wrapped in her caul: a sign of luck some would say.1 I gently 

unwrapped her: the sweetest gift I have ever opened.

Shortly after my daughter was born, it became obvious that 

her breathing was not adequate on its own. She was slow to 

pink up, breathing very shallowly, with rapid pulling-in around 

her ribs. 

We decided to transfer to the hospital, but since our local 

hospital—a mere10 minutes away— had closed its doors to 

maternity care the nearest city with maternity services was 

twice as far away. When we arrived we realized that hospital 

was not equipped to handle a baby on oxygen for an extended 

amount of time, so we were then transferred to Edmonton. 

We had to wait over an hour for an ambulance to arrive from 

Edmonton before making the hour drive in heavy fog and 

thickly falling snow.

Although my daughter’s stay in the Neonatal Intensive Care 

Unit was scary, in the end it was short. By the next morning 

she was breathing on her own. I was breastfeeding by that 

evening, and we were released the following day, two days 

after she was born, once her blood work confirmed she had 

no infection. I am sure that some of my friends and family who 

do not understand why home birth is so important to me, may 

think, “See! You should have given birth in a hospital. Would it 

have not been easier if you had been there all along?” For me, 

the birth of my daughter was still beautiful, despite having a 

long, and scary immediate postpartum period. If I had been in 

a hospital, I would not have had the comfort of my own huge 

Jacuzzi tub for labour and birth. If I had been racing down the 

highway, feeling stressed, afraid and unable to position myself 

as my body dictated, I would not have found the peace that 

made birth nearly painless. Nor would I have experienced my 

three-year-old holding me and singing to me during the last 

minutes of transition or lifting my new-born daughter out of 

the water and unveiling her from her caul. These are memories 

I will cherish for the rest of my life. 

Editor’s Notes:
1. Although a normal, fairly minor, experience in some births, only one in about 

80,000 babies are born in the caul – with a part of the amniotic sac still covering 
the baby’s head. Many cultures around the world consider this a sign of luck, or 
hold superstitions surrounding the caul, likely due to the rarity with which it would 
have been observed ‘veiling’ the baby.

Erin Mayou is a mother of five, life-mate, and daughter. She 
is a holistic practitioner, doula, and aspiring herbalist. Also a 
sucker for zombie films! Once she studied Anthropology and the 
effects of high-altitude birth, now she creates Birth Issues and 
campaigns for women’s choices and rights in birth. 
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It is pitch black, the air is cool but comforting, the 
stars are shining brightly and we are in a pick up 
truck, driving up and down a bumpy gravel road. 
My midwife partner (or my work wife, as I like to call her), 

is at the wheel. I am busy keeping my eyes peeled for deer, 

moose, coyotes or skunks that might jump out at us. The cell 

is on speaker phone as we try to listen to a panicked voice 

give us directions. He keeps cutting in and out – we are in a 

low reception area – and to top it all off, in the heat of the 

moment, the soon-to-be-father says, “I do not quite know 

how to explain where we live.” 

From a distance, we see the big yard light and the big shop 

that we think was described, hopefully leading us to this mama 

in labour. We pull up into the lit-up driveway full of energy 

and excitement… this is our first out of hospital birth since 

we opened our rural practice seven months ago, and it is a 

precipitous, unplanned homebirth! We grab our ‘emergency’ 

birth bag – which holds only the bare minimum of instruments 

and supplies needed for a birth – and we burst into the house 

that we hope is the right one.

We are greeted by a burst of heavy humid air and some very 

deep moans coming from the next room. Phewf… we are 

at the right house. Even better, we actually got here before 

the baby, barely! We walk in to see a crowning baby and 

assist these new parents in catching their little butter ball. 

By Chantal Gauthier-Vaillancourt, RM
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The delivery of the placenta followed shortly after. A repair 

was needed for mama’s perineum due to baby’s speedy exit. 

Shortly after, the happy little family was tucked into their 

bed together with baby on the breast and a nourishing meal 

prepared by grandma. Our job was done. That was our first 

homebirth here in Plamondon!

Offering midwifery care in a community where most people 

do not really know what midwives do – in a place where, for 

approximately the last 4 decades, the vast majority of women 

have ever only relied on doctors and hospitals to have their 

babies– we knew not to expect to have a ton of planned 

homebirths right from the start, but we did not think it would 

take this long! Regardless of how long it took to have that first 

out of hospital birth, and whether it was planned or not, one of 

the many advantages of rural living is the power of ‘word-of-

mouth’! 

Soon, the idea that out of hospital (OOH) birth could be a 

perfectly safe option for women in this area was spreading like 

wildfire. Before we knew it, close to 50% of the births we were 

doing were planned for out of the hospital. Being the only 

two midwives in Northeastern Alberta, we were getting clients 

coming to us from as far as six hours away wanting OOH 

birth but not able to have homebirths, obviously. Next thing 

we knew we were doing hotel births, cabin births, camper 

births, planned outdoor births and eventually… birth room 

births in our very own and unique Clinic and Birth House, in 

the little hamlet of Plamondon. Opening a Birth House within 

our county is a story in itself, but I can honestly say that the 

Universe and the county were on our side. Things naturally 

progressed, permits came in, finances fell into place, help and 

support came from different directions. It is a welcoming, 

sacred space where we can welcome life and I am so proud 

of what we accomplished in such a short time! Most days, 

I am still in awe of how everything just flowed together so 

beautifully.

During our first year of practice, we actually attended three 

OOH births in one day (actually within an 18 hour period to 

be exact)! Two planned homebirths, at opposite ends of the 

county of course, and one planned hotel birth. Phewff… we 

were two pretty exhausted midwives, but we got by with a 

little help from our friends. Our family friends kicked in for 

childcare, our doula friend generously gave us some of her 

time for the 3rd birth of the day since my partner and I felt like 

we weren’t offering the kind of support this mama deserved, 

our doctor friend took the time to discuss all of our options 

and make a plan for possible pain relief for the 3rd mama in 

case things did not pick up…All I can say is: thank goodness for 

friends 

Another time we had a water birth in the camper of a pretty 

busy campground. I specifically remember the labouring 

mama asking me if she was, “being too loud” and if all the 

campers around could hear her labouring? My answer to 

that was, “No,” of course… but it became quite clear that I 

was lying when the second the baby came out and started 

crying, all the campers around started cheering! Shortly 

after, there was a knock on the camper door with a special 

delivery. Some campers had pitched in to offer soft ice cream 

as a congratulatory gift to the new parents. That same local 

campground started offering special, “baby rates” for cabin 

rentals and said it was an honour and a privilege to have babies 

being born there. It warms my heart to think how supportive 

and approving of us and the families in our care they have 

been. 

At one point, we had two women who had planned OOH 

births go into labour at the same time. They were both coming 

from out of town and they had both reserved the Birth Room. 

Due to logistics and the reality of having only one birth room 

and being only two midwives (therefore both needing to be 

at each birth), we asked the families to each rent their own 

cabin with the special, “baby rate”. Much to our delight, the 

stars aligned and cabins #6 and #7 were available. All parties 

involved moved to the cabins with their inflatable birth 

pools and we baptized that little dirt road over-looking the 

lake, “Birthing Alley”! The timing worked out perfectly and 

we were able to do our jobs as planned with two midwives 

in attendance at each birth. Knock on wood, despite the 

extraordinary circumstances that we have had to face thus far, 

the Universe and the babies have definitely been on our side. 

Being one of the only two midwives in a rural community 

definitely brings a lot of adventure with it! I have even had 

random women in labour just ‘show-up’ on my doorstep 

saying, “You are one of the midwives, right? Ok, where can I 

have this baby?” With my husband in the background quietly 

shaking his head in hopes that I did not start blowing up a 

birthing pool in the middle of our living room. Yes, we have 

had a few moments worth chuckling about! 

As much as we felt a slight resistance when we first announced 

that we would be “setting-up shop” in the area, I realize now, 
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that was a reaction that was coming from a place of fear and 

lack of knowledge about what midwives do and how they 

are trained. Initially, we were told that there were not enough 

birthing women in the county for all of us to work here. I 

vaguely remember saying something to the effect that it 

wasn’t about numbers, but rather about choice. The families 

had the right to choose where they felt safest to birth and 

what type of care they were hoping for. Overall, we feel that 

we have been embraced by the community (including the 

local hospital) and many, many surrounding communities from 

near and far. It is nice to leave a homebirth with a full belly, a 

happy heart and a box full of garden veggies. Just as it is fun to 

go to the grocery store and randomly see how much one of 

‘my’ babies has grown! Getting a discount on my plumbing bill 

because I attended the plumber’s daughter’s birth, does not 

hurt either. 

Chantal Gauthier-Vaillancourt and family
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Marianne King and Chantal

Do not get me wrong, it is not all fun and games… we work 

hard, so hard! Some of our home visits are a 90 minute drive 

one way – yet both my practice partner and I agree that 

we will take deer or cow crossings over traffic jams any day. 

However, all joking aside, one of our biggest challenges 

is scheduling and trying to arrange ‘off-call’ time. Let me 

rephrase that: what is off-call time? When you are the only two 

midwives in the entire Northeastern part of the province, and 

the college requires us to both be present at every birth, how 

can we ever manage to be off-call? 

Of course, we can both plan to take the same month off, but 

let us do the math…If there are only two midwives, and both of 

us are taking the same time off, this means women due during 

those times are simply unable to have midwifery care. What 

about when ‘life’ gets in the way: what happens when one of 

us is sick, if one of our children are sick, when there is a death 

in the family, if you have a specialist appointment in Edmonton 

that you have waited one year for, if you have a miscarriage, 

if you are a nursing mother who has been away from her 

little one for far too many hours…? What is a rural midwife to 

do? Who does she call? Up until now, the Universe (or the, 

“Midwife Angels” as I like to call them) have been kind to us by 

naturally giving us ‘lulls’ when one of us needed downtime. 

However, that stress of, “what if” she goes into labour at an 

inopportune time and the idea of never being able to shut off 

your phone or shut off that ‘work-mode’ switch in your brain 

can get really draining at times. We are not superhumans… we 

need breaks too! On top of the stress of taking time off, there 

is also the time that has to be spent on networking, attending 

community meetings and events to create awareness, the on-

going professional development requirements and of course 

all of the office work, above and beyond midwifery hours 

spent with clients.

The professional isolation that we can feel here at times is very 

real. We cannot attend midwifery conferences or physically 

participate in our professional associations’ AGM. Both of us 

getting our regular annual recertification, required for our 

licensing, is an issue and can be quite stressful because it 

requires both of us to leave the county and go to Edmonton or 

Calgary unless some generous, kind-hearted instructors offer 

to come to us. Recently, we have been lucky enough to have 

some instructors come and for this we are so very grateful. I 

am not going to lie, sometimes we feel like we are the only 

two midwives on the planet simply because, as much as we 

enjoy living here, it is another story when you feel like you can 

never leave....

Another challenge about rural midwifery is our struggle to 

offer quality care to our out-of-town clients. At times prenatal 

appointments end up being few and far between due to safety 

concerns related to road and weather conditions. Then there 

is the stress around trying to ‘plan’ when they should come to 

have their babies. In most cases, we cannot go to them, they 

have to come to us because we are on-call for the woman 

from Cold Lake, as much as we are on-call for the woman 

from Peace River, as much as for the woman next door. So, 

we basically stay put and hope that everyone gets here safely 

and at the right time to have their baby, their way. Have they 

all made it here? Definitely not… but that is the name of the 

game, regardless of where you live. Most of them have made 

it here safely and if they did not get here, there is a small 

percentage of women that ended up delivering safely in 

their community and still benefitted from having midwifery 

care before and after their birth. Needless to say, the logistics 

around having so many women in care from so many different 
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areas can be a little overwhelming at times. We just want 

everyone to be safe and satisfied with their birth experience, 

but of course this is impossible to guarantee. 

Then there is the postpartum care, which all too often feels 

as though it is lacking on our end when the women in our 

care live far away, because we are human, and we are always 

on-call, and simply because at a distance there is only so 

much we can do. Rather than the typical three home visits 

in the first week, followed-up by a two-week, four-week and 

six-week office visit, our out of town clients definitely get the 

short end of the stick. Since we need to remain close for the 

women in labour, home visits that are too far away are simply 

not an option. Typically, we try to get there at least once, 

‘birth-pending’ of course, and then we ask them to come to 

us around one month postpartum for a final visit. We usually 

make arrangements with the healthy beginning nurses in their 

community and ask the women to follow-up with their family 

doctor.

Another piece of the puzzle is operating room (OR) back-up 

and caesarean section capabilities, or lack thereof! Small rural 

hospitals have a long list of their own challenges, one of them 

being shortage of staff. We can go anywhere from 24 hours to 

up to one week without caesarean capabilities with the closest 

facility offering OR back-up being almost two hours away. 

How do you guide your client to make an informed choice 

about whether she should come out here or not when: it is 

her first baby, she has a two hour drive ahead of her for her 

midwife birth that she had planned to have in our Birth Room, 

but she would be coming here only to possibly be shipped out 

another two hours away in a different direction should she 

need a caesarean, when she lives 15 minutes from a hospital 

in her hometown? What if it is an emergency? How can she 

justify coming out here? How can we, as professionals justify 

that? What about the mama who is here with her family that 

is starting to get cabin fever because they have made the trek 

and have already been waiting here for a week in one of the, 

“baby cabins” to have the birth she has always dreamed of, just 

to be told we have no OR capabilities for the next three days. 

What should she do? What would you do? 

Rural midwifery is not a job or a career, it is a calling and a 

way of life. We know that and feel that in every last cell of 

our bodies or we would not be here… but the big question 

is: is it sustainable? The reason it is so incredibly difficult for 

us to plan time off is because of the way birth is completely 

unpredictable. Since we do not have as large of a population 

here, there is no way for us to predict how many births we 

may attend in one month, which is how midwives get paid. 

We go from feast to famine, with as many as 10 births (and 4 

on a waitlist) in one month and only 1 or 2 in the next month. 

How do you convince a locum (a replacement midwife) to 

come out here to relieve us, if you cannot guarantee a certain 

pay without drastically affecting your own salary? This is our 

passion, but it is also how we get food on the table. It would 

most certainly be helpful and appreciated if midwives were 

treated in the same way that physicians are when it comes to 

offering a living allowance or financial incentives for opening a 

rural practice or choosing Northern living. Are we not relieving 

an already congested healthcare system? Are we not health 

care providers just like our colleagues?  Why are there such 

discrepancies in the way we are funded and supported by 

Alberta Health Services and Alberta Health?

We have looked at other ways of working, like a shared care 

model with the family physicians perhaps, or getting some 

funding from the Primary Care Network, but nothing concrete 

has come of that yet. We are definitely open to different ways 

of offering midwifery care to better serve the rural population; 

we are just not sure what that can look like yet. We love 

living and practicing here. We love the open fields, the quiet 

mornings, the big-sky sunsets, the cultural diversity and the 

variety of clientele that brings people in rural communities to 

seek out midwifery care, however, we need to find a realistic 

way to continue living here while doing what we love, without 

burning out. 

All in all, luckily, for the time being, we both feel that the 

advantages outweigh the disadvantages. In all honesty, I 

think we can safely say that rural midwifery is not for the 

fainthearted. From now until things change, we can only 

hope that those big-sky sunsets continue to nourish our souls 

enough to keep us standing… and catching babies of course! 

Chantal Gauthier-Vaillancourt RM, is wife, mama, and ‘health 
nut’. She loves dark chocolate, coffee, wine, and learning about 
women’s wellness. Chantal lives above the clinic space and birth 
room – which she opened with Marianne King in 2016 – with 
her supportive husband and their two children (midwifery 
birthed, of course).  
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ALTERNATIVE FUNDING FOR 
RURAL MIDWIVES
By Erin Mayou

In my own experience with birth 
I have been under the care of 
rotating general practitioners, 
three different midwives, and 
once my own family physician 
who then transferred my care 
for the last trimester to a group 

of specialized general practitioners 

that referred out to a local obstetrician 

when needed. During my midwifery led 

births my postpartum care was shared 

with local health nurses who could 

travel to my rural location easier than 

the midwife who needed to stay near 

her practice for other birthing mothers. 

Could these alternative models of care, 

and diverse sourcing for funding, be 

applied in remote settings to help bring 

more options in maternity care to rural 

Albertan women?

In Birth Issues’ Spring 2011 magazine 

“Rural Maternity Care: Giving birth 

locally matters” former Editor-in-Chief 

Claire MacDonald wrote an article 

entitled, “Midwifery care in Nunavut 

and the Northwest Territories: How 

women brought birth back home”.1 It 

discussed the 2004 Canadian Association 

of Midwives’ annual conference which 

had been held in Vancouver that year. 

It was attended by Inuit women who 

had travelled to Vancouver to tell their 

stories of how they had brought birth 

back to the north after years of women 

being flown south to an urban hospital 

for the last weeks of their pregnancy 

and birth, often without family. These 

far northern midwifery practices were 
PHOTO BY: HOBBS PHOTOGRAPHY
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making their work sustainable by working in collaboration with 

other health care providers, offering diverse services when 

the numbers of births were smaller, and being open to other 

sources of funding.

The National Aboriginal Council of Midwives’ (NACM’s) 2016 

report, “The Landscape of Midwifery Care for Aboriginal 

Communities in Canada”2 offered case studies highlighting 

how some examples of very remote midwifery practices 

operate. One practice includes a student midwife, a lactation 

consultant, and doulas. In this way one of these practitioners 

can be the second attendant at the birth, allowing for sole 

midwifery practices or for multiple midwives to attend more 

than one birth at the same time. In one community the 

midwives work alongside regional health nurses who act as the 

second attendant for a birth, but are paid separately through 

the regional health authority; in Alberta this could mean 

getting members of the community to campaign for the local 

Primary Care Network (PCN) to directly bill midwives or nurse 

practitioners, or a team of valuable specialists that could work 

alongside one or two midwives in order to help do prenatal 

and postpartum care, act as a second attendant, and help ease 

the needs for administrative staff.

It would be amazing to see rural midwifery practices able 

to grow to three or four midwives. Rather than aiming for 

the minimum number of practitioners required to attend a 

birth, imagine how freeing it could be for the midwives if 

they were actually able to take a guilt free holiday. Or if one 

of the midwives could leave the remote rural area where the 

practice is established – in order to network in urban centers, 

or complete recertification – without knowing that she was 

denying women maternity care in doing so. A midwife could 

leave her local area (for a birth, or otherwise) without being so 

worried that a local woman will go into labour. 

Midwives currently receive their income from Alberta 

Health Services through courses of care, where each course 

of care follows the mother accessing midwifery services, 

covers the mother’s costs of medical care, and the midwife’s 

salary. A small subsidy paid directly to the midwives, beyond 

the courses of care, could act as a ‘Northern’ or ‘Remote’ 

incentive similar to how physicians are incentivized to move 

to rural locations. In NACM’s report one Indigenous midwife 

direct billed the provincial health authority through her 

Band, and then also received a top up salary from the Band. 

These options help to ensure that remote practices remain 

sustainable and that midwives are feeling valued as primary 

care givers of pregnancy and birth.

If rural midwifery practices are allowed to establish a midwifery 

model of care, similar to the Indigenous and Inuit women 

bringing birth back to the north, it can allow for more options 

to exist in remote locations. There are even possibilities of 

sharing care between a birth attendant with training as a 

nurse practitioner, licensed practitioner nurse, or registered 

nurse. This could allow midwives to attend a woman in labour 

without needing a second midwife at each birth. 

It could also create opportunities to serve these rural 

communities through many different roles. The report by 

NACM showed shared care maternity practices taking on the 

tasks of pre-conception counselling, prenatal classes, or doula 

training. In Indigenous communities an Indigenous midwife 

can offer traditional teachings and medicine. These various 

options only become possible if we create a model which 

allows more than two midwives within a practice. We need 

options where the midwives are not always busy attending 

births but have time or support staff to grow.

Whether it is the midwives in Nunavut and Northwest 

Territories, the remote practices outlined in the “The 

Landscape of Maternity Care for Aboriginal Communities in 

Canada”, or our own existing and soon-to-open Northern 

Alberta midwifery practices, each one was made possible 

because of strong voices and advocates in their communities. 

The government and health services will not be motivated 

to build a practice where it is not wanted. So tell your MLAs 

and PCNs that you want rural midwives! Within Indigenous 

communities you can talk to your elders, council members, or 

chief. After all, “Your mother did not scream you into this world 

so you could silence yourself” – Salma El-Wardany.

Editor’s Notes:
1. Claire MacDonald, “Midwifery care in Nunavut and the Northwest Territories: How 

women brought birth back home,” Birth Issues, Spring 2011, 26 no. 3. Available 
online at https://birthissues.files.wordpress.com/2013/02/bi_2011_spring.pdf.

2. The National Aboriginal Council of Midwives, “The Landscape of Midwifery Care 
for Aboriginal Communities in Canada” (2016). Retrieved on October 30, 2018 
from http://aboriginalmidwives.ca/sites/aboriginalmidwives.ca/files/uploaded-
documents/articles/%5Bsite-date-yyyy%5D/%5Bsite-date-mm%5D/%5Bsite-
date-dd%5D/NACM_LandscapeReport_2016_REV_July18_LOW.pdf.

3. This article was also informed by the Association for Safe Alternatives in Childbirth 
(ASAC)’s 2016 report “Maternity Care in Alberta: An overview and cost comparison 
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on October 30, 2018 from https://d3n8a8pro7vhmx.cloudfront.net/asac/
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pdf?1481648305. 
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ACCESS TO CARE FOR RURAL 
PARTURIENT WOMEN: IT IS ABOUT 
MORE THAN GEOGRAPHY
By Jude Kornelsen, PhD, Centre for Rural Health Research

There is a growing awareness among care providers, 

administrators, and certainly birthing women and their families 

of the effects of lack of access to maternity care for rural 

parturient women in Canada.

We increasingly hear stories of women traveling for care 

either before the onset of labour, the former causing stress, 

anxiety, and challenging financial realities, the latter giving rise 

to stories of road-side deliveries and requests for, geographic 

induction” to avoid being caught en-route. Research has 

noted that choices in birth by class are more limited for poor 

women due to economic constraints they are under.1,2 It is 

vulnerable populations, with the least resources, that are put at 

the greatest stress.

Aside from geographic distance-to-care, however, rural 

women face additional challenges that emanate from their 

specific cultural circumstances and personal desires that, when 

left unmet, produce dissonance between the experiences 

they hope for the capacity of patients to get to a care facility 

or provider in a reasonable amount of time, the notion of 

‘reasonable’ often being contested. Researchers have noted 

that travel during pregnancy and labour can be detrimental to 

healthy birth outcomes.3 Specifically, women who are farther 

from maternity care services may be less likely to adhere to 

prenatal care regimes.4,5 Further, the necessity of leaving their 

families and home communities may have economic and 

psychosocial consequences for some women6,7 that appear 

to be correlated with negative birth outcomes.3,8 Lack of local 

geographic access carries other implications, however, many 

of which are embedded in financial concerns.

Qualitative research suggests that many rural parturient 

women experience significant stress while awaiting the 

onset of labour in the referral community. A recent study 

has demonstrated increased rates of elective induction9 and 

preliminary results suggest that newborn outcomes may be 

worse for women who have to travel to access services.9,10

Geographic access to care is clearly fundamental to ensuring 

a safe birthing experience for rural parturient women, but 

access includes considerations beyond geography.

Cultural access refers to a situation where the norms and 

values of distinct communities or vantage points are privileged 

within the childbirth setting, whether this be at home or in 

the hospital. While this applies equally to rural and urban 

women, a rural setting offers fewer choices in care facilities 

and practitioners, making examples of inadequate access 

more apparent. In Canada, for example, this would involve an 

understanding of the importance of childbirth in establishing 

one’s place in the community for many First Nations women. 

Here, the level of community involvement is precipitated by 

the cultural recognition of the importance of childbirth and 

childbearing.11 Similarly, cultural access demands respect for 

discrete religious practices which may cause tensions between 

religious and medical practices.

The third level of access to care includes having personal 

needs met: those qualities that define an individual and drive 

their activities and desires. In the birth process this may range 

from preference for a home birth process with a midwife 

to patient-initiated elective caesarean section, each being 

as valid from a personal perspective as the other, although 

perhaps in conflict with cultural values. Sociologist Abraham 

Maslow saw the meeting of personal needs largely as a way to 

‘self-actualize’; that is, for an individual to become what they 

were meant to be. He notes, “A musician must make music, 

an artist must paint, a poet must write, if he is to be ultimately 

at peace with himself. What one can be, one must be.”12 As 

birth is a seminally important event in women’s life, a context 

that supports and respects her choices must be included in a 

holistic definition of access.

When thought of as a multi-dimensional phenomenon, access 

to care is more complex than mere geographic proximity and 

suggests the need for a more nuanced approach than ensuring 
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are in a local and neighbouring community. We can organize 

these dimensions in a hierarchical fashion and visualize it 

through existing work on hierarchies of needs.12,13 Mediators 

to all three levels of access may include available financial 

resources, but also include social resources and support, 

level of education, and language. Most significantly, however, 

lack of access at any level can have lasting consequences 

to women’s health and psychological well-being. It has 

been noted that childbirth can be a peak experience that 

contributes to self-esteem and confidence, influencing a 

woman’s sense of self.14-17 However, research has also shown 

that when women’s parturient needs are not met18-22 they can 

experience stress, anxiety, and fear, which can lead to a less 

positive experience of birth.23 As providers and supporters of 

rural parturient women, we must be aware of the importance 

of appropriate access which involves more than that just 

providing intrapartum services to include respecting women’s 

choices and an understanding of the cultural context from 

which they come.
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DRAWBACKS OF BIRTHING IN 
RURAL COMMUNITIES 
By Lesha Braun

Family planning can be tricky business, and there 
are several things to consider. Can you afford 
another baby? Do you have a vehicle big enough to fit all 

your children? Where will the baby sleep? Will it share a room 

with you, or siblings, or will it have its own space? Are you able 

to afford child care? The questions and planning are endless. 

When you receive the news that there will, in fact, be another 

sweet member in your family, you start thinking about 

the birth of this babe. Would you like a doctor or midwife 

attending? Do you know the risks and benefits of medical 

interventions in labour and childbirth? Do you want the 

umbilical cord clamped and cut immediately or would you like 

delayed cord clamping? Do you want to do a half lotus birth or 

a full lotus birth? Would you like a water birth? If you have had 

a previous caesarean section, will you plan another caesarean 

section or plan a vaginal birth after caesarean (VBAC)? Some 

women are fine with whatever interventions may or may not 

have to happen, other women have a very specific vision of 

how they would like their birth to go. 

The birth of a new baby is exhilarating, emotional, and 

amazing. It can also be exhausting, frightening, and 

overwhelming. Now, imagine adding in a two-hour car ride 

to the hospital. I live in rural Manitoba, five hours away from 

Winnipeg and two hours away from any hospital that can 

deliver babies. Part of our family planning is to decide where 

we would like to deliver our babies. If choosing to birth in the 

hospital, we have to worry about what the roads will be like 

the day we deliver. I gave birth in December and spent a good 

portion of my pregnancy worrying about whether I was going 

to get caught in the middle of a snowstorm trying to get to the 

hospital. 

We are left to choose between taking a day off work once a 

month to make a prenatal appointment trip to get to know 

the doctor, and not making those trips, letting a doctor we 

have never met before deliver our babies. Due to the rising gas 

costs, rural families are now paying more for fuel, when they 

have to make a two-hour out-of-town trip for every prenatal 

appointment, it adds up quickly. Even the carbon tax seems 

to unfairly target pregnant women, as they will pay over 50% 

more in fuel taxes during their pregnancy than the average 

citizen.1 The Manitoba government is also cutting highway 

infrastructure spending by $152 million in the 2018-19 budget 

plans.2 I am predicting that rural Manitoba will be the first 

place these cuts are implemented. So now we will also have to 

worry about the condition of the highway. Will it be bumpy? 

Will there be huge potholes? Will my husband hit every 

rut? Beyond these concerns, poverty is very real issue here 

in Manitoba, so the cost of gas might be the least of some 

women’s fears. Finding a reliable vehicle to get to the hospital 

might be a bigger concern for some. Many people who live 

near me do not even own vehicles, they walk everywhere or 

rely on friends and family to give them rides, or they get a taxi, 

and who can afford a four-hour (round trip) taxi ride to get to 

the hospital? 

I have a friend who opted for induction; she would not wait 

The ping at the top of the photo represents Lesha’s home while the two stars near the bottom 
are the two closest hospitals, both two hours away
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to go into labour naturally because she was so terrified of 

the long drive to the hospital. I am curious to know how 

many rural women accept premature membrane sweeps or 

medical inductions due to the fear of delivering alone or in 

unsafe conditions. Are these women being fully informed 

of the risks of induction? Do these women know that some 

of these risks include an increased chance of fetal distress 

leading to a caesarean-section3 which in turn includes a small 

chance of fetal loss,4 maternal loss,4 hysterectomy,5 or future 

complications during subsequent pregnancies?6 Are rural 

women being equally represented in the statistics of elective 

inductions and caesarean sections, or do they make up a 

skewed portion of the statistics?

I know of another woman who had to drive herself two 

hours to the hospital while in labour. By the time she got to 

the hospital she was no longer in labour. Sometimes when a 

woman is faced with an extreme amount of fear the, “fight 

or flight” response in her body will flood her with adrenaline 

which stops the flow of oxytocin needed for labour to occur.7 

She was left with the decision to either travel another two 

hours home or get a hotel room and wait. Leaving now could 

mean up to another four hours of driving before being at 

a hospital again. If they chose to wait, this could become 

additional expenses the rural family must take on, in order to 

birth; sometimes waiting in a hotel near the hospital for two, 

three, or more days. 

Another friend of mine was crowning when she got to the 

hospital. For fifteen minutes or more, she tried not to push 

and tried to hold her baby in, which resulted in excessive 

bleeding and a hip injury. Without proper care in early labour, 

rural women and their babies are disproportionately at risk 

of serious complications due to transverse fetal position, a 

prolapsed cord, placenta previa, or placental abruption.

Yet another of my friends birthed her baby only 90 minutes 

after her first contraction. Good thing she did not start on 

her way to the out of town hospital, where she had planned 

to have her baby, as she would not have made it in time! 

Instead, the doctors in town were forced to deliver her baby, 

as they had no choice. I know of women and babies who were 

immediately put into an ambulance and sent off to urban 

hospitals for their post-partum care. I have even heard of a 

local woman giving birth on the side of the road on the way to 

the hospital. How many women are left to deliver alone, with 

no care provider, simply because the nearest one is located in 

an urban centre hours away?

To tell a pregnant woman not to worry about these scenarios 

is unreasonable. Of course, it is normal for a pregnant woman 

to worry about her own health and safety as well as that of 

her unborn child. These worries can produce stress, and stress 

adversely affects labour.8 A birthing woman who is under 

stress can experience contractions that become too difficult 

to manage, or more often, contractions that weaken and 

become ineffective, thereby stalling labour.8 In order to birth, 

women need to feel safe and secure.8

It is really easy to sometimes feel forgotten, here in rural 

Manitoba, in the middle of nowhere: to feel like our health 

does not matter as much as those who live in the city, as 

though our labours and births are less important, and the 

lives of mothers and babies are less valuable. We do not 

always get the births we dreamed of, and are often told that it 

should not matter what your birth experience was like, all that 

matters is a healthy baby. When we consider the Canadian 

healthcare system, we do not think of third-world standards, 

but that is commonly what rural Canadian women are facing. 

The Society of Obstetricians and Gynaecologists of Canada 

(SOGC) recognizes the challenges and shortcomings of 

Canadian rural maternity care and recommends that “women 

who reside in rural and remote communities in Canada should 

receive high-quality maternity care as close to home as 

possible”.9 In my opinion, that care should be available closer 

than what it is here: a two-hour drive away.

How can we work together to improve the availability of 

rural maternity care? Healthcare is regulated provincially, 

so contacting your province’s Minister of Health or your 

local MLA is an excellent first step. Draw their attention 

to the challenges faced by rural birthing women, and the 

recommendations set forth by SOGC in 2012 which are largely 

still unmet, at least here in rural Manitoba. Additionally, voting 

makes a difference. Knowing the priorities and values of your 

local candidates is important. Reach out during pre-election 

campaigns and ask candidates what their thoughts are about 

the lack of high-quality rural maternity care. Vote for the 

candidate who most closely represents your concerns and 

values. I am grateful to live in a country where our concerns 

are valued by our political representatives, and I hope you will 

join me in making our voice heard!
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Lesha is a stay-at-home mom in rural Manitoba. She has two 
beautiful kids, a handsome huband, and an energetic beagle. In 
her spare time, Lesha enjoys podcasts and Netflix and creating 
for craft shows. Lesha is a huge fan of essential oils, mermaids, 
summer, hot showers, chocolate, and chapstick. 

Lactation Consultants @ Home

International Board Certified 
Lactation Consultants IBCLC
www.ailc.ca

Christine Schubert IBCLC 
christine@overthemoonls.com | 403-688-7955 
overthemoonls.com    

Fiona Lang-Sharpe IBCLC 
fionalangsharpe@gmail.com | 780-886-6818  
www.fionalangsharpe.com 

Kim Johnstone IBCLC 
kim@rootsfamilyservices.com| 780-490-8902  
http://www.ailc.ca 

Krystal Hoople RN, BScN, IBCLC 
NaturalConnections@shaw.ca | 780-907-3481 

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 

Certified Lactation Counselors 
CLC

Arie Brentnall-Compton LE, CLC, CBE
arie@tadpoles.ca | 780-777-9525

Ashley Polimac CLC
ash.polimac@gmail.com | 780-236-3575 
https://ashpolimac.wixsite.com/topknotnursing

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

Niko Palmer CD (DONA), PES, CLC
niko@blossomingbellies.ca | 780-965-6585 
blossomingbellies.ca

Roots of Life: Trude Rumball RAc, CLC; 
Carleen Tralenberg RAc, CLC; Dr. Jennifer 
Lee CLC
info@muscleelements.ca | 780-410-1100

Taryn McLafferty BSc, CLC
doulataryn@gmail.com | 780-717-3717

Certified Breastfeeding 
Educators

Erin Moyen CLE, LCCE, PCD(DONA)
info@erinmoyen.com | 587-225-9595 
www.ChavahChildbirthServices.com

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 email info@asac.ab.ca, then go to www.asac.ab.ca and click ‘Get Involved’ and ‘Become a Member’.
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INDUCTION AT 39 WEEKS?
By Erin Mayou

What is the ARRIVE study?
On February 1, 2018 the American Journal of Obstetrics and 

Gynecology (AJOG) released William Grobman, et al.’s study 

entitled, “A randomized trial of elective induction of labour at 

39 weeks compared with expectant management of low-risk 

nulliparous women”.1 The ARRIVE study, says that induction 

of labour (IOL) at 39 weeks lowers the risk of a caesarean by 

3.6% compared to if you waited for routine management.1 This 

could sound as though birth is more dangerous after 39 weeks, 

or that 39 weeks should be the new, “due date”. Such a grand 

interpretation of the data, however, is a bit overreaching.

The study found small, but significant, differences in the 

percentages of caesarean rates, maternal blood pressure 

conditions, and the use of neonatal resuscitation, with the 

favorable odds being for the induction-at-39-weeks group. 

However, it is interesting to note that the study’s primary 

outcome was to see if there were adverse outcomes in general 

to mother and baby, to which it found that it did not have a 

significant difference; IOL at 39 weeks, for healthy, first time 

moms who had an early ultrasound or know their date of 

ovulation, may not be any more dangerous than expectant 

management within an urban hospital, however it also does 

not appear to be, overall, any safer. The only significant 

favourable differences are found when looking specifically at 

caesareans, blood pressure, and neonatal resuscitation.2 Does 

this imply that it may be a favourable option for some mothers 

to induce at 39 weeks, if they wish to avoid a caesarean or 

have a history of high blood pressure for instance? Let us 

take a closer look at the study in order to see how far that 

assumption can be applied.

The ARRIVE study was funded by the National Institutes for 

Health (NIH) for the Eunice Kennedy Shriver National Institute 

of Child Health and Human Development, Maternal-Fetal 

Medicine Units Network. When NIH reported their findings 

in a news release in August on their website,3 they wrote 

several times that the study tested induction at 39 weeks 
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versus going into labour naturally. 

However, this is incorrect. The control 

was, “expectant management” which 

also included inductions. In reality not 

a single woman made it past 41 weeks 

gestation, expectant management often 

recommending an induction after 40 

weeks. 

Stat News, Scientific America, and 

many others also repeated this 

misleading wording of the study in 

their own articles. Med Scape’s title 

states, “Induction at 39 Weeks: Fewer 

C-sections than Watchful Waiting” 

which feels particularly misleading as 

often the mothers were encouraged 

to induce at 40 weeks. Stat News, for 

the first half of their article, makes it 

seem as though it is safe for all women 

to consider IOL at 39 weeks, and then 

only once near the end mentions that 

it is only for healthy, first time mothers, 

who had an early dates ultrasound scan.4 

Stat News also reported the ARRIVE 

study was testing IOL at 39 weeks versus 

no intervention, which again, is false; 

the study made no distinction between 

those in the expectant management 

group who went into spontaneous 

labour or those that were induced after 

40 weeks gestation.

Society of Obstetricians 
and Gynecologists 
of Canada (SOGC) 
Statement on the 
ARRIVE Trial
Although the ARRIVE study was 

conducted in the United States of 

America, the ramifications of such a 

large, double-blind, controlled study will 

likely be felt across the world. A similar 

example would be the, “Term Breech 
Credits to Caitlin Clarke with design by Aptos Village Creative. Printed with permission.
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Trial” which reported in October, 2000 by the international 

journal the Lancet, that caesareans were a safer delivery 

mode for breech birth than vaginal delivery.5 Soon obstetrics 

and gynecology governing bodies across the globe were 

changing their guidelines to include the results of the study. 

In this case, five years later a critical review was released 

that put into question the results from the, “Term Breech 

Trial”. The American Council Obstetricians and Gynecology 

(ACOG) again revised their guidelines in 2006 to, once again, 

recommend vaginal breech birth. It took another three years 

for the SOGC to follow suit. Therefore, we must be very careful 

in the assumptions we make of the ARRIVE study, before those 

assumptions change protocols and guidelines which could 

take years before they are critically examined.

The SOGC, then, has released a statement on the ARRIVE 

study, where they are both supportive of the rigour to which 

the study was completed within, and also reserved in their 

assumptions of the scope of the study’s conclusions. It seems 

SOGC is keeping an open mind, reviewing the data, and 

allowing physicians to use their own judgement on when 

to offer an elective induction, while urging that offering 

inductions in healthy women, solely to avoid caesarean, is not 

recommended. 

The SOGC writes: “Our clinical committees have reminded us 

that this, as with any study, needs to be interpreted with care. 

The induction of labour guideline, which covers both current 

indications as well as methods, is under revision and this study 

will be factored into the statements and recommendations 

arising from that guideline.

“A measured interpretation of the results of this study does 

enable healthcare providers to use their best clinical judgment 

in the timing of indicated induction in low-risk nulliparous 

women where gestational age is securely known by early 

ultrasound. However, it is not appropriate to recommend 

elective induction solely to reduce the risk of caesarean 

section in an otherwise low-risk nulliparous patient at this 

time.”6

What about physiology?
It is important to note that William Grobman, one of the 

ARRIVE study’s authors, made sure to state that the study, 

“contradict[s] the conclusions of multiple observational 

studies that have suggested that labour induction is associated 

with an increased risk of adverse maternal and perinatal 

outcomes.”7,8,9 “These studies, however, compared women 

who underwent labour induction with those who had 

spontaneous labour, which is not a comparison that is useful 

to guide clinical decision making” stated William Grobman.2 

Why is it not useful to compare induction versus spontaneous 

labour, particularly when news sources are going to report the 

findings as if that is what was studied?

The study itself never compares induction versus intervention-

free birth. It therefore does not include any statistics about if, 

or how, the women may be affected by a synthetic hormone 

versus the body’s natural release of hormones. The study does 

not look at how an IOL may affect a woman’s reproductive 

system, or endocrine system. It does not look at long term 

effects of the infant’s brain development, breastfeeding 

rates, or postpartum depression. Not only are more studies 

needed to see how far the implications of the ARRIVE study 

can be applied, but long-term data would be needed to see 

how the results of this study could potentially affect an entire 

generation or more of people.

When the study’s results might not be 
right for you
The ARRIVE study was conducted on healthy, first time births. 

Which means we cannot, at this point, assume similar stats 

for other demographics, including high risk pregnancies or 

anyone who has already had a child. It is possible that other 

studies may expand on the demographic in order to test if the 

findings can be applied generally to other pregnancies, but 

William Grobman, et al. caution in their paper that, until such 

research is performed, it is not fair to generalize the findings of 

the study to other women, or birthing individuals.2

In order to qualify for an early induction, it is also very 

important that the date of the fetus is well known. The NIH 

article specified only women who had an early ultrasound, or 

who know their date of ovulation and had it confirmed with an 

ultrasound before 21 weeks gestation, should be considered. 

They also cautioned, “Elective induction — labour induced 

when there is no medical need to do so — before 39 weeks 

is known to pose health risks for newborns.”3 Although the 

ARRIVE study supports elective induction at 39 weeks for 

healthy, first time births, who have confirmed dates it is also 

very important not to be recommending elective inductions 

before 39 weeks. If your doctor is recommending an induction 
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to you, and you have an unknown cycle, or unknown dates, 

with no early ultrasound (before 14 weeks of pregnancy), then 

this may be an indication that the ARRIVE study’s results, may 

not apply to you.2

When the American College of Nurse-Midwives (ACNM) 

released their statement on the ARRIVE study, they 

acknowledged, “the quality of the study design and the 

comprehensive areas of assessment that were included in 

the ARRIVE trial.”10 They also noted several other aspects of 

the study that deserve consideration. “[W]e note that the 

caesarean section rates cited in the ARRIVE trial are below 

the national average goal of 23.9% for primary caesareans 

nationally. This may be attributed to the approach to care 

during labour used during this trial”. It is amazing that the trial 

managed to produce a caesarean rate lower than the average 

of both the United States, where the study was conducted, 

and lower than our own in Canada; it is about 5% lower than 

the Albertan caesarean rate.11 We should be careful then 

extrapolating the findings to other hospitals with higher 

caesarean rates. This could unfairly target rural women if the 

findings are applied to smaller hospitals that may not be able 

to run with the same level of staff, or rooms, to allow for the 

longer times needed for an IOL.

It is positive that the study included several different hospitals, 

however it did not acknowledge its own bias: that all of the 

hospitals were all participants in the Maternal Fetal Medicine 

Units Network of the Eunice Kennedy Shriver National Institute 

of Child Health and Human Development. ACNM points out, 

in their position statement, that all of those hospitals follow 

the ACOG and Society for Maternal Fetal Medicine (SMFM) 

recommendations for extended time when an induction of 

labour is performed.10 Women in the IOL group had labours 

that lasted, on average, six hours longer than the expectant 

management group, and this was not seen as a problem with 

the labour or ability to birth. “Without this protocol, the results 

may have been different, and this will need to be emphasized 

in any recommendations for induction of labour aligned with 

these study results.”10 If you are considering an IOL, or your 

care provider is discussing one, make sure to ask questions 

about their caesarean rates, or of the hospital you would 

use if one was needed; ask questions regarding if women 

undergoing an IOL are given extra time to labour, or if they are 

expected to dilate regularly: sometimes hospitals will expect  

1 cm of dilation every hour or two.

The ACNM also noted, “that of the 22,533 women eligible to 

participate in this study, only 27% (6,106) actually agreed to 

participate. This demonstrates that the process of an elective 

induction of labour is not something women may choose or 

desire.”10 Of those woman who did agree, another 5-6% did 

not follow the protocol of their group to completion: this 

included women who did not follow the expected protocol 

due to medical reasons, because they opted out of the study, 

or because their care provider wrote a doctor’s note excluding 

them from the trial.2

This may indicate that an IOL may not be appropriate for 

women who are fearful of birth, have past trauma that is 

making birth seem scary or traumatic, or who are afraid of, 

or have a past trauma connected to, hospitals. Even a fear of 

being out of control, and vulnerable could affect the cascade 

of hormones required for the transition between phases 

during birth. The other side of the same aspect is that some 

people simply may not want to give up their autonomy or 

freedom in the way an induction may require. It is fair not 

to choose an IOL if you wish to stay mobile, do not wish to 

be strapped continuously to a monitor, or do not want to 

advocate for the extra time needed to safely complete an IOL. 

If you were unlikely to accept an induction before the ARRIVE 

study, it is fine if you still feel passionate about that now; 73% 

of women asked to participate in the study refused.

What (else) should we do?
“There are still lofty questions about how, exactly, the idea of 

induction at 39 weeks would work in practice. Will doctors 

actively offer it as an option to every patient, or will they 

simply no longer turn down requests for induction due to 

concerns about the risk of needing a C-section? What’s the 

best way to walk pregnant women through the potential 

risks and benefits of either choice?”3 The ACNM states, “We 

are concerned that these study results have a high potential 

to be applied in ways that are not consistent with the 

parameters of the ARRIVE trial, which can result in unintended 

consequences.”10 If your care provider is urging you towards an 

IOL at 39 weeks and you do not fall into the category used in 

the study – healthy, first time birth, with an early ultrasound or 

ovulation date known and confirmed, delivering in a hospital 

where longer times are given to inductions, and interested in 

accepting an IOL – thinking critically about if the study applies 

to you may be the right choice.
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“Dr. Kate Walker, an obstetrician and University of Nottingham 

researcher who has studied the health impact of induction but 

was not involved in the new paper, said there is still a, ‘very real 

concern’ about over-medicalizing labour in healthy women 

who are not experiencing problems with their pregnancy. 

Labour can be induced with drugs that cause contractions 

or soften the cervix, or by rupturing the amniotic sac, but 

induction does not always work and, in some cases, it can 

cause complications such as excessive contractions.”3

It is also unclear if the findings from the ARRIVE study would 

translate to countries with different types of health care 

systems.10 If a country has different caesarean and induction 

rates or procedures it is unclear if the results would be the 

same. In an individual case one needs to be clear that offering 

an IOL at 39 weeks outside of the same standards offered by 

the Maternal Fetal Medicine Units Network, which included 

extended time for inductions, may have different outcomes.

ACNM President, Dr. Susan Stone, expresses concern about the 

costs of adopting routine elective inductions of labour: given 

hospital stays, staffing resources, and capacity of the maternity 

care system.10 The Maternity Care in Alberta report (MCAR) 

puts the cost of an induction at $120 per birth, but also shows 

that a hospital birth is, on average, $2,000 more than a birth 

centre or home birth, reflecting that hospital births also carry 

other costs including higher fees per intervention, and for the 

cost of the facility itself. Dr. Susan Stone posed, “Could those 

costs be put to a better use adopting a more non-interventive, 

low-cost strategy for reducing caesarean sections?”

The ACNM also noted, “There are many other evidence-based 

approaches to reducing primary caesarean birth that can 

also be adopted, such as continuity of care during labour.”10 

A recent Cochrane Database Systematic Review entitled, 
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“Continuous support for women during labour” reported 

that if 14 women have continuous labour support, one 

caesarean birth can be prevented. The study also suggested 

that continuous labour support, like that offered with a doula, 

helped to decrease the length of labour, the number of 

interventions, forceps delivery, and analgesia used, without 

showing any indication of harm.12 The ARRIVE trial reported 

that 28 women will have to undergo an elective induction 

to prevent a single caesarean birth.”2 Doulas, acupuncture, 

reflexology, and reiki have all been shown to be effective at 

aiding outcomes during childbirth.13 It would be interesting to 

see institutes such as NIH supporting trials, and funding studies, 

for a rotating staff of specialized birth doulas to offer continual 

labour support.

“The American College of Nurse-Midwives strongly endorses 

the need for shared decision-making and equitable access to 

evidence-based information to use in discussions between 

childbearing families and their health care providers ‘We urge 

health care providers to be responsible, accurate, and cautious 

in their messaging to childbearing families about the use of 

elective induction of labour as an intervention to reduce the 

risk of caesarean delivery,’ Dr. Stone said.”10

The findings of the ARRIVE study, although we must be 

careful in how they are applied, also indicate that for some 

groups of women IOL at 39 weeks is a viable option. For 

healthy, first time moms that have dates of conception 

accurately confirmed, that plan to likely accept an induction 

if recommended by their care provider before 41 weeks, and 

who are planning to deliver in a modern facility with lower 

than average caesarean rates, and a protocol recommending 

longer induction times, then IOL at 39 weeks is shown to be 

no more dangerous than routine management. It also means 

that we need to honour those women that do choose to birth 

with IOL a 39 weeks, as a fully informed decision maker. Not 

all women will walk the same path of birth, but if we are fully 

aware of our decisions, feeling autonomous in our choices, 

and respected in our decisions, we can become empowered 

mothers regardless of modes of birth.
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PLACENTA ENCAPSULATION SERVICES IN ALBERTA

Alicia Farvolden
Serving Edmonton and surrounding areas  

780-982-0175 

doula.alicia@live.ca

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 
587-985-7681 
Doulamoonbirthservices@gmail.com 
Facebook.com/doulamoonbirth 
Instagram: doulamoonyeg 
www.doulamoonbirth.com

Edmonton Area Family Doulas: April Fermaniuk
Serving Edmonton and area 
780-966-6705 
info@edmontonareafamilydoulas.com  
edmontonareafamilydoulas.com

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,  
Christa Lomax
Serving Red Deer to Rocky Mountain House and area 
403-896-7809 
403-846-7568 
christamcdonald@hotmail.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

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

Placenta Edmonton Natasha Longridge 
CD(DONA), PES
Serving Edmonton and area 
780-318-9336 
natashalongridge@hotmail.com  
www.placentaedmonton.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

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 
Nadia Houle BSc, RAc, CLC 
780-919-6870 
info@womensbalancehealth.ca  
womensbalancehealth.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 and click 
‘Get Involved’ and ‘Become a Member’.
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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 

Private sessions also available 

Phone: 780-721-5430 

Email: birthspace@yahoo.ca 

Website: www.facebook.com/birthspace

Birthing From Within Mentors and Doulas
Kayla Becvar & Erin Liber, Transition Doula Collective 

Location: Edmonton 

Times: Weekend Intensive Workshops 

Phone: 587-596-5878 

Email: transitiondoulas@gmail.com 

Website: www.transitiondoulas.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: info@midwiferycp.ca 

Website: www.midwiferycp.ca

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

Terra – Centre for Pregnant & Parenting Teens  
Location: Edmonton Centre 

Times: Weekly, 2 hours 

Phone: 780-428-3772 

Email: terra@terraassociation.com 

Website: terracentre.ca

Women Before Us Doula Services:  
Taryn McLafferty BSc, CLC, LCCE
Evidence based, Lamaze certified classes on pregnancy, birth and 

postpartum preparation, private or group 

Location: Edmonton, Sherwood Park, Vegreville 

Time: series and 1 day workshops 

Phone: 780-717-3717 

Email: doulataryn@gmail.com 

Website: www.doulataryn.com

To include a listing email info@asac.ab.ca, then go to www.asac.ab.ca and click ‘Get Involved’ and 
‘Become a Member’.
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ASAC BIRTH & BABY TALKS 
These FREE sessions are hosted every Wednesday from 7 - 9 p.m. at ASAC. The 

talks are geared towards new and expecting parents, those trying to conceive, 
intended parents, or those who have recently adopted. ASAC is inclusive and all 

families are welcome! 

Please join us for the Spring Birth & Baby Talks! Dates to be announced soon. 
Stay tuned to ASAC’s Facebook page for more information.

The topics include: 
• Cycle Charting for Fertility Awareness

• Prenatal Yoga & Meditation Session

• Birth Partner’s & Doula’s: Comfort Measures, How to Support your Partner  

& How Doula’s Can Help

• Alternative Healthcare during Pregnancy & Safe Essential Oil Use in Pregnancy

• Pelvic Floor Health

• Cesarean Birth & Gentle Cesareans

• Informed Choice during Labour & Postpartum

• The Basics of Breastfeeding & Where to Find Support

• Babywearing & Carseat Safety

• Postpartum Depression & Mood Disorders

• Cloth Diapering & Elimination  

Communication

• Infant Care Basics &  

The Fourth Trimester

Please visit our Facebook Page at  

https://www.facebook.com/groups/EdmontonASAC/events/ for presenter information and dates, as we will be confirming 

them shortly. If you have any questions, please email Lauren at presentations@asac.ab.ca
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Community Resource Listing

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

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

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

Nurture Her
Women’s physiotherapy blog and informational videos. We know you take 
great care of your kids, but are you taking great care of yourself? Imagine how 
satisfying it would feel if you could run, jump and play easily with your kids. 
How much more fun could you have? 
www.nurtureher.ca 

Parent Care:
Support group run out of Edmonton.  
http://www.parent-care.ca
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ASAC CONTACTS

President
Christine Armitage 
president@asac.ab.ca

Vice-President 
External
Tristan Woodford 
vp_external@asac.ab.ca

Vice-President Internal
Carly Dailey 
vp_internal@asac.ab.ca

Vice-President Finance
Kathy Harrigan 
vp_finance@asac.ab.ca

Treasurer
Hailey Benson 
treasurer@asac.ab.ca

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
Lauren Calleja  
presentations@asac.ab.ca

Library Coordinator
Taylor Hartley 
library@asac.ab.ca

Gala Coordinators
Vacant 

Diversity Committee 
Coordinator
Monica Eggink

Volunteer Coordinator
Kirsten Ziegler

Social Media 
Coordinator
Danielle Rolfson 
socialmedia@asac.ab.ca

Playgroup Coordinator
Taylor Hartley  
playgroup@asac.ab.ca

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
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ALBERTA MIDWIVES To request midwifery care please fill out the centralized intake form found at www.aamclientcare.ca/waitlist/register

CARDSTON COUNTY AND 
PINCHER CREEK AREAS

Cardston Midwives 
www.birthpartnershipmidwives.com 
403-246-8968

FORT MCLEOD, LETHBRIDGE AND 
MEDICINE HAT AREAS

Grassland Midwifery 
www.facebook.com/pg/
grasslandmidwifery 
erin@grasslandmidwifery.com  
403-977-3391

Midwives of Medicine Hat 
www.facebook.com/pg/
midwivesofmedicinehat 
403-866-1416

FORT SASKATCHEWAN AREA

Comfort Midwives
Bolanle Oyewole

HIGH LEVEL AREA AND 
MACKENZIE COUNTY AREAS

Loving Arms
780-464-3082

LAC LA BCHE COUNTY AREA

Tree de la Vie Midwifery
www.treedelavie.weebly.com 
treedelaviemidwifery@gmail.com  
780-798-2395

ST ALBERT AREA

St Albert Community Midwives
www.stalbertmidwives.ca 
info@stalbertmidwives.ca  
780-470-0707

HIGH RIVER AND OKOTOKS 
AREAS

Foothills Midwifery 
information@foothillsmidwifery.com 
403-995-3995

EDMONTON, SHERWOOD PARK, 
AND STONY PLAIN AREAS

Beginnings Midwifery Care
www.beginningsmidwiferycare.com 
beginningsmidwiferycare@gmail.com 
780-490-0906

Lucina Midwives
www.lucinacentre.ca  
midwives@lucinacentre.ca 
780-756-7226

Midwifery Care Partners
www.midwiferycp.ca  
info@midwiferycp.ca 
780-490-5383

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

JoySpring Midwifery
joyspringmidwifery.ca 
loveyourbaby@joyspringmidwifery.ca

Meadowlark Midwifery
www.meadowlarkmidwifery.com 
meadowlark.midwives@gmail.com 
587-523-0099

Passages Midwifery
www.passagesmidwifery.com 
info@passagesmidwifery.com  
780-968-2784

RED DEER AND ROCKY 
MOUNTAIN HOUSE AREAS

Blessingway Midwifery
 www.blessingwaymidwifery.ca 
blessingwaymidwives@gmail.com

Prairie Midwives
prairiemidwives.ca  
midwives@prairiemidwives.ca

West Country Midwives 
westcountrymidwives.com 

BOW VALLEY, CANMORE, 
COCHRANE AND WEST CALGARY 
AREA

Cochrane Community Midwives
 www.cochranemidwives.ca 
cochranemidwives@gmail.com 
403-932-3176

CALGARY AND AIRDRIE AREAS

Alba Midwifery
www.albamidwifery.com 
vivmaclean@me.com  
403-370-9773

Birth Partnership
www.birthpartnershipmidwives.com 
birthpartnershipinfo@telus.net  
403-246-8968

Calgary Midwives Collective
www.calgarymidwivescollective.com 
info@calgarymidwivescooperative.com 
403-452-6070

Matronae Midwifery
www.matronae.ca  
jm@matronae.ca

JoySpring Midwifery
joyspringmidwifery.ca

Aurora Midwifery
www.auroramidwifery.ca  
info@auroramidwifery.ca 
403-203-5105

Briar Hill Midwives
www.briarhillmidwives.ca  
info@briarhillmidwives.ca  
403-474-8260

Honeycomb Midwives
www.honeycombmidwives.ca 
admin@honeycombmidwives.ca  
403-286-9945

Red Community Midwives
www.redcommunitymidwives.com 
info@redcommunitymidwives.com

Alberta currently has over 125 registered midwives. Welcome to all the new graduates from Mount Royal University’s Bachelor of 
Midwifery. Midwives are primary caregivers that offer continuity of care through pregnancy, birth, and to six weeks postpartum. 
They currently attend about 5% of out of hospital births in Alberta.
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Doula services: Labour & Postpartum

Hypnobabies Childbirth Education Classes

Placenta Services (encapsulation, keepsakes and more)

CAPPA Doula Training: Labour and Postpartum

Lactation Education

Infant Sleep Education

“Pops and Pints” Childbirth Education

Partner Education Classes

Fertility Awareness

Offering a complete circle of support to 
enhance your childbearing year.

Start your journey at fullcirclebirthcollective.com
For postpartum care and service visit us at yegppdoula.com

587 521 2717

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) 




