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Introduction

In November 2003 the First Nations and Ajunnginiq (Inuit) Centres at the National Aboriginal
Health Organization (NAHO) jointly submitted a proposal for funding to the First Nations and
Inuit Health Branch (FNIHB) of Health Canada to conduct a preliminary assessment of maternity
care needs in First Nations (reserve-based) and Inuit communities. The proposal was developed in
consultation with the Health Secretariat of the Assembly of First Nations and the Health Committee
of the Inuit Tapiriit Kanatami. In December 2003, FNIHB agreed to provide approximately
$140,000 to the Centres at NAHO to conduct the needs assessment.

Exploring Models for Quality Maternity Care in First Nations and Inuit Communities: A Preliminary Needs
Assessment (hereafter referred to as The First Nations and Inuit Maternity Care Needs Assessment
Project) constitutes participatory action research, and as such, utilized qualitative methods selected
and developed with the assistance of a Peer/Community Review Team of First Nations and Inuit
volunteers with experience in First Nations and Inuit health and maternity care. The methods
selected and developed gathered information on the experiences and needs of First Nations and
Inuit women in respect of their maternity care, as well as the experiences and perspectives of health
care professionals working in the area of First Nations and Inuit maternity care. The qualitative
needs assessment focused on understanding the experiences and perspectives of First Nations and
Inuit women, as well as that of maternity care professionals, as a means of identifying issues,
priorities, best practices and suggestions for improving maternity care in First Nations (reserve-
based) and Inuit communities.

The needs assessment study consisted of a series of focus groups with First Nations and Inuit
women, focus group participant questionnaires and professional informant interviews.

The primary research technique for the needs assessment was through facilitated focus groups with
First Nations and Inuit women aimed at gathering experiential information. Separate focus groups
were held with First Nations and Inuit women in respect and response to the distinct and diverse
needs of each. Accordingly, separate First Nations and Inuit —specific Facilitator’s Guides were
developed to outline the approach, objectives, goals, questions and the proposed agenda for the
focus groups. Focus group participants were asked to share their knowledge of current maternity
programs and services offered or available in their communities. Focus group questions and
discussions were directed at identifying programs and services, as well as gaps in relation to prenatal,
birthing and post-natal care. While the primary focus was in respect of First Nations (on-reserve)
and Inuit community services, participants also described services offered and available outside of
their community. The focus group approach supported and encouraged oral story-telling, best
practices and solutions.

To complement the information gathered during the focus groups and as a means of collecting
some baseline information and data, First Nations and Inuit —specific focus group participant
questionnaires were developed and completed by focus group participants. The purpose for the
questionnaires was to assist in defining and profiling the experiences of the First Nations and Inuit
women in terms of their access and use of maternity care services and programs, and in collecting
some tombstone data.
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The second element of this needs assessment involved the administration of a telephone
questionnaire to health care professionals practicing in the field of First Nations and Inuit maternity
care. The purpose of the questionnaire was to gather some base line information with a focus on
obtaining professional perspectives on the needs, best practices, challenges, and potential solutions
on maternity care for First Nations and Inuit women in Canada.

The First Nations and Inuit Maternity Care Needs Assessment Project was carried out between
December 2003 and March 2005 and was divided in three phases:

Phase I: Preliminary planning and the development of a work plan, methodology and
measurement instruments (December 2003 — May 2004).

Phase II: Initiation and completion of needs assessment activities through focus groups, focus
group questionnaires and informant interviews (May — August 2004).

Phase I11I: Literature review and report, analysis and consolidation of findings, preparation and
dissemination of final report on findings (August 2004 — March 2005).

This report details the findings of the First Nations and Inuit Maternity Care Needs Assessment
Project. The report identifies the issues, priorities, best practices, and suggestions for improving
maternity care in First Nations and Inuit communities that were provided by the First Nations and
Inuit focus group participants and professional informants working in the area of Aboriginal
maternity care. The analysis provides preliminary information on the experiences and needs of First
Nations and Inuit participants in respect of their perinatal care. The experiences, perspectives and
challenges of the professional informants in the provision of maternity care to First Nations and
Inuit women are also detailed.

The report identifies the gaps in current First Nations and Inuit maternity care and outlines
solutions to addressing these gaps, as offered and articulated by the First Nations and Inuit women
that participated in the needs assessment as well as the professional informants.

It is recognized that this preliminary needs assessment study was not sufficiently wide-spread to
make conclusive findings, nor was the sampling large enough to firmly identify the influencing
factors that could contribute to an improvement in the availability, accessibility and quality of
maternity care for First Nations and Inuit women. However, the findings are consistent with other
research and literature on the subject-matter and the experiential information that was provided, as
well as the issues and gaps that were identified by the focus group participants and the professional
informants confirm and substantiate the existing research and knowledge-base on First Nations and
Inuit maternity care.

In this context, the information gathered and reported in this preliminary needs assessment study
can contribute to, and assist in, further informing the development and implementation of new
models for quality maternity care programs, services, and strategies for First Nations and Inuit
women and in their communities.

This final report of findings is presented in two separate parts consisting of the First Nations (Part I)
and Inuit (Part II) findings. Each part consolidates the results and findings of the focus groups, the
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focus group questionnaires and in the informant interviews. The introductory sections of the report
include the objectives and anticipated outcomes of the project; provide highlights from the literature
review to contextualize the findings; provide background information on the First Nations and
Ajunnginiq Centres and the needs assessment team; and outline the methods used, and activities
undertaken, to develop and implement the maternity care needs assessment.

Objectives and Anticipated Outcomes

The overarching objective of the First Nations and Inuit Maternity Care Needs Assessment Project
was to identify issues, priorities, best practices and suggestions for improving maternity care in First
Nations (reserve-based) and Inuit communities with the intent of building on the research that has
already been completed, and with a view to assisting First Nations and Inuit leadership in obtaining
preliminary information on the experiences and needs of First Nations and Inuit women, as well as
health care professionals, in the area of maternity care.

In this context, through focus groups, First Nations and Inuit women had the opportunity to share
and discuss their experiences and needs in respect of their maternity care. Through the informant
telephone interviews with health professionals, the First Nations and Ajunnginiq Centres gathered
information on the experiences, views and perspectives of maternity care providers (medical
doctors, nurses, midwives and other community-based maternity health care workers) in respect of
First Nations and Inuit maternity care needs and issues.

The First Nations and Inuit Maternity Care Needs Assessment Project responds to the importance
of issues surrounding the provision of maternity care services in First Nations and Inuit
communities, by contributing to the knowledge base regarding First Nations and Inuit maternity
care. Some of the key anticipated outcomes are as follows:

* Raising awareness among First Nations and Inuit of the key issues relating to maternity care in
their communities.

* Assisting First Nations and Inuit leadership, health and other governmental authorities and
health/maternity care professionals and researchers in gaining a better understanding of the
experiences, perspectives and needs of First Nations and Inuit women in respect of their
maternity care, as well as the experiences and perspectives of maternity care providers working
in, and/or with, First Nations and Inuit communities.

* TFacilitating and supporting capacity-building among First Nations in developing and
implementing community-based strategies in respect of maternity care.

* Informing and influencing federal, provincial and territorial legislative and policy frameworks
and programs and services in respect of the provision of maternity care to First Nations and
Inuit women and their communities.

Recognizing the critical importance of maternal and child health in First Nations and Inuit
communities, it is hoped that this project will inform the elaboration of models for quality maternity
care in First Nations and Inuit communities that will require additional necessary and sustainable
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resources for implementation. Therefore, it should be anticipated that this needs assessment will
raise the expectations of First Nations and Inuit communities, and therefore, appropriate response
and commitments to these communities will require the active engagement of First Nations and
Inuit leadership and of the First Nations and Inuit Health Branch of Health Canada.

The Context

A literature review of relevant research and information relating to First Nations and Inuit maternity
care, conducted as part of this needs assessment, identified that the cornerstone of maternal child
health care for First Nations (on-reserve) and Inuit communities remains the medical evacuation of
women from remote, isolated, and semi-isolated communities to tertiary care centers at 36 weeks of
pregnancy. The women give birth in major urban areas, separated from their families and
communities.

Even in communities where women are not evacuated long distances to give birth, frequent barriers
persist in respect of First Nations and Inuit maternal and child health, including, but not limited to:
the lack of access to health care and transportation; compromised continuity of care as a result of
staff shortages and turnovers; shortages of food; the lack of appropriate and affordable housing; and
the absence of culture-based perinatal outreach and support programs for Aboriginal women.'

The need for comprehensive maternity care services was well established in the 1996 Report of the
Royal Commiission on Aboriginal Peoples.

In 1996, RCAP reported that stillbirth and perinatal death rates among Indians were about twice the
Canadian average; and among Inuit living in the Northwest Territories (NWT), the rate was about
2.5 times the Canadian average.” RCAP cited that neonatal and infant deaths were largely the result
of Aboriginal living conditions and the lack of health care choices of Aboriginal pregnant women
and new mothers.” It is critical to note that First Nations and Inuit women are at greater risk for a
variety of conditions and complications arising during pregnancy, childbirth and postpartum.

According to Health Canada’s Statistical Profile of the Health of First Nations in Canada, 2003, the First
Nations infant mortality rate remained 1.5 times higher than in the Canadian population in 1999
with 8.0 deaths per 1,000 live births (based on 65 deaths) among First Nations (0 to 1 year),
compared with 5.5 for Canada as a whole. The Statistical Profile also reaffirmed that the First Nations
birth rate remains higher than that of the Canadian population, with a much higher proportion of
First Nations women giving birth under 25 years of age (in 1999, this proportion was 58 per cent).*

! Linda Cree, Exploring Models for Quality Maternity Care in First Nations and Inuit Communities: A Preliminary
Needs Assessment — Literature Review (Ottawa: National Aboriginal Health Organization, March 2005) p. 4.

% Royal Commission on Aboriginal Peoples, Report of the Royal Commission on Aboriginal Peoples, Volume 3,
“Gathering Strength,” Chapter 3, “Health and Healing” (Ottawa: Government of Canada, 1996). Available online at:
http://www.inac.gc.ca/ch/rcap/index_e.html.

® Linda Cree, Exploring Models for Quality Maternity Care in First Nations and Inuit Communities: A Preliminary
Needs Assessment — Literature Review (Ottawa: National Aboriginal Health Organization, March 2005) p. 4.

* Health Canada, A Statistical Profile of the Health of First Nations in Canada (Ottawa: First Nations and Inuit Health Branch,
Health Canada, 2003). Available online at: http://www.hc-sc.gc.ca/fnihb-dgspni/fnihb/ sppa/ hia/
publications/statistical_profile.ntm. Almost one-quarter (23.7 pet cent) of all First Nations births involved teenaged
mothers (ages 15 to 19 years), as compated with around five percent (5.6 per cent) of Canadian teens of the same age
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Issues relating to midwifery and maternity care have been a priority of Inuit women for many years.
Inuit live in 53 communities spread across two provinces and two territories. The majority of these
communities are served by nursing stations only. There are no specialists located in these
communities, and Inuit women requiring maternity care in a hospital setting are relocated thousands
of miles from their homes and families to locations in the south.

In a discussion paper on Maternal Health Care in First Nations and Inuit Communities, prepared by Dawn
Smith for the Office of Nursing, FNIHB, Health Canada, Smith found that maternal child health
care in First Nations (on-reserve) and Inuit communities falls short of national and international
standards, relies heavily on the evacuation of women in late pregnancy for medically safe births and
minimizes attention to key factors influencing perinatal health and development.” Smith’s study
determined that maternal child health care can be improved when program design was community
driven, culturally safe, and delivered by a multidisciplinary team; and focused on eatly recruitment,
the development of trusting relationships, adequate resources, ongoing training and supportt,
effective information management, and well-developed protocols for transfer between health care
organizations and community involvement.’

Smith further emphasized that effective maternal child health care programs for First Nations and
Inuit should consist of the following key factors:

e community control or involvement;

e cultural safety or appropriateness;

e the development of a trusting relationship with a primary care giver; and
e home visiting/a multiple intervention approach.7

In its 2002 public opinion poll on First Nations health and health care in Canada entitled What First
Nations Think about Their Health and Health Care, First Nations respondents were asked how easy it
was for people in their community to get appointments with health care providers. Over one-half
(52 per cent) of First Nations respondents reported that it was “somewhat” or “very” difficult to
access appointments with obstetricians/gynecologists and 59 per cent reported the same in respect
of access to midwives.*

In its discussion paper on Midwifery and Aboriginal Midwifery in Canada, NAHO synthesized the main
gaps in current policy and practice relating to maternity care services and summarized that services
are inconsistent with the growing body of evidence on positive health outcomes and with

group in 1997. First Nations females aged 10 to 14 years had an age-specific birth rate 9 times that of the average

Canadian rate for the same age group.

> Linda Cree, Exploring Models for Quality Maternity Care in First Nations and Inuit Communities: A Preliminary

Needs Assessment — Literature Review (Ottawa: National Aboriginal Health Organization, March 2005). Also see,

Dawn Smith, Comprehensive Maternal Child Health Care in First Nations and Inuit Communities: A Discussion

I;aper (Ottawa: Office of Nursing Services, First Nations and Inuit Health Branch, Health Canada, August 8, 2002).
Ibid.

" Ibid.

® National Aboriginal Health Organization, What First Nations Think about Their Health and Health Care (Ottawa:

First Nations Centre, National Aboriginal Health Organization, 2005).
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international best practices and further suggested that new models were required for community-
based maternity care in Aboriginal communities.”

In September 2004, the First Ministers from the federal, provincial and territorial jurisdictions held a
meeting in Ottawa to discuss health care in Canada. Following this meeting a number of
commitments were made by the federal government on Aboriginal health, including a $400 million
commitment for health promotion and disease prevention programs focusing on, among others,
enhancements to child and maternal health programs."

Despite all the research evidence and information relating to the current state of First Nations and
Inuit maternity care and the impacts on First Nations and Inuit women, their families and
communities, the lack of comprehensive, accessible and quality maternity care for First Nations and
Inuit women remains a persistent health issue for First Nations and Inuit communities.

Background on the Organization

NAHO was established in 2000 with five national Aboriginal representative organizations as its
founding members."' It is 2 non-governmental and non-political Aboriginal organization committed
to advancing the health and well-being of Aboriginal peoples through knowledge-based strategies
and activities, and is reflective of Aboriginal peoples’ understanding and endorsement of the critical
role of information and knowledge in the collective empowerment of Aboriginal individuals and
communities in matters of health.

Since its establishment, NAHO has aspired to becoming a leading edge organization with the key
objectives of raising awareness of Aboriginal health issues, promoting Aboriginal community-based
research, improving the recruitment, retention and support to Aboriginal health
workers/professionals, and protecting Aboriginal traditional knowledge and healing practices.

As a distinct part of NAHO’s design three centres of excellence were established in 2001 each
specializing in the health of the three Aboriginal populations: First Nations, Inuit and Métis. A
Governing Committee governs each Centre, enabling it to identify, communicate and address the
health priorities of each population. Hence, in order to fulfill these objectives, the Centres must
design and maintain a continuum of research via ongoing stakeholder relations and adherence to an
impeccable ethics process.

The First Nations Centre

The First Nations Centre (FNC) at NAHO fosters a community-based approach to health research.
That is, it adopts a collaborative approach, working with First Nations regional organizations and

° National Aboriginal Health Organization, Midwifery and Aboriginal Midwifery in Canada (Ottawa: National
Aboriginal Health Organization, February 28, 2004). Available online at:
http://www.naho.ca/english/pdf/aboriginal_midwifery.pdf.

19 Health Canada, “Commitments to Aboriginal Health,” Health Care Renewal (Ottawa: Health Canada, September
2004). Available online at: http://www.hc-sc.gc.ca/english/hca2003/fmm/index.html.

1 The five Aboriginal representative organizations are: the Assembly of First Nations, the Métis National Council,
the Inuit Tapiriit Kanatami, the Congress of Aboriginal Peoples and the Native Women’s Association of Canada.

Exploring Models for Quality Maternity Care in First Nations and Inuit Communities: A Preliminary Needs Assessment
10



other community-based groups. In so doing, it aspires to build the capacity of First Nations to
collect and analyze information on health status, issues and risk factors with the intent of assisting
First Nations to better plan health programs and services by having evidence on their needs and the
impacts of various programs, services, policies and investments. Its main objectives are to:

¢ Conduct, facilitate and promote research on First Nations health to assist First Nations and their
communities.

e Disseminate results of health research and information to First Nations communities.

e Build First Nations capacity in respect of research and research analysis, health career
development and health governance.

e Advocate, advance and support First Nations traditional knowledge, values and practices in First
Nations health.

e Develop and enhance partnerships and relationships relating to First Nations health research,
policies/strategies, capacity-building and promotion.

The FINC’s core activities in the area of research are to:

¢ Conduct ongoing research and analysis on various issues relating to First Nations health to First
Nations communities and leadership to support their planning, priority-setting and decision-
making on matters pertaining to First Nations Health.

e Tacilitate and support the development and sustainability of First Nations culturally relevant and
responsive health research and information systems, structures and institutions as key elements
of First Nations self-determination and self-governance.

e Influence and support the improvement of First Nations health outcomes through knowledge
generation and translation.

The Ajunnginiq (Inuit) Centre

The Ajunnginiq Centre’s mandate is to promote practices to restore a healthy lifestyle and improve
the health status of Inuit. Its overarching objectives are to:

e Improve and promote the health of Inuit through knowledge-based activities.

e Promote understanding of health issues affecting Inuit.

e Tacilitate and promote research and develop research partnerships that respond to the research
priorities of Inuit, and increase the number and capacity of Inuit researchers.

e TFoster capacity building and participation of Inuit in health care professions.

e Affirm, promote and protect Inuit traditional cultural, environmental and health-related
knowledge and associated intellectual property rights.

The Centre works closely with the Inuit Tapiriit Kanatami on health priorities as identified by Inuit
through the National Inuit Health Forum in 2000 and through ongoing discussions and working
relationships with regional partners through the National Inuit Committee on Health.

During 2001/2002, the Ajunnginiq Centre conducted five regional workshops to confirm its
priorities and activities. Discussions with community members confirmed the urgency and
importance of improving maternal health care in Inuit communities, and recommendations included
conducting further, more detailed discussions on the issue.
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Priorities for the Ajunnginiq Centre include Inuit health human resource capacity building, and
assisting with efforts to expand the services available in the communities. Knowledge translation and
knowledge transfer are key elements of the Centre’s work. The Ajunnginiq Centre will play a key
role in facilitating the participation of Inuit women in the proposed focus groups, and will link this
activity to those of its member organizations regionally and nationally.

The First Nations and Inuit Needs Assessment Team

The First Nations and Ajunnginiq Centres at NAHO jointly led and coordinated the First Nations
and Inuit Maternity Care Needs Assessment Project. To assist them in the development and
implementation of the project the Centres contracted the facilitation services of Carolann Brewer
and Pat Baxter, First Nations women who individually and collectively have substantive experience
in working with First Nations and Inuit women. Each brought various skills and expertise of asset to
the project.

Initial planning for the First Nations and Inuit Maternity Care Needs Assessment Project took place
between December 2003 and May 2004, during which time the First Nations and Ajunnginiq
Centres worked with the Aboriginal consultants to develop and finalize a work plan and a draft
methodology and measurement instrument design for the needs assessment.

Working with the Centres, Ms. Brewer and Ms. Baxter assisted in the development of the
methodology for the needs assessment, and on behalf of the Centres were responsible for the
development of the questionnaires and facilitators guides for the focus groups with First Nations
and Inuit women; conducted the focus groups in Vancouver, Saskatoon, Winnipeg, Ottawa and
Iqaluit; and prepared preliminary reports on the outcomes of each focus group. In addition, they
developed the questionnaires for the informant interviews, conducted the interviews; and prepared a
report of the findings of the informant interviews. Mr. Germain Paul, Service de consultant
autochtone (a francophone Native consulting firm operating in Quebec) was contracted by the FNC
to organize and conduct two focus groups in Quebec (Wendake and Mashteuiatsh), as well as to
prepare the preliminary reports on findings.

The First Nations and Ajunnginiq Centres were responsible for sample identification and
recruitment for the focus groups, as well as sample identification for the health professional
informant telephone interviews. The Centres were also responsible for the coordination of focus
group preparatory activities, including the organization of travel and logistics for all sessions.

In July 2004 a methodology report on the project was developed and submitted by the First Nations
and Ajunnginiq Centres to Health Canada. The purpose of this report was to provide an overview of
work and activities under Phases I and II of the needs assessment project, including the rationale for
the project and its scope of work and methodology, and to report on the implementation of the
needs assessment activities (i.e. focus groups with First Nations and Inuit women and informant
telephone interviews with health care professionals), as well as planning for subsequent phases of
the project.
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Ms. Linda Cree, Researcher/Writer with the Policy Research Unit of NAHO assisted the needs
assessment team by researching and preparing a comprehensive literature review on First Nations
and Inuit maternity care.

Four data bases were developed by the First Nations Centre based on the data collected as part of
the First Nations and Inuit focus group questionnaires and the First Nations and Inuit —specific data
that was collected through the professional informant interview questionnaires. Using the databases,
aggregate data tables were developed by the Centres to conduct the analysis and report on baseline
findings of the questionnaires.

Ms. Brewer and Mr. Phillip Bird were engaged by the Centres to conduct the analysis of the data
collected on the First Nations and Inuit focus group questionnaires and the First Nations and Inuit -
specific informant interview questionnaire, synthesize the findings of the First Nations and Inuit
focus groups and prepare final reports of findings in respect of the First Nations and Inuit maternity
care needs assessment. Ms. Brewer conducted the analysis and developed the final report of First
Nations findings and Mr. Bird conducted the analysis and prepared the final report of Inuit findings.

A volunteer Peer/Community Review Team composed of First Nations and Inuit individuals with
knowledge and expertise in matters pertaining to Aboriginal women’s health and perinatal care
assisted the Centres in the development and implementation of culturally relevant methodologies,
structures and processes to undertake the needs assessment. In particular, the Peer Review provided
input and commentary on the methodology and survey instruments for the focus group and
informant interview questionnaires; the methodology report; and the final report on findings.

Methods and Activities

This needs assessment study consisted of focus groups, participant questionnaires and professional
informant interviews.

Facilitated focus groups with a total of 43 First Nations and Inuit women were conducted in seven
different locations across Canada over the period of May and June 2004. Four different facilitators
followed a standardized guide, asking predetermined questions that had been designed to investigate
specific areas of their maternity experiences from diagnosis to post-partum experience. Findings
were reported in facilitator reports which summarized the input of the focus group participants.
Information gleaned by the focus groups was supplemented by a tombstone questionnaire that was
provided to focus group participants for their completion. The tombstone questionnaire garnered
baseline demographic information on the focus group participants.

In addition, a questionnaire was administered by telephone to 23 health and maternity care
professional informants to gather experiential information on the perspectives and experiences of
maternity providers practicing in First Nations and Inuit communities, and/or providing maternity
care services to First Nations and Inuit women.

A Peer/Community Review Team composed of First Nations and Inuit volunteers with experience
and expertise in Aboriginal health and maternity care assisted the Centres by providing guidance and
advice to the Centres in carrying-out the project and in developing culturally appropriate and

Exploring Models for Quality Maternity Care in First Nations and Inuit Communities: A Preliminary Needs Assessment
13




responsive methodologies, structures and processes to undertake the needs assessment. Specifically,
the Peer Review team reviewed and provided comments on the survey instruments, the Facilitator’s
Guides, the methodology report and the final report on the findings of the needs assessment.

Focus Groups with First Nations and Inuit Women

The primary research technique for the First Nations and Inuit Maternity Care Project was through
facilitated focus groups with First Nations and Inuit women aimed at gathering experiential
information. The First Nations and Ajunnginiq Centres, with the facilitation services of Aboriginal
consultants, conducted a series of focus groups with First Nations and Inuit women in key locations
across Canada between May and June 2004.

First Nations and Inuit women participated in the focus groups on a voluntary basis in response to a
call for expression of interest which was disseminated by the First Nations and Ajunnginiq Centres
to First Nations and Inuit communities across Canada in May 2004.

It was determined early within the project development and planning process that separate focus
groups with First Nations and Inuit women would be most appropriate in order to respect and
respond to the distinct and diverse cultural, linguistic and other needs of First Nations and Inuit
women.

Accordingly, a total of eight focus groups'” were held over the period of May and June 2004, with,
six focus groups with First Nations women and one focus group with Inuit women. The focus
groups took place as follows:

e Winnipeg (May 18-19, 2004);

e Saskatoon (May 20-21, 2004);

e Vancouver (May 20-21, 2004, two concurrent focus groups);

e Ottawa (May 26-27, 2004);

e Iqaluit (June 8-9, 2004, Inuit-specific)

e Wendake (June 17, 2004); and

e Mashteuiatsh (June 18, 2004).

Participants in the focus groups held in Vancouver, Saskatoon, Ottawa, Wendake and Mashteuiatsh

included First Nations women who:

e were 18 years of age and over;

e had given birth within the last three years; B

e are First Nation (reserve-based) in decent; and

o were selected from each of the four directions (north, south, east and west locations) within a
particular region.

12 Initial planning for the focus groups foresaw a total of five focus groups with First Nations and Inuit women in
Vancouver, Saskatoon, Winnipeg, Ottawa and lgaluit. However, due to the overwhelming response received by the
First Nations Centre from First Nations women across the country who wished to volunteer as participants in the
focus groups, an additional focus group was held in Vancouver and two francophone focus groups were held in
Quebec to accommodate French-speaking First Nations women.

B3 Children aged three to five are often considered pre-school and are eligible for services such as Head Start. It was
thus considered appropriate that this study target mothers of children below that age since their experiences with
maternity (prenatal, birthing and postnatal) and maternal care would be more recent.
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The focus group in Winnipeg included the participation of First Nations women (18 years of age
and over) who had lost children at birth, or shortly thereafter, within the last three years. It was felt
that First Nations women who have experienced this trauma deserved their own session to
accommodate their experiences in a sensitive and appropriate manner.

The focus group in Iqaluit included Inuit women from across the North who:

e were 18 years of age and over;

e had given birth within the last three years;

e are Inuit in decent; and

o were selected from each of the four directions (north, south, east and west locations) within a
particular region.

A total of 43 women participated in the focus groups, ranging in ages from 16 to 38 years of age, of
which, 33 First Nations women participated in the focus groups held in Vancouver, Saskatoon,
Winnipeg, Ottawa, Wendake and Mashteuiatsh and 10 Inuit women participated in the focus group
held in Iqaluit.

The largest focus group was held in Iqaluit with 10 Inuit participants. The focus groups with First
Nations participants were slightly smaller. In Vancouver (2 focus groups) there were 6 participants
per focus group; in Saskatoon there were 7 participants; the focus groups in Ottawa and Wendake
had 4 participants each; and the focus groups in Winnipeg and Mashteuiatsh included 3 participants
each. With the exception of the focus groups in Wendake and Mashteuiatsh which took place in one
day due to logistical considerations, all focus groups were scheduled for 1.5 days in length.

The focus group in Iqaluit included women from Nunavut, Labrador, the Inuvialuit and Nunavik
regions. First Nations women from almost every region of the country volunteered to participate in
the focus group sessions. Accordingly, First Nations women from British Columbia and the Yukon
participated in the Vancouver focus groups; First Nations women from Alberta, Saskatchewan and
Manitoba participated in the focus group in Saskatoon; the focus group in Winnipeg included
women from Manitoba; the focus group in Ottawa included First Nations women from Ontario and
the Maritimes; and the focus groups in Wendake and Mashteuiatsh included First Nations women
from Quebec.

The focus groups in Vancouver, Saskatoon, Winnipeg and Ottawa were conducted in English and
the focus groups in Wendake and Mashteuiatsh in French. The focus group in Iqaluit was conducted
in Inuktitut, with simultaneous translation and recording capacity into English for reporting
purposes and hosting the session. With the exception of the focus groups held in Quebec," the
proceedings of the focus group sessions were recorded and transcribed to assist in the qualitative
analysis around themes and sub-themes and report writing.

Focus group participants were provided with a small stipend to encourage their participation. All
travel arrangements and related costs, including air/ground transportation, accommodations, meals
and incidentals for First Nations and Inuit women participating in the focus groups were covered

“ participants in the focus groups in Wendake and Mashteuiatsh requested that no audio recording take place during
the sessions.
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respectively by the First Nations and Ajunnginiq Centres. Day care services were available on-site in
the Iqaluit focus group and the Centres covered the travel costs, including, transportation,
accommodations and meals, for one family member to accompany women participating in the focus
groups to assist with child care for those mothers bringing their children to the focus group
locations.

A series of Facilitator’s Guides were developed to outline the approach, objectives, goals and
questions, and the proposed agenda for each focus group sessions. The questions supported and
encouraged oral story-telling, best practices and solutions. Given the need for consistency in core
data, the Facilitator’s Guides provided a basis for comparable input. In recognition and respect of
the distinctiveness and diversity among Aboriginal groups, one Facilitator’s Guide was developed for
the focus group sessions that were held with First Nations women in Vancouver, Saskatoon,
Ottawa, Wendake and Mashteuiatsh and one was developed for the focus group with Inuit women
to be held in Iqaluit. In light of the sensitive nature of the Winnipeg focus group a separate
Facilitator’s Guide was also developed for this session.

Focus group participants were asked to share their knowledge of current maternity programs and
services offered or available in their communities. The questions were directed at identifying
programs and services, as well as gaps in relation to prenatal, birthing and post-natal care. While the
primary focus was in respect of First Nations (on-reserve) and Inuit community services,
participants also described services offered and available outside of their community.

Despite a variety of circumstances and backgrounds, the facilitators reported that participants were
uniformly eager to share their maternity experiences and liked the focus group approach. They
responded positively to the study and were enthusiastic about their ability to provide input into the
report. Although there were some expressions of scepticism in relation to the outcomes, most felt
that this was an exercise that held promise for the future of First Nations and Inuit women’s
maternity care.

Focus Group Questionnaires

As a means of gathering some baseline information and data, each participant in the focus groups
was asked to complete a questionnaire. The purpose for the information gathered was to assist in
defining and profiling the experiences of the First Nations and Inuit women in terms of their access
and use of maternity care services and programs. Questions included, but were not limited to: the
type of prenatal care and programs available in their communities; access to maternity care
providers; satisfaction in respect of the services that were accessed; medical or other interventions;
and issues relating to traditional Aboriginal practices within the context of maternity care.
Tombstone data was also collected as part of the questionnaire, such as date of birth, income,
education, number of children, etc.

Two questionnaires were developed respectively for the First Nations and Inuit focus group
participants in consideration and respect of the distinct and diverse cultural, linguistic, geographic
and other needs of First Nations and Inuit women.
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Of the 43 First Nations and Inuit women that participated in the focus groups, 34 were eligible to
complete the focus group questionnaire.” Accordingly, 29 out of the 33 First Nations focus group
participants completed the questionnaire and 5 of the 10 Inuit focus group participants did the same.
Focus group participants that completed the questionnaire were from a number of regions across
Canada, including: Nunavut (NT); the Northwest Territories (NWT); the Yukon (YK); British
Columbia (BC); Alberta (AB); Saskatchewan (SK); Manitoba (MB); Ontario (ON); Quebec (QB)
Nova Scotia (NS) and Newfoundland/Labrador (Nfld./Lab). (See Chart 1)

Professional Informant Telephone Interviews

The second element of this preliminary needs assessment involved administering a telephone
questionnaire to health care professionals practicing in the field of First Nations and Inuit maternity
care. The purpose of the questionnaire was to gather some base line information with a focus on
obtaining professional perspectives on the needs, best practices, challenges, and potential solutions
on maternity care for First Nations and Inuit women in Canada.

A call for expression of interest was disseminated by the First Nations and Ajunnginiq Centres to
First Nations and Inuit communities across Canada, in May 2004, requesting volunteers to
participate in the professional informant telephone interviews. In response to this call, 23 health
service providers were selected to be interviewed, of which 19 qualified to be included in the analysis
and report on First Nations maternity care needs assessment and 4 qualified for the Inuit maternity
care needs assessment study.'® Informant interviews with health/maternity care professionals began
in late May 2004 and were completed in August 2004.

all

0B NS  Nfld/Lab

Chart 1: First Nations and Inuit focus group questionnaire respondents by region

> A total of nine focus group participants (four First Nations and five Inuit focus group participants) were not
eligible to complete the focus group questionnaire because they had not been pregnant or birthed within the last 3
year period. However, their input and comments as part of the general focus group discussions have been
incorporated in the overall findings and results in this report.

16 The 19 maternity care professionals that were included in the First Nations needs assessment analysis and report
(Part I of this report) had worked with First Nations women and/or in First Nations communities; likewise the 4
professional informants that were included in the Inuit needs assessment analysis and report (Part I of this report)
had worked predominately or exclusively with Inuit women and/or in Inuit communities and settlements.
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Health professionals were selected for interviews based on the following criteria:

e individuals that work directly with First Nations (reserve-based) and/or Inuit communities;
e individuals that are of First Nation and Inuit decent; and
e individuals that have worked directly in the maternity care area within the last 3 years.

Of the professional informants selected for interviews, 19 were female and 4 were male. All
provided some sort of maternity service to First Nations (reserve-based) or Inuit women. Ten were
nurses and five were physicians. Two were prenatal nutrition workers, and two were dieticians. In
addition, 3 midwives and a breastfeeding promotion coordinator were interviewed. (See Chart 2)

The last region of practice for the majority of professional informants was British Columbia (7 out
of 23) followed by Ontario (5 out of 23), the rest were from three other provinces, including,
Manitoba, Quebec and Nova Scotia, and two territories, including Nunavut and the Yukon. Two
professional informants did not indicate their last region of practice. (See Chart 3)

1

1

Physician Midwife Prenatal Nutirtian Dietician Breastfeeding
Worker Promotion
Coordinator

Graph 3: Last region of practice of professional informants
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Peer/Community Review Team

A participatory action research approach was undertaken for the First Nations and Inuit Maternity
Catre Needs Assessment Project. In this context a Peer/Community Review Team was established
with the participation of First Nations and Inuit individuals with experience and expertise in First
Nations and/or Inuit health and maternity care.

In May 2004, the First Nations Centre received responses to an earlier call for expression of interest
from a number of individuals from national and regional First Nations representative, health and
women’s organizations expressing interest in participating as volunteers in the Peer/Community
Review Team for the project. These organizations include: the Assembly of First Nations (AFN),
the National Indian and Inuit Community Health Representatives Organization (NIICHRO), the
Native Women’s Association of Canada (NWAC) and the First Nations of Quebec and Labrador
Health and Social Services Commission (FNQLHSSC). The Ajunnginiq Centre also received a
response from an official of the Government of Nunavut to participate as an Inuit member of the
Peer/Community Review Team.

The Peer/Community Review Team provided guidance and advice to the Centres in carrying-out
the project and assisted in developing culturally appropriate and responsive methodologies,
structures and processes to undertake the needs assessment. More specifically, the Peer/Community
Review assisted the Centres by providing input and commentary on the survey instruments for the
focus groups and informant interviews and the methodology and final report of findings.

Each member of the Team was asked to volunteer time to provide assistance and advice on the
project. The team will worked via e-ail to review drafted templates and other documentation and
provide feedback.

Literature Review

A literature review on First Nations and Inuit maternity care was conducted and a report on the
review was prepared between August and October 2004. The purpose of this literature review was
to build upon existing research and information, to retrieve relevant studies related to maternal care
in First Nations (on-reserve) and Inuit communities and to provide a context for the needs
assessment and to complement the information and findings of the First Nations and Inuit Needs
Assessment Project.

In conducting the literature review, particular attention was given to First Nations and Inuit voices,
their descriptions of past and present maternal care and on the suggestions and recommendations
First Nations and Inuit, and other stakeholders on how to improve maternal care in their
communities.

The research looked at how maternal health care was reported in the health literature and used to
identify issues, priorities and best practices. The review is descriptive as well as interpretive. It
required a comparison and analysis of texts, and thereby created new interpretations and cross-
translated studies to enable the reader to understand how the studies are related.
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This literature review process began with footnote chasing or backward chaining and included
research on, and a review of, more than 200 citations from reference lists of research reports,
government documents, articles, books, theses on First Nations and Inuit women and maternal care,
and personal communications.

Analysis and Reporting of Results

A reporting template was designed to establish the format and standardized method of reporting
data collected in the focus groups and four separate data bases were developed to assist in the
organization and analysis of the data and information gleaned from the focus group and informant
interview questionnaires. The four data bases developed were based on the following:

e Tirst Nations focus group questionnaires.

e Professional informant interview questionnaires (First Nations specific).
e Inuit focus group questionnaire.

e Professional informant interview questionnaire Inuit specific).

Based on the databases, aggregate data tables were developed that were used to conduct the analysis
and reporting of baseline findings to complement the qualitative information collected as part of the
focus groups with First Nations and Inuit women.

The analysis of the First Nations and Inuit —specific data and information gathered from the focus
groups, the focus group questionnaires and the informant interviews was conducted separately and
is accordingly reflected in the final reports of the needs assessment findings.

This final report of findings is presented in to separate parts consisting of the First Nations (Part I)
and Inuit (Part IT) findings. Each part consolidates the results and findings of the focus groups, the
focus group questionnaires and in the informant interviews. The introductory sections of the report
include the objectives and anticipated outcomes of the project; provide highlights from the literature
review to contextualize the finding and background information on the First Nations and
Ajunnginiq Centres and the needs assessment team; and provide a detailed account of the methods
used and activities undertaken to develop and implement the maternity care needs assessment.

Dissemination of Research Findings

Knowledge translation (dissemination) of the needs assessment findings is a key element of the
success of this project and the benefit to First Nations and Inuit communities. The final report will
be disseminated to participants in the project, to First Nations and Inuit communities, and to First
Nations and Inuit health and representative organizations. The final report will also be posted on the
First Nations and Ajunnginiq Centres at NAHO web sites and profiled on the web site of NAHO’s
Information Centre on Aboriginal Health. In addition, there will be opportunities for the First
Nations and Ajunnginiq Centres to present the findings of the First Nations and Inuit maternity
Care Needs Assessment Project at various conference, meetings and other events on Aboriginal
health.
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Research Involving Human Subjects

The First Nations and Inuit Maternity Care Needs Assessment Project seeks to honour principles
and codes for research ethics that have been developed and implemented by Aboriginal Peoples and
their communities. This includes the First Nations principles of ownership, control, access and
possession (OCAP) as they relate to First Nations health research, the Code of Research Ethics of
the First Nations Longitudinal Regional Health Survey (RHS), 2002-03, and ethical guidelines and
requirements developed by Inuit communities in respect of research involving the Inuit, as well as,
nationally and internationally recognized ethical guidelines for research.

The following are among the specific commitments undertaken for this project:

e The Peer/Community Review Team provided guidance and assistance on the project, including,
but not limited to input, advice and commentary in respect of the methods and measurement
tools prior to commencement of fieldwork and a review and commentary of the methodology
and final reports prior to their release.

e Tully informed individual consent was required and provided by individual participants in the
focus groups as well as maternity care and health professionals participating in the informant
telephone interviews prior to beginning the needs assessment and data collection activities. First
Nations and Inuit women participating in the focus groups were asked to read and sign a
consent form prior to their completion of the focus group questionnaire. Women participating
in the focus groups, who did not wish to sign the consent form, were asked to provide a verbal
consent with the facilitator’s signature as witness. Elements of the consent form were adapted
from those of the RHS consent form including an emphasis on confidentiality, an option of
audio recording, a general outline of the research and any potential benefits and risks.

e Individual participants in the project had the right to withdraw from the research process at any
point and all information already collected on the individual would be destroyed or returned to
the individual.

¢ No names or other personally identifiable information and data that were collected as part of
this project will be released and results of the needs assessment have only been reported in an
aggregated and/or de-identified fashion.

e In light of the unique and sensitive nature of the Winnipeg focus group, which gathered
information on First Nations women who had lost a child during pregnancy, or soon after giving
birth, the session in Winnipeg had an Elder and counsellor on-site to support the discussion and
after sessions if required by the participants.

e The First Nations and Ajunnginiq Centres will provide all necessary equipment, supplies and
policies to ensure the security and confidentiality of research and consent form data. This
includes, but is not limited to:

— Lockable filing cabinets for the storage of research and consent data; password protection
for computers containing confidential data and research information.
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- Controlled and restricted access, by lock and/or computer password of all data and research
information, either in hard copy or electronic format.

— A firewall, or similar software or hardware to protect data and research information that is
stored on a computer from which there is direct and indirect access to the internet, intranet
or any other type of data sharing networks.

e The record level data gathered from the First Nations and Inuit focus group participants and the
professional informants (First Nations and Inuit —specific) will remain under the respective
possession and control of the First Nations and Ajunnginiq Centres.

e TFocus group participants and professional informants will receive a copy of the final report of
findings.

PART I: FINDINGS OF THE FIRST NATIONS MATERNITY CARE
NEEDS ASSESSMENT

1.0 Profile of the First Nations Participants

1.1  Where were they from?

Focus group discussions with First Nations women were conducted in Vancouver, Saskatoon,
Winnipeg, Ottawa, Wendake and Mashteuiatsh. These facilitated discussions included a total of 33
participants from 14 different First Nations communities in Canada, located in seven provinces and
one territory, including: British Columbia; Alberta; Saskatchewan; Manitoba; Ontario; Quebec; Nova
Scotia; and the Yukon. Of the 33 women who participated in the focus groups, 29 were eligible to
complete the focus group survey questionnaire and were all members of a First Nations Band."
While relatively small, the sampling incorporated input from women from diverse First Nations
cultures, some of whom resided in suburban reserve communities, others from rural or remote
communities.

1.2 How old were they?

First Nations respondents in the focus group questionnaire ranged from 17 to 38 years of age. (See
Chart 4) Most were between 20 and 24 years of age (9 out of 29, or 31 per cent).”” Two of the
women were between 15 and 19 years of age, and an equal number (7 each) reported their age as 25
to 29 and 30 to 39 years respectively. Four participants did not respond to this question.

7 In order to be eligible to complete the focus group questionnaire participants had to: be 18 years of age and over;
have given birth within the last three years; be First Nation (reserve-based) in decent; and be selected from each of
the four directions (north, south, east and west locations) within a particular region.

18 percentages that are fractions are rounded to the nearest whole number.
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15-19 years 20-24 years 25-29 years 30-39 years Did not answer

Chart 4: Total number of First Nations questionnaire respondents by age group

1.3  About Their Birthing Experiences, Babies and Families

Of the 29 First Nations women who completed the focus group questionnaire, 27 respondents
reported that they had given birth within the past three years."” For 6 of the 29 women (21 per cent)
their most recent child was under six months of age, including 2 of the women that had given birth
within six weeks of the focus group. For an equal number (6 out of 29) their most recent child was
between 6 and 11 months of age; 9 of the 29 (31 per cent) had a child between 12 and 23 months;
and 7 of the respondents (24 per cent) had a child that was 24 months and over.

Most of the women that delivered babies within the last three years (15 out of 27, 55 per cent) gave
birth to average-sized babies weighing between 5.5 and 8.8 pounds. Only one respondent reported
having given birth to a low birth weight baby (under 5.5 pounds) and two women reported having
given birth to babies weighing over 8.8 pounds.” Nineteen of the twenty-seven women (70 per cent)
indicated that their baby was full-term.

For 38 per cent of the questionnaire respondents (11 out of 29), this was their first birth. Twenty-
one per cent (6 out of 29) had one child and 17 per cent (5 out of 29) already had two children. Two
of the twenty-nine respondents had three and four children respectively, while one each reported
already having six and eight children. One participant did not respond to this question.

Most of the women that participated in the questionnaire had partners and the majority of the
women (23 of 29, or 79 per cent) were living with their partner at the time they gave birth. Of this
number, 10 of the 29 women (35 per cent) were married; 14 of the 29 (48 per cent) were living with
their partner; one was separated; while four were single. The First Nations women in this study

9 Two of the twenty-nine questionnaire respondents had experienced miscarriages over the last three years.
2 |_ow birth weight babies are considered to be under 5.5 pounds (or under 2,500 grams) and high birth weight
babies are considered to be over 8.8 pounds (or over 4,000 grams).
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reported that they felt supported. Almost all, 27 of the 29 participants (93 per cent) indicated having
family support during their maternity experience.

The majority of women who completed the questionnaire reported giving birth in the hospital (27
out of 29, 93 per cent), with a nurse (24 out of 29, 83 per cent), doctor (22 out of 29, 76 per cent)
and family member (22 out of 29, 76 per cent) present. Just over one-half (16 out of 29) of the
women’s partners were present as they delivered and two had the support of a doula. None of the
women reported having traditional healers present as they gave birth.

Seventeen of the twenty-nine women (59 per cent) indicated that they had left their home
community to give birth. Almost one-half (14 out of 29, 48 per cent) travelled to the hospital by car,
two participants travelled by plane and one participant reported travelling by ambulance.

1.4  About Their Maternity-Related Health

Eighteen of the twenty-nine women (62 per cent) reported having health problems, or specific
pregnancy-related health conditions, during their pregnancy, with a noticeable number, almost 35
per cent, having experienced bleeding or problems relating to their placenta. (See Table 1)

Type ofHealt Prabl N e T B
Gestational diabetes 2 7%
High blood pressure/eclampsia 3 10%
Bleeding/placenta problems 10 35%
Water break (3 weeks) before due date 1 3%
Premature labour 6 21%
Anemia 2 7%
Other (non-specific) 4 14%

Table 1: Type of health problem/condition experienced by First Nations respondents during pregnancy
1.5  About Their Schooling and Income

Almost 45 per cent (13 out of 29) of the women that completed the questionnaire had not
completed high school at the time of their most recent pregnancy. Five of twenty-nine (17 per cent)
reported having completed high school while a combined total of 11 out of the 29 had college (7 out
of 29, 24 per cent), or university (4 out of 29, 14 per cent) education.

The participants in this study were economically poor. Over one-half of the participants (16 out of
29, 55 per cent) reported having a net annual income of $15,000 or less at the time of their
pregnancy, while 5 of 29 (17 per cent) reported having an income of over $35,000. (See Chart 5)

21 Some respondents reported more than one health, or, pregnancy-related condition.
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$10,000 or $10,000- $20,000- $25,000- $35,000- $45,000 and Did not
less $15,000 $25,000 $35,000 $45,000 over answer/know

Chart 5: Levels of income of First Nations questionnaire respondents
2.0 Maternity Health Care Services in First Nations Communities

2.1  Prenatal Care and Services
2.1.1 Availability and Accessibility of Prenatal Care

The vast majority of questionnaire respondents (28 out of 29, 96 per cent) reported that they had
received some help with their pregnancy, and 22 out of 29 (76 per cent) reported that some form of
prenatal care service was always available in their community. Six respondents (21 per cent)
indicated that prenatal care was sometimes available in their community and one participant
informed that her community did not have any prenatal care services.

Table 2 provides a more detailed account of the types of prenatal care services that participants
reported were “available,” “sometime available,” or “not available” in their communities.

Availability of Prenatal Care Services Reported by
First Nations Respondents (n=29)
Type of Prenatal Care Service
Always Sometimes Not Available Did Not
Available Available Answer/Know
Traditional/cultural supports 7 6 13 3
Nursing services 19 3 | 7 | -
Counselling or Other Information 16 7 ! 6 | -
Doctor services for regular visits 12 6 1 -
OBGYN services 18 1 O
Traditional healers and medicine 3 14
Mid-wife/Doula services 2 21
Birthing facilities 5 1 23 | -
Ambulance service 23 2 4 |
Fly-out services 7 6 14 2

Table 2: Availability of prenatal care services as reported by First Nations respondents
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The reported availability of prenatal services varied among respondents. Nineteen of the twenty-nine
women (65 per cent) reported that nursing services were always available in their community,
followed by OBGYN services (18 out of 29, 62 per cent), counselling services (16 out of 29, 55 per
cent) and doctor services for regular visits (12 out of 29, 41 per cent). Twenty-three of the twenty-
nine women (79 per cent) reported that ambulance service was always available in their community,
however, almost one-half of respondents (14 out of 29, 48 per cent) reported that fly-out services
were not available in their community. (See Table 2)

Under one-half of respondents in the questionnaire (13 out of 29, 45 per cent) reported that prenatal
traditional/cultural supports were “always” (7 out of 29) or “sometimes always” (6 out of 29)
available in their community, and an equal number reported that they were not available. However,
over 70 per cent (21 out of 29) of the women indicated that midwife/doula prenatal services were
not available in their communities. Community-based birthing services were also not available
according to the majority (23 out of 29, 79 per cent) of the respondents. (See Table 2)

Eighteen of the twenty-nine women (62 per cent) reported receiving prenatal services in their
community, and 10 out of 29 respondents (35 per cent) reported that they travelled outside of their
community to receive prenatal services despite the seeming availability of some prenatal services in
their communities.

First Nations focus group participants confirmed that physicians were rarely reserve-based, but
some women indicated that physicians made community visits at regular intervals.”” Those focus
group participants who were able to access specialized obstetrical prenatal care generally had to
travel by car up to 100 miles (or 160 kilometres).

Participants in some focus groups also mentioned accessing nutritionists or dieticians. Others
referred to accessing various other caregivers, including:

e psychologists;

e drug and alcohol counsellors;
e 2 wet nurse;

e prenatal worker;

e dental assistant; and

e crisis intervention worker.

The First Nations women were asked to provide information on the number of times they had
visited or talked to a maternity care professional during their pregnancy. The respondents reported
visiting or talking to doctors the most during their pregnancy, followed by nurses/practitioners,
OBGYNs and social workers. Very few women reported visiting or talking to a traditional healer
and none of the women reported visiting or talking to a midwife/doula during their pregnancy. (See

Table 3)

Participants that completed the focus group questionnaire were asked whether they were satisfied
with the prenatal care services they had accessed. Fourteen of the twenty-nine First Nations women

22 This was reported by participants in the Vancouver focus group, which included First Nations women from the
British Columbia and the Yukon.
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(48 per cent) reported that they were happy with the services they had accessed; 11 out of the 29 (38
per cent) said that they were somewhat happy; and 4 of the 29 (14 per cent) reported that they were
not happy with the services that they had accessed.

Number of Times Respondents Visited/Talked to Maternity Care Providers
During Pregnancy, by Number of Total Respondents (n=29)

Maternity Care Provider

0 times 1to 4 times 5to 9times 9to 12 times Lo tlmgs or

more times

Family doctor 11 4 5 2
Other medical doctor 6 6 B 7
Publl_c_health nurse/ 9 12 5 3 0
practitioner
OBGYN 16 3 4 5 1
Midwife/Doula 0 0 0 0 0
Traditional Healer 26 2 0 0 1
Social Worker 21 6 0 1 1
Other Professional 25 3 1 0 0

Table 3: Number of times First Nations respondents reported visiting/talking to maternity care providers during
pregnancy, by number of total respondents

2.1.2 Pregnancy Awareness — General Information

Focus group participants reported that they had learned about pregnancy in various ways. Some had
taken sex-education programs through their high schools, while others had access to pamphlets or
booklets through their health units or Community Health Representatives (CHRs) or Community
Health Nurses (CHNS).

Written material, which was the most common educational approach offered by health units and
medical staff, was not regarded as the most effective method of raising pregnancy awareness.
Further, despite their availability, condoms were reportedly seldom used. Information relating to
sexually transmitted diseases and Fetal Alcohol Syndrome (FAS), while available, was not taken
seriously by youth who engaged in sexual activity. While the participants reported an awareness of
risks, information pertaining to sexual health, pregnancy prevention and longer-term pregnancy-
related complications was seldom sufficiently personalized to appear relevant to many of the First
Nations women that participated in the focus groups, in particular the younger women.

For those with addictions or related problems, the approach taken in the educational materials was
reportedly ineffective, given their underlying conditions. As a result, despite the availability of
information on risks, many participants considered its actual efficacy in achieving prevention to be
somewhat limited.

2.1.3 Pregnancy Diagnosis

Although most participants reported that they were intuitively aware of their pregnancy prior to
diagnosis, confirmation through diagnostic tests was usually available in their home communities,
cither through administering blood tests or pregnancy diagnostic kits by the Public Health Nurse.
Accordingly, 12 of the 29 respondents confirmed their pregnancy through home pregnancy
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tests/kits (41 per cent); 7 of the 29 women received their diagnosis from a physician or
obstetrician/gynaecologist (OBGYN); and 5 of the 29 women (17 per cent) learned of their
pregnancy from a nurse or nurse practitioner. In some cases, pregnancy kits were given out by the
CHR or, where available, the CHN, or doctor. One participant reported having received her
diagnosis of pregnancy from both a home pregnancy test/kit and the community nurse and 4 of the
29 participants (14 per cent) reported that they found out about their pregnancy from both a
pregnancy test/kit and a physician or OBGYN.

Eleven of the twenty-nine participants (38 per cent) found out that they were pregnant in their first
trimester (between 1 and 4 weeks); 12 of the 29 women (41 per cent) received their diagnosis of
pregnancy between 4 to 6 weeks; 5 of the 29 (17 per cent) found out between 6 to 8 weeks; and one
participant did not find out that she was pregnant until after her twelfth week of pregnancy.

2.1.4 Prenatal Nutrition

Obtaining proper nutrition can be problematic for many First Nations women, particularly given
their insecure economic status. There are two elements relating to nutritional needs which were
raised by participants in the focus groups: information and access. Except for the participants in the
Winnipeg focus group,” all participants reported that information on nutrition is available in their
home community.

The effectiveness of this information relates to both the method of communication and the
mother’s ability to obtain the foods that contribute to a healthy diet.

According to participants in the focus groups, most communities provide prenatal nutrition
programs of various sorts aimed at addressing these needs. Information is conveyed through
educational materials, resource people or group activities. One-to-one communication or group
programs were reportedly more effective at relaying nutrition information than pamphlets or
packaged written materials. Additionally, programs that recognize and ease the expectant mothet’s
financial limitations while simultaneously addressing the need for nutritional knowledge were
mentioned positively. According to First Nations women, this approach was taken in a number of
communities where they were provided with food vouchers™, cooking classes and meals, or various
milk programs™ designed to meet their dietary needs.

In addition to nutritional information, vitamins or supplements were provided in some, but not all
communities and some focus group participants complained that the cost of over-the-counter
supplements was onerous.”

%% This could be explained by virtue of the fact that all participants in this focus group were from the same First
Nations community.

2* This was reported by participants at the VVancouver, Saskatoon and Ottawa focus groups.

%% Focus group participants in the Quebec focus groups reported that communities in that region run an eggs, milk
and oranges (EMO) program to assist the mothers.

% This was reported by participants at the Ottawa focus group.
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2.1.5 Other Prenatal Programs

Participants described a variety of prenatal programs offered in their communities. The most
mentioned program was the Healthy Living Choices Workshop, of which participants in every
province spoke.

In three of the focus groups, a number of women spoke of receiving baby bundles for pregnant
mothers. However, this was not consistent even within the same community as there were
complaints that receiving a baby bundle was contingent upon the time of year a woman became
pregnant. Sometimes theses appeared to run out eatly in the fiscal year, while in other communities
the baby bundles were a year-end expenditure.

Breastfeeding programs occasionally commenced prior to the birth, preparing expectant mothers for
breastfeeding their newborn. Other participants described traditional services taught within the
community, such as the red willow bath which promoted easier birthing.

2.2  Birthing Care and Services

When it came time to give birth, the focus group participants’ descriptions of their birthing
experiences were similar. According to the findings of the First Nations focus group questionnaire,
23 out of 29 respondents (79 per cent) reported that there were no birthing facilities in their
community. (See Table 2) Seventeen of the twenty-nine women (59 per cent) indicated that they had
to leave their community to give birth. Of these, 2 were flown to the hospital to give birth and 15
(52 per cent) were transported by car or ambulance. Some focus group participants reported that
their community provided transportation to the hospital, while others indicated that their
community funded, or reimbursed their travel to the hospital. The remainder either did not respond
(2 out of 29) or responded that they did not have to leave their community to give birth (10 out of
29). Since 23 out of 29 reported that there were no birthing facilities in their community, the
discrepancy is likely explainable by the proximity of the participant’s community to an urban centre
with a hospital.

While the majority of participants in the focus group questionnaire (25 out of 29, 86 per cent)
reported that year-round ground transportation for birthing was available in their community, only 7
out of 29 participants reported that their communities had fly-out services for birthing. (See Table 5)

As previously mentioned, the majority of women who completed the questionnaire reported giving
birth in the hospital (27 out of 29, 93 per cent), with a nurse (24 out of 29, 83 per cent), doctor (22
out of 29, 76 per cent) and family member (22 out of 29, 76 per cent) present. Just over one-half (16
out of 29) of the women had their partners present as they delivered. Participants in one focus group
indicated that they some had access to midwifery services, but most were either unaware of services
in their area or indicated that these were only available at an additional cost. Only 2 of the 29
questionnaire respondents reported having had the support of a midwife or doula during the
delivery of their baby. None of the women reported having traditional healers present as they gave
birth. (See Table 4)
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Individuals Present as Respondents Gave Birth efizy Numb?rrlgéglk)’espondents
Yes No

Nurse 24

Doctor 22

Midwife/Doula 2 27

Partner 16 13

Traditional Healer 0 29

Family Member(s) 22 7

Other 0 29

Table 4: Individuals present as respondents gave birth, by total number of respondents

Availability of Birthing and Postnatal Care Services by Total
Type of Community-Based Birthing Number of First Nations Respondents (n=29)
and Postnatal Care Service Always SarEiEs Not Available Did Not

Available Available Answer/Know

Fly-Out Service 7 5 15 2
Year-Round Ground Transportation 25 2 2 -
Postnatal Care Services 16 9 4 | -
Written Materials on Baby Care 24 4 !
Regular Access to Postnatal Check- 10 14 T
Ups
Breastfeeding Counselling and 18 7 4 |
Support
Breastfee_dlng Support Outside 18 5 4 2
Community
Postnatal Emotional Support 14 10 4 1
chegs to postnatal traditional or 5 4 18 2
midwife supports

Table 5: Availability of birthing and postnatal care services as reported by the total number First Nations

questionnaire respondents

As previously mentioned, 19 of the 29 questionnaire respondents (65 per cent) delivered a full-term
baby and 16 of the 29 women (55 per cent) delivered their baby through natural childbirth.
Respondents in the questionnaire were also asked whether they had received any medical
intervention(s) during their labour and delivery, as well as the type of medical intervention(s) they
had received. Eighteen of the twenty-nine respondents (62 per cent) received medication during
their labour and delivery, and 13 out of the 29 (45 per cent) received an epidural during labour.
Eleven of the twenty-nine respondents (35 per cent) had their labour induced and 9 of the 29
women (31 per cent) delivered their babies by cesarean section. (See Table 6)
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Type of Medical Intervention Received During Uel NNl SNl S ()
Labour -
Ve M ansl?nllzr;llfr:ow

Medication 18 10 1
Induced Labour 11 17 1
Epidural 13 12 4
Cesarean Birth 9 17 3
Heart Monitor 19 7 3

Other (non-specific) 0 28 1

Table 6: Type of medical intervention received during labour, by total number of respondents

First Nations women that responded to the questionnaire were asked whether they were happy with
the birthing supports they had received. Of the 29 women, 16 (55 per cent) indicated that they were
happy with the supports that they had received; 9 of the 29 (31 per cent) reported being somewhat
happy and 3 women (10 per cent) said that they were not happy with the supports they had received.
One participant did not answer this question.

2.3 Postnatal Care and Services

After release from the hospital, mothers were visited in their home by either, the CHN, the Public
Health Nurse or a CHR. Sixteen of the twenty-nine (55 per cent) women reported that postnatal
care services were available in their community and 9 of the 29 (31 per cent) said that postnatal care
was sometimes available. Eighteen of the twenty-nine questionnaire respondents (62 per cent)
reported that they did not have to leave their community to access postnatal care services, and 5
respondents (17 per cent) reported that they “sometimes” had to leave their community to access
services. Six of the twenty-nine questionnaire respondents (21 per cent) reported that they had to
leave their respective communities to access postnatal care.

Respondents reported that written material on baby care was readily available in their community
(24 out of 29, 83 per cent) and that community-based breastfeeding and counselling (18 out of 29,
62 per cent) and outside community breastfeeding support (18 out of 29, 62 per cent) were also
available. Ten out of twenty-nine respondents (35 per cent) said that regular access to postnatal
check-ups was available in their community and 14 out of 29 (48 per cent) said that access to
postnatal check-ups was sometimes available. Almost one-half of respondents (14 out of 29, 48 per
cent) reported that postnatal emotional support was available, and 35 per cent (10 out of 29)
reported that it was sometimes available in their community. Over 60 per cent of respondents (18
out of 29) said that they did not have access to postnatal traditional or midwife supports in their
community. (See Table 5)

One-half of the focus group participants reported that baby care classes were offered in their
community. Nutrition programs, milk programs or food hampers were provided to some women.
Most were offered breastfeeding support. Those facing the loss of a baby may be offered griet and
loss support which included counselling and homemaking. Other programs included foot-care and
breastfeeding incentive programs.
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Traditional services and traditional foods were available at the hospital following birth where First
Nations hospital liaison workers assisted.

When asked whether they were happy with the postnatal supports that they had accessed, 16 out of
29 respondents (55 per cent) said that they were happy; 7 out of 29 (24 per cent) reported that they
were “somewhat” happy; and 6 respondents (21 per cent) said that they were not happy.

3.0 Gaps in First Nations Maternity Care

After describing their maternity care experiences and discussing the types of programs within their
communities, the women were requested to identify gaps in the maternity care they received. The
women commented and observed that there were a number of key areas where gaps existed in
maternity care, which are examined in the preceding sections, and include the following:

e Lack of home/in-community birthing.

e Lack of culturally trained staff.

e Lack of continuity in services.

e Lack of mental and emotional supports.

e Inability to make informed choices.

e Lack of supports for parents and families.

o Failure to integrate traditional practices into maternity care.

3.1 Lack of Home/In-Community Birthing

The lack of options for home birthing or birthing within the community was described as
problematic. Only one community had a midwife in the vicinity that was known to the women but
she was booked months in advance. Overall, in-home care was seen as limited.

The number of health care providers with training in maternity care was also seen as limited. In
most communities, the health care providers were generalists such that maternity care had to be
sought outside the community.

Focus group participants indicated that in some communities no prenatal care is offered on-reserve.
For communities that are somewhat isolated, women must leave the community at least two weeks
before her due date. These women described their experience as a lonely one, often plagued by
insecurity, insufficient or inadequate food, the unfamiliarity of strange surroundings, missing family
and other children, and an overall stressful experience.

3.2 Too Few Culturally-Trained Staff

A number of First Nations participants had negative experiences with health care workers who had
expressed views that were racist, insensitive or ignorant of First Nations cultures. For instance, a
number of women were subjected to stereo-typical assumptions about alcohol consumption. Others
felt that the non-Aboriginal women who were being treated at the same time were listened to, and
received better medical attention than the Aboriginal women.
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The First Nations women did not feel respected or listened to by the health care providers. One
woman described being rudely brushed aside in a hospital admission area while in the latter stages of
labour because clinic personnel did not believe her pleas for urgency based on their assessment of
her level of pain. When it became apparent that she was giving birth, she was castigated for not
informing medical personnel of her condition earlier. Another described general indifference on the
part of hospital staff until they discovered that she had lost a baby earlier. Others described negative
bed-side manners by medical staff. A number of women stated that they did not feel listened to by
the hospital staff, to the point that one woman described having received medication against her
wishes which led to psychotic episodes.

The younger mothers, in particular, reported that they had been treated in a judgmental, negative
way by doctors or health care workers. As a result, they avoided seeking medical attention and were
hesitant about asking questions or relating information.

While this was not a uniform treatment, some First Nations mothers stated that in some hospitals,
the newborn was taken away and placed in a nursery. A number of mothers expressed feelings of
anxiety about this because of racist experiences they were aware of in the community. They were
concerned that such attitudes would translate into dangerous or substandard treatment, especially
for their babies.

3.3 Lack of Continuity in Services

A common complaint of the First Nations participants related to the lack of continuity of care after
they were released from the hospital. The CHN was not apprised by the hospital of the treatments
given and often the mother was unable to provide a comprehensive description of what medications
or treatments had been received. Mothers seldom felt able to ensure that they and their newborn
were able to access maternity care immediately after their release from hospital. While family
members were often helpful, the mothers did not feel that the full responsibility should be placed on
the family which was adjusting to the new baby.

3.4 Lack of Mental and Emotional Support

A need that was consistently identified by the women in the focus groups was the lack of mental and
emotional support faced after giving birth. Several of the women had suffered from post-partum
depression and shared their experiences with their focus group. One participant noted that post-
partum “blues” is not well understood within the community. As a result, it is difficult for women to
seek support within their family or within the community. Despite this, very few of the women felt
adequately prepared for the experience, and even fewer felt supported by the health practitioners in
their community.

3.5 Inability to Make Informed Choices

The women expressed the view that they were not given sufficient information to make informed
choices during their pregnancy and birthing experiences. Often they felt pressured to accept
treatment without understanding the implications of their decision and without any understanding
of other options. Similarly, many felt that they had little or no choice of doctor. Often there were so
few doctors in the area, and even fewer obstetricians, that women believed themselves to have no
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choice — even when it was evident within the community that patients were receiving substandard
care and were therefore more likely to risk infections. For those who received initial care in the
community, this often ceased when they gave birth.

Two First Nations women in different focus groups believed that they had been induced to labour
to enable the doctors to leave the hospital. Whether or not this was in fact the case, the feeling of
vulnerability behind such a belief must be recognized. In addition, the lack of information had
endangered the life of one participant who described that because of her lack of understanding of
the risk of hemorrhage she had failed to seek assistance. Another spoke of failure to recognize
infection in the sutures following a cesarean procedure.

Others stated that they had not understood the risks for the child associated with the use of
instruments such as forceps or suction during the delivery process. Several had been asked to
consent to the administration of drugs or a procedure while in labour. In some instances, such as
during difficult births, the birthing coach was asked to leave the room, leaving the birthing mother
feeling vulnerable, fearful and alone.

3.6 Lack of Support for Parents and Families

Participants stated that parents and families of newborns generally lacked support within their
communities. Many referred to the problems arising as a result of the residential school experiences
of family members, stating that there were few role models. Most communities suffered from what
some described as post-traumatic stress, and families often had multiple problems which often
included financial problems, addicted family members, and histories of abuse. Parenting within First
Nation communities had considerable challenges and the amount of support available was felt to be
inadequate.

3.7 Failure to Integrate Tradition into Maternity Care

Focus group participants reported that the traditionally revered events of pregnancy, birthing and, to
some extent, post-partum care had been largely divorced from their heritage and cultures by clinical
treatment, systemic interventions and westernized medical practices, whereby pregnancy was
depersonalized and dealt with as an ailment. Medical treatment thus overrode longstanding
communal concepts of supportive care-giving or care-taking. The facilitators reported that for many,
this intervention commenced immediately at or after the initial diagnosis of pregnancy.

3.8  Other Gaps in Care and Services

Participants identified a number of other gaps and weaknesses in current First Nations maternity
care and services, as follows:

e Absence of safe houses for women in crisis.

e Too much bureaucracy.

e Proposal-based funding for postnatal services (insecure program funding).

e Lack of attention to babies, toddlers, adolescents and youth (no programs for eatly childhood
development and no on-reserve day care centres).

e Lack of dental care for infants.
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e Absence of continuity in needed gynecological information and care (i.e. cervical cancer).

e Lack of needed supports for women who experienced the loss of a baby through miscarriage, or
shortly after birth (beginning in hospital and after release, including support group).

e Need for milk storage.

4.0 Solutions to Address Gaps in First Nations Maternity Care

After identifying the gaps in the maternity services offered during their maternity experience, the
First Nations participants in the focus groups were asked to think of models of maternity care, or
ways in which the gaps they identified could be addressed.

4.1 Maternity Care Providers
4.1.1 Access to Providers

Participants often found it difficult to obtain care when they had to leave the community to visit
their doctor. These women suggested that where they are not permanently based within the
community, physicians should visit the community at least bi-weekly. According to the women in
this study, First Nations medical clinics are not always equipped to deal with maternity care. In fact,
some women reported that the medical clinic in their community was only open on a part-time
basis. They believed that better care could be provided if there was a full-time medical clinic in each
community. OBGYN care was considered desirable, but many women expressed the view that the
need for referral or pre-qualification restricted access by most women. Some participants felt that
OBGYN services should at least be available for birthing and possibly early assessment. Others had
given birth in a hospital with only nurses present. For these, the presence of a doctor was perceived
as the minimum standard.

The women also recommended that discreet services such as pregnancy tests be available for women
at the health centres, as well as tests for sexually transmitted diseases.

4.1.2 Culturally and Appropriately Trained Providers

Racism, ethnocentricity or cultural misunderstanding was raised as a key issue in a number of First
Nations focus groups. Participants were therefore asked to consider how this problem could be
addressed in their community. Some suggested that people from First Nations communities should
be trained for positions, such as, midwife or nurse or any other position that provides direct
maternity services to First Nations communities.

Some women in the study considered it important that the health care practitioners be screened so
only those who exhibit the necessary qualities and essential sensitivities be permitted to work with
pregnant women. It was the opinion of many participants that First Nations people would have the
best understanding of the problems faced by members of First Nations communities and would
therefore be the best suited to coaching First Nations women through their maternity experience.

At the very least, a number of participants felt it important to educate health care providers about
the Aboriginal people they were servicing. The women felt that all practitioners should understand
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when they make racist assumptions and should be sensitized to the needs and concerns of the
mothers. To do this, the women felt medical practitioners need to get a closer understanding of the
First Nations Peoples in their area, their histories and cultures. One solution that was proposed was
to have medical staff visit the reserve for cultural experiences.

A number of participants suggested that birthing centres in communities would alleviate a number
of these difficulties described by giving control back to the community.

4.2  Services to Alleviate the Effects of Poverty

Participants saw the need for the provision of a wide-range of services to meet the basic needs of
pregnant women. They felt that necessities such as, food and housing should be available to
pregnant women in the manner as is provided in some provinces or municipalities.

Because many women not only live a distance from their medical doctor and health care providers, a
number are in communities that are not serviced by regular public transportation, participants
recommended that transportation services should be available without cost to the expectant mothers
so they could attend their regular prenatal visits.

A number of women considered the cost of baby equipment to be prohibitively expensive. Given
that poverty created complications for many First Nations women during their pregnancy and
birthing, a number felt that funding subsidies should be provided to families who need financial
support to purchase baby equipment.

4.3  Access to Care for Young Mothers

Participants observed that young women often require assistance to achieve self-reliance. They may
need someone to help them in finding an apartment, finding furniture, and in basic home
economics, such as how to shop appropriately within their means. Some suggested that a Mother/
child centre to provide prenatal and postnatal services could be created for young mothers who do
not have supportive families.

4.4 Prenatal Classes Aimed at Healthy Living

A number of participants saw a need for programs that addressed labour and birthing, such as
Lamaze classes. Some participants saw a need for comprehensive programming that would include
nutrition, education and support to prepare for unexpected outcomes, such as a complicated birth or
the loss of a child at birth. They suggested that prenatal classes be conducted each trimester in order
to give women who were experiencing their first pregnancy the benefit of a full education while
respecting that more experienced expectant mothers may not need the same level of detail of
information, but may have knowledge to share.

The women were generally interested in more comprehensive programming that targeted ongoing
lifestyle issues such as, exercise and mental health counselling and well-being. The participants of
two focus groups specifically mentioned exercise programs to help mothers with their birth and to
assist in her recovery. It was suggested that such programs should include the provision of childcare
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to the mothers who attended classes or group support sessions so they could do so without being
wortried about their children.

Food vouchers for healthy eating were considered a best practice. Cooking classes offered by some
communities were also positively regarded. Some participants suggested that Bands organize
communal kitchens where families could prepare food together. The participants suggested a meals-
on-wheels service that would deliver meals to mothers at home during and after the pregnancy. The
increased nutrition and regularity of meals was believed to improve the health of several mothers

and babies.

A practice that was considered essential to women’s health, maternity care and community health
was partner support and programming to prepare and assist men in their parenting role. Although
some participants indicated that their communities provided family support and recreation programs
for families, many participants saw family recreation programming as essential.

It was also suggested that during pregnancy meetings of women in the same situation should be
organized to create a friendship group so that they might help each other during and after pregnancy
by sharing their knowledge, their fears and other concerns.

4.5 Community/Band Government Supports

In some focus groups, the participants spoke frankly about the need for Senior Officers or Directors
of community/Band governments to consult more with the Band membership about their needs on
a consistent basis and not only at election time. For instance, it was suggested that Bands could
distribute an evaluation or surveys on prenatal and postnatal experiences (prenatal courses, home
visits, etc.) once a year. They could ask about follow-ups, and learn about the concerns and service
needs of pregnant or new mothers, accessibility to community-based maternity care services, or the
attitudes of local hospitals or clinics. The women suggested that communities/Bands organize group
meetings with members of the nation who are going through the same experiences without
distinguishing whether or not they are resident on the reserve.

Because services are sometimes only available to community members who are Band members,
some women recommended that agreements be developed between communities to allow First
Nations women to receive services in their place of residence.

4.6  Privacy Issues

Some participants indicated that while home visits are generally desirable, there are situations where
the family may prefer to use external resources, either provided by their community/Band
government, or in outside communities. Privacy can be an issue, especially where the member or a
member of the family is embarrassed about their situation. For example, one participant spoke of a
reluctance to use the Band’s counselling services because it was situated in a conspicuous place in
the community where everyone could take note of who comes and goes. In a small community, this
type of gossip can deter members from seeking assistance.

Despite this, participants considered it important to make the medical history of the mother,
grandmother, and possibly sisters or aunts available to health practitioners. This was raised as a
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result of some participant experiences with health practitioners who did not seem prepared to accept
the First Nation woman’s knowledge of her maternal history.

4.7  Birthing Counselling and Advocacy

Participants did not believe that hospital staff was always primarily concerned with their well-being
ot that of their baby. Some had delivered by caesarean section or had been induced in their opinion
to ensure they delivered at a time that was convenient for the doctor. As such, they felt the need for
someone to provide options for delivery and to give them an overview of what is available and what
is in their best interest. They wanted birthing counselling, where they could get information on the
kind of drug support available during labour, as well as different options for pain management
during labour and delivery.

A birthing advocate was seen as a necessity, especially for the younger, less experienced mothers and
for those without partners. Even those who had partners and family in attendance occasionally felt
mystified when offered treatment or drugs during birthing. They suggested that information on the
potential side effects of drugs should be provided to mothers before they are administered and
should be explained before the mother is in labour. Participants were of the view that where
complications demand that an unanticipated treatment be given, an advocate could assist the mother
in making an informed decision and could act as witness and advocate in event of poor or
inappropriate treatment.

A service that provides coaching, labour support, general emotional support and follow-up for the
mothers and/or the babies who have health problems was seen as the optimal solution for gaps in
services related to birthing.

Additionally, some participants reported that they were only allowed to have one person present
during the birth. They felt that the mother should be permitted to bring in whomever she wants to
her child’s birth.

In some hospitals, mothers gave birth in “comfort rooms,” which were hospital rooms with a home-
like setting. These were described by a number of focus group participants as ideal for birthing, but
they were not universally available. At least one group reported this as a model for best practice.

4.8 Neonatal and Postnatal Supports

The participants had a number of suggestions relating to postnatal programs and services. To begin,
some First Nations focus group participants recommended that Bands seek protocols with hospitals
serving First Nations women that include discharge summaries to communities. Mothers or their
companions were not always in the best position to describe the treatments they or the baby
received while in the hospital, but a protocol could ensure that information relating to problems and
treatments were noted and passed along so that proper follow-up could be performed when the
mother and newborn returned to the community. Health services should include continued medical
care after birthing, including counselling. The community health nurse or support person needs to
have consistent information and should be aware of problems that may have occurred prior to or
during birthing so the care may be continued at home.
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4.8.1 Residential Care

For postnatal care, a mother and child centre with twenty-four hour support could be created to
help young women to plan for their baby’s weekly needs and to counsel them on how to grow up
while raising their child. Some participants proposed a postnatal residential centre for women in
need of protection or young women who need support. Such a centre would provide nursing
services, information, a cook and education services on how to care for the baby. This could include
the services of a psychologist and/or a social worker as well as education on FAS.

4.8.2 Home Support

According to the focus groups, new First Nations mothers need home support as a Band program.
Some participants believed that communities may be able to arrange volunteer homecare support at
least for the first two days home from hospital so the mother could have help with housecleaning,
cooking, family care and baby care. Focus group participants noted that new mothers often need
support for household chores, meals, and errands but may be reluctant to ask. Homecare support
should therefore be provided without them having to ask.

Many participants suggested that mothers of newborns, particularly those who have complicated
births or those with little or no family support, should be assigned a mother’s aide, either volunteer
or other, to provide the needed support and respite so they could better recuperate after giving
birth. For mothers with other children at home, one group suggested that longer-term occasional
daytime home care would provide relief from the stress of a new baby and allow her to help her
other children adjust. Weekly follow-ups from the mother’s aide would give the mothers access to
independent advice, while helping those who may need to acquire parenting knowledge and skills.

4.8.3 Emotional and Mental Health Support

A number of participants discussed experiencing varying degrees of post-partum depression. They
expressed feelings of isolation due in part to what they perceived as a general lack of understanding
by those close to them. The participants suggested that one-on-one psychological follow-ups should
be provided to address post-partum blues and assist in dealing with depression. Most agreed that

counselling should be available as required, and should be offered without the need for a woman to
ask.

Some participants stated that depression may be present prior to pregnancy, but the condition could
compound these feelings. They stated that early support is required before, during and after birth for
mothers who may suffer from depression. One group made the following recommendations:

e Support shouldn’t require diagnosis, since categorization (i.e., mental illness, alcoholism and
addiction) often leads to stigmatization.

e Help must be available for the entire family — if the mother needs help, so do the children.
e DPeople need to be able to seek crisis help anonymously — many families live in denial and

emotional suppression, so members can’t admit sadness and crying or talking about it is not
acceptable. Each community should have a crisis line.
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e Depression leads to infant neglect which has lasting effects — to break the cycle, communities
should have programs to help depressed parents and should “model” and reward good
parenting, i.e.: community family nights; healthy recreation; etc.

A number of the women in this study spoke of low self-esteem caused in part by weight gain
following their maternity experience. Many focus group participants felt that the well-being of both
the mother and her baby would be improved by programs aimed at assisting in rebuilding self-
esteem. For instance, a number recommended health and fitness programs for mothers. Others
described incentive programs for new mothers who were breast feeding that included a spa day.
Several focus group participants recommended that all mothers with new babies should be given
opportunities to have makeovers to help rebuild their self-esteem by getting back into shape and
build self-confidence.

Participants in one focus group recommended baby-friendly classes for mothers of newborns to
help with job searches, developing life skills, budgeting, resume writing, and job training.

4.8.4 Breastfeeding and Nutrition Support

Although most respondents to the questionnaire reported that their communities had some sort of
support for breastfeeding,27 focus group participants suggested that comprehensive in-hospital
support for mothers wishing to breastfeed be continued with breastfeeding support in the form of
coaches within communities. The provision of breast pumps was considered positive by most
mothers, though some wished for the higher quality electric ones. Other participants felt that
community/Band programs that included incentives for breastfeeding were examples of a best
practice. Some examples were breastfeeding courses where the mother received a spa treatment after
one year of breast feeding.

Some focus group participants described the difficulty that some First Nations women have with
breastfeeding as possibly rooted in experiences of physical or sexual abuse. A properly trained aide
ot coach would be able to assess this or other potential sources of the problem and seck appropriate
help which the woman may not otherwise seek on her own.

A number of women described themselves as unable to breastfeed. They stated that their
unsuccessful attempts and the constant pressure from hospital staff contributed to feelings of
despair following the birth of their child, even when the source of the problem had nothing to do
with them. These women felt that they received very little understanding from care providers and
were often not given any assistance with bottle feeding, despite the fact that it was more complicated
and costly. They suggested that rather than penalize or compound the guilt and feelings of
inadequacy associated with an inability to breastfeed, care givers should include incentives for all
mothers.

A program that was very popular among the First Nations women, but which was not available in all
communities, was a series of classes on how to prepare home-made baby food and enriched
formula. Not only were the mothers able to make baby food, they were each given a blender to take

" Twenty-five of the twenty-nine participants indicated on their focus group questionnaire that they always or
sometimes had access to breastfeeding support in their community. Four reported having no access to breastfeeding
support.
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home so they could continue the practice. In at least one community, the ability to do this was a
result of creative linkages and partnerships with off-reserve businesses and agencies. In that
community a local hardware store donated blenders to augment those purchased with First Nations
program dollars.

4.8.5 Parenting Skills and Family Support

A number of focus group participants identified residential school syndrome and colonization as
sources of many difficulties faced by new mothers. Parenting skills traditionally passed from
generation to generation but were interrupted by the unhappy experience of separation and drastic
life-style changes. As a result, some focus group participants related stories of abuse or alcoholism
within their nuclear family which made it difficult for them to consider their parents as good role
models. In particular, men often lacked good role models for fathering. The participants suggested
that a solution to this would be programming directed at supporting men. They felt this should be
run by men, aimed at helping other men identify and deal with issues relating to their role as father.
This should include educating them on pregnancy and teaching them how to be supportive partners
during pregnancy. Such things as how long after birth sexual relations can be resumed — what is
appropriate and when — could be addressed.

In addition to classes for fathers, the women recommended parenting classes that included First
Nations values and principals. Parenting classes could address such things as birth control and
tamily planning support.

One group felt that communities need to break cycles of abuse by introducing training and
programs aimed at teaching people to recognize the signals of abuse. For instance, children who are
acting out are often in families that need help or intervention. They felt that mothers often need
assistance to counter abuse within their home and to overcome their own emotional and
psychological issues. Where a child is in crisis, the family is probably in crisis.

4.8.6 Infant Development

The focus group participants felt that there was a need for programs directed at infant and child
development. They recommended that communities collaborate and partner with Head Start
programs to allow children under the age of 3 to use the space and equipment (toys) when Head
Start classes are not in session. A number suggested that the Brighter Futures model should be
brought on-reserve to provide programming for postnatal care. A moms and tots programming
modeled on Brighter Futures could be implemented on the reserve. This could assist parents, who
could buy and sell or barter for baby equipment.

Other model programs that were offered in some communities or in urban centres were baby
massage, well baby clinics where babies were measured and pictures were taken (up to one year old).
One participant described a “Toddler Tuesday” directed at mothers and babies between the years of
one through four years where gifts, toys and books were shared.
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4.9 Band Administration and Community Planning

The participants of one focus group stated that change is sometimes stalled by Band politics — i.e.,
participants from one community believed that nepotism prevented interventions and may even
prevent hiring the best person for the job. They also felt that it often determines who can access
programs or services; obtain treatment; and who is provided with special incentives. This was
echoed in the comments of another focus group who used the phrase “Start at the top of the
outhouse” to say that the leadership must be aware and supportive.

Some participants complained that they were not aware of programs within their communities. It
was suggested that pregnant or new mothers need to be informed of financial reward programs and
the kind of support that is available to them. Many felt that maternity care dollars were either too
small or were not propetly expended. They expressed the view that community/Band
administrations need to be more transparent and accountable on funding and programming
designated for maternity care.

Some participants suggested that there is a need for training and standards for care providers and
staff to increase the level of professionalism of health care workers within communities in order to
stress the importance of respecting confidentiality, keeping records secure, and generally behaving
appropriately. They felt that sometimes community members may not be the best people for the job,
but also noted that there is often a distrust of outsiders.

Establishing a vision for maternity care services in the community was considered important by
some. The mothers recommended that communities must be empowered to establish goals for
maternity care. One group felt that community support for pregnant women and new moms must
be made a political priority. They wanted to see the motto “I# fakes a community to raise a child”
introduced into First Nations communities. They felt that the linkages between a high standard of
maternity care and community needs should be emphasized. One group suggested the following
vision statement: Building moms builds better kids building better commmunities resulting in a better world.”
Another group suggested the following statement for maternity care and community healing: “Your
life, your children, your responsibility.”

4.10 Supports for Loss of a Baby

While suggestions and resolutions proposed in most of the focus groups were overlapped and were
similar, some participants, especially those who had lost babies, had specific recommendations in
respect of women who lost babies through miscarriage and after birth. They suggested that grief
support be provided to mothers who had lost their babies and that ongoing counselling be provided
to family members. They also requested resources to help with funeral costs.

4.11 Supports for Special Needs or Troubled Children and Their Families

A program of early assistance for troubled children was identified as a need. The women believed
that early intervention is in the best interest of the community as a whole and could prevent the
social difficulties that arise later in life for troubled children. In most cases, participants felt that the
community recognizes which children are in need of intervention but often community members are
powerless to do anything. For instance, one participant told a story of a child in their community
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who had a B-B gun which he used to shoot at animals and children. Recognizing violent tendencies,
none of the community members wanted their children to play with this child. When the police
seized the gun, his parents purchased a new one for him, enabling him to continue his negative, anti-
social behaviour. The women agreed that communities need to have the power and resources to
intervene. The women felt that if the parents had parenting training, they may have a better
understanding of the implications of their child’s and their behaviour. However, even if the parents
refused parenting training, there should be intervention to assist the child and any siblings.

Some participants identified the need for programs to support mothers with mental disabilities. They
indicated that often mothers are afraid to get help because their children might be taken away (like in
the residential school experience).

While focus group participants indicated that counselling was available in most communities for the
children of troubled mothers, this is not always the case. They felt that often children of mothers
with mental or emotional problems do not have anyone speaking for them. These children would
benefit from a program or service that provided child advocacy support.

Children with FAS/FAE or other disabilities should not be treated as sub-standard. Programs
directed at assisting parents to raise their special needs child are required. In addition, a program of
support is also needed within the school system as some of the focus group participants indicated
there was no such support available in their community’s school. One focus group referred to the
need for proactive and support services for children with attention deficient disorder. They felt that
the drug Ritalin was over-prescribed.

A number of focus groups identified smoking as a major problem resulting in health problems such
as a growing number of children with asthma. They saw the need for smoke-free spaces within the
community and smoking cessation programs for all family members. In addition, incentives should
be provided for family/communities to become smoke-free except when using tobacco for spiritual
purposes.

4.12 Other Suggestions

First Nations women participating in the focus groups provided a number of other suggestions
relating to neo and post -natal maternity care, including:

e Broader and more flexible schedule for vaccinations.

e More contact with the doctor or (Ministry) Health Nurse.

e Locally accessible and weekly physiotherapy/chiropractic services.
o The availability of trusted day care services within the community.
e Maternity leave.

e Programming for First Nations women in the corrections system.
e Support for homeless women.
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5.0 Culture and Tradition in First Nations Maternity Care

5.1 Traditional and Cultural Practices

Participants were asked to share their thoughts on what cultural and traditional maternity practices
are still used today. They were also asked to consider what prevents cultural and traditional practices
from being used or blended with maternity care and, if or how this could be resolved.

Twenty-one out of twenty-nine respondents (72 per cent) to the focus group questionnaire reported
that they did not follow any traditional or cultural practices during their pregnancy or birthing. (See
Table 7)

Total Number of First Nations Respondents (n=29)
Traditional Practices During Preghancy
Vies No Did Not
Answer/Know

Followed traditional practices during pregnancy 7 21 1

Used herbs and medicines 3 26 | -
Used special foods or drinks 1 24 T R ——
Participated in traditional ceremonies 4 25 |
Followed teachings or practices 4 2 J K —
Followed traditional birthing practices | = - 20—
Ceremonies during bith | e 29 |
Followed other traditional practices 4 25 | e

Table 7: Number of First Nations respondents who followed traditional practices during pregnancy

As previously mentioned, almost one-half of respondents in the questionnaire (13 out of 29, 45 per
cent) reported that prenatal traditional/cultural supports were “always” (7 out of 29) or “sometimes
always” available in their community, and an equal number reported that they were not available.
However, over 70 per cent (21 out of 29) of the women indicated that midwife/doula prenatal
services were not available in their communities. (See Table 2) In addition, over 60 per cent of
respondents (18 out of 29) said that they did not have access to postnatal traditional or midwife
supports in their community. (See Table 5)

Some focus groups reported that culture and traditional practices are almost lost within their
respective communities. In these communities, there is very little talk from Elders to the young
people due to the influences of Christianity. These participants also attribute the loss of culture to
the failure of communities to actively practice their traditions. Some focus groups were reluctant to
engage in a discussion of traditional cultural practices. However, in most instances the questions lead
participants to share what they remembered being taught as children about childbirth and the
customs and cultural tools used to assist women in that experience.

The following is a listing of some of traditional practices and beliefs discussed by focus group
participants as once the norm in maternity care for First Nations communities:

e Medicines were used to purify the blood and induce labour for the women.
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e Expectant mothers were taught to “lie on mother earth” to sleep in order to gain strength and
help them carry their babies.

e If you keep your feet warm and the baby’s feet warm, you will grow to be strong.

e Traditional food practices - Elders say not to eat certain foods when pregnant due to health
risks.

¢ Cedar baths help balance and purify - especially pouring cedar water over your head three times.

e Drink warm water.

e Rabbit soup was considered a good meal to eat, since rabbits feed on a lot of medicines.

e Don’t cut your hair.

e Don’t go to funerals or walk in a graveyard.

e Lots of physical labour (in the past).

e If children were in attendance at the childbirth, they were taught to observe quietly.

e Elders were always present during childbirth.

e Moss was used to wrap a baby once it was born.

e Traditional treatment of the placenta.

e Don’tlose the baby’s belly button.

e A baby bonnet was placed on the baby will help to keep the family knowledge within the
children.

e DPutleaves on the baby’s eyes to promote good dreams.

e Cedar, sage and sweet grass was used for baths, sweats and purification.

e Wrap the baby tight and carry it next to you so it feels secure.

e When a child reaches your waist, he/she shouldn’t sleep with you (adult) anymore.

The reasoning behind the beliefs was discussed in some focus groups where the participants
compared traditional teachings with modern practices.

5.2  Reinforcing Cultural and Traditional Practices

The participants were asked to discuss how cultural and traditional practices could be reinforced or
introduced into maternity care. This stimulated a number of discussion areas, including in at least
one focus group, the idea behind what is culture and tradition given the dynamic nature of these and
the experience of First Nations over the past two hundred years.

Parts of these discussions related to the philosophical perspective of First Nations. Women in two
different groups designed diagrams of traditional philosophically-based service delivery models.
While these focus groups were conducted in different cities with unrelated participants from discrete
First Nations, the similarity in design is striking.

5.2.1 A First Nations Cultural Paradigm

The importance of a more holistic paradigm for maternity care and infant care arose in several
discussions. In the Ottawa discussion, the participants drew the following representation of the
philosophical basis for maternity and health care.
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Figure 1: Aboriginal Paradigm for Care — Medicine Wheel

It was explained that wellness includes all the elements of the Medicine Wheel, which provides a
model to teach from. Participants felt that the issues relating to pregnancy and maternity care go
beyond just maternity care. They were of the opinion that the cultural implications of pregnancy are
within the mother’s mind at all times, since she has responsibility for all aspects of the child’s well-
being as shown in the medicine wheel.

Focus group participants felt that the culture and traditions evoke a more spiritual experience than
the western medical model of maternity care, therefore traditional practices and knowledge provides
a safe environment for pregnant mothers. As described by some participants, pregnancy represents a
life within, which symbolizes a broader context and understanding as symbolized in the Medicine
Wheel. The health of the individual cannot be removed from the health of the community. Some
First Nations communities are not safe, and the members know this. The women in these groups
were of the view that change (rejuvenation) was possible, but it was dependent on the young people.
Such things as long-standing family divisions, etc., could be overcome by the young people, who
don’t know or care why the divisions came about in the first place.

The idea of holistic care was pervasive in the comments of all focus group participants. A number of
participants expressed difficulty in separating the maternity experience from the life experience
within the family and the community. As a result, some discussed the impacts of colonization,
residential schools and family dysfunction as hindrances to wellness and to perinatal and infant
health and felt that these need to be addressed within a model of maternity care.
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5.2.2 A Cultural Model for Maternity Care

The following is a model designed by participants at the Saskatoon focus group as a way to
organizing a holistic approach to maternity care programs and services on-reserve.

Prenatal
- programming

- CPNP

- mental health support
- partner support

Young Women’s
Centre

- information,
resources

- referrals

- education

- therapy, counselling
- peer support

- individual/family
support

- intervention

- support and
monitoring of risky
behaviour

- grief counselling for
miscarriage and loss
- pregnancy and STD
testing

- backdoor access,
confidential, no
referrals required

Birthing/Labour
Mental Health
Support

One Window
Coordination
Referral

Toddler
- 1to 2 year olds
- potty training

- parenting
classes

- support

Head Start
Program

- 310 4 year
olds

Figure 2: A Holistic Approach to Maternity Care
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5.2.3 Reinforcing Traditional Values

Some focus group participants saw the need to reinforce traditional values such as respect through
community responsibility for children. They felt that this starts with addressing the parent’s issues.
Mothers need to be willing to change and they need to have options to change their negative
behaviours.

There was a particular emphasis on the need to revive the traditional position of mothers. Mothers
were considered as central to the community and children were the community’s children and
mothers were therefore cherished and supported. It was felt that women had lost their status and it
was up to them to revive their traditional roles and engage in supportive activities.

Participants in one focus group observed that in many communities, the traditions are not practiced
or taught. Sometimes people may hide what they know out of embarrassment and would share their
knowledge if they were in a safe environment. They felt that there should be an opportunity for
support and sharing through women’s retreats and women’s conferences.

This group expressed the view that men are equally implicated in maternity care as fathers. They
believed that this role too has been overlooked and undervalued. Men’s retreats should also be
encouraged to teach the roles and responsibilities of fatherhood as well as how to give care.

They saw the importance of restoring balance within the communities. Both mothers and fathers
need to be educated and supported in fulfilling their roles as parents. For instance, the group
suggested the need for couples’ retreats. They stressed that this should not be labelled as a treatment
program. Rather, they felt that incentives could be offered to couples in order to encourage
participation.

Women traditionally supported one another, but this had been lost. Women’s Talking Circles
needed to be revived so women had mutual support and social activity. Women’s retreats could be
organized. The women Elders would probably be more interested in sharing if asked to attend a
woman’s retreat. In order to instigate or revive this, women could be surveyed within each
community to establish the level of interest in participating in a retreat. They suggested that although
they may need financial support, communities could look at fund-raising, etc., to hold an initial
retreat.

5.2.4 A Maternity Care Centre

A number of groups suggested the creation of First Nations maternity care centres. Several
described them in some detail. One participant spoke about her dream of a First Nations Maternity
Care Institute built like a “keekwilee” (a traditional underground house) where moms could learn
about and give birth in First Nations cultural surroundings. She would be supported in her own
environment with access to people who had traditional knowledge.

Another group spoke of the need for a Native birthing centre, run by First Nations people where
the families would be welcome and mothers would not have to worry about disrespectful providers.
This would allow mothers to give birth in comfort and deal with their pain without concern about
cultural differences.
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They described the need to select ground that could accommodate a building of the four directions,
built in prayer and community consensus. Sweet grass would be provided in the birthing room and
there would be a sweat lodge outside. The concept would be respectful of different Nations. There
would be Elders residing at the centre and visiting those who required assistance. Traditional foods
would be available. The birthing rooms would have music, candles, and water. Mothers would be
given options for alternative ways of birthing.

The centre would provide pre and post -natal care. Modern technology would be available if needed,
along with traditional medicines. The centre would offer one-on-one birth planning, accommodating
what the mother and the family wanted. It would be accessible and affordable (set-aside budget) and
would include monies for hiring Elders and giving gifts.

Some groups identified the need for an Early Years Centre on the reserve where the traditional
ceremonies such as those celebrating birth, welcoming baby, and the walking-out ceremony would
be practiced.

One participant described a positive program that is practiced in some northern communities.
There, the expectant mothers can learn to make “Tikanagan” (cradleboard) and moccasins or
reinforce traditions through moss bag making or making snugly slings for their infants. It was agreed
that this was a practice that occurred in select communities only, but participants saw it as desirable.

Participants in most focus groups agreed with the need to reinforce traditions and culture
throughout the maternity experience. Traditional ways of naming meant the community and Elders
took a real and lasting interest in the child. Birthing ceremonies and acknowledgements by such
community members as the Grand Chief helped reinforce the sense of community and in still
strength.

While western medical practices have become the norm, most participants felt that First Nations
women should be supported through the use of traditional remedies to treat infants and mothers.
This may also build respect for First Nations traditional values by the non-Aboriginal society. One
group suggested that this would be assisted if there were more Aboriginal health-care professionals
serving their communities. They felt that midwifery services should be offered. They also felt there
was a need to obtain information and promote the use of cultural and traditional methods.

5.3 Obstacles to Implementing Traditional Maternity Care Practices
5.3.1 Impacts of Colonialism

When asked what obstacles prevented the implementation of practices that would promote the
traditional or cultural maternity care practices in their communities, participants from nearly all
groups identified a loss of culture and tradition as a primary barrier. There was a general lack of
knowledge of traditions which participants attributed to the colonial experience. Some felt that the
values had been eroded by the philosophy of individualism. Community members lacked confidence
in the traditional ways, because in large part they were ignorant of the practices as they are not
known or practiced in the community. The proximity of medical care that uses advanced
technologies encouraged a reliance on western medicine. There was a fear of taking risks, so it was
easier to simply rely on the status quo.
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Beyond this, some participants saw a deficiency in the sharing and communication of cultural and
traditional knowledge due to fear of “diluting” the culture. Many traditionalists are accustomed to
keeping the knowledge in secret. There is no readily available source where tradition and culture can
be found but it is slowly being revived. For instance, language is being taught in some schools, but
there is often a lack of community support for language classes. On-reserve programs are often
perceived as substandard academically.

Participants saw a strong link between the language and culture, and believe that there are long-term
consequences of losing a language. However, even for those who can’t speak the language, often
First Nations words are incorporated into English (or French) to describe culturally specific
practices. Some participants indicated that occasionally Elders look down on the language, believing
it is no longer useful. There is a problem with “phoney” traditionalists.

5.3.2 Community Division

Focus group participants pointed out that the community has created barriers such as status and
non-status due to the internalization of racist definitions. These divisions are often compounded by
a population exodus in some communities and the fact that the community is spread out throughout
the country, meaning it is difficult to reach, identify or communicate with all the members. The
community’s financial limitations often prevent effective communication with the membership and
the implementation of successful cultural programming. Furthermore, these barriers reinforce
artificial divisions within the membership, such as status and non-status, and on and off-reserve.
Dysfunction is internal and sometimes it is a result of family breakdown.

5.3.3 Lack of Resources

Sometimes the ability to practice cultural events was determined by the resources available to the
family. For instance, where welcoming or naming ceremonies were the sole responsibility of the
family, those who were financially better off were able to have them, while those with no resources
ot little family may not be able to afford them.

Additionally, some mothers were unable to access the practices where these required travel or
financial expenditure. The lack of funding for Native birthing centres was considered a barrier to the
revival of culture and traditional maternity care practices. The lack of propetly trained people who
understood culture and traditions led to the entrenchment of the status quo — there was a sense that
this is the way it has been done, so why change it?

Some participants felt that the decisions and priorities in relation to funding and maternity care
tended to reflect the values of an elite bureaucracy, not First Nations members. There was an
impression that money was absorbed within a government bureaucracy that did not know the
communities. Participants expressed the view that very little money trickles down to the community
level and what little money is allocated to social programs within the community is often directed to
other pressing priorities.

Participants expressed frustration with the difficulty with funding arrangements that are depended
on quantifiable results and evaluation. They felt that when it came to the incorporation of culture
and tradition into such things as maternity care, it would be difficult to prove benefits in a
quantifiable way.
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5.4  Supporting Cultural and Traditional Methods

The focus group participants were asked to suggest how cultural and traditional maternity care
practices could be revived or supported within the communities. They had a number of suggestions.

Many felt that there should be a position within the Band infrastructure in charge of enabling the
collection and transmission of cultural and traditional wealth. This may include designing interactive
community or other forums for the sharing of information by the older people and Elders. They
could collect and provide information on what is available. For instance, one mother described a
handbook on the language, culture and traditional practices of one Aboriginal nation which she had
found useful.

The responsibility of the Band Councils, which many identify as being in control, was seen as
essential to the incorporation of culture and tradition in perinatal services. One group saw the need
for Band Councils to demonstrate greater involvement through such things as Council member
involvement in welcoming the child’s arrival.

The participants suggested that it would be most appropriate for the communities to show greater
interest in a holistic approach for perinatal care. The entire community should have access to the
existing facilities and services such as the long house. Some participants felt that culture and
tradition should be emphasised for community healing and growth over and above its utility for
economic development such as tourism. Education and information on traditional practices should
be encouraged for all community members. This could be done by having the Elders of the
community teach community members and those servicing the membership. Wherever possible,
Elders could be involved in traditional parenting courses. Information on the services offered by
midwives should be generally available and mothers should be educated so they gain confidence in
such methods.

Some participants felt that funding should be available for mothers to buy the supplies they need to
engage in cultural activities. For instance, beads, hide, transportation should be provided at no cost.
One group recommended that the women of the community, rather than First Nations government
staff, should plan and implement a program aimed at reviving traditional practices. One method they
discussed was a community cultural healing circle (similar to the justice circle).

It was pointed out that many Bands will only help their on-reserve members. Participants felt that
resources should be available for all Band members, whether they live on or off the reserve.
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6.0 Professional Key Informant Interviews™ on First Nations
Maternity Care

6.1 Profile of Professional Informants

The second element of this preliminary needs assessment involved administering a questionnaire to
health service providers. A total of 23 health service providers were interviewed and 19 qualified to
be included in the report on First Nations maternity care needs assessment.”” Of the professional
informants interviewed, 16 were female and 3 were male. All provided some sort of maternity
service to First Nations women living on-reserve. Ten were nurses and three were physicians. Two
were prenatal nutrition workers, and one was a dietician. In addition, a breastfeeding promotion
coordinator and a midwife were interviewed.

As a whole the informants were reasonably experienced at working with First Nations women. Most
(12 out of 19, 63 per cent) had worked with First Nations women for between six and fifteen years.
Two had worked with First Nations women for over fifteen years and four had worked with First
Nations women for five years or less.®

The largest percentage of informants was from British Columbia (7 out of 19) and Ontario (5 out of
19), the rest were from three other provinces, including, Manitoba, Quebec and Nova Scotia, and
the Yukon Territory. One professional informant did not indicate his/her last region of practice.
(See Chart 6)

Chart 6: Last region of practice of professional informants

Sixteen of the nineteen informant interviewees (84 per cent) described themselves as working on-
reserve. Just over one-half (10 out of 19, 53 per cent) described their location as rural, while just
under one-half (8 out of 19, 42 per cent) said they were situated in remote communities. Six (32 per
cent) were in urban settings, one in an Inuit community while one stated “other.”

%8 The terms “professional informant,” “informant,
this section of the report.

% The four professional informants that were excluded from the telephone questionnaire pertaining to First Nations
maternity care needs assessment had worked exclusively within Inuit communities and are included in the Inuit
maternity care needs assessment under Part Il of this report.

% One professional informant did not respond to this question.

practitioner,” and “respondent” are used interchangeably in
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6.2 Rating Community-Based Access to Maternity Care

When asked how they would rate the access to community-based maternity care for First Nations
women, 2 out of 19 found it to be good (11 per cent), one said it was adequate to poor (5 per cent),
4 informants said it was poor (21 per cent) while 7 of the 19 (37 per cent) said it was adequate to
average. (See Table 8) By way of comparison, 25 of the 29 First Nations focus group respondents
(86 per cent) indicated that they were sometimes or always happy with their prenatal care. Similarly,
25 out of 29 were sometimes or always happy with the support they received while giving birth and
afterward.

Rating Access to First Nat_ions Total Number of Respondents As a Percentage of_TotaI
Community-Based Maternity Care Respondents (n=29)
Good 2 11%

Average 7 37%

Adequate 4 21%

Average to Poor 1 5%

Poor 4 21%

Did not answer/know 1 5%

Total 19 100%

Table 8: Rating access to First Nations community-based maternity care by professional informants

In elaborating their answer, these maternity care providers cited the shortage of maternity care
professionals or specialized maternity training as a key reason for their response. One informant
stated that there is sometimes only one CHR available in the community. Others referred to the lack
of maternity training for care providers, a shortage of facilities and services within the community
and a lack of maternity/perinatal cate programs (i.e. prenatal health) in the community. Women in
some communities are flown out to give birth. In these circumstances, they don’t know the doctor
and may be unfamiliar with the hospital.

Hospitals were not always culturally sensitive to First Nations women so some health care providers
were reluctant to rate access as good. For those describing the access as good, the maternity care
providers stated access to professionals, services and programs was good in urban centres; however,
First Nations women were sometimes unable to access care in a timely fashion (i.e. few physicians
deliver and few take new patients). Accessibility to professionals, services, and programs was
described as better in non-isolated communities than in more isolated and/or remote communities.

6.3 Medical Diagnosis of Pregnancy

In general, the professional informants reported that the availability and quality of diagnostic
services for First Nations women vary from community-to-community based on geographic
location and degree of isolation.

Almost one-half of informants (9 out 19, 47 per cent) described First Nation women’s access to
medical diagnosis of pregnancy as good. (See Table 9) Informants, noted however that in some
communities it is difficult for the woman to visit a doctor and in most rural or remote communities,
the First Nations women must travel to gain medical diagnoses. In other situations, the women must
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be referred to specialists out of town. Often First Nations women who are referred off-reserve for
diagnostic services do not access these services due to reasons usually relating to cultural differences,
ill-treatment, or racist attitudes by health care providers which make the women uncomfortable.
Sentiments such as these were raised by the First Nations focus group participants.

gfgignnga,:g;ess to Medical Diagnosis for Total Number of Respondents AsRaespecr)(r:]%r;t:t%e(rc])le'&tal
Good 9 47%
Average 4 21%
Adequate 3 16%
Poor 3 16%
Total 19 100%

Table 9: Rating access to medical diagnosis for pregnancy by professional informants

In most communities, CHNs at nursing stations are available for diagnostic services. The midwife
informant indicated that her services were accessible on the reserve but First Nations women
seldom use them. The focus group participants echoed this in their responses, with a majority of the
women (21 out of 29, 72 per cent) stating that midwife, doula or traditional birthing assistants are
not available in their community.

Some maternity care workers stated that pregnancy tests/kits are given out at health centres/local
clinics, or the community health nurse can administer pregnancy test. The registered nurse and
nursing station are the primary means of diagnosis. This perspective was confirmed in the focus
groups but is reflected less in the questionnaires.> Some health care providers commented that it is
difficult to get in to see a doctor due to shortages and the resulting long waiting times.

Six informants felt the diagnostic tools available to medical practitioners treating First Nations
women during pregnancy were good compared to twelve who rated these as average, adequate or
poor. (See Table 10) Practitioners indicated that tools and equipment are unavailable (i.e.: Doppler,
monitors, ultrasound) especially in small and remote communities, and where they are available, they
are outdated, or the staff lacks the proper training to use the tools and equipment. As a result,
women must usually travel outside their communities, even for fairly routine tests, such as
ultrasound and genetic testing. Sometimes funding for transportation for women to travel outside of
the community for treatment is an issue. Beyond this, practitioner interviewees noted that First
Nations women do not have choices in relation to medical personnel and treatments, or their
choices are very limited.

Most practitioners regarded the medical facilities available to practitioners treating First Nations
women during pregnancy as average. Four said they were good in their community while two did
not respond. (See Table 11)

%! The focus group participant questionnaire indicates that most respondents confirmed their pregnancy with self-
administered home pregnancy tests/kits.
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]I:;a:tgrge?r:/:rillgll)ility of Diagnostic Tools Total Number of Respondents AsRaessg%%r;t:t%e(r?f:I;tal
Good 6 32%

Average 5 26%

Adequate 3 16%

Poor 4 21%

Did not answer/know 1 5%

Total 19 100%

Table 10: Rating the availability of diagnostic tools for pregnancy by professional informants

]Ic?oe:t?r%gr:/:rillgt/)ility of Medical Facilities Total Number of Respondents As a F?égsg;a:jgeeng Total
Good 4 21%

Average 7 36%

Adequate 2 11%

Fair 1 5%

Average to Poor 1 5%

Poor 2 11%

Did not answer/know 2 11%

Total 19 100%

Table 11: Rating availability of medical facilities for pregnancy by professional informants

One respondent noted that many facilities were being closed. This informant indicated that there
was a lack of doctors and specialists in small towns, thereby affecting access to facilities by many
First Nations women. In some communities, there were few or no facilities. One practitioner
commented that frequently even when reserve communities have health facilities, they often are not
geared to pregnant women. There was not only a lack expertise in providing maternity care services,
but a lack of facilities and equipment. It was noted that the availability and quality of facilities vary
by community. However, one practitioner noted that even where services and facilities were
available in urban centres, they did not often reflect indigenous sensitivities.

6.4 Prenatal Medical Support

Most practitioners (9 out of 19, 47 per cent) felt that prenatal medical support for First Nations
women was adequate to good. (See Table 12) They noted that nursing stations and CHNs provide
most services on-reserve — ‘uurses are the cornerstone to the care of Aboriginal women.” Geographic barriers
often prevent women from getting to prenatal classes and support outside community, so if services
are not offered in the community, there is little or no access. Health care informants noted the lack
of physicians, specialists, and OBGYNs to assist with birth in communities and acknowledged that
women must travel, some for long distances, out of communities to access specialists or OBGYNs.
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gﬁgggrﬁsvailability of Prenatal Medical Total Number of Respondents AsRaessg%%r;t:t%e(r?f:I%tal
Good 4 21%
Good to Average 1 5%
Average to Good 1 5%
Average 4 21%
Adequate 5 26%
Average to Poor 1 5%
Poor 2 11%
Did not answer/know 1 5%
Total 19 100%

Table 12: Rating availability of prenatal medical supports by professional informants

One practitioner remarked that in his/her community, the care was excellent. There the doctors
came to the reserve, there was a parenting course, and courses for mothers.

Despite this, some practitioners noted that there was a high turnover and inconsistent qualifications
among nurses delivering maternity care. It is likely that basic “medical” support is accessible on-
reserve, but for some communities this does not include adequate transportation, food, community,
family network, childcare, recreational opportunities and things that lead to overall wellness.

Sometimes Band members living off-reserve are placed on waiting lists for family physicians,
jeopardizing the opportunity for early diagnosis of complications.

Information needs are usually met through a nutrition counsellor, videos and pamphlets. According
to informant interviewees there is a lot of information available for pregnant women.

6.5 Type of Care Available During Pregnancy

When it comes to medical support, all 19 practitioners commented that First Nations women usually
have steady access to a nurse during their pregnancy, but their tertiary caregivers seldom have any
education about or experience with First Nations. They are not familiar with the culture and may
have stereotypical or negative attitudes toward First Nations women. Additionally, nursing is always
available in hospitals and on the reserve, but often nurses on the reserve perform a variety of
functions and may not be as available as they should for maternity care. Seventeen of the nineteen
professional informants (89 per cent) said that counselling was available and 15 out of 19 (79 per
cent) commented that physicians were available during pregnancy. (See Table 13)
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Total Number of Professional Informants (n=19)
Type of Care Available During Pregnancy
Yes No Did Not
Answer/Know

Counselling 17 2 |
Support Group 10 9 | e
Nurse 19 | e | e
Physician 15 4 |
Midwife/Doula 10 9 |
Specialist 10 9 | e
Traditional Healer 8 5 R ——
Other 13 6 | e

Table 13: Type of care available during pregnancy as reported by professional informants

The interviewees observed that in the hospital, the nurses are always there for delivery but they
sometimes seem not to trust the judgement of First Nations women. A comment echoed in both the
informant interviews and the focus groups was that frequently hospital caregivers do not listen to
the women. One interviewee gave the example of a nurse who had refused to believe a First Nations
woman when she advised her that she was about to deliver and was only able to get one glove on
for the birth. No doctor attended, as he/she had not yet been called.

One interviewee observed that the women see physicians, but not as often as may be needed. As
mentioned eatrlier, babies are delivered at the hospital by the doctors. The medical treatment is good,
but there are too few Native doctors and usually the hospital does not try to accommodate the
special needs of Aboriginal women. There is normally adequate medical support that is available.

Depending on the community, a variety of specific and non-specific programs are available to the
expectant or new mother. Before and after delivery, the mother generally has access to counselling,
Canadian Prenatal Nutrition Program (CPNP) workers, as well as information about the effects of
drinking, smoking and drugs.

Nursing is always available in hospitals and on the reserve, but not specific to maternity care - nurses
on the reserve perform a variety of functions and may not be as available as they should for
maternity care. Midwives and doulas are available outside the community in urban centres but not in
more remote and/or rural communities. Specialists are available, but sometimes women have to be
transported great distances to access specialist care. Traditional healers are available in some
communities but according to one interviewee, in other communities, there are strong Christian
fundamentalist beliefs which discourage the use of traditional healers.

6.6 Prenatal Care and Services

Prenatal care for First Nations women varies depending on the geographic location of the
community. While there is often limited access to physicians, interviewees report an array of other
programs aimed at assisting pregnant women. A number of comments reflected the lack of stable
care from physicians, the CHN, prenatal nutrition workers, and programs such as NNADAP figured
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prominently. Some interviewees also indicated that prenatal classes are available, though not always
on the reserve. This was consistent with the comments of the focus group participants.

There were a variety of prenatal programs mentioned including prenatal addiction programs both in
urban centres and on-reserve, and prenatal nutrition programs. In one community there is a doula
but the practitioner interviewee was not clear how much she is used. One interviewee commented
that recently there were pre-birthing sessions with the doula and fathers which went quite well, but
the sessions had not yet been readily accepted. Access to traditional healers varied.

One practitioner reported that in his/her community, there were numerous resoutces for maternity
care, including a CHN, CHR, mental health counsellor, alcohol/drug counsellor, and a clan mother
who provided informal support group for expectant or new mothers, a doctor visited the
community on a weekly basis. Another interviewee indicated that his/her community had three
nurses and doctor visits approximately once a month. The community was close enough to town for
mothers to visit as required. There is no midwife or doula there, but one could be arranged through
the hospital in town, if the mother desired to have her baby at home. In this community, a specialist
is available several times a year. There were Elders in the community available if needed. This full
compliment of caregivers was not universally available.

In some communities, the interviewees reported a total lack of equipment for neonatal care or high-
risk delivery. They stated that these communities lacked the ability to do caesarean sections, had no
physician on the reserve, and lacked a maternity worker. Consequently, if an emergency such as early
delivery arises, the mother must be medivaced out. This comment was echoed by a number of
informants who noted that physicians may not be available in remote communities.

Specialists are only available in hospital settings that have tertiary care. OBGYNs are occasionally
available at the hospital and, in some situations there is also a nurse practitioner at the local hospital.
If one is considering birthing based only on facilities, equipment and medical personnel, most
women have access to similar treatment. As such, women who have to fly-out to deliver in urban
centres have access to the same services as those residing in urban centres. They may also have
family at birth, but if they have to leave their community this is an issue since only the mother can
travel.

Although in urban and some rural areas, women have better access to midwives and doulas, one
respondent commented that in some First Nations communities where there have been a number of
early deliveries, the same women attended the births. Though not formally trained, these traditional
midwives had learned through experience and were recognized as such within the community. In
some communities, accredited midwives or doulas are available at extra cost to the mother, but they
are seldom based on the reserve. One practitioner interviewee indicated that there is a doula
available in his/her resetve, but coverage for her services is not provided by Health Canada so few