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Introduction
The National Aboriginal Health Organization launched a number of maternal health resources in
February, 2009. These resources, funded by the First Nations and Inuit Health Branch of Health
Canada, included the following:
Aboriginal Midwifery in Canada Paper
Midwifery and Aboriginal Midwifery in Canada Map
Exploring the Role of Social Support in Labour and Delivery
for First Nations Women and Families Paper
First Nations Doulas Brochure
Inuit Midwifery DVD
“Midwifery form a First Nations Perspective” was written as a complimentary resource document to
these preceding publications.
This short paper was commissioned by the First Nations Centre, National Aboriginal Health
Organization to focus exclusively on First Nations issues in midwifery, to provide a more in-depth yet
inspiring background for consideration by people considering midwifery as a career, or for development
of midwifery programs in or near First Nations communities. Dr. Farah Shroff was contracted to
write this paper because of her extensive experience as a developer and instructor in midwifery and
medical education, as the author of a book on midwifery, as a strong ally for the sovereignty of First
Nations people, as a strong advocate of primary care and marginalized peoples, and as a holistic health
practitioner.
At first glance, the use or development of midwifery for First Nations women and their families looks
challenging. Without brushing over these challenges, Dr. Shroff has found many reasons for celebration
of First Nations midwifery. We hope that First Nations women and their families are inspired to see
midwifery as an option for birthing their children, in or near their communities, or as a call to become a
practicing midwife in their communities.
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Sneak Peak at Midwifery
The life of a midwife is very appealing for those who are excited by the intimate connection one
can make with a woman and her family during pregnancy, childbirth and the post-partum periods.
Midwives make a positive difference in the lives of mothers, babies and families, with healthy lifestyle
counselling, emotional, spiritual and physical support. The possibility of using traditional First Nations
health care, as part of midwifery care, also exists.
In pre-contact days, First Nations women generally had healthy pregnancies and babies—assisted by
midwives. With colonization came powerlessness and poverty which had significant detrimental impact
on health outcomes of both mother and baby. First Nations midwives went ‘underground’. It wasn’t
until the early 20th century that high rates of maternal and infant mortality were evident. There remains
to this day a widespread belief in our society as a whole that a physician run hospital birth is the
best and safest way to deliver a child. Until recently medicine has been a male dominated profession
with the resultant erosion of the power of midwives. Midwifery has not been viewed as a respected
profession within the health care system.
Many First Nations communities are isolated and lack doctors, nurses and midwives. In the 1970s
nurses at nursing stations were not trained to deliver babies and hence the evacuation process began
(SOGC, 2007). Laws were enacted that made midwifery illegal (NWAC, 2007). The residential
school system denied an entire generation of girls and young women knowledge about childbirth and
infant care. As a result there are only a few midwife elders in rural and remote communities who are
able to pass on their skills, traditions and customs related to pregnancy and childbirth (Canadian
National Museum of Civilization, 2005).
Currently, many doctors and nurses support the growth of midwifery. Their reasons for supporting
its growth are partly altruistic and partly because the need for more maternity care providers has
created a crisis. Midwives have a huge role to play in bringing birth back to local communities. There
is an existing body of international work from New Zealand and Hawaii, for example, and several
small projects all over Canada which have demonstrated that women in good health who have a low
risk of needing a high-intervention birth can successfully give birth in their local community with the
assistance of a midwife.
There have been a number of important highlights in the journey towards bringing birth back to First
Nations communities in Canada. Most provinces and territories in Canada have enacted midwifery
legislation, or have included the regulation of midwives within existing legislation ruling the practices
of other health professionals. Health Canada has worked over the past five years to develop overarching
policy pertaining to First Nations and Inuit midwives. The formation of Canada’s first national
Aboriginal midwifery association in 2008 is a major milestone. These 35 midwives have shown great
leadership in bringing the voices of First Nations, Inuit and Métis people to the forefront of the
revitalized field of midwifery.
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“Peacefully You Are Born”
There’s a Cayuga speech to a baby that goes, “I give thanks, for peacefully you are born. I
pray hopefully that peacefully your life will be ongoing, because it is that I think of you clearly,
knowing you will always be loved.” When you hear that speech--it came through a family
through many generations--you begin to get a sense of how babies were born before we had
hospitals. And the word peace is a very potent word. Especially in relationship to a birth, it
already gives me a feeling of how that birth went. (Katsi Cook, 2000)
From time immemorial, midwives have been helping to birth the next generation in ways that honour
and support life. This is true all over the world. Globally midwifery has been one of the oldest and
most respected professions—practiced by both men and women in First Nations communities in
Canada. Sandra Jean Kioke, reflected upon the cultural meaning of pregnancy and birth within a
Cree community.i She described three levels to the cultural care which women engaged in during
the course of their pregnancy and childbirth. The first level was self-care or care provided to the
pregnant mother or baby, which involved the basic elements of well-being and good health, survival
and growth. The second level includes the infusion of cultural values, practices and understandings
into the childbirthing process. Finally, the third level reflects the actualization of those cultural values
through the childbirthing process. This may be expressed through five themes: journey, holistic family,
interconnectedness, spiritual nature and caring/sharing.ii

Challenges & Hope
With colonization and development of a health care system based on Western science, First Nations
midwifery went ‘underground’. Continuing challenges facing the practice of and positive outcomes
for First Nations midwifery include Fetal Alcohol Spectrum Disorder; addictions; high birth weight
babies; low numbers of First Nations peoples working in the health care field in general and midwifery
specifically; remote location of some First Nations communities and their low density population;
ongoing racism; access to care; treatment during care; and low levels of social justice (AFN, 2009).
Currently there are not enough midwives to handle all the requests. In Ontario, where the majority
of midwives practice, 4 in 10 women are unable to get a midwife (Association of Ontario Midwives,
2006). Rural and remote areas are particularly affected by the shortage. The emphasis is on attracting
and retaining foreign trained midwives to practice here. The actual goal of The Midwifery Bridging
Project (2006-2010) is to fill in any gaps in their training so these foreign trained midwives can
practice in Canada (Midwifery Regulators Consortium, 2006). Evidence does not show such concern
i
ii

Kioke,S.J., (1999). Revisiting the Past…Developing Traditional Care and the Cultural Meaning of Pregnancy and Birth in a Cree Community.
Thesis submitted to the School of Nursing, Queen’s University: Kingston.
Ibid.
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about accommodating First Nations midwives. Current maternal child health care in on-reserve
communities falls far short of national and international standards (Health Canada, 2006). “There is
a high turn-over of on-reserve staff complicated by a weakly supported workforce” (Health Canada,
2006). Midwives are not excluded.
First Nations women have expressed a desire for Maternity Care Centres run by First Nations people
where culturally based maternity care is available. Like all Canadian women they want a choice in
regard to their childbirth experience (NAHO, 2007). Presently the practice is to evacuate women at
36-37 weeks of pregnancy to a tertiary care provincial hospital.
Despite these formidable challenges there is much hope, and First Nations women and midwives are
enduring the difficult circumstances which they continue to experience. In the words of David Gehue,
Spiritual Counsellor, Mi-kmac Nation (1993):
Heal you, the self
you help heal the family,
The family helps to heal the community,
The community helps to heal the nation,
The nations help to heal the world.
All the prophecies from other nations now coincide and complement each other.
It is time for us all to stop blaming one another, heal from our wounds and move forward, for the
survival of the world, as we know it, lies in our hands. We must seek out and absorb the wisdom
of our elders and use it for the betterment of others. The Great Spirit left a clear and legible path
in eastern North America with petroglyphs and natural monuments. This knowledge is kept
under guard by our elders and only entrusted to those native people who abide by the natural
laws of the Great Spirit; respect, honesty, sharing and caring. Without each one of these, the
others do not exist.
It is now time for Moms, Dads, Grandmothers, Grandfathers and children to get involved in the
healing of our world. Make it your business too.

Prophesized Rise of First Nations
Today, in the wake of political and social movements for social justice and the re-emergence of spiritual
and holistic forms of health care, First Nations midwifery is rising out of its marginalized position.
This moment in the history of Canada is very exciting for midwifery revitalization in First Nations
communities and was prophesized many years ago (www.nechi.com/discover/main.php) accessed
December 24, 2008:
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There were a group of Elders who gathered for a ceremony long, long time ago. In that
ceremony they were told, “Our people are in our midnight and we will come into our
daylight when the Eagle lands on the Moon. When the Eagle lands on the moon we will
become world leaders.”
That midnight was the government policy to outlaw our ceremonies, the Indian Act,
alcoholism, death, the flu of 1918 and being removed from our families and culture
and placed into residential schools.
The message the astronauts sent back to earth in 1969 when they landed on the moon was,
“The Eagle Has Landed.” The old people knew the time had come. The time had come to
come into our daylight.
Despite the many challenges that continue to exist, there are many reasons to celebrate. Firstly, First
Nations people have continued to grow in numbers: an estimated 698,025 people identified themselves
as First Nations and this population grew 29% from 1996 to 2006, now representing 2% of the
Canadian population (Statistics Canada, 2006).
The birth rate is 1.9% for First Nations communities. The average Canadian population growth rate,
at 0.7%, is much lower (Statistics Canada, 2005). On average, First Nations women have their babies
at a younger age than other Canadian women (Statistics Canada, 2008; Wenman et al., 2004) which
generally gives the mothers and babies a better chance of being in good health during pregnancy,
childbirth and child-raising.
Statistics Canada (2008) notes that fertility rates amongst First Nations people have continued to be
higher than the overall Canadian fertility rate. The statistical agency also notes that the overall First
Nations birth rate was four times the Canadian rate in the 1960s and it is now about one-and-a-half
times.
In 1999, the birth rate for First Nations was 23 births per 1,000, which was two times the “comparable”
rate for the Canadian population as a whole. Other indigenous populations in the United States and
Australia have birth rates that are comparable to the Canadian First Nations population; First Nations
birth rates are also consistent with those found among the lowest income groups in Canada (Statistics
Canada, 2003).
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Longer Lives, Greater Infant Survival
Life Expectancy for First Nations people is calculated by Indian and Northern Affairs Canada, using
data from the Indian Register. In 2000, life expectancy at birth for the Registered Indian population
was estimated at 68.9 years for males and 76.6 years for females. These rates compare favorably with
those in other First Nations communities around the world.
Over time it appears that the trend is
moving towards longer lives for more First
Nations people. This is a very positive
Males
Females
development.
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Canada, 1980, 1990 and 2000

76.6

The infant 74.0
mortality68.9
rate, which refers to
68.0
66.9
the rate of children who die within the
60.9
first year of life (excluding still births),
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1990
2000in urban Canada
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where there is a 1.6 times greater risk of
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groups (Statistics Canada, 2003).
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Source: Indian and Northern Affairs Canada, 2001,
Basic Departmental Data 2001, Catalogue no. R12-7/2000E

Within the First Nations population there is a 2-2.5 rate of stillborn and prenatal death than that of
the general population (NWAC, 2007). First Nations communities also have elevated rates of Fetal
Alcohol Spectrum Disorder and Gestational Diabetes. Fewer First Nations women breastfeed their
infants than the general population (NWAC, 2007). Although there is a trend towards increased
breastfeeding among First Nations people, breastfeeding is crucial in areas where drinking water is
unsafe and/or baby formula is prohibitively expensive.
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Shortage of Doctors: You Are Needed
In Canada there is an “emerging crisis” (Association of Ontario Midwives, 2006) in the field of
maternity care. There are not enough physicians to deliver babies. According to a 2002 study, family
physicians are catching the majority of Canadian babies followed by maternal and newborn nurses,
pediatricians, obstetricians/gynecologists, doulas, pediatric general surgeons and pediatric cardiologists
(Canadian Institutes of Health Information (CIHI, 2004). Births are being managed mainly by
doctors, but there is a current shortage of doctors who are providing services for both high and low
risk pregnancies. In fact there is a maternity care crisis throughout Canada which is more acute in rural
areas. With fewer family physicians delivering babies, pregnant women are turning to obstetricians
and midwives for care. Due to high insurance rates, and difficulty in finding adequate on-call coverage,
many family doctors no longer provide maternity care. In Canada there is also a serious shortage of
family doctors. This situation impacts First Nations women in rural and urban communities. The
First Nations birth rate is 1.5 times the birth rate of other population groups (NWAC, 2007).
In urban areas First Nations women often face the daunting task of finding a family physician. In
Alberta payment for midwifery service is up to $3450. In non-urban areas First Nations women often
have to travel potentially unsafe distances for their 10-minute prenatal visits. In areas where evacuation
at 36-37 weeks is not the protocol they may make this perilous journey while in labour.
Various factors are related to doctors’ declining role in maternity care: unsocial hours; limited financial
remuneration; increased liability insurance costs; lack of support from colleagues; for rural doctors:
lack of local resources and distance to referral centres.
Family doctors entering practice may believe that maternity care will add more stress
to their already busy lives…Research on new family doctors suggests that confidence in
obstetrical skills, fee structures and fear of malpractice suits are all factors that inhibit
them from choosing to deliver babies as part of their practice (Whynot, 2004).
The Society of Gynecologists and Obstetricians of Canada (SOGC) have issued a policy
statement on midwifery that recommended more integration of midwives into health care services for
pregnant and childbearing women. They state that “midwifery care and midwifery training should be an
integral part of changes in maternity care.” Midwives are now members of the SOCG.
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Shortage of Midwives: You Are Needed
Currently there is a lack of First Nations health professional and this is reflected in the lack of First
Nations midwives. There is a lack of data on the number of First Nations midwives and the current
number in practice. Demographic distribution and requirements remain unclear. Data is required
dealing with the percentage of First Nations children delivered by midwives, where these deliveries
occur (home birthing centre, hospitals), and outcomes. Midwifery services for the Inuit, especially the
Nunavik Inuulitsivik program, have been extensively researched internationally as well as in Canada.
Little data for First Nations midwifery is available. Maternal and infant mortality rates for First
Nations women delivered at home, in a birthing centre, and hospital settings are areas of concern. Data
is required regarding economics. There is a paucity of economic literature relating to home births and
birth centres (Henderson et al., 2008). It is widely believed that home births and birth centres may
help decrease the cost of maternity care for uncomplicated pregnancies and deliveries (Henderson et
al., 2008) but quantitative evidence is scarce. The Netherlands is often cited as an example of how
advantageous midwifery is but distances are much shorter and technological help much easier to
access than in remote or semi remote areas of Canada. One must also factor in the cost of insurance
for midwives and the fact that highly skilled and hence costly midwives are required to provide care
in remote areas. Unforeseen problems can arise quickly and help is unavailable. Consults to far away
specialists don’t rescue all babies. It is also costly to set up delivery suites and build birthing stations.
In total, 800 midwives are registered with the Canadian Association of Midwives as of March 2008.
Midwives are attending the births of less than 10% of Canadian families; homebirths attended
by midwives make up about 1-2% of births in Canada (Martin and Lydiate, 2008). The Ontario
Midwifery Education Program has received funding to increase the number of students as a result of
the need for more midwives to fill the gaps in maternity care.

Legislative Framework for Midwifery Practice
Legislation governing the practices of midwives has been enacted in most provinces. In several
provinces, First Nations midwives enjoy special exemptions and are recognized as distinctive from
other practicing midwives with respect to their traditional approaches to and understandings of the
child birthing process and the unique needs of First Nations women. Several legislative schemes
make specific reference to ‘aboriginal midwifery’, which in British Columbia’s regulations is defined
to include the blending of both traditional and contemporary practices. More specifically, in that
province ‘aboriginal midwifery’ is defined to include the use and administration of traditional herbs
and medicines, cultural and spiritual practices, contemporary practices originating from traditional
practices, or a combination of both.
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Several legislative schemes include a ‘grandfathering’ clause applicable to practicing First Nations
midwives which exempts them from having to register their practices. For example, First Nations
midwives on-reserve are specifically exempt in British Columbia and Ontario (Section 5(2) of
the Midwives Regulation, schedule 13 of the Health Professions Act in B.C., and Section 8(3) of
the Midwifery Act in Ontario) from registering as a midwife if they were practicing prior to the
regulations/legislation.
In Ontario, in addition to registration exemptions, First Nations midwives are allowed to practice
under the title ‘aboriginal midwife’ or the equivalent in any other language.

First Nations Midwives Are Getting Organized
In 2008 a group of First Nations, Inuit and Métis midwives joined the Canadian Association of
Midwifery. This First Nations, Inuit and Métis midwifery group includes 35 members. This is a very
exciting initiative that will develop First Nations (and other) midwives’ visions, models for practice,
and wisdom. Many of the provincial models of practice include elements which reflect the five themes
presented by Sandra Kioke, as described previously in this paper. For example, many of the models
of practice include basic ‘fundamentals’ such as community input, informed choice, continuity of care
which reflects the development of a relationship with and safe support for the pregnant woman, and a
choice of birth setting.
There are many exciting steps that the larger group of First Nations midwives could be taking to
support initiatives of First Nations midwives: for example, creating linkages with First Nations
midwives throughout the Americas and internationally, and the creation of a college program
specifically designed for training First Nations midwives.

Becoming a Midwife
NAHO’s 2009 paper, Aboriginal Midwifery in Canada, describes three options for First Nations
women who wish to become midwives. They may become educated within Traditional First Nations
educational institutions, non-First Nations universities, or receive a blended education (mix of First
Nations and non-First Nations traditional knowledge). Carol Couchie, a First Nations midwife talks
about some of these options in inspiring ways:
We need to train midwives as much as possible. We need people to have an opportunity to
go and work in remote settings, to live there, to be a part of that, because we need the people
who live there to be trained. So if we can put people in every two or three months, and that
student midwife who is there and that is her practice and she is developing it, and she is learning
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how to catch those babies with an experienced midwife there, in that apprenticeship model
then eventually, you don’t have to send people up there any more. And even if that young
woman quits, and moves to another smaller community, that knowledge goes with her. It is the
democracy of knowledge. You bring back that knowledge that once belonged to our communities
and give it back to them. And it stays there. Those people don’t go home. They are home.
(Excerpt from Aboriginal Midwifery in Canada, 2009).
First Nations midwifery training is a very important issue when speaking of First Nations midwifery in
Canada. Many communities are looking at ways of developing training that is best suited to their home
communities and their current infrastructures, capacities, and community support. First Nations
midwifery has the goal of safe and culturally appropriate birthing that emphasizes respect for life and
the empowerment of women. In both Ontario and Québec, community based training programs exist
where First Nations midwives learn from practicing midwives at local birthing centres. These centres
aim to deliver culturally relevant maternal care. This process reflects ancient First Nations practices, as
well as the place of older women as repositories of medical and spiritual knowledge.
It is noted that midwifery education and midwifery practice are inextricably linked, and when
considering midwifery in communities, considering models of educating midwives in those
communities is an integral part of this process. The following is a list of the two most prominent First
Nations midwifery training programs in Canada today.
Kanaci Otinawawasowin Baccalaureate Program (KOBP; University College of the North,
The Pas, Manitoba: http://is-8668.ucn.ca/webpages/xml/xml_output/2009_7_4/Program_
List_1249406064437.xml)
Tsi Non:we lonnakeratstha Ona:grahsta’ First Nations Midwifery Training Program (Six
Nations, Ontario: http://www.snhs.ca/midBackground.htm)
In the rest of Canada, midwifery is generally an accredited four-year program at post secondary
institutions.

Midwifery is About Genuine Caring
After years of working with women, midwives and their supporters have created a model of care that
is genuinely concerned with meeting the needs of clients. This model has the potential for positively
influencing the models of care that are entrenched in the mainstream health care system and most
closely resembles the kinds of care raised during discussions of cultural sensitivity. Rather than placing
the professional at the centre, the “woman-centred” midwifery model, puts the woman and her birthing
experience at the centre. This kind of care is composed of three main elements:
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1. Informed choice
Informed choice is providing birthing women with comprehensive information about all
aspects of their care so that THEY may be the primary decision makers during the course
of their midwifery care. This may include information about ultrasound tests, for example;
midwives explain the results of research conducted on ultrasound technology and the most
current ideas about benefits and drawbacks about it. Birthing women may then decide to
undergo testing or not.
Strictly following the tenet of informed choice therefore means that midwives work with
their clients under a wide variety of circumstances and that midwives continue to provide
woman-centred care to all their clients regardless of the kinds of informed choices made by
their clients.
2. Choice of birth place
Birthing women have the right to choose where they would like to labour and deliver their
babies. Women who are deemed to be at low risk of having anything but normal and healthy
deliveries (after examination), have the option of labouring and delivering in their homes,
birthing centres, or hospitals. In most Canadian jurisdictions, midwives have privileges in all
of these three options but generally the choice is between home and hospital, as few birthing
centres exist. Pregnant women whose health conditions put them, potentially, at “high risk”
are either referred or transferred to the care of a physician. In exceptional circumstances,
physicians and midwives may work together to care for women who specifically request
midwifery care but also need the care of physicians.
A cornerstone of midwifery care is the right of birthing women to choose to give birth in
their home environment with the hospital as a back-up option. Home birth is discussed
below in a separate section.
Birthing centres combine the advantages of hospitals’ technological capabilities within an
environment that is more home-like than hospital-like. Birthing women who are concerned
about the potential for unexpected problems arising during childbirth (e.g. live far away from
hospitals) have expressed an interest in the use or creation of birthing centres in or near
their communities. A few such centres exist in the country, but at present, are considered
expensive, with little understanding or support for their potential benefit.
Women may also choose to give birth in a hospital with the assistance of midwives.
Midwives have already, or will likely gain privileges at hospitals all around the country so
their clients may plan to give birth in a hospital. In the case of a transfer of care from a
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midwife to a physician, midwives may still be involved in some aspects of her psychosocial
needs--transmitting information about the progress of a cesarean birth to the partner,
advocating for the woman etc.
3. Continuity of care
Birthing women receive continuous care from two to four midwives during the course
of their care. While they are pregnant, they may meet up to four midwives who practice
together. In most midwifery practices, birthing women work with a primary midwife and
a back-up midwife. The same midwives they have met during their pregnancies are present
at their birth. In other midwifery practices, birthing women work with up to four midwives
before birth, could have any of them at the birth, and for the six weeks of post-partum visits.
This continuity allows women to develop rapport - and in some cases long-term, meaningful
relationships - with their care providers. Close contact, mentally, emotionally and otherwise,
with midwives has catalyzed the “midwife as friend” concept which has made midwifery
so popular with women. Midwives often share their own lives with birthing women and
this tends to foster the egalitarian model of care that midwives uphold, for it shows that
midwives are not “above” their clients and in fact may have much in common with them.
Women who have experienced medically-managed childbirth (also known as the
medicalization of birth) often complain that they met several people during the course
of their care. Especially during labour and delivery, this fragmentation of care can be
confusing, exhausting, and even frightening. Having to repeat herself time after time, to
the next person on shift or the new person involved in her care, can take away from the
meaningfulness of the birth experience. Continuity of care is thus a critical component of
midwifery.

Homebirth
As mentioned above, homebirth is a critical component of midwifery care and sometimes, this principle
is listed separately from the principle of choice of birthplace in order to emphasize its importance.
Homebirth has possibly been the most contentious aspect of midwifery care as many care providers
argue that it is unsafe. They argue that unpredictable/unpredicted problems could arise in a splitsecond and these problems may be potentially fatal without the aid of technology.
Those who argue for the safety of homebirth cite research which shows that homebirth outcomes are
equally as safe as those of hospital births. Such research includes: Tyson (1991), Sullivan and Beeman
(1983); Mehl and Whitt (1977); Campbell and MacFarlane (1986) and more.
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The home, for most women, is the place where they have power, control, comfort and love. In familiar
physical and social surroundings, women report that birthing is an infinitely less difficult process than
being in unfamiliar, sometimes unfriendly, hospitals. At home, many women are accustomed to being in
charge and having their wishes followed. Having competent caregivers who nurture and assist birthing
women in having the most positive birthing experience possible is a joy for many mothers, especially
those who have supportive partners, families and communities as well as sufficient economic and social
resources (eg. adequate income, maternity/paternity leave, child care etc.) to have a positive home birth.
Homebirth can only be a positive option for women for whom home is a positive environment. For
women who face violence, abuse and other forms of oppression in their homes, hospital births may
provide an alternative to the site of their abuse.
The College of Midwives’ 1994 Statement on Home Birth notes that most births occur in hospital
and midwives must be capable of attending hospital births. It states that birth is more than a physical
or medical event and that a number of expectant parents plan to have home births and that “normal
birth at home must be encouraged and supported.” The statement ends by discussing safety: “Available
evidence does suggest that for low-risk women, a planned birth at home with trained attendants is a
safe and viable option.”

Community Birthing Through Midwifery Care
Women in rural and remote communities report that the health care they receive is satisfactory.
However they are concerned that many gaps in their care exist: health services are not culturally
appropriate, care is neither accessible nor holistic and is not consistent or comprehensive (Sutherns
et al., 2003).
The practice of evacuating First Nations pregnant women who live in rural and remote communities to
give birth in regional centres has been criticized by the women themselves, First Nations communities
and organizations, health professionals, and others (Stebo, 2008; NAHO, 2008; Couchie and
Sanderson, 2007; Smith, 2003). A growing body of evidence suggests that besides all the other pitfalls,
this practice of evacuation contributes to higher rates of postpartum depression and increased maternal
and new-born complications (Klein et al., 2002).
The crisis in maternity care across Canada acutely affects First Nations women living in rural
and remote communities for various reasons. A history of colonialism has created contemporary
relationships between medical institutions and First Nations communities that are marred by racism,
creating poor and sometimes abusive services and barriers to accessing these services (AFN, 2009;
Marsden, 2008). Throughout rural and remote communities populated by First Nations people
maternity care services are fragmented and inconsistent.
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For women with high-risk pregnancies evacuation is clearly the only option as most small communities
do not have requisite equipment or the personnel to handle high-intervention childbirth. First
Nations women who are required to leave their communities to deliver their babies outside of their
communities ought to receive adequate funding (Kornelsen and Gryzbowski, 2005) to cover all the
costs of caring for their children back home, phone calls to their family, and transportation and other
costs. Women at low risk, however, ought not to have to choose between their culture or their safety
(Couchie and Sanderson, 2007).
Indigenous women in rural and remote communities seek a sustainable model of maternity care for
their communities that are comprehensive, collaborative, community-based continuum of care that
builds on and develops local capacity (Tedford, Gold et al., 2005).
Women who have healthy pregnancies and will likely have healthy babies can be safely managed in local
or regional centres (Couchie and Sanderson, 2007) as long as a system for transfer to high-intervention
maternity care services exists in case of emergencies (Kornelsen and Gryzbowski, 2005). Accepting
that some level of risk is inherent in the birthing process, as with most other healthy processes, is more
important for families living far from emergency maternity care services. Traditionally First Nations
women have accepted that birthing has risks and have been prepared to deal with the pain of labour
with minimal pain relief.
First Nations midwife Aleka Stebo (2008) states:
It is my impression from this synthesis of the literature that birth centre care
may be the best-suited model of care for the provision of maternity care forrural
BC [First Nations] women. Birth centre care is based on family-centred,
individualized, respectful care for low-risk women. This is congruent with the
midwifery model of care, which is also based on continuity of care and grounded
in a philosophy of respect for the social, emotional, spiritual and cultural aspects
of birth. This type of care is missing in rural settings when women are being
evacuated for birth. Access to birth centre facilities would enable birth to return
to [First Nations] communities and families.
Aleka Stebo’s recommendations for further action have been put into the following numbered list:
1.
2.
3.

14

Qualitative research initiated by rural First Nations women describing what they desire for
their birth experiences.
Population based research regarding First Nations birth outcomes in BC.
Research that reveals where rural First Nations women are giving birth, where do they live
permanently, what were the specifics of their pregnancy, and birth, i.e. were they low-risk?
Thus revealing if local birth centre care would be applicable and where would be the most
useful locations.

4.
5.
6.

Recruiting and training First Nations midwives.
Exploration of re-opening currently closed rural hospital maternity wards as birth centre
facilities staffed in whole or in part by midwives.
The establishment of rural birth centres with a special focus on serving First Nations
women and their families, staffed by First Nations midwives, providing culturally safe care
in BC.

Two First Nations Models of Care
In March 2009, the First Nations and Inuit Health Branch of Health Canada hosted a National
Aboriginal Midwifery Forum. Several models of midwifery care were presented at that forum as
models which had been demonstrated as responsive to the needs of First Nations women and their
families. Two of these models are presented below, as examples of best practices for midwifery services
currently being delivered to First Nations women, their children and their families.
1) O’Chiese First Nation and Sunchild First Nation Collaborative
Shared Care Maternity Services Program – Midwifery Pilot
There was an identified gap in prenatal care by local physicians, hospitals and nurses. In
response to the call for increased and improved services, the Collaborative Shared Care
Maternity Services Program was developed and implemented. The program is currently in
its second year of operation and is considered to be very successful.
OVERARCHING GOALS
w Optimized health and well being of mother and newborns within
the context of their social networks;
w Patient care provided through shared model to ensure safety, comprehensiveness,
accessible care from preconception through to postpartum period;
w Sustainable program capable of expansion.
PARTNERS/COLLABORATIVE NETWORK
w Alberta Association of Midwives – registration and regulation of midwives
w Health Canada – access to health services, access to health information,
building capacity, accountability and resources
w Rocky Mountain Primary Care Network – access to primary care,
manage ‘round-the-clock’ access to services, coordination of integrated
health services including long-term care and specialty care services, address
physician shortage, increase emphasis on health promotion, disease and injury
prevention, care of patients with complex needs, care for patients with chronic
diseases
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w
w
w

David Thompson Health Region – determine priorities in health care, allocation
of resources, promote responsive services, integration of services
Sunchild First Nation – culture and support
O’Chiese First Nation – culture and support

NATURE OF COLLABORATION
w Bilateral relationship amongst parties
w Common ‘line of action’ established through program elements
w Formal agreement through Memorandum of Understanding
w ‘Smooth’ operations and shared resources
w Clear understandings established amongst parties, which sets out expectations
MIDWIFERY SERVICES
1)
Preconception monitoring and counselling
2)
Education
3)
On-call rotation
4)
Pre-natal care
5)
Intra-partum care
6)
Post-partum care, including breast-feeding support
2) Transition to a Multi-disciplinary Primary Care Maternal Child Health Program
(Debbie Vey, RN, RM – File Hills Qu’Appelle Tribal Council)
Through the Aboriginal Health Transition Fund, the All Nations Healing Hospital received
funds which were partially used for the development of a proposal resulting in the midwifery
program services.
PROGRAM GOALS
w Ongoing strengthening in maternal health services;
w Integrated care roles of health professionals;
w Multi-disciplinary maternity health team;
w Manage maternity care locally (as much as possible);
w Established standards of intrapartum, postpartum and neonatal care;
w Development of risk-assessment tools;
w Community-based services focusing on the needs of First Nations
(and other Aboriginal) people;
w Improved prenatal and postnatal outcomes through increased capacity to identify
childbearing clients of all risk levels and follow clients throughout childbearing period;
w Addition of maternity services, including low-risk deliveries
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COMPREHENSIVE FRAMEWORK/COLLABORATIVE NETWORK
w Coordinate, integrate and improve care received by First Nations
women and their children;
w Women’s Health Centre
w Maternal Child Health Program, Health Canada
PROJECT ELEMENTS
w 2 project sites
w Moving away from ‘clinical’ care environment and providing services in group format;
w Empower women to make their own decisions;
w Include three key components: assessment, education, support
w Group women together by common/close due dates
w Women engage in self-care activities (monitoring blood pressure, weight, urine)
w Complete elements of self-care on floor mat within group space
w Complete group activities in circle.
KEY PRINCIPLES
1) Women are more likely to access maternal health care offered close to their homes
2) First Nations women are more likely to access health care services owned
and managed by their community or Tribal Council, where there is strong
First Nations community support
3) Local access to prenatal care results in improved communication between women
and their care providers
SERVICES
w Doula care
w Traditional parenting knowledge
w Cultural programming and services available through Elders, ceremonial leaders
and traditional healers
w Outreach services, including home visits
w Ongoing communication with community governance and community members
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We Have the Right!
Over 60 years ago the United Nations declared that all people have fundamental rights.
The Preamble notes that the “inherent dignity and of the equal and inalienable rights of all
members of the human family is the foundation of freedom, justice and peace in the world”
(United Nations, 1948).
Violence against First Nations women has a significant impact on pregnancy, childbirth and
childrearing. Social justice work, counselling, healing and other excellent efforts are being
made by many First Nations groups such as the Native Women’s Association of Canada
(http://www.nwac-hq.org/en/background.html), Aboriginal Women Against Violence
Everywhere (http://www.aboriginalwomenonthemove.org/Links.html), Warriors Against
Violence Society (http://www.kiwassa.bc.ca/wav/), First Nations Child and Family Caring
Society (http://www.fncfcs.com/). Racism, sexism and class prejudice are some of the challenges
facing this work.
Article 25 of the Universal Declaration of Human Rights
(1)

Everyone has the right to a standard of living adequate for the health
and well-being of himself and of his family, including food, clothing,
housing and medical care and necessary social services, and the right
to security in the event of unemployment, sickness, disability, widowhood,
old age or other lack of livelihood in circumstances beyond his control.

(2)

Motherhood and childhood are entitled to special care and assistance.
All children, whether born in or out of wedlock, shall enjoy the same social
protection (United Nations, 1948).

These articles of the Universal Declaration of Human Rights are particularly relevant to the care of
pregnant and childbearing women and their families. Social justice efforts of First Nations peoples
require an analysis at all levels: local, provincial/territorial, national and international. Bringing
international pressure to bear on Canadian governments could prove to be a powerful tool.
Besides the UN Declaration of Human Rights is the Constitution of the World Health Organization
which states: “the enjoyment of the highest attainable standard of health is one
of the fundamental rights of every human being” (World Health Organization, 1948). Canada,
like most countries of the world, is thus party to at least 2 international treaties that addresses healthrelated rights.
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The right to positive health status is enshrined in these treaties. Discrimination based on ethnicity, sex,
income or other factors has negative health consequences. So taking steps to protect human rights such
as the right to clean water, nutrition, adequate housing has a positive impact on health status (World
Health Organization, 2008).
The Canada Health Act, the Canadian Charter of Rights and Freedoms and other government
documents are intended to provide health equity for all, including First Nations peoples. Partly because
of the lack of implementation of the ideas within these and myriad other Canadian government
documents, the above-mentioned international documents may be useful in arguing for the right to
health, and to midwifery, for First Nations peoples.
These basic steps provide a basic framework for making health care a human right:
Principles of Human Rights for Ethical Health Care
(Merali, 2001 cited in Smith, 2003)
w
w
w
w
w
w
w
w
w
w

The right to accurate information
The right to free and informed decision-making
The right to privacy
The right to confidentiality
The right to choice
The right to dignity
The right to access, regardless of sex, sexual orientation, race,
disability, marital status, age, socioeconomic class, location…etc.
The right to safety
The right to express an opinion
The right to participation

Based on:
Cook, R. & Dickens, J. (1998). Considerations for formulating reproductive health laws. Geneva: WHO.
International Planned Parenthood Federation (IPPF), (1997). IPPF charter on sexual and reproductive
rights and rights of the client. London: Author.
WHO/UNICEF/UNFPA. Women friendly health services: Experience in maternal care.
Mexico City workshop. January, 1999.
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Filling the Midwifery Gaps in Good Ways
Canadian midwifery education programs in Ontario, BC, and Québec are graduating fewer midwives
than are required by the demands of childbearing women. Currently all the non-Native midwifery
education programs produce small numbers of graduates. Although the number of graduates is
increasing, there were only 19 graduates across Canada in 1996 and 34 graduates in 2004 (CIHI,
2005). This is literally a drop in the bucket, with 800 midwives in Canada serving 10% of pregnant
women.
As noted in the section above, racism is a serious thorn in the side of midwifery in Canada and
elsewhere. Addressing racism within the midwifery community in a straight-forward and up front
manner is possible through professional development training. Non First Nations midwives can play
an important role as allies and service providers if some basic cross-cultural training is provided.
Around the world, anti-racism is a priority for midwives. For example, the Seattle Midwifery School
in the USA is committed to a learning environment that is free from racism and bigotry (Seattle
Midwifery School, 2008). In Ireland, the Irish Nurses’ (and Midwives’) Organization created a Cultural
Diversity Taskforce that recommended embracing the cultural diversity of all members and promoting
cultural diversity of all health workers to prevent racism. The Equality Authority of Ireland produced
an Action Plan for the Anti-Racist Workplace with the following components (http://www.equality.ie/
index.asp?docID=281):
w Adapting the Minority

Provide induction training for migrant workers.

w Making Cultural Allowances

Implement work life balance working arrangements
for Black and minority ethnic (including Traveler)
employees.

w Changing Majority Attitudes

Provide equality and diversity training for all
employees.

w Changing Majority Behaviour

Put in place anti-discrimination, sexual harassment and
harassment policies and procedures.

w Changing Rules and Procedures

Review all employment policies and procedures to
ensure they take account of and accommodate cultural
and linguistic diversity.

w Active Recruitment and Promotion Develop an equality action plan for full equality in
practice.
w Mainstreaming Equality
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Embed an equality focus into everyday management
processes and decision making.

In Canada, the Ontario Hospital Association produced an Anti-Racism Resource Package in
collaboration with the Ontario Ministry of Health. The Package includes Anti-Racism Guidelines;
Anti-Racism Organizational Change Self-Assessment Tool; a Video “No Excuse” with a discussion
guide, amongst other documents (Ontario Hospital Association, 2008).
A systems approach is one that recognizes that processes, such as the integration of foreign-education
midwives into the Canadian workforce, require a number of components to be working in unison for
the system to be most effective. Creating a systems approach to First Nations midwifery on a federal
level is challenging because many parts of the system, such as health care, are provincially governed. So
in the creation of a federal systems approach, collaboration, harmonization, and innovation requires a
respect for differences in jurisdictions, and differences in status as First Nations people.

Suggested Next Steps
There has been some remarkable progress made over the past several years towards bringing birthing
back to communities. This progress should be both noted and built-upon. There have been a number
of next steps highlighted as possible areas upon which further success can be realized. These next
steps are founded on considerations which include community history, community capacity, available
resources, the need for strong partnerships and supports, accountability and leadership. Next steps
include:
w Gathering and synthesis of accurate, disaggregated data particularly
from in a First Nations context;
w Development of fact sheets reflecting programs and services, models for practice;
w Tool development – for measuring such things as community readiness,
barriers to program implementation and risk assessment;
w Networking opportunities for midwives and students training to become midwives;
w Promotion of best practices models and effective, safe/recommended ‘short-cuts’
to developing and implementing programs in communities;
w Apprenticeship models;
w Case management strategies and team-building;
w Partnerships between associations and colleges promoting First Nations midwifery;
w Creating opportunities for collaboration among First Nations midwives
with opportunities to discuss best practices;
w A comprehensive national strategy to recruit midwives to First Nations practices;
w Promotion of the important role midwives play in First Nations communities.
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Conclusions
The birth rate is high in First Nations communities and promises to continue to be high.
Midwives can play a great role in assisting mothers to have healthy pregnancies and healthy
babies. Life expectancy is also increasing. These trends are very positive.
In the near future First Nations babies could be born in their home communities by expanding health
centres and providing training for First Nations midwives. This will help to improve prenatal and birth
experiences for First Nations women: The models of care offered by the Inuulitsivik Health Centre
maternity ward in Puvirnituq, the Inukjjuaq maternity centre, and the Rankin Inlet birthing centre
demonstrate that low-risk births can be safely managed in local or regional centres (Couchie and
Sanderson, 2007).
In order to create solid plans for First Nations maternity care we need data on: what First Nations
women want for their perinatal care; First Nations pregnancy and birth outcomes; maternal
health data; breastfeeding rates and more. Ideally this could be collected, analyzed and presented
by FN peoples.
Currently a collaborative model needs to be more formally developed given that maternity care
is shared by midwives, nurses, and doctors—both family physicians and obstetricians.
More midwives are desperately needed in rural and remote communities—particularly for First
Nations people. The creation of a strong association of First Nations midwives may be able to negotiate
registration of traditional First Nations midwives in a respectful fashion, thereby utilizing peoples’
skills that are currently unutilized and increase the numbers of midwives able to serve First Nations
communities. Besides the clear demand for local maternity care, researchers have recommended that
midwives be the primary care providers for low-risk women in rural and remote communities even if
there are no emergency facilities available.
Midwives make a positive difference in the lives of mothers, babies and families providing counselling,
as well as emotional, spiritual and physical support. The FNC hopes that First Nations women will
consider midwifery in their communities as a career option and that expecting mothers and their
families will become inspired to see midwifery as an option for birthing their children. Midwives have a
huge role to play in bringing back birth to First Nations communities.
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