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A B S T R A C T 
 

 

With the colonization of the Americas came the eventual stigmatization of Aboriginal women and their traditional birthing 

methods. Gradual introduction of Western ideology and medicine led to government pressure to medicalize birth. Women were 

eventually flown to southern hospitals with immediate medical and surgical services available to ensure ‘safer’ deliveries and thereby 

improve serious maternal and infant morbidity and mortality statistics that were becoming too obvious to ignore. This process led to 

devastating consequences for women and families, which are still being felt today. The history of colonization of birth for Aboriginal 

families is discussed, with current strategies to alleviate this suffering in the north. Proposals for change from the Society of 

Obstetricians and Gynecologists of Canada (SOGC) are discussed. The role of the nurse is described, including being culturally 

competent, fostering an environment of respect, dispelling myths and stereotypes, ensuring research involving Aboriginal peoples is 

done ethically, and promoting pursuing a career in health care. 
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Context 
 

The Canadian Arctic represents approximately 40% of the 

country’s landmass, and is home to approximately 100 000 

people1. More than 80% of these individuals are Aboriginal, 

and nearly 50% of this population is Inuit2. Aboriginal 

peoples in Canada include Indian, Inuit and Métis peoples, 

according to the Canadian Constitutional Act3. 

 

There are glaring health disparities between Aboriginal and 

non-Aboriginal Canadians, particularly for those who live in 

remote areas of northern Canada. Health statistics of infant 

mortality and morbidity are even worse. Although 

colonization of the Americas began in the late 1800s, the 
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colonization of birthing practices for Aboriginal women in 

Canada continued until the late 20th century4. Based on a 

western bio-medical assumption of risk, that physical harm is 

of paramount concern, and that the immediate availability of 

medical and surgical services is essential, women were 

required to evacuate to tertiary care centers to await delivery 

sometimes a month in advance4. Recent literature has shown 

the devastating consequences of this continuing colonization 

for women, children, families and communities, including 

loss of cultural identity, Aboriginal midwifery, and the stress 

of separation from family. 

 

As a neonatal nurse practitioner, the author is sensitive to the 

importance of improved health for mothers and infants, but 

cautious to assume that Western medicalization is the answer. 

This paper will highlight the current health trends of 

Aboriginal mothers and infants in northern Canada. It will 

then describe the process of colonization and eventual 

medicalization of birth in these areas. The consequences of 

this medicalization will be described, and actions currently 

underway to return birth to the north will be outlined. 

Changes in birthing practices in areas of northern Canada that 

are addressing these health issues without medicalizing birth 

will be discussed, as these populations have fought to gain 

back control of local birthing, and have succeeded. Their 

communities have thrived with the regaining of this power, 

and birth outcomes are reassuring. Further proposals for 

change will be made with the role of the nurse in mind. 

 

Current statistics 
 

Current literature supports poorer health status and 

outcomes for Aboriginal than for non-Aboriginal Canadians. 

Aboriginal Canadians suffer from higher rates of diabetes, 

high blood pressure, certain types of cancer, accidental 

injury, suicide and drug and alcohol abuse5. Aboriginal 

mothers and their newborns also experience poorer health 

than non-Aboriginal mothers and newborns. Aboriginal 

mothers tend to be younger, under the age of 18, have 

shorter life expectancies, and have higher rates of HIV, 

substance abuse and incarceration, and Aboriginal newborns 

have higher rates of mortality4. The prevalence of preterm 

birth, stillbirth and neonatal death were found to be much 

higher in the Inuit population than in other populations 

residing in northern Canada, and in Canada as a whole6. Due 

to these statistics, government officials, policy-makers and 

healthcare professionals could no longer ignore the obvious 

need for health intervention in the north to improve maternal 

and birth outcomes. This process of further colonization led 

to devastating consequences for families in the north. 

 

Issues 
 

The colonization of North America has drastically changed 

life for the Aboriginal peoples of Canada. Specifically, 

birthing practices have been heavily influenced. Through a 

review of the literature, one can begin to understand the 

implications of colonization on the Aboriginal peoples of 

Canada, and more specifically, its impact on birthing 

practices in northern Canada. 

 

Colonization of Aboriginal birth 
 

The colonization of Aboriginal birth practices began shortly 

after Europeans began to settle in North America. The 

following briefly describes Aboriginal birth practices prior to 

colonization, and colonization in North America, its impact 

on women and birthing practices, and its subsequent impact 

on the family. 

 

History of birth practices prior to colonization:   

Prior to colonization, Aboriginal births were commonly 

attended by a traditional Aboriginal midwife, or women gave 

birth with the aid of their spouse or on their own during 

periods of travel4. Women were taught how to birth infants 

by their mothers and grandmothers, who were taught by 

their mothers and grandmothers4,7. In addition to knowledge 

of different birthing positions, they had knowledge of various 

herbal remedies, including those for pain relief, prevention of 

hemorrhage, and others4. With the arrival of Europeans, 

Aboriginal midwives were commonly called upon to aid in 

the delivery of European births until European, or Western, 

health care began to arrive in colonies with the development 
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of the fur trade8. With the arrival of Western health care 

came the creation of rumours and legends related to 

Aboriginal women and their birthing practices. These 

rumours further enforced Aboriginal women as others, and 

reinforced their savagery. 

 

Description of colonization:  Colonization has been 

described by Moffitt9 as involving three components: 

Eurocentrism, universality and strategy of difference. First, 

Eurocentrism refers to the Europeans asserting dominance 

over all other culture groups in an effort to create a state of 

superiority9. Second, universality refers to the assumption 

that European values were held by everyone9. Other beliefs, 

including Aboriginal beliefs, therefore, were judged against 

the mainstream values deemed universal, and were therefore 

different, wrong, and immoral. Third, a strategy of 

difference refers to the development of racism as the 

dominant culture group, the Europeans, judged others for 

their differences, and valued people different from them as 

lesser9. 

 

Creating myths about Aboriginal women:  Despite 

Aboriginal midwives being involved in European births early 

post-contact, European settlers began to create rumours and 

myths about Aboriginal women as being wild and savages10,11. 

They said that they gave birth without pain, and that this lack 

of pain during childbirth was due to their infants’ small head 

sizes, which was directly linked to lower intelligence 

levels10,11. Aboriginal mothers were said to pause in their 

travels for a short time to give birth to their infants, then 

strap them to their back, and toss a breast over their shoulder 

to feed them while they continued travelling10. 

 

These myths started to create the feeling among Europeans 

that Aboriginal people were inferior and different. These 

myths helped to further segregate the Aboriginal people as 

other, or different from non-Aboriginal people, and helped to 

promote colonization among the growing population of 

Aboriginal and non-Aboriginal people alike. With the 

availability of Western health care coming to the Americas, 

Aboriginal healers and midwives were no longer required, 

and myths and rumours led to the beliefs that Aboriginal 

healers were evil and immoral, and that midwives could not 

assist birthing safely10. This eventually brought about the 

medicalization of Aboriginal birthing. 

 

History of Western medicalization of birth for 

Aboriginal women:  In the 1960s, the government started 

to insist on local nursing stations in Aboriginal communities, 

staffed by nurses and at least one midwife7. Community 

members were pressured to birth at these stations, even 

though some of the healthcare staff were in disagreement 

with its necessity7. By the 1970s, criteria for evacuating 

mothers with high-risk pregnancies were established, and 

women began to birth in tertiary care centers within their 

region7. Further government pressure into the 1980s led to 

almost all deliveries occurring in tertiary care centers, many 

of which were not in local regions, but were teaching 

hospitals in southern cities7. At this time, it was believed that 

the hospitals with advanced equipment and services available 

were the safest in which to birth infants. This process 

occurred fairly quickly over a 20 year span, with some 

mothers having birthed their first infants at home at nursing 

stations with the care of an Aboriginal midwife, and flying to 

a major urban center outside their region for their fourth 

delivery7. 

 

Definition of risk:  The medicalization of birth was due to 

a Western biomedical assumption that having the most 

advanced medical and surgical care available for birthing was 

the safest option. This biomedical assumption of risk is not in 

line with Aboriginal beliefs of health, or of risk10. In addition 

to its conflict with Aboriginal values, evacuation in itself is 

not without risk. Transferring from northern rural areas can 

be dangerous due to precarious weather conditions12. Some 

mothers have co-morbidities, and are not prime candidates 

for flying12. Some evacuations occur during premature 

labour, with the birth of infants occurring in-flight, which is 

the worst situation for safe birthing and newborn care7. 

 

Aboriginal people view health and wellbeing in a holistic way, 

as noted by the medicine wheel. The medicine wheel depicts 

health as including mental, emotional, spiritual and physical 

aspects, and one cannot be truly healthy without a balance 
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between all elements13,14. Aboriginal beliefs, therefore, 

conflict with the Western biomedical belief that physical 

health is the most important, and that a holistic balance is not 

necessary to achieve health. This is echoed in a quote used in 

an article by Kildea15 which stated: 

 

Safety is not an absolute concept. It is a part of a greater 

picture encompassing all aspects of health and wellbeing. We 

believe that safety, encompassing as it does the emotional and 

physical wellbeing of the mother and baby, must remain the 

foundation of good maternity care. (p. 389) 

 

Within the Inuit culture, the loss of infants during pregnancy 

or birth is seen as a normal part of life12. Inuits do not 

demand perfect outcomes as those in the Western medical 

mindset do. They believe that the loss of infants is an 

acceptable risk for living in rural and remote areas. Their loss 

of community during evacuation is believed to be more of a 

risk than less than perfect birth outcomes12. Although difficult 

for those of a Western belief system to understand, it is 

important for decision-makers to take the beliefs and wishes 

of the community into consideration when making such 

drastic health policies such as evacuation for all births. 

 

Implications of evacuating Aboriginal mothers:   

With the initiation of evacuating all pregnant women to 

tertiary care centers, in either their region or southern cities, 

came devastating consequences for Aboriginal mothers, 

families and communities. Being separated from her family 

and community has led to an increased rate of postpartum 

depression16. Women describe feeling very lonely, isolated 

and bored and very stressed about their children and families 

left without them at home16,17. For some women this led to 

emotional over-eating, and for others it meant under-eating, 

both of which were unhealthy choices, particularly for their 

unborn children18. Children of mothers who were evacuated 

from their communities for delivery suffered from a lack of 

child care and being separated from their mothers, and 

developed a sense of jealousy towards the unborn child who 

had taken their mother away18. Partners were left to care for 

the children, which sometimes meant they could not hunt to 

provide food for family17,18. This led to expensive meals 

purchased at grocery stores, and an increased financial 

burden. Partners were left without the support of their 

spouses, were not able to attend the birth of their infant, and 

suffered from late bonding with their newborn when it finally 

arrived home17. Community members commonly try to help 

with child care and offer support to the partner, and some 

communities are able to provide financial means to pay for 

additional expenses not covered by the government, such as 

phone cards and meals16. Not all communities have the 

financial means to assist families though, and the family is 

placed under financial stress. 

 

Lessons learned 
 

Several lessons can be taken from this review of the 

literature. These include recommendations from the Society 

of Obstetricians and Gynecologists of Canada (SOGC), 

lessons learned from Aboriginal populations who have 

successfully returned birth to their northern communities, 

and a further look at expert opinion on the role of the nurse 

in returning birth to northern Canada. 

 

Moving birth back home 
 

History has now come full circle, and due to decreasing 

numbers of obstetricians and gynecologists in Canada, 

particularly in the north, there is now a push for increasing 

the numbers of midwives available in remote areas. The 

SOGC has created a multidisciplinary model to ensure safe 

delivery of maternal and newborn care in remote areas, 

which includes a new process to ensure informed consent of 

mothers, and ability for quick referral to tertiary care centers 

for complications19. The model also insists on promoting 

culturally sensitive care in referral centers where mothers 

find themselves delivering19. 

 

The Inuit population in northern Canada lobbied the 

government for the return of birthing to their northern 

communities, and won. Aboriginal midwives now assist in 

deliveries in a number of northern communities. These 

birthing centers have available on-call physician support, and 



 
 

© AL Wright, 2015.  A licence to publish this material has been given to James Cook University, http://www.rrh.org.au  
 5 
 

have created a multidisciplinary, community approach to 

decisions regarding the need for evacuation of high-risk 

mothers. A comparison study was conducted of two different 

communities: the first is in Hudson’s Bay, where birthing 

occurs assisted by midwives, with physician backup; the 

second is in Ungava Bay where all births are assisted by 

physicians20. No significant differences were found in regards 

to maternal or infant mortality or morbidity, although the 

study was underpowered to find many of these outcomes. 

Rankin Inlet, in Nunavik, also has a midwife-led community 

birthing center, which has demonstrated a reduction in 

birthing complications and interventions, and similar 

outcomes to those on obstetric wards21. Kildea15 reports the 

positive impacts of bringing birth back to northern 

communities, including a sense of dignity, improved self-

esteem, and trust in their own community. Van Wagner et 

al12. describe the Aboriginal-focused education for midwives 

in Nunavik, including utilizing elders and Aboriginal teachers, 

traditional Inuit approaches to labor, birth and care of the 

newborn, as well as advanced skills such as intubation, use of 

vacuum, and umbilical vein catheterization necessary for 

emergency situations. These studies and papers give 

reassurance for the safety of midwife-led local delivery 

options for Aboriginal women in remote areas of Canada, and 

the positive impact of returning birth to local communities. 

 

Proposals for change and the role of the nurse 
 

Nurses can take a leadership role in promoting the 

continuation of returning health services to the power and 

control of local Aboriginal communities. Varcoe et al16. 

suggest a number of roles for the nurse including promoting 

training for all healthcare professionals on Aboriginal culture 

and traditions. This will promote the provision of culturally 

safe care. This is particularly important for hospitals that care 

for mothers who are evacuated out of their communities for 

birth, and are particularly vulnerable as they are in an 

unfamiliar environment and often alone. Second, nurses 

should promote an environment of respect within their 

healthcare settings16. It is important for nurses to dispel 

myths about Aboriginal people, and educate colleagues on the 

social determinants of health and how they relate uniquely to 

Aboriginal people. Third, healthcare professionals should 

encourage Aboriginal people to enter the healthcare field16. 

With a greater number of Aboriginal people in the healthcare 

field, healthcare professionals will gain a better understanding 

of their beliefs and culture, as well as an improved ability to 

provide culturally safe care with the assistance of Aboriginal 

colleagues. Fourth, any research that is conducted involving 

Aboriginal people should be done in collaboration with the 

Aboriginal community16. Canadian ethical standards for 

research involving human participants encourages the use of 

participatory action research to promote the inclusion of 

Aboriginal people throughout the research process22. This 

will ensure that research is done appropriately, and that it 

benefits the Aboriginal community. It will also assist in 

dissemination of findings when the community is involved in 

the project from the beginning. Finally, nurses need to 

promote self-governance for Aboriginal people over their 

own health care16. It has been demonstrated in the studies 

mentioned in this paper that returning birth to the power and 

control of Aboriginal communities has not led to poor health 

outcomes, but has improved the community’s sense of worth 

and restored dignity15. 

 

Conclusions 
 

With the arrival of the Europeans in the Americas came the 

eventual realization of the poor health of northern Aboriginal 

people, particularly in regards to maternal and newborn 

outcomes. Western biomedical assumptions led to the 

evacuation of all pregnant women to southern tertiary care 

centers where emergency equipment and surgical means was 

believed to be the safest option for improved outcomes. 

These assumptions were in direct conflict with Aboriginal 

beliefs of holistic health and the importance of community, 

and led to distressing consequences for mothers, families, and 

the communities left behind. Some Inuit communities were 

able to lobby the government and win the return of birthing 

services to their northern communities. Evidence has shown 

that the return of birth to the north has not led to poorer 

health outcomes, but has instead improved the community’s 

sense of wellbeing and trust in its own abilities15. Further 
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research and larger studies are needed to validate these 

outcomes. 

 

The nurse has a significant role to play in promoting a sense 

of respect for Aboriginal people in Canada, and improving 

the provision of culturally safe care16. Nurses can also 

promote Aboriginal people to pursue careers in health care, 

and promote appropriate research strategies for researchers 

involved with Aboriginal people16. It would seem that 

birthing in the north is progressing in the right direction, with 

return of birthing services to northern communities. Nurses 

can continue to advocate for Aboriginal people to gain self-

governance for all of their healthcare services. 
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