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In Canada, Indigenous peoples encompass 3 different 
groups: First Nations, Metis and Inuit. Within these 
groups, there are many cultural, linguistic and geo-

graphical differences. According to the National Household 
Survey, there are over 1.4 million Indigenous peoples in 
Canada, accounting for 4.3% of the total Canadian popula-
tion.1 There was a 20.1% increase in these populations 
between 2006 and 2011 (compared to an increase of 5.9% in 
the non-Indigenous population nationally).1

Indigenous peoples in Canada experience significant health 
disparities with regard to chronic health conditions such as 
cardiovascular diseases, arthritis, diabetes, asthma, bronchitis, 
kidney disease and cancer,2–5 with prevalence rates being 

higher on reserve (especially for cardiovascular diseases and 
diabetes) than off reserve.6 In addition to health inequities, 
Indigenous peoples are challenged by a history that is inter-
twined with residential schooling and the “Sixties Scoop” (the 
taking of Indigenous children and placing them in foster 
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Background: Women play important roles in translating health knowledge, particularly around pregnancy and birth, in Indigenous 
societies. We investigated elder Indigenous women’s perceptions around optimal perinatal health.

Methods: Using a methodological framework that integrated a constructivist grounded-theory approach with an Indigenous episte-
mology, we conducted and analyzed in-depth interviews and focus groups with women from the Six Nations community in southern 
Ontario who self-identified as grandmothers. Our purposive sampling strategy was guided by a Six Nations advisory group and 
included researcher participation in a variety of local gatherings as well as personalized invitations to specific women, either face-to-
face or via telephone.

Results: Three focus groups and 7 individual interviews were conducted with 18 grandmothers. The participants’ experiences con-
verged on 3 primary beliefs: pregnancy is a natural phase, pregnancy is a sacred period for the woman and the unborn child, and the 
requirements of immunity, security (trust), comfort, social development and parental responsibility are necessary for optimal postnatal 
health. Participants also identified 6 communal responsibilities necessary for families to raise healthy children: access to healthy and 
safe food, assurance of strong social support networks for mothers, access to resources for postnatal support, increased opportuni-
ties for children to participate in physical activity, more teachings around the impact of maternal behaviours during pregnancy and 
more teachings around spirituality/positive thinking. We also worked with the Six Nations community on several integrated knowl-
edge-translation elements, including collaboration with an Indigenous artist to develop a digital story (short film).

Interpretation: Elder women are a trusted and knowledgeable group who are able to understand and incorporate multiple sources of 
knowledge and deliver it in culturally meaningful ways. Thus, tailoring public health programming to include elder women’s voices 
may improve the impact and uptake of perinatal health information for Indigenous women.
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homes or adoption beginning in the 1960s and continuing 
until the late 1980s).7 These practices have led to the loss of 
language, culture and traditional ways of living,8 resulting in 
intergenerational loss and grief.9

A chart review completed in collaboration with a First 
Nations community, the Six Nations of the Grand River, 
showed that prepregnancy body mass index, excess gestational 
weight gain and tobacco use during the gestational period are 
key areas of concern.10 These health disparities place Indige-
nous children at higher risk for chronic conditions, which 
highlights the importance for exploring avenues for improv-
ing maternal health. The decisions women make during preg-
nancy are affected by health beliefs and cultural perceptions, 
often shaped by the advice and support of experienced elder 
women. In Indigenous cultures, elder women play a double 
role as advisors and caregivers to subsequent generations. 
These 2 facets of elder women’s roles lie in harmony, contrib-
uting to the intergenerational transmission of cultural norms 
and the assurance of optimal development.11–15

Pivoting on the cultural framework that elder Indigenous 
women play a key role in supporting and advising younger 
women during the perinatal period, we designed a qualitative 
study to investigate the perinatal health beliefs of elder Six 
Nations women. We also aimed to engage the community by 
developing culturally meaningful avenues for translating the 
knowledge co-created through this research.

Methods

Context and setting
Our research team has maintained a collaborative relationship 
with the Six Nations of the Grand River since 1999.1,10,16 Six 
Nations is the largest community of First Nations peoples in 
Canada. Six Nations comprises about 25 650 Haudenosaunee 
people, 12 271 of whom reside within the borders of the 
18 000 hectares of reserve land.17 Since Six Nations is a matri-
lineal society, women are at the head of the clan and play 
leading roles within the community, particularly around the 
transmission of culturally rooted health knowledge.

Although the Six Nations community is home to a diverse 
array of businesses, services and recreational programs, it also 
experiences socioeconomic hardships, including unemploy-
ment and low income, which are strongly associated with obe-
sity, tobacco use, type 2 diabetes and cardiovascular disease.18 
It is probable that socioeconomic hardships also interact with 
other risk factors such as nutrition, physical activity, mental 
health and domestic violence, thus contributing to adverse 
birth and newborn outcomes.19–21

Design
This is a qualitative study using a constructivist grounded-
theory approach.22 The methods, including the adaptation of 
grounded theory to incorporate Indigenous knowledge, are 
described in detail elsewhere.16

In brief, we used an approach that incorporated diverse 
ways of doing, thinking and being, as informed and guided by 
a multidisciplinary team of Indigenous and non-Indigenous 

members. The project was established in concert with the Six 
Nations community through regular meetings, planning ses-
sions and the development of a Six Nations advisory group. 
For example, the primary researcher (S.K.) worked with a 
community coder to ensure that the research outputs were 
resonant and helpful for those familiar with this research 
topic, to avoid imposing her own interpretations or subvert-
ing meaning, and to allow her to check her views in a reflex-
ive way. The Six Nations advisory group provided leadership 
with project planning, participant recruitment, data collec-
tion, analysis and knowledge translation (including data 
dissemination).

We recruited Six Nations women who self-identified as 
grandmothers to participate in pilot-tested, semistructured 
individual or group interviews, as they preferred. Participants 
were not required to be biological grandmothers, as many 
older women from this community identified themselves as 
grandmothers if they fulfilled a caretaker role in their families 
or community. Our purposive sampling strategy was guided 
by the advisory group and included researcher participation in 
a variety of local gatherings to connect with people or groups 
who had contact with grandmothers within the community as 
well as personalized invitations to specific women, either face-
to-face or via telephone. Participants also referred their 
friends/colleagues who met our eligibility criterion.

Interviews and focus groups lasted on average 60 minutes. 
They were conducted by a trained female graduate student 
(S.K.) and were audiorecorded and transcribed verbatim. 
Interviews took place in a private area at the participant’s home 
or in a confidential room provided by the Six Nations Birthing 
Centre. At the time of the study, S.K. had many years of expe-
rience working with Indigenous communities and formal 
training in qualitative methodology. All interviews included an 
introductory period during which S.K. and the participant 
engaged in conversation that included, but was not limited to, 
self-introductions, discussions about the details of the study, 
personal interest in the research question, overall goals for the 
project, and obtaining informed written and oral consent for 
participation. The interview guide is given in Appendix 1 
(available at www.cmajopen.ca/content/5/2/E411/suppl/DC1). 
Focus groups (n = 2) consisted of 3–7 women and were offered 
only on request. For example, the participants of the first focus 
group were all childhood friends who felt comfortable sharing 
personal information in front of one another.

We used the iterative process of data collection and analysis 
common to grounded-theory approaches.22 Analysis consisted 
of a staged coding process completed manually by 3 people: 2 
qualitative researchers (S.K., G.W.) and a community member 
(T.H.). The 3 coders worked both independently and together 
to code and analyze all interviews. Data credibility was achieved 
through 4 clarifying and member-checking interviews with par-
ticipants. Audio reflections, writing of postinterview memos 
and diagramming throughout the research process helped the 
primary researcher gain reflexive self-awareness of subjectivi-
ties, standpoint and avenues for increasing the level of deep lis-
tening during the interviews and focus groups. Data collection 
was stopped at the point of saturation, determined by group 
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consensus as the point when new data were not leading to new 
information or new insights.

We also worked collaboratively with the Six Nations com-
munity on several integrated knowledge-translation and dis-
semination elements. In addition to forming an advisory group 
and working with a community coder, the primary researcher 
spent substantial time building relationships within the com-
munity, connecting with various organizations and participat-
ing in various cultural events and programs. Since the commu-
nity had identified perinatal health as a priority area, there was 
much interest from people who wanted to be involved with 
this project in various capacities. We worked with an Indige-
nous artist to translate the study findings into a digital story 
(short film) and with the advisory group to distribute lay-
language summary reports during community gatherings.

Ethics approval
The study received research ethics approval from the Hamil-
ton Integrated Ethics Board and the Six Nations Research 
Ethics Committee.

Results

All 18 women approached for this study agreed to be inter-
viewed. Their demographic characteristics are given in Table 1. 
Three focus groups and 7 individual interviews were con-
ducted. Four of the 18 women participated in supplementary 
member-checking interviews.

Primary beliefs about prenatal and postnatal periods
The experiences of the participants converged on 3 primary 

beliefs about the prenatal and postnatal periods: 1) pregnancy 
is a natural phase of the life cycle, 2) pregnancy is a sacred 
period for both the woman and the unborn child and 3) immu-
nity, security (trust), comfort, social development and parental 
responsibility are necessary for optimal postnatal health.

Pregnancy is a natural phase of the life cycle
Many participants perceived the state of pregnancy as a natu-
ral course of life that is not an illness, a medical problem (typi-
cally does not require medical intervention) or a condition 
that should be treated as a “comfort zone” or during which 
one should “baby” herself. When asked what advice she might 
give a pregnant woman, 1 participant said: “Don’t sit for too 
long, don’t be lazy, move around. You are not sick.” (P4) 
Another participant stated:

And they can work and everything too, I think. You don’t really 
need to baby yourself. Because to me, pregnancy is a normal pro-
cess. Maybe they need to baby a little bit toward the end of the 
pregnancy when you need an afternoon nap or pillows to support 
your belly. (P7)

This understanding of pregnancy as a normal phase of life 
was identified through the participants’ exhortations to avoid 
behaviours typically associated with illness, such as being sed-
entary for long periods (“lazing around”). Participants were 
clear in their belief that the state of pregnancy should not 
result in an intermission from normal, healthy habits (eating 
well, working hard and getting enough physical activity). 
Excess rest was considered by many to be unhealthy for the 
pregnant woman and for the growth pattern of her unborn 
child. Instead of lazing or laying around, one should continue 
rising with the sun and keeping up with one’s prepregnancy 
chores and work life. For example, 1 participant said:

I don’t think [the problem] is too much sleep, though. I think it’s 
being lazy and not getting the exercise and moving around 
because if you are sitting or laying around doing nothing then 
your body is not going to be ready for the job of having a baby. It 
is a big job. (P6)

This practice of staying active and maintaining prepregnancy 
routines was thought to be important for getting the body 
ready for the job of childbirth, helping to ensure that the baby 
does not “settle” in a position that makes labour difficult, pre-
venting excess weight gain, which can be difficult to shed, and 
avoiding the development of larger babies.

Pregnancy is a sacred period for both woman and 
unborn baby
Many participants described pregnancy as a symbol of a spe-
cial spiritual state. It is a time when the pregnant woman and 
the unborn child are on the verge of 2 different spiritual 
worlds, and their fates are not easily guaranteed. When 
describing the uncertain nature of pregnancy, the participants 
explained that a woman should not be too prepared or too 
anxious for the baby’s arrival.

They say that when you are getting ready for the baby to come, 
not to be too ready. Don’t get cribs and all kids of toys and all 

Table 1: Demographic characteristics of participants

Characteristic

No. (%) of 
participants*

(n = 18)

Mean age (range), yr 65 (52–84)

Median no. of grandchildren 5

Marital status

    Married 4 (22)

    Common-law 2 (11)

    Single 3 (17)

    Divorced 1 (6)

    Widowed 8 (44)

Highest level of education

    Less than high school 2 (11)

    High school 9 (50)

    Some college 1 (6)

    College diploma or equivalent 4 (22)

    Some university 1 (6)

    Bachelor’s degree 1 (6)

*Except where noted otherwise.
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kinds of gadgets and stuff like that because you don’t know how 
long [the baby is] going to be here. And sometimes when you get 
too many things, [the baby isn’t] going to stay long. Have the 
necessities but don’t prepare too much. (P6)

Many participants also expressed that the sacredness of 
pregnancy necessitates that the pregnant woman stay vigilant, 
monitor all symptoms that occur in excess, be aware of 
changes that may occur, listen to her body and learn from her 
experiences. Learning from experience is how one learns how 
to trust oneself but also gains an understanding that the 
things that are out of one’s control will be taken care of by a 
greater power.

Given the sacredness of pregnancy, the maintenance of 
balance is critical to the pregnant woman’s well-being — 
spiritual, physical, social and emotional. The participants 
expressed that if all these factors are balanced, the woman 
would not be faced with sadness, feeling down or feeling too 
excited about the baby’s arrival. This concept extends to 
doing everything in moderation. For example, 1 grand-
mother stated “Everything in moderation is the goal. 
Between extremes. If you go too much the other way too, 
that’s not good for your baby, to develop a normal, healthy 
baby.” (P12) Another grandmother said “To me it’s more of 
a spiritual thing. You need balance all around — physical, 
spiritual and mental, it all has to be balanced. And I just took 
time to myself to pray and sort through things and I was 
fine.” (P7)

Requirements for optimal postnatal health
In discussions of postnatal health, the advice of many of the 
participants encompassed a mixed view of traditional under-
standings and modern medical knowledge. They described 
the postnatal period as a time that is marked by the building 
of adequate immunity, security (trust), comfort, social devel-
opment and parental responsibility (Table 2).

Community-level factors
The participants identified 6 primary areas of concern for the 
development of healthy future generations: access to healthy 
and safe food, assurance of strong social support networks for 
mothers, access to resources for postnatal support, increased 
opportunities for children to participate in physical activity, 
more teachings around the impact of maternal behaviours 
during pregnancy and more teachings around spirituality/
positive thinking. These areas of concern are communal 
responsibilities that are believed to set a strong foundation for 
healthy Six Nations families. Many participants discussed the 
importance of healthy food at length, touching on concern 
over the following factors:
•	 	Contaminants that enter the food chain as a result of 

industrial processes; the manipulation of food that once 
grew natively on the land (genetic modification)

•	 	New childhood allergies as a result of prenatal food choices
•	 	Lack of knowledge around familial medical histories (which 

can affect food choices, especially during pregnancy)
•	 	Feeding sugary carbonated beverages to young children
•	 	Lack of reverence toward traditional teas.

Knowledge translation and dissemination
The digital story (4-minute film) contains a spoken word 
piece (poem) composed by a Six Nations woman. The pri-
mary researcher worked with the artist to ensure the findings 
were translated accurately and with integrity. She also worked 
with a filmmaker to visually showcase the artist performing 
the poem and to select visual clips that reflect the symbolism 
within the poem. We made the film available for public view 
on various social media outlets including Facebook, Twitter 
and YouTube (https://goo.gl/rCvOYb and https://goo.gl/
J1aYiE). It has been viewed by thousands of people around 
the world and has been celebrated by the Six Nations commu-
nity and Western scientists.23

Interpretation

This study explored the beliefs around perinatal health of elder 
Six Nations women. In general, their perceptions were focused 
around 3 primary beliefs about the prenatal and postnatal peri-
ods: 1) pregnancy is a natural phase of the life cycle, 2) preg-
nancy is a sacred period for both the woman and the unborn 
child and 3) immunity, security (trust), comfort, social develop-
ment and parental responsibility are necessary for optimal post-
natal health. The advice that they delivered also represents a 
combination of traditional and modern medical knowledge. For 
example, many participants stressed the importance of adhering 
to standard immunization protocols (which is common West-
ern biomedical advice) and also of keeping babies at home for 
the first 3 months so that their immunity can develop properly 
(which is more traditional, cultural knowledge). The wealth of 
knowledge described through stories and advice of these Six 
Nations women represents a fruitful opportunity to include 
grandmothers as key support people in the care of pregnant 
women and families with young children. Elder women are a 
trusted and knowledgeable group who are able to understand, 
appreciate and incorporate multiple sources of knowledge and 
deliver this knowledge in culturally meaningful ways. Within 
an Indigenous context, tailoring public health programming 
and interventions to include elder women’s voices may improve 
the impact and uptake of health information during the perina-
tal stages. Perhaps this can be achieved through perinatal health 
programs that are facilitated by elder women or featuring their 
stories (and advice) as the foundation of health messages. In 
addition, programs that connect women to local elders during 
perinatal health visits or for support during the postpartum 
period (e.g., breast-feeding support) can also be beneficial.

For many Indigenous peoples, birth is considered a com-
munal event that is celebrated and believed to strengthen rela-
tionships between families and the local natural environ-
ment.24–26 This view is reflected in the participants’ belief that 
there are many community-level responsibilities involved in 
ensuring optimal health for pregnant women, young children 
and families. Maternal nutrition was traditionally considered a 
community responsibility. However, the disruption of tradi-
tional lifestyles and diets brought on by the legacy of coloni-
zation and associated environmental degradation has been 
linked to a growing epidemic of obesity among Indigenous 
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peoples.27,28 Participants also expressed concerns around 
access to and contamination and genetic manipulation of 
food. To address these concerns, it is important to use a 
community-based approach that benefits from multiple 
knowledge sources, including experts such as elders.

Many participants also identified postnatal care and sup-
port to be very important, particularly in regard to postpar-
tum weight loss. In parallel, another study captured a perspec-
tive of Indigenous women, who described postpartum weight 
loss as “important but hard,” thus identifying a need for 

Table 2: Participants’ understanding of requirements for optimal postnatal health

Requirement Definition Illustrative quote

Immunity Immunity involves making a mindful effort to keep the newborn 
away from large crowds/sick people and adhering to standard 
immunization protocols. This is a crucial element in the 
assurance of a healthy child. Participants consistently 
expressed the need to give the newborn adequate time to 
develop her or his immunological defences within the 
boundary of the home environment before exposing the infant 
to new surroundings.

“We were supposed to stay home for the first 3 months, 
not visiting other homes or out in public. And mothers 
don’t follow that anymore. If anybody wanted to see the 
baby, they would come here. There is a double duty of 
keeping the mother well and the baby not exposed to 
germs until she has built immunity. [Nowadays] right 
out of the hospital, they’ve got to go shopping, and do 
this and do that. They should take more time — to give 
[the baby] a chance to be healthy.” (P4)

Security Security is developed primarily through wrapping, bundling 
and “snuggling” the infant and supporting predictable routines. 
Participants stated that when a child feels comfortable and 
secure, this helps to form stronger mother–child bonds, 
contributing to the optimal development of the child’s mind (by 
helping him or her learn how to stay calm).

“Babies need to feel secure. That’s what swaddling 
does for them. It helps them feel snuggled because 
they are not used to all this space. When they were 
inside mom they were all bundled up, and if they are 
still like that outside, babies are more calm.” (P6)

Comfort Comfort consists of ensuring that the baby is comfortable in 
her or his clothing, comforting the baby when he or she needs 
to be reassured, and how the baby is supported during 
sustained periods of sitting (e.g., use of a traditional 
Indigenous baby carrier [cradleboard] instead of a baby seat). 
Participants believed that feeling comfortable helps the baby 
to develop trust, confidence and the ability to calm her- or 
himself.

“I dislike those baby seats. They would be a lot better if 
they were on a cradleboard. It’s better for their bones 
and spine. It must be uncomfortable for [the baby]. 
They all protest, they all cry. That’s definitely important. 
Making sure that baby is comfortable and not just 
buying things because they are available [and 
convenient].” (P3)
“It just bugs me when people take their babies out, I 
mean their eyes are new. They should keep them in a 
darker room for two weeks. But now you see women 
running around with little stiff clothes on [the babies] and 
stiff hats on their little heads. And jeans. Hard jeans on 
their soft little body. That just bugs the heck out of me.” 
(P5)

Social 
development

Social development consists of ensuring reciprocal 
communication (making eye contact and talking to the 
newborn) to help promote social growth and development. 
Participants believed that social development through active 
communication aids in teaching important skills that will help 
the newborn learn how to form satisfying and trusting 
relationships.

“[The baby] knows who you are and all. He sees you, 
hears your voice, that’s one thing that I told my 
grandchildren, ‘Talk to your baby.’ If you are going to 
change him, tell him that. He knows the tone of your 
voice, and if you keep talking to him, he’s going to 
respond. Eventually. So that’s the social development 
at a young age. Because they are born with that 
wonderful thing called a brain and they start to think 
right away. You might not know it, but they do.” (P8)

Parental 
responsibility

Parental responsibility includes being accountable for the child 
that one has brought into this world. It includes being available for 
the child and helping her or him become the productive person he 
or she was were meant to be. Participants recognized that 
returning to work postnatally is a personal choice for each 
individual woman. Many did encourage staying home with the 
baby instead of having someone else watch her or him, especially 
during the first year, which was felt was a crucial period for 
building a strong bond. Participants consistently stated that a 
woman should take responsibility for her children. Parental 
responsibility also encompasses ensuring that the woman is 
ready to raise children before conceiving, that she can commit 
time for them once they arrive, and that she continues to be there 
for them during challenging times such as parental separations.

“She should stay with the baby instead of having 
someone else watch [her]. If it was up to me to tell my 
daughter to stay home with her kids, I would tell her to 
stay home as long as she could with them.” (P9)
“There’s quite a bit of abuse separation, you know. A lot 
of men leave their wives, and it could be the other way 
around, too, with leaving their husbands with the kids 
and taking off. You see a lot of that. We were always 
there for them. You have to be there for your children.” 
(P10)
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improved culturally relevant, community-based support and 
services.29 These services could include more options for child 
care, improved transportation on reserves and providing 
access to health care providers who can offer culturally safe 
support to women during the perinatal period. Because these 
concerns are vital to ensuring a healthy life for subsequent 
generations, it is important to work closely with various com-
munity experts and policy-makers to develop a sustainable and 
timely plan to address these issues.

Strengths and limitations
Our rigorous methodology and integrated knowledge-
translation efforts contributed to enhanced community-level 
uptake of the findings. However, we studied a single Indige-
nous community in Canada, and therefore the results may not 
be generalizable to all Indigenous communities. As each com-
munity has its own unique practices, it may be difficult to 
apply the experiences of 1 reserve to other reserves.

Conclusion
This study contributes to the limited literature regarding 
elder Indigenous women’s perceptions around optimal peri-
natal health. Elder women are a trusted and knowledgeable 
group who are able to understand and incorporate multiple 
sources of knowledge and deliver this knowledge in culturally 
meaningful ways. Thus, tailoring public health programming 
to include elder women’s voices may improve the impact and 
uptake of perinatal health information for Indigenous women.
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