
     

 

PERSPECTIVES OF ACCESSING AND PROVIDING PRENATAL NUTRITION CARE 

IN A RURAL FIRST NATIONS COMMUNITY: A COLLABORATIVE, QUALITATIVE 

CASE STUDY 

by 

 

Rebecca Mercer 

B.Sc., Acadia University, 2014 

 

A THESIS SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS FOR 

THE DEGREE OF 

 

MASTER OF SCIENCE 

in 

THE FACULTY OF GRADUATE AND POSTDOCTORAL STUDIES 

 

(Human Nutrition) 

 

THE UNIVERSITY OF BRITISH COLUMBIA 

(Vancouver) 

August 2017 

 

© Rebecca Mercer, 2017



  ii 

Abstract 

 

Women living in rural First Nations communities face challenges accessing adequate nutrition 

and nutrition care during pregnancy, creating a barrier to achieving optimal maternal, fetal and 

newborn health outcomes. Key policy documents have highlighted the importance of 

understanding and giving voice to First Nation women with regard to antenatal programming 

including nutrition care. First Nation communities are marked by low rates of recruitment and 

retention of health care providers, as these professionals are often required to provider a broader 

scope of practice and have a higher workload than their urban counterparts. Understanding both 

women and provider perspectives is a key step to improving efficacy of antenatal services.  

 

This qualitative project is a collaboration between First Nations Health Authority, Haisla Nation, 

and The University of British Columbia. Using a community-centric, case study framework, we 

explored the experiences of the birthing population and care providers of accessing and 

providing nutrition care and programs within the Northern community of Kitamaat Village 

(Haisla Nation), British Columbia. Data collection consisted of open-ended interviews with 13 

pregnant or recently pregnant women and 4 care providers within Haisla Nation. The lead 

researcher transcribed interview transcripts verbatim and textual data was analyzed using 

qualitative computer software (nVivo, QRS International Pty. Ltd). Transcripts underwent 

inductive coding and thematic analysis according to Braun and Clarke.  

 

Main themes that resulted from analysis included the perceived value and experience of current 

antenatal nutrition programs; lack of nutrition advice provided within primary care setting; the 
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role for nutrition specialist within Haisla Nation; and the importance of traditional foods and 

practices during pregnancy.  

 

By gaining insight on how nutrition care is accessed, perceived and provided within Haisla 

Nation using a community centric model we are able to use the knowledge gained to further the 

provision of nutrition care during the antenatal period for First Nation women. The success of 

current programs within this community, as well as the process developed to understand the on 

the ground experiences have potential to be adapted in other First Nation communities in British 

Columbia to tailor prenatal nutrition programming across the province.  
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Lay Abstract 

Adequate nutrition during pregnancy is a key factor in achieving a health pregnancy for both the 

mother and the fetus. First Nations women living in rural communities across British Columbia 

face higher rates of nutrition related diseases and complications during birth. This project 

represents the first collaboration between First Nations Health Authority, Haisla Nation and the 

University of British Columbia and aims understanding the experiences of mothers accessing 

nutrition programs as well as the experience of the care providers providing nutrition care 

through qualitative interviewing. Four main themes resulted from this project; the perceived 

value and experience of current antenatal nutrition programs; lack of nutrition advice provided 

within primary care setting; the role for nutrition specialist within Haisla Nation; and the 

importance of traditional foods and practices during pregnancy. 
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Chapter 1: Introduction 

 

1.1 Background and rationale for study 

Adequate and culturally appropriate maternal nutrient intake and nutrition care during pregnancy 

helps provide a pathway to a healthy birth and aids in the prevention of various diseases for both 

the mother and child later in life.(1) When compared to the Canadian population as a whole, First 

Nations1 women experience disproportionately poorer maternal health, birth outcomes, and 

maternity experiences due a complicated interaction of factors.(2,3) This disparity is marked by 

higher rates of nutrition-related diseases such as gestational diabetes, type 2 diabetes mellitus and 

obesity, as well as socioeconomic factors including food insecurity2 and limited access to 

appropriate nutritional support and resources such as access to a dietitian, or prenatal nutrition 

programs.(2) Inadequate dietary intake during pregnancy can have immediate and lasting 

impacts including impaired fetal development, birth complications and an increase in the risk of 

various chronic health problems for both the mother and the infant including diabetes, obesity, 

and cardiovascular disease.(1)(4) 

First Nations women living in rural British Columbia have to travel further to access maternity 

care and have less prenatal nutrition services when compared to urban communities.(5) These 

rural communities are marked by low rates of recruitment and retention of nutrition and other 

health care providers. Contributing factors to low recruitment and retention include higher 

                                                

1	The	Canadian	Constitution	recognizes	three	groups	of	Indigenous	people	within	Canada,	First	
Nations,	Metis,	and	Inuit.	The	term	First	Nation	came	into	common	usage	in	the	early	1980’s	to	
replace	band	or	Indian.	It	should	be	noted,	there	is	no	legal	definition	for	First	Nation.(102)		
2	Food	insecurity	is	defined	as	“the	inability	to	acquire	or	consume	an	adequate	diet	or	
sufficient	quality	of	food	in	socially	acceptable	ways,	or	the	uncertainty	that	one	will	be	able	to	
do	so”.(103)	
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workloads, requirement of a broader scope of practice and personal life preferences.(6,7) 

Furthermore, most communities with a population under 3000 do not have the population base to 

support a full time dietitian and therefore the prenatal nutrition care falls within the realm of 

other generalist providers including midwives, doulas and nurse practitioners. Given the breadth 

of clinical and administrative responsibilities, these practitioners feel under-resourced and time-

constrained to provide and run prenatal nutrition programs due to other clinical responsibilities.  

 

Government funded maternal infant nutrition programs have attempted to narrow the health gap 

between First Nations and non-First Nations women by providing funding for programs that aim 

to improve prenatal nutrition, most notably the Canadian Prenatal Nutrition Program, and 

Healthy Starts(8). Although quantitative measures have been published regarding the number of 

women accessing prenatal nutrition programs, funding allocated to each program and the number 

of communities served (8), there remains a gap regarding the lived experiences for both women 

and providers of prenatal nutrition in First Nations communities. This gap has been highlighted 

in the BC Centre of Excellence for Women’s Health review of on-reserve maternal and infant 

programming, which recommends that moving forward, importance should be placed on “giving 

voice to the concrete experience and perspectives of First Nation and Inuit women on maternal 

and infant programming.”(8) Furthermore, research that has explored First Nations women’s 

experience in accessing nutrition care in Canada is largely focused on communities in the Prairie 

Provinces(9,10) and has seldom included the perspectives of the care providers, a key aspect of 

in the holistic understanding of nutrition care in low-resource settings. Therefore understanding 

the experiences of providing and accessing nutrition programs and resources during pregnancy in 

First Nations communities across British Columbia is critical and timely.  
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1.2 Study purpose  

This qualitative study represents the beginning of a dialogue between First Nations Health 

Authority, First Nation communities and the University of British Columbia regarding the 

experience of providing and accessing prenatal nutrition care in a rural First Nation community. 

This thesis provides insights into current successful prenatal nutrition programs and the 

challenges of accessing and providing prenatal nutrition care in a rural, Northern community. 

This study had two main research goals:    

1. To understand the lived experiences of First Nations women accessing nutritional 

services during pregnancy, with a focus on defining the services available, which 

programs have been successful, and potential gaps in service; and  

2. To gain the perspective of nutritional care providers in each community to 

understand the challenges of providing nutritional counseling and support in low 

resource settings. 

This will contribute valuable insight to aid in informing rural First Nations prenatal nutrition 

program planning with the overall intention of improved maternal and newborn health outcomes 

through understanding how to best provide prenatal nutrition care.   
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Chapter 2: Literature review  

 

In this literature review I will [1] explore the influence of colonization and the lasting effects on 

Indigenous health [2] summarize the importance of prenatal nutrition during the prenatal period 

and specific nutrition related conditions impacting First Nations mothers [3] explore evidence on 

current programs providing nutritional support in BC, Canada and internationally, and [4] 

investigate literature focusing on providers’ experience and best practices for delivering nutrition 

services in Indigenous communities. 

 

I will prioritized the intersection between Indigenous women accessing prenatal programs and 

providers supporting them while grounding these experiences in the overarching influence of 

colonization and its lasting effects on Indigenous health, including nutrition.  

 

2.1 The context of colonialism to the research at hand 

The marked health inequity between First Nations and non-First Nations Canadians is rooted in 

the historical and ongoing colonial and assimilatory practices such as the Indian Act of 1876, 

residential schools and the reserve system.(11) These federal colonial policies resulted in the 

disturbance of cultural practices as well as created geographic and political barriers to the access 

to health care.(12) These practices have had profound and lasting impacts on the health of 

Indigenous women and communities in Canada.(13) The influence of the Indian Act and 

residential schools on health, diet and eating practices will be discussed in detail below. 
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Indian Act of 1876 

The Indian Act is the overarching federal document first passed in 1876 which amalgamated 

previous laws and policies relating to the Indigenous population of Canada (First Nation, Métis 

and Inuit).(14) This act described laws regarding land ownerships, whom is considered ‘Status 

Indian’ and made the federal government responsible for governing all Indigenous people.(14) 

Although the Indian Act has been amended numerous times since its inception 140 years ago, it 

still has significant impact on Indigenous people of Canada today. It is noted as the single most 

influential and controversial document that has shaped the lives of Indigenous people in 

Canada.(15) Although the implications of this policy are vast and complex they extend the scope 

of this review. They have, however, had a lasting impact on Indigenous women’s health, by 

disrupting complimentary and non-hierarchal gender roles that existed pre-European contact. 

Although the role of women varied between Nations, scholars argue that the patriarchal 

European value system such as designating males as the leaders of the household and denying 

women the right to posses land had a profound and lasting impact on women’s role within then 

community.(14,15)  

 

Residential Schools 

From mid-1800’s to 1996, an estimated 150,000 children were removed from their homes and 

forced to attend one of many residential schools dispersed across Canada.(16) The overarching 

goal of residential schools was to assimilate Indigenous children into Eurocentric culture by 

removing them from their culture, families and traditions.(17) This cultural genocide 

purposefully dismantled the interwoven web of all traditional practices, including those 

concerning food procurement such as hunting, gathering and trapping that sustained First 
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Nations communities in Canada for generations. Prior to colonization, traditional diets varied 

based on geographical location and seasonality, but the diets were generally high in animal 

protein, and rich in iron, B vitamins and omega-3 fatty acids.(18,19) The loss of cultural food 

practices resulting from colonial policies such as residential schools has had intergenerational 

implications as the intake of traditional foods has been reported to decrease with each 

generation.(20)  

  

Aside from the dislocation of traditional practices, residential school caused a disruption in the 

transfer of knowledge from generation to generation and had a significant impact on the 

sociocultural connection to food. In addition to being disconnected from traditional food 

practices that had sustained Indigenous communities from both a nutritional and sociocultural 

perspective, children who were put in residential schools were also subjected to extremely 

unethical and inhumane treatment regarding food.(16) Abuse included subjecting children to 

nutrition related research studies without consent or any of the safe guards and ethics 

requirements we have in place nowadays to protect the rights and safety of research participants. 

Research done in the schools was a major contributing factor to a long history of unethical and 

inappropriate research that has tarnished the relationship between Indigenous communities and 

researchers. Some of this research included nutritional experiments. Dr. Ian Mosby has written 

about the unscrupulous nutritional testing that occurred in residential schools across Canada from 

1942-1952 where children were unknowingly subjected to participating in testing that caused 

direct harm. These trials were led by Dr. Percy Moore, the Indian Affairs Branch Superintendent 

of Medical Services and Dr. Fredrick Tisdall, a pediatrician at the Hospital for Sick Children in 

Toronto, both working under the Department of Indian Affairs of Canada.(21) One example of 
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these experiments was at the residential school in Port Alberni, BC, where malnourished children 

were subjected to an experiment designed to determine the effects of increasing the milk ration 

of 8oz per day to 24oz per day on nutritional status.  The children were kept at a daily milk 

intake 8oz, which was less than half the quantity recommended by the Canada’s Food Rules, for 

a period of 2 years to provide ‘baseline’ measures. Although the results and outcomes from this 

study are not publicly available, Mosby’s accounts of this experiment and others like it, highlight 

the lack of ethical safe guards and inhumane treatment that occurred at these schools.  

Although all residential schools were closed by 1996 and major strides have been made in terms 

of ethical research and engagement with Indigenous populations, the intergenerational trauma3 

and cultural genocide from these practices impact the health status of First Nations 

today.(16,22,23) 

 

Changing food practices and pregnancy 

Although the diet of Indigenous people in Canada has changed drastically since colonization, 

traditional foods still hold spiritual and nutritional significance particularly for women during 

pregnancy.(24)(3) The First Nations Food, Nutrition and Environment Study (FNFNES) found 

that on the days when traditional foods were consumed they were major contributors to protein, 

vitamins A, D and C, and calcium intakes and increased overall diet quality.(25) The 

nourishment from traditional foods extends the physical nourishment of vitamins and nutrients 

and contributes to the connection to the land and community through gathering, preparing and 

                                                

3	‘Intergenerational	trauma’	refers	to	the	effects	of	a	traumatic	experience	or	experiences	on	
generations	following	the	one	originally	traumatized.(104)	
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sharing foods.(26) These foods have been highlighted as a critical physical and spiritual aspect of 

pregnancy. Greenwood and Kornelsen (2014) highlight this notion in a qualitative study in Haida 

Gwaii British Columbia. First Nations women describe the important role that traditional foods 

play in physical and sociocultural health and the role that family plays in attaining 

nourishment.(3) 

 

Studies have suggested that Indigenous food preferences are changing and shifting towards a less 

traditional diet and more market foods4 based diet. Kuhleing et al’s study of 44 artic First Nation, 

Métis and Inuit communities found that younger generations (age 20-40) for all three cultures 

consume significantly less traditional foods than the oldest generation samples (ages 61+)(27). 

Traditional foods are increasing being replaced with market foods that tend to be higher in 

calories, and fat. This multifaceted and complex change in the diet has resulted in increasing 

amounts of market foods being consumed by Indigenous populations in Canada.(18,20) 

 

The loss of food practices is reflected in the physical health of Indigenous people of Canada and 

other colonized countries such as Australia, where nutrition-related conditions such as diabetes 

and cardiovascular disease are significantly higher in Indigenous than in non-Indigenous 

populations.(25) Inadequate diet and these chronic adverse health conditions have a lasting 

negative impact during pregnancy for both mother and child. The negative effects of loss of 

traditional practices are compounded for rural women by lack of affordable access to high 

quality Western foods, creating a nutritional maelstrom(28). The role of nutrition during 

                                                

4	Market	foods	are	foods	that	are	intended	for	consumer	markets,	or	in	lay	terms,	food	items	
purchased	at	a	grocery	store	
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pregnancy on a physical and spiritual level, as well relevant nutrition-related conditions affecting 

First Nations populations, will be discussed in the subsequent section.  

 

2.2 Significance of nutrition during pregnancy 

Adequate nutrition during pregnancy is essential to maternal, fetal, and newborn health, as 

nutrition-related conditions can significantly affect the immediate and long-term health of 

newborns and birthing women.(1) Although this relationship is extremely complex and 

influenced by many socioeconomic and biological factors, adequate micro and macronutrient 

intake during pregnancy is recognized as a means of improving birth outcomes, and health 

beyond pregnancy for both mother and child(29). When compared to the Canadian population as 

a whole, First Nations women experience disproportionately poorer maternal health, birth 

outcomes and maternity experiences due to a myriad of factors, including food insecurity, and 

limited access to appropriate foods and/or nutritional support and resources.(2,3)
 
This increases 

the risk of malnutrition including both over- and undernutrition involving excess or inadequate 

intake of various nutrients, during a critical point in a women’s life.(30) Section 2.2 explores the 

literature surrounding obesity and weight gain during pregnancy, gestational and type 2 diabetes, 

as well as food security in the context of First Nations health and the potential impact on 

pregnancy.  

 

2.2.1 Obesity and weight gain during pregnancy  

Obesity5 and excessive weight gain6 during pregnancy increases the risk of adverse pregnancy 

                                                

5	Obesity	is	defined	as	a	body	mass	index	(BMI)	over	30	(38)	
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outcomes including caesarean section(31), fetal death(32), wound infection(33), 

macrosomia(34), and neural tube defects(35). First Nation Canadians experience obesity rates 

much higher than the general population. According to the 2011 Canadian Community Health 

Survey, 20% of the total British Columbian population was obese whereas Foulds et al in 2011, 

reported that 56% of rural First Nations men and women in BC were obese with a further 30% 

overweight.(36,37) Both studies used the World Health Organization (WHO) principle cut-points 

as measures of overweight (BMI 25-29.99) and obesity (BMI ≥30).(38) Although the obesity 

rates are staggeringly higher for rural First Nations in BC, it should be noted that there is debate 

whether or not it is appropriate to use cut-points derived from mainly white, European decent for 

Indigenous populations given that there are often differences in the anatomical stature of various 

ethnicities.(39–41) Charbonneau-Roberts et al argue that for populations such as Inuit and Far 

East Asians that have relatively shorter legs and higher sitting heights compared to other 

populations, it is inappropriate to use standing height for BMI calculations. Including only 

standing height may in fact overestimate the prevalence of overweight or obesity(40). Whether 

this holds true for First Nations populations warrants further inquiry.  

Given the staggering differences in the prevalence of obesity and overweight highlighted in 

quantitative studies, the value of understanding the sociocultural contributors and perspectives of 

pregnant women regarding weight gain during pregnancy is imperative when considering 

prenatal nutrition programming. A qualitative inquiry into Cree women’s perceptions on weight 

gain during pregnancy and lactation highlights the value of traditional foods, beliefs surrounding 

                                                                                                                                                       

6	‘Excessive	weight	gain	during	pregnancy’	is	weight	that	is	gained	over	the	recommended	
weight	gain	according	to	pre-pregnancy	BMI	as	defined	by	Health	Canada	which	is	adapted	
from	the	U.S.	Institute	of	Medicine	2009	recommendations	(105)	
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weight gain, and challenges to achieving or maintaining a healthy weight during gestation.(24) In 

this study, all of the participants were overweight (BMI > 25) and excessive weight gain during 

pregnancy was previously reported as nearly 50% for Cree living in the same geographical 

location(42). Women in the qualitative study often referred to the health benefits that traditional 

foods or activities like trapping had on their prenatal health. Interestingly, this was coupled with 

the Cree traditional belief described in this paper that any weight loss during lactation is 

unhealthy and the supply or quality of milk will be lower if the mother is losing weight gained 

during pregnancy.(24) Although this example may only apply to the study community, it 

highlights the importance of understanding perspectives and context of each community as well 

as what is considered important to the birthing women when considering prenatal nutrition 

programs.  

2.2.2 Gestational and type 2 diabetes mellitus  

First Nations women experience gestational diabetes mellitus (GDM) and type 2 diabetes 

mellitus (T2D) at rates higher than non-First Nation Canadians.(25)(36) Although both types of 

diabetes are caused by glucose intolerance, gestational diabetes presents during pregnancy and 

wanes after giving birth yet increases the risk of developing T2D later in life.(43) Both 

gestational and type 2 diabetes carry significant health risks during pregnancy which can lead to 

immediate and lasting health implication for both the mother and child.  

 

Rates of GDM for First Nation women are 2-5 times higher than non-First Nation women, 

varying by province and region(2) and First Nation ancestry is considered to be an independent 

risk factor for GDM.(44) Women who experience GDM are at greater risk of developing 

preeclampsia, delivering a macrosomic infant, and are at an increased risk of type 2 diabetes 
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mellitus (T2D) later in life.(45,46) This risk of developing T2D from GDM has been suggested 

as a significant vector in the increases rates of T2D.(47,48) GDM increases the risk of perinatal 

complications such as shoulder dystocia, failure of labor, fetal distress, and cesarean section 

deliveries, thereby increasing risks to the mother and costs to the health care system due to a 

higher need for interventions during delivery and post-partum.(49)  

 

The incidence of type 2 diabetes (T2D) in First Nations populations is growing rapidly, with 

earlier onset and increased rates of complications.(50) T2D rates are higher in women and more 

common in rural versus urban Aboriginal communities.(50) Women entering pregnancy with 

T2D are at a higher risk of hypertension, chronic kidney and cardiovascular disease, all of which 

can increase the risk of poor maternal and fetal outcomes.(51) Infants born from a mother with 

GDM or T2D are at increased risk of adverse health outcomes necessitating transfer to a neonatal 

intensive care unit (NICU), including respiratory distress syndrome and hypoglycemia, and 

outcomes which may have life-long consequences for the child (e.g. birth asphyxia).(45) 

 

Along with the increased risk of complication during pregnancy, diabetes during pregnancy 

holds significant psychosocial implications for First Nation women. Oster, Mayan and Toth 

(2014) explore the experience of diabetes during pregnancy for Indigenous women living in 

urban Manitoba. Through unstructured interviews, and qualitative content analysis, the authors 

reported women that felt overwhelmed with the large amounts of information, physician visits 

and required medical tests related due to their diabetes.(10) Although many of the women 

highlighted the challenges experienced with gestational diabetes, some participants also 

described the positive lifestyle changes that they implemented for themselves as well as their 



   13 

family because of their diabetes diagnosis. The women underlined the importance of support 

from family and health providers in enabling them to make positive changes, based on feeling 

respected and treated as a partner in their health care journey. On the contrary, some women 

reported experiencing fear-inducing, unsupportive, paternalistic health care and the consequent 

shame it led to. The support of more culturally relevant care through the involvement of Elders 

and traditional teachings was viewed as a way to fulfill the cultural and spiritual aspect of their 

health that was lacking from the Westernized health care model.(10) 

 

These negative experiences paralleled findings from a similar qualitative study by Neufeld 

(2011) where Indigenous women in urban Manitoba were interviewed about their experience of 

gestational diabetes.(52) The participants in Neufeld’s study stressed the challenges surrounding 

food and eating practices, as well as the anxiety that accompanied eating with GDM. Many of 

the participants were frustrated with the confusing nutrition education that they received and 

stressed the importance of listening to their bodies. The advice of family members was also 

highly regarded.(52) 

 

A recent article published in June 2016 in Advances in Nursing by Whitty-Rodgers (2016) 

examines the experiences of women with GDM in rural First Nation community in Nova 

Scotia.(53) Some of the findings from the study were thematically similar to the Manitoba study 

including participants’ recognition of the need to initiate a healthier lifestyle, expressions of their 

frustrations with food, and the importance of support from family and community to meet their 

nutritional goals. Access to healthcare was highlighted as a major theme, and women described 

difficulties having the means, either financially or time-wise, to access the necessary care.  
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Although this study added the component of rurality and physical isolation, the context and 

diversity of each First Nation makes it inappropriate to generalize to all rural First Nation 

communities. 

 

2.2.3 Food security  

Access to nutritious, affordable and culturally appropriate foods (i.e. traditional foods) during 

pregnancy is critical. The FNHS survey in 2011 highlighted the alarmingly high rates of food 

insecurity for BC First Nations, where 41% of households reported being food insecure. Food 

insecurity is defined as  “the inability to acquire or consume an adequate diet quality or sufficient 

quantity of food in socially acceptable ways”.(54) Rural First Nations face geographical and 

financial barriers to accessing nutritious foods as well as threats to traditional foods due to 

contamination, westernization of the diet and pollution.(50) This is particularly critical during 

pregnancy because traditional foods such as salmon, halibut and moose are nutrient dense, high 

in protein and hold spiritual significance.(18,30) 

 

The literature surrounding diabetes, obesity and food security for Indigenous populations in 

Canada clearly suggests that these issues do not occur in isolation of each other or without the 

sociopolitical or historical context of each community. By understanding the experience of First 

Nations women surrounding body weight and weight gain during pregnancy, food security and 

chronic conditions like diabetes, prevention, screening and nutrition support processes can be 

developed through culturally safe prenatal nutrition programming.  
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2.3 Current program structure of First Nations prenatal nutrition care in Canada 

The current structure of prenatal nutrition care is community specific and there is no one blanket 

program or funding source within BC responsible for prenatal nutrition programming. 

 

A review of on-reserve programming by Stout and Harp (2009) for the Prairie Women’s Health 

Centre of Excellence and the BC Centre of Excellence for Women’s Health provides an 

overview of the programs under the former First Nations and Inuit Health Branch of Health 

Canada, which has been assumed in BC by the FNHA. This quantitative review assessed which 

populations are under-served or un-served as well as the annual funding for each program, 

project sites, and communities served. The two programs which support prenatal nutrition are the 

Brighter Futures (BF) and Canada Prenatal Nutrition Program(8), now known in BC as Prenatal 

Nutrition Program (PNP). In 2006, 31.2 million dollars were allocated the Brighter Futures and 

20 million to the PNP. In 2009, both CPNP and BF served approximately 600 reserve 

communities across the country, providing funding that communities can allocate as desired(8). 

One of the recommendations from this report was:  

“That community-based focus groups/dialogues be held, alongside one-to-one interviews, 

in order to incorporate and give voice to the concrete experiences and perspectives of 

First Nations and Inuit women on current maternal and infant programming” (Pg v).  

This recommendation highlights the relevance and necessity of this partnership project and 

justifies the value of qualitative data when assessing programming. There has not been a 

subsequent review of the programs in part due to the disparate way in which communities spend 

funds (that is, inter-jurisdictional comparison of programs would be difficult). 
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A recent realist review conducted by Smylie et al (2016) explores the current Indigenous prenatal 

and infant-toddler health promotion programs in Canada to understand what factors, context and 

characteristics contribute to positive health outcomes.(55) This recent review highlights the 

paucity of Indigenous maternal child programming. Through a realist review framework, 20 

programs were evaluated according to program outcome using a scoring system described in 

detail in the article. This evaluation included qualitative and quantitative measures of community 

level assessment.  Of the 20 programs evaluated, 11 programs demonstrated community 

investment, ownership and activation. Of these community-driven programs, eight were assessed 

to have a positive to moderate clinical impact and the remaining three were assessed to exhibit 

trends or have a minor clinical impact. Programs that did not demonstrate community investment 

were less likely to demonstrate positive program outcomes. These findings support Smylie’s 

theory that community investment is a key component to successful maternal child 

programming. Further they call for researchers to provide explicit details as to how the 

community is involved, how Indigenous values are incorporated into the program through all 

stages, and the context in which this occurs. 

 

2.4 Provider experience  

First Nations communities, particularly those located in rural or remote areas of Canada, 

experiences low rates of health care providers recruitment and retention and experience high 

rates of turn over and burnout.(6) Understanding the challenges and perspectives of care 

providers working in First Nations communities is crucial to understanding how to best provide a 

holistic and sustainable model of all prenatal care, including nutrition.  
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There is little literature that captures the experience of health care providers delivering nutrition 

care in First Nations communities. One previously mentioned study on gestational diabetes by 

Neufeld (2014) included interviews with the care providers. Providers felt that women were 

marginalized and that often care providers made these women feel at fault for developing GDM. 

The providers also brought up their own frustrations with non-compliance but also stressed the 

importance of establishing trust and understanding with patients.(9)  

 

A recent ethnographic, community-based participatory study by Oster in a large Cree First 

Nations in Alberta explored the perceptions of 12 prenatal nutrition providers. Three core themes 

resulted from the semi-structured interviews – building relationship and trust, cultural 

understanding and context-specific care.(56)  Providers felt that taking time to build relationships 

with mothers within their community improved pregnancy outcomes, as women would be more 

likely to attend prenatal visits and be more receptive to messages/education. These relationships 

can reduce fear or mistrust of the healthcare system that may have been the result of previous 

experiences. Cultural understanding was highlighted by the health care providers as a means to 

foster positive relationships and deemed necessary to provide a welcoming and understanding 

environment for mothers. They stressed that understanding both the historical and current 

community context helps reduce patient stigmatization, develops compassion and helps reduce 

provider frustration.(56) Nested within the theme of cultural understanding was recognizing the 

historical and ongoing impacts of colonization. The theme of context-specific care signified to 

providers the necessity to move away from the one-size fits all approach to health care at both an 

individual and system level.  Providing a more flexible, ‘open-door’ rather than a rigid 

appointment based approach was highlighted as a means to support pregnant women during 
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pregnancy. For each theme discussed – providers also discussed system barriers that made them 

feel as if their ‘hands were tied’ and prevented them from being able to provide what they felt to 

be the best and most appropriate care.(56) 

 

2.5 Best practices, cultural humility and safety  

Although there is little published surrounding the experience of care providers working in 

Indigenous communities, there is a large body of literature, resources and guidelines that 

highlight the best practices for working in Indigenous maternity care. This section will 

summarize and highlight the key policy, practice guidelines and influential pieces of literature 

surrounding best practices for working with Indigenous communities. I deemed literature as 

‘influential’ if it was frequently referenced, produced by a professional society, or recently 

published.   

 

The Society of Obstetricians and Gynaecologists of Canada published a clinical practice 

guideline consensus paper for health professionals working with First Nations, Inuit and Metis in 

2013 that serves as a standard of care reference for health practitioners in Canada.(57) This 

document is composed of 24 recommendations made by reviewing relevant published literature 

since 2005. The evidence was summarized and rated according to the criteria described in the 

Report of the Canadian Task for on Preventative Health Care.(58) Although the document is not 

specific to maternity care, there is a large focus on women’s health and many of the 

recommendations are applicable to prenatal and maternity care. The document dedicates a 

chapter to the challenges and recommendations for the prenatal period. These include being 

mindful of risk factors for inadequate prenatal care, potential travel limitations, access to healthy 
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food, traditional values and beliefs (i.e. tobacco ceremony) health coverage, and high rates of 

obesity, smoking and depression.(57) Understanding how colonization has impacted birth is an 

important and key aspect to this chapter, providing a holistic historical and present depiction of 

the influences that Indigenous women face during the maternity period.  

 

The recent Tripartite Maternal, Child and Family Health Report (2015) is a collaboration 

between FNHA, Ministry of Health (MOH), and Regional Health Authorities (RHAs). This 

report provides a summary from interviews and group discussions with health directors, and 

maternal child health program coordinators, health authority and government responsible for 

maternal and child health programs in BC.(59) Although most participants are not involved with 

the on the ground delivery of care, this report provides a snapshot into the concerns and 

experiences of the policy of maternal child programming. The report focuses on the experiences 

and perspectives of those involved with Indigenous maternal child health (MCH) in British 

Columbia and underlined the unacceptable health disparity between Indigenous and non-

Indigenous women and children. The collaborative team commissioning this report highlights the 

importance of empowering and supporting women through pregnancy as the basis for 

appropriate provider interaction. Further, the attitudes of the providers involved with the 

programs can have a significant impact on the successfulness of a program.  

 

Pregnancy is seen as a period of time where mothers and families “turn things around” and are 

more likely to partake in healthier behaviours, including diet.  The report stresses the importance 

of the involvement of Elders in all aspects of MCH programming, frustrations with inconsistent 

funding and the importance of a supportive working environment. The notion that no one-size-
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fits-all for every community and that programs must be flexible to suit the needs of the 

community rather than follow the “best practices” is also stressed.  This notion is echoed through 

much of the Indigenous MCH literature.(8,60)  

  

FNHA recently launched their cultural safety and humility campaign, #itstartswithme in the 

summer of 2016. Cultural safety is defined as  

“outcome based on respectful engagement that recognizes and strives to address power 

imbalances inherent in the healthcare system. It results in an environment free of racism 

and discrimination, where people feel safe when receiving health care.” (pg 5).(61) 

 

Cultural humility is defined as  

“a process of self-reflection to understand personal and systemic biases and to develop 

and maintain respectful processes and relationships based on mutual trust. Cultural 

humility involves humbly acknowledging oneself as a learner when it comes to 

understanding another’s experience.” (pg 7).(61) 

 

The need for this campaign comes out of the staggering health and social inequities and systemic 

racism that First Nations individuals in BC face. It calls for all those involved with health care to 

understand and demonstrate cultural humility and safety, a foundational aspect of providing 

appropriate and equitable health care.  

 

In BC, steps are being taken on the provincial level to make cultural humility and safety a 

foundation of health care. Provincial Health Service Authority of BC (PSHA) of BC provides 
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Indigenous Cultural Safety (ICS) training free of charge for professionals working in the health 

care field; this includes practitioners providing prenatal and general nutrition counseling. 

Initiatives like the ICS are examples of how to promote best practices and impact the on-going 

systemic racism that Indigenous people face.  

 

Steps have also been taken on a federal level with regards to cultural safety and humility in 

nutrition care. In 2011 Dietitians of Canada held an Aboriginal Nutrition Network meeting where 

nutrition care providers from various regions in Canada gathered to create the second version of 

Registered Dietitians in Aboriginal Communities: Feeding mind, body and spirit.(30) This 

document highlights how dietitians can promote adequate nutrition in a culturally safe way as a 

means to prevent and manage diet related conditions that affect Indigenous populations.(30) 

 

Internationally, we see a similar trend toward the promotion of cultural humility and safety. A 

mixed methods study by Bar-Zee et al (2014) in Australia highlights the incongruous standards 

of care and actual practices when applied to Aboriginal communities.(62) The study investigates 

the prenatal care and the perspectives of care providers working with Indigenous women in two 

health centres and one regional hospital. Two of the main themes that emerged from the 

qualitative interviews included the lack of cross-cultural knowledge of the care providers as well 

as the negative attitudes and practices of the clinicians and the influences that they have on the 

provision of prenatal care for Indigenous women. More than half of the 27 care providers 

interviewed felt that their lack of cross-cultural knowledge and ability to communicate with 

Indigenous women negatively impact the care that they were able to provide. Many of the 

interview participants felt that hiring and including more Indigenous staff would have a positive 
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impact on the care provided. The attitudes and practices of care providers were reflected in both 

the qualitative and quantitative aspects of the project. Although women attended on average 9 

prenatal visits, the quality of care appeared to be lacking as references and guidelines for care did 

not seem to be consistent.  An example of this is the recommendation to provide smoking 

cessation counseling during prenatal visits. The quantitative report found that smoking cessation 

advice was only provided to 8% of the 120 women who reported smoking at the 1st prenatal visit. 

In the interviews, one of the care providers stated that “giving up smoking is not a priority for 

them… talking about quitting is not very useful.” Although this is likely not the opinion of all 

care providers, it does provide possible explanation as to why smoking cessation counseling was 

reported so low, even though it is highlighted as a key recommendation for health care providers 

working with Indigenous women in Australia. This provides insight into the realities of 

translating policy documents into practice and the importance of educating front line providers, 

including those providing nutritional counseling, in cultural competency and best practices.  

 

2.6 Summary 

Building on the knowledge and research assessed in this review, the need for the current project 

is illuminated. There is a gap in the literature surrounding First Nation women’s experiences 

with prenatal nutrition programs in British Columbia and this project represents the beginning of 

a dialogue surrounding prenatal nutrition in BC.  This topic has been identified by FNHA as a 

key area to understand to improve the prenatal nutrition of First Nation women in BC. The 

resources and knowledge generated may be used in other communities extending the significance 

of this partnership project.  
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Chapter 3: Theoretical framework  

The use of theory in health research can aid in understanding complex social systems and 

processes that are occurring, guide the development of research questions and data interpretation 

and help propose explanations of the phenomena being studied by providing a broad, explanatory 

framework.(63) Selecting an appropriate theory that emphasizes the relevant socio-political 

context is particularly critical to Indigenous research as it locates the perspective and approach 

taken by the researcher in a transparent way. The theory that will be guiding this project is 

postcolonial feminism which has been suggested as an effective theory for exploring factors that 

contribute to the health of Indigenous women as it provides a framework that honors the legacy 

of colonialism and the marginalization of Indigenous women.(64) Before theories can be 

effectively explored, it is critical to first understand the assumptions that shape my perspectives 

as a researcher.  

3.1 Assumption shaping researcher’s perspective  

In qualitative research, the researcher acts as the research instrument – an instrument that cannot 

be calibrated after each use, or programmed to measure one specific variable with no bias. As 

humans we enter each research situation with a unique lens that is a reflection of our own 

culture, experiences and beliefs, all of which influence our motivations and engagement in the 

research process. Being explicit about my perspectives and relationship to the research process 

allows readers to contextually position the findings.   

 

My approach is influenced by my philosophy on food, nutrition and wellness, which follows that 

of a structuralist epistemology where eating, health and food choices are not solely the choice of 

the individual.  These ‘choices’ are influenced by a plethora of factors including but not limited 
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to socio-economic status, cultural practices and personal beliefs. To me, the act of eating is 

holistic - one that that nourishes mind, body and spirit. It is through my connection to food and 

nourishment that I find significance in this project. Improving nutrition goes beyond the 

biological means of improving a specific nutrient status to understanding all factors that 

contribute to ones’ food choices. Ensuring good nutrition is achieved is essential during the 

prenatal period. Further, I believe that for a program to be successful, we must understand the 

choices individuals make within the context of their lives, communities and situations.  

 

My interest in First Nations health was initiated by a presentation by Dr. Ian Mosby and 

Mi’kmaq survivors of the Shudenacadie Residential School. Hearing the first-hand experiences 

of residential schools and how it has affected the mental and physical health of the survivors and 

the subsequent generations was extremely powerful. I was disturbed by the account of nutritional 

testing and abuse regarding food as described on page 18 and was left wondering how these 

experiences of cultural genocide influences food choices today. Working with the Centre for 

Rural Health Research in BC I was educated on the context of First Nations health in BC, 

furthering my understanding of, and frustration with, the health disparity between non-

Indigenous and Indigenous populations.  

 

3.2 Conducting Indigenous research as a non-Indigenous researcher 

 The role of non-Indigenous researchers working with Indigenous communities has been highly 

debated as a history of Eurocentric, misguided and exploitative research that benefits only the 

interests of the researchers plagues many Indigenous communities around the world, including 
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the First Nations in Canada. As Smith states in her influential book Decolonizing Methodologies 

“The word itself, ‘research’, is probably one of the dirtiest words in the indigenous world’s 

vocabulary” (pg.1).  

 

As a white, Euro-Canadian woman, I am confronted with the challenge of bearing the shame of 

the unjust treatment of Indigenous people of Canada by my ancestors. My heritage requires me 

to be extremely cognizant and reflexive of my interaction with First Nation communities and 

organizations. It is my responsibility as a researcher to be educated on the historical and current 

context of each community, ensure the project is moving according to the community’s terms, 

and that individuals and the community are benefiting from this research. This notion is 

highlighted by Regan (2005) where due to the history of unethical and inappropriate research 

engrained in Western research epistemologies, non-Indigenous researchers need to take time to 

assess and understand our own assumptions and “consider inadvertent undermining of 

Indigenous peoples’ worldviews or ways of knowing”(65). 

 

How do I ensure that I am following a decolonizing methodology and am not inadvertently 

suppressing or misinterpreting the beliefs and ideas of the Indigenous women who participate in 

this project? This notion has been a challenging and evolving aspect of this project particularly 

as a novice researcher. I relate to Alfred, an Indigenous Governance Scholar, as stated in Regan’s 

dissertation, “there needs to be struggle in order to lay out a path to co-existence, and the process 

of being uncomfortable is essential for non-Indigenous people to move from being enemy to 

adversary to ally”.(65) By promoting involvement of the community to create meaningful and 

relevant research questions, as well as understanding the context of the community, both 
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historical and current, I strive to follow an appropriate methodology rooted in cultural humility. 

To this end, my approach to this project is that I will be a learner, and the emphasis will be on 

the knowledge that the participants and community hold.  

 

3.3 Influencing theory: Postcolonial feminism  

3.3.1 Defining postcolonial feminism  

Postcolonial theories are a compilation of theories that related to the social, political and moral 

concerns about the legacy of colonialism and how it continues to impact health and wellness.(66) 

A main concept of postcolonialism is the importance of analyzing current issues through the lens 

of colonial experiences and its impact on current context.(64) As McConaghy (1998) highlights, 

the ‘post’ in postcolonialism does not suggest that we have moved past colonialism, rather 

postcolonialism represents “a place of multiple identities, interconnected histories – a place in 

which new racisms and oppressions are being formed”.(64) In Canada, often the most referenced 

colonialist document that has shaped the health of individuals and communities is the 1876 

Indian Act (described on page 16).(67) Postcolonial theory is described by Smith et al 2006 as a 

theory that seeks to “expose, describe, and change ideological and social structures that maintain 

inequities between Aboriginal and non-Aboriginal populations”.(11) Postcolonial feminism is a 

branch under the postcolonial theory umbrella that further describes the oppression of 

colonialisms and patriarchy faced by women. These influences are highlighted in Quayson’s 

definition of postcolonial feminism: “postcolonial feminist epistemology not only focuses on 

patriarchy as a source of oppression, but also examines how social inequities are located and 

constructed within a political, historical, cultural and economic context as the facts cannot be 

studied outside of these realities.” (68) 
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This framework is contextually appropriate for this project as the barriers and challenges that 

women face in accessing adequate prenatal nutrition are rooted in our colonial history. The loss 

of traditional practices around birth and nutrition, westernization of the diet and limited access to 

affordable nutritious foods all have negatively impacted the ability to attain proper nutrition 

during the critical prenatal period.(3) 

 

3.3.2 Relevance of postcolonial feminism to nutrition research  

The act of nourishment is more than simply achieving the appropriate amount of micro and 

macronutrients. Eating is deeply rooted in our cultural and personal attitudes towards food, 

cultural practices and experiences. Recognizing the historical, cultural and economic factors that 

influence First Nations women’s food choices during pregnancy underscores the appropriateness 

of the postcolonial feministic theory in which this project is rooted. Colonial practices, such as 

the Residential School System and the Reserve System in Canada have fueled a loss of 

traditional knowledge and practices including food practices. This remains a common theme in 

the current literature regarding food security and nutritional health in First Nation communities 

in Canada.(3,69–71) Although the loss or decline in traditional knowledge is not easily measured 

or quantified, qualitative studies highlight the concerns of this loss from communities. For 

example, in Socha’s study on food security in a Northern First Nation in Ontario, Elders 

discussed the notion that “white-mans” food is leading to the deterioration of nutritional and 

dental health. They expressed concerns that amounts consumed were increasing among younger 

generations and discussed the importance of traditional teachings and eating practices. This 

theme is underscored in Kuhnlein’s review of dietary change of Indigenous peoples around the 

globe, undoubtedly a results of colonization.(72) Postcolonial feminism can be used to 
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emphasize the past and present factors that are a result of colonialist practices in all aspects of 

prenatal care, including recommendations regarding prenatal nutrition.  

 

3.3.3 Postcolonial feminism influence of project 

The theory of postcolonial feminism has shaped the development of the research methods and 

questions. Having a general understanding of colonialism and the impacts it has had on 

Indigenous people in Canada was required prior to conceptualizing this project. Understanding 

this history, along with numerous frameworks that have been developed, including TCPS2, 

Chapter 9 and the First Nations Information Governance Centre’s Ownership, Control, Access 

and Possessions™ (OCAP)(73) aid in laying the framework for an appropriate research 

approach. Through this lens we see, for example, that it would have been inappropriate for 

myself, as a researcher without an established relationship with the community, to make quick 

visits to the community and quantifying the prenatal dietary intake of women living in Haisla 

Nation. Although I intend this project to continue beyond the scope of my thesis work, we are 

still an outside research team, entering communities for a short duration of time. This requires 

that upmost attention be paid to the voice, direction and wisdom of the community. This 

highlights the significance of honoring local knowledge, member-checking findings to insure no 

inappropriate assumptions are make during data analysis, and following data governance values 

as described by First Nations Health Authority.(74) 

The breakdown of the family and society structure that women supported women in Indigenous 

communities was a results of colonial and patriarchal practices such as residential schools and 

the Indian Act.(75,76) This has led to marginalization and silencing of Indigenous women’s 

voices. This is of particular concern in health care where women commonly report feelings of 
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racism, discrimination and prejudice leading to avoidance of health care(9,37,77), furthering the 

health disparity between non-Indigenous and Indigenous women. This tarnished relationship 

between Westernized health care and Indigenous women highlights the importance for giving 

voice, rather than silencing women’s ideas, thoughts and opinions around prenatal nutrition 

programming. By inviting women to participate in open-ended interviews within their 

community, we hope to allow free expression of opinion rather than coming in with a structured 

questionnaire and rigid study framework.  

By taking a postcolonial feministic approach to the issue of prenatal nutrition, we are able to see 

the value in qualitative methodology. Using a case study methodology with open-ended 

interviews and a thematic analysis approach data analysis, I intended to create community centric 

and meaningful directives for each community regarding prenatal nutrition.  
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Chapter 4: Study Context 

4.1 Haisla Nation  

Haisla Nation is a rural First Nation located in the North West Coastal region of British 

Columbia. The majority of the 1700 Haisla band resides at the head of the Douglas channel in 

Kitamaat Village, which is located 12 kilometers from the municipality of Kitimat (pop. 8,335). 

The Haisla, meaning the “dwellers downriver”, have occupied this land for more than 9000 

years.(78) Kitamaat Village is relatively concentrated and occupies approximately 2 square 

kilometers. A public transportation bus runs between Kitamaat Village and Kitimat 4 times per 

day. The infrequent bus makes travelling between Kitimat and Kitamaat Village difficult without 

a personal vehicle. The nearest airport is the Northwest Regional Airport Terrace-Kitimat, 

located 65 km North of Kitamaat Village. Resources in the community include a community 

school for children kindergarten to grade 7, Haisla Health Centre, Ci’mo’ca Childcare Centre, 

and Haisla Fisheries and Harbour Authority.  
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Figure 4.1 “Location of Kitamaat Village” Google Maps. Retrieved from: www.maps.google.ca 

 

4.2 Health service structure  

Within Kitamaat Village, health services are provided at the Community Health Centre where 

the Kitamaat Village Clinic runs out of as well as the Ci’mo’ca Childcare Centre. The 

community does not have a permanent family physician based within the community and for all 

hospital related health concern Kitamaat Village residents must travel to Kitimat or Terrace. 

Currently, there is one full-time community health nurse located in the village, and one Diabetes 

and Heart Health Care Nurse that visits the village twice a week. The Haisla Nation Council 
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supports a Patient Travel Clerk, Youth and Family coordinator, Youth Coaches, Elder Care 

Coordinators and Fitness and Recreation Coordinators. 

Within a nutrition context, consistent programs and services that are provided within the 

community include The Good Food Box (GFB), access to the community health nurse, breakfast 

program within the schools, and various intermittent programs offered through the Ci’mo’ca 

Childcare Centre. Community members that have been diagnosed with any form of diabetes have 

access to the diabetes care nurse. The program that is tailored towards prenatal nutrition care and 

support for women in the community is the GFB program.  

 

4.3 The Good Food Box (GFB)  

The GFB is a program funded through Haisla Health that supports women throughout the 

antenatal period from conception until their child is one year of age. The program runs the 

second Monday of every month and includes either a prenatal or postnatal box. Prenatal boxes 

include seasonal produce and prenatal vitamins and postnatal boxes include seasonal produce, 

diapers and wipes, formula for formula fed infants and $20 gift card as well as vitamin D drops 

for breast fed infants. Women are eligible for the program from the time of conception until their 

child is 1 year of age. The box is free of charge for women during this 21-month period and is 

delivered directly to their homes by community health care workers.  

 

4.4 Food access 

As with most First Nations in the province, traditional and market food contribute significantly 

to the diets of the Haisla. Given the costal location, seafood plays a meaningful role in the diet 

and culture of the Haisla people, particularly oolichan, salmon and halibut. (78) The access to 
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market foods within the village is minimal as there is one grocery store within Kitamaat Village. 

This grocery store does not stock fresh fruits and vegetables and serves more as a convenience 

store than an actual grocery store. The nearest grocery store is located in Kitimat and is 

accessible only by vehicle. Another contributing factor to food access is the cost of food. 

According to the 2015 nutritious food basket costing measure, Northern region of the province 

face the highest prices of healthy food compared to the other regions in BC.(79) 
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Chapter 5: Methods and study design  

The purpose of this chapter is to describe the qualitative study protocol, as well explain the 

justification behind and ethical decisions that guided those methodological choices. The first 

section is a description of the progression of engagement that occurred between the research 

team, FNHA and communities that were invited and involved in this project. The second section 

explains the study design, sampling as well as describes how data was collected and analyzed. 

The last section in this chapter discusses the methodological rigor of this study.   

 

This research study was approved by the Supervisory Committee and UBC BREB (Certificate: 

H16-00037). An oral and written consent form was developed in English and both were 

approved by the BREB (Appendix D, E). BREB also approved the option to received oral 

consent in lieu of written consent. Prior to applying to ethics, approval for this project was 

granted by the Haisla Nation Health Manager.  

 

5.1 Engagement process 

Kowalsky et al builds off of Johnson (1984) and Hutchinsons (1985) theory that working with 

Indigenous populations passes through four theoretical stages: stopping, waiting, transition and 

entry (80–82). Figure 5.1 represents the “process of engagement” that occurred during all phases 

of this project. Behind the circle each stage as described by Kowalsky is shown. Stopping and 

waiting (red) are closely related and reflect meetings and teleconferences that occurred between 

FNHA and the research team regarding research question development, how the engagement 

with communities would transpire and ethical concerns. The transition stage (orange) represents 

a phase marked by an increasing level of trust from community health services based on the 
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growing relationship and marked by the research team being provided an official letter of support 

(Appendix A), and the enthusiasm of health care providers in assisting with the project. Entry 

phase (green) reflects the period when I, as the researcher, felt accepted into the community, 

marked by things such as being invited into participants homes, and having participants share 

meaningful and personal experiences of accessing or providing prenatal nutrition care.  

 

The engagement path is in a circle to represent the non-linear progression of the research process 

and the continuous reflection and relationship between stages.  

 

Figure 5.1. Process of project engagement with the four stages of working with Indigenous 

communities adapted from Kowalsky (1996). 

 

Prior to being accepted into the Master’s in Science in Human Nutrition program at the 

	

1.	Contact	First	Nations	Health	
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University of British Columbia, I worked in partnership with FNHA to lay the framework of this 

project. Prior to acceptance, teleconference meetings were held between dietitians, research 

analysts, managers of engagement and coordination, and policy planners to develop a meaningful 

and specific research question that aligned with the goals and strategic plans of the health 

authority, this is in accordance with Tricouncil Policy Statement 2 (TCPS2) Chapter 9, article 

9.4.(83)  

 

Once a research question had been determined, discussions progressed regarding the 

communities that would be invited to participate. Determining factors that guided these 

conversations included which communities were perceived to have adequate resources and 

ability to take on extra work that is associated with a research project, trying to fulfill the desired 

community profiles of Northern, close to referral and water-bound, and remaining aware of 

travel costs associated with doing field work in these communities. Once a ‘short list’ of 

communities were chosen, an engagement plan was created for each potential community. These 

plans were unique to each community, but often included the introduction of myself to the 

Community Engagement Coordinator (CEC). In communities where there was no CEC, the 

introduction was most often to the Community Health Nurse or Health Director. Then, a formal 

letter of invitation along with an information sheet about the project and the research team was 

sent to the community contact. Examples of these letters can be found in Appendix B. Once the 

community of Haisla Nation had agreed to participate, feasibility meetings occurred via 

teleconference between community health planners, community health nurse, CEC and myself. 

In these meetings logistics of how the project would be rolled out was discussed including where 

data would be stored following OCAP® principles, recruitment, knowledge translation plans and 
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timelines. In accordance with TCPS 2 Chapter 9 – a formal letter from the Health Director of 

Haisla Health was required prior to moving forward with project logistics.(83) Discussions on 

how this project would benefit the participants and the community as a whole were determined 

prior to any data collection occurred.  

Throughout the research process there was continual communication between the Haisla Health 

team and the research team checking to ensure that the project was aligning with the interests of 

the community and the women involved. The birthing women involved with the project were 

offered during each meeting the opportunity to ask questions pertaining to the project or 

findings, were provided with my contact information and offered numerous different forms of 

communication methods throughout the project (email, phone, in-person).  

 

5.2 Research design: Qualitative case study  

Research design is how researchers get from the initial questions and understanding gained - or 

the ‘here’ to the ‘there’.(84) A case study design is used to understand phenomena of individuals, 

groups and organizations. A case-study design was used to gain an understanding of prenatal 

nutrition care within the case of Kitamaat Village. According to Yin, case study design is 

appropriate to answer “how” and “why” questions, when you cannot manipulate the behaviour of 

participants and when you want to understand contextual conditions of the phenomena of study. 

(84). This study aimed to understand the experiences of how prenatal nutrition care and 

programs were perceived by the birthing population and care providers as well as why it was 

perceived that way – or in other words, what are the experiences of the participants and why. The 

case study approach facilitates exploring phenomena in the context in which they occur, a critical 

factor to consider working with First Nations communities as the contributing factors to health 
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and nutrition are multifaceted.  

5.3 Community selection 

Collaboration between the Research, Knowledge Exchange, and Evaluation team at FNHA and 

the researcher led to a list of potential communities to invite to participate in the study. This list 

was presented to various departments within FNHA to receive feedback on the appropriateness 

and feasibility of including the communities. We intended to recruit communities across the 

province to ensure variation within our sample on the factors below. Community characteristics 

that we attempted to include were: 

 

1. Water bound community to understand the challenges that weather and lack of road 

access to a referral centre can have on both women accessing prenatal nutrition care and 

providers of care.  

2. Northern community to represent populations that experience inflated food prices, and 

limited access, resulting in a higher risk of food insecurity.  

3. Community within 2 hours of a referral center to understand the impacts that an 

adjacent community with a higher level of care may have on services available.  

 

Six communities were contacted through individualized engagement plans created with FNHA, 

and one community (Haisla Nation), agreed to participate. Although I was unable to fulfill the 

three intended community characteristics, I was able to recruit Haisla Nation, which fulfilled the 

Northern community profile.  
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Recruitment of other communities was unsuccessful for various reasons. First, some of the 

communities that were contacted were recently involved with other research projects a. 

Individuals who were contacted about participating expressed concerns of the community 

experiencing research fatigue. One of the communities contacted was unresponsive, and the 

others suggested that they did not have the time or resources to support the project. The inability 

to recruit three communities limits the ability to understand how different community 

demographics may impact available programs.   

 

Although one of the goals was to understand how various geographical locations impacted the 

experience of accessing and providing prenatal nutrition programs, only including one 

community had benefits. First, the overall research costs were significantly reduced. Because this 

was not part of a larger pre-funded project, and no major grants were received, funding multiple 

trips to remote communities may have been unattainable. Secondly because only one community 

was included, I was able to stay in the community for longer than originally planned and thereby 

create a stronger relationship with individuals involved with the project. Further, working with 

one community allowed me to be more expansive in my understanding of the community and 

include more participants who would have been included in a collective case study design.  

 

5.4 Participant selection 

Purposive sampling methods were used to recruit two homogenous groups of participants. Patton 

definition of homogenous sampling “strategy of picking a small homogenous sample, the 

purpose of which is to describe some particular subgroup in-depth” (pg. 283).(85) The two 

homogenous groups recruited for this project were the birthing populations in Kitaamat Village, 



   40 

and the providers who involved with the planning or delivery of prenatal nutrition programs or 

care within the community. Patton argues, purposive sampling is not convenience sampling. 

These groups were purposefully selected to represent both the health care providers perspectives 

and end users of prenatal nutrition programs within the community to gain a holistic 

understanding of the phenomena.  

 

5.4.1 Recruitment – Care providers  

Four providers were successfully recruited to participate in this study and represented various 

aspects and levels of prenatal nutrition care within Haisla Health. These individuals were 

involved with the delivery prenatal nutrition programs, or one on one counseling as well as one 

local health administrator who over sees the Haisla Health programs. Given the small size of the 

community, and the notion that rural health care providers are required to ‘wear many hats’, 

some of the providers that were involved in the original planning and organization of this project, 

were also the individuals that were interviewed. Although the providers were involved with the 

planning stages, they were not involved with the development of the open-ended interview 

guide, minimizing the ability to introduce bias. To ensure that any concerns or areas of inquiry 

were explored in the interviews, we asked the providers if there were any questions that we 

should include to provide them with meaningful data. Identifying which providers to initially 

contact regarding the participation of Haisla Health in this project was determined through 

established relationships between FNHA and the research team. After the initial providers were 

identified with the help of FNHA, snowball-sampling methods were used to identify any other 

individuals involved with providing prenatal nutrition care. After each interview, participants 

were asked if there was anyone involved with the direct provision or policy level oversight that 
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would be important to interview to gain the best understanding of prenatal nutrition care. Three 

out of the four provider interviews were completed over telephone due to scheduling challenges 

during the time spent within the community.  

 

We recruited providers to participate in this study to understand the challenges and perspectives 

of working in a rural, low-resource setting. Understanding these challenges provided the 

opportunity to make tangible and realistic recommendations regarding future prenatal nutrition 

programming.  

 

All providers involved with prenatal nutrition programming, planning and care were interviewed 

except for one individual, therefore the traditional method of recruiting until saturation was 

reached was not necessary.  

 

5.4.2 Recruitment – Birthing population  

Given that the researcher did not have established relationships with the birthing population of 

Kitamaat Village, health care providers and program directors were heavily involved with the 

recruitment of pregnant, or recently pregnant women. Recruitment posters were created by the 

research team and approved by the Haisla Health care team and distributed within the 

community (see Appendix C). Although posters were provided, Health care providers recruited 

women mainly through word of mouth and established connections at programs running out of 

Ci’mo’ca Child Care Centre and Haisla Health Centre. These providers briefly explained the 

project and provided contact information to the research team if the women had any further 

questions. Interviews were scheduled by providers and women were given the option of 
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completing the interview at Ci’mo’ca, or a location that was most convenient to them. All but 

one of the interviews were completed face-to-face in a private room at Ci’mo’ca or within the 

participants’ home. One interview was completed over the telephone due to scheduling conflicts. 

The care provider who booked the interview provided women with an oral description of the 

project. The project was orally explained in more detail by the main researcher prior to the 

interview commencing. The University of British Columbia Behaviour Research Ethics Board 

(BREB) protocols were followed and women were provided opportunity to have the informed 

consent form read to them and provide oral consent, or given a written consent form in which 

they read and signed (Appendix D). Given the history of unethical engagement regarding consent 

that has tarnished relationships between First Nations and non-First Nations researchers, we felt 

that providing the opportunity for oral consent was necessary and respectful.    

Although providers were in charge of the recruitment for this project, it was apparent that data 

saturation has occurred after the first 10 interviews as no novel ideas or experiences relating to 

prenatal nutrition care were brought up in the interview.   

 

5.4.3 Inclusion/exclusion criteria  

Care providers and planners  

To participate in this project, care providers were required to have over 1 year of experience 

providing nutritional care within the community. This involvement could be at the 

patient/providers level where they were involved with providing a program or one-on- one 

nutrition counseling during pregnancy, or at a program/policy planning level. Participants were 

included regardless of gender or professional position, as nutrition care is provided by a variety 

of health professionals and planners.  
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Birthing Population  

Self-identified First Nations women, over the age of 18 who have given birth within the past 

three years were recruited to participate in this project. We included both women who have 

accessed prenatal nutrition care as well as women in the community who are interested in 

discussing why they have not accessed the prenatal nutrition programs.  

 

5.5 Data collection: Open-ended interview  

During the development of this research project, I took great care in ensuring that the method as 

well as methodology was ethical sound, respectful and aligned with all stakeholders involved 

(research team, community and FNHA) and the Canadian Institute for Health Research Tri-

council Policy Statement, Chapter 9 – research involving First Nations, Inuit and Métis Peoples 

of Canada. Given that I did not have an established relationship with the community, I relied 

heavily on the guidance of FNHA when contacting Haisla Nation. After numerous 

teleconference meetings with various providers and program coordinators within Haisla Health I 

summarized what these providers expressed as important to consider when developing the 

research question and questionnaire. When designing my questionnaire I took a multifaceted 

triangulated approach to developing questions and the format that would be used. An open-ended 

interview guide with 5-6 main questions with 1-4 probes for various reasons was followed for 

both providers and the birthing population (Appendix F). Although less structured, open-ended 

interviewing aligns closely with oral story telling traditions of First Nation culture and was seen 

as the most ethically appropriate form of data collection. This technique allowed participants to 

tell their stories and experiences around prenatal nutrition during pregnancy without having to 
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follow a rigid interview guide, thus encouraging narratives that the participants themselves felt 

were most important regarding prenatal nutritional programs and care. I purposefully did most of 

the interviews with the First Nation women in a face-to-face setting where they were able to 

choose the location that was most comfortable and convenient for them. One interview was 

completed over the telephone, but I was able to meet the participant face to face when delivering 

honorarium. The interviews were held in a private room where their children were able to play 

and interact freely during the interview. Coffee and healthy snacks were provided to both the 

women and their children who participated to help foster a comfortable and open environment. 

 

5.6 Data analysis – Thematic analysis  

Thematic analysis (TA) is a relatively straightforward but rigorous form of qualitative data 

analysis. TA was chosen as it is not theoretically bound to specific theoretical framework and 

therefore can appropriately be paired with post-colonial feminism. Further, the over-arching goal 

of this project is to understand the experiences of women and care providers to translate these 

experiences into planning and policy. Having a method of analysis that is not heavily embedded 

with theory and requirement of technical knowledge allows for a smoother knowledge translation 

process. (86) Therefore results generated are easier to share and convey to the public and key-

stakeholders, which was a key component of the planning of this project.   

 

Each interview transcript was transcribed verbatim and imported into NVivo 10 software for data 

analysis. As a solo researcher on this project, I chose to complete the transcriptions myself rather 

than sourcing a transcriptionist. This reinforced my understanding of the phenomenon by 

conducting all of the primary interviews and transcribing the narratives to capture additional 
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insights that may have been missed in the interview. This significantly improved my familiarity 

with the data.  

 

The six steps of TA as described by Braun and Clarke were followed as a framework to data 

analysis.(86) Although immersion in the data was already occurring through the transcription 

and collection phase, transcripts were read and re-read and initial thoughts and ideas were noted 

to represent the first phase of formal analysis (Phase 1). My previous experience with qualitative 

coding using thematic analysis for over 50 in-depth interviews from a earlier project aided in the 

coding process and validity of the coding. One provider and two birthing women’s interviews 

were coded using inductive coding to develop the initial codebook. These interviews were sent to 

a co-supervisor with experience in qualitative research to ensure that the codes generated were 

accurately reflecting the corresponding excerpts. By randomly selecting coded sections and 

ensuring that the supervisor felt that these codes were appropriate, the main researcher was able 

to ensure that coding was logical and thorough. Then, the entire data set was coded, adding codes 

that may not have appeared in the initial three interviews. 57 codes were produced from all 

interview transcripts and each code was defined within NVivo for reference during coding 

(Phase 2).  

 

After all interview transcripts were coded, potential themes were explored by comparing and 

contrasting how codes could be organized or combined. Mind maps were used within NVivo 

software to aid in the organization and exploration of these themes. A theme would be placed in 

the centre of the maps with sub-themes and the subsequent codes to follow (Figure 4.1). (Phase 

3) 
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Figure 5.2 Thematic development using mind maps with NVivo 10 
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These potential themes were shared and discussed with a co-supervisor (Phase 4). 

 

At this stage, identified themes were named, defined and solidified (Phase 5). Finally, the final 
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academic publication, presentation to the participants (member-checking) and a presentation to 

First Nations Health Authority. Each means of communicating the created themes is tailored to 

the corresponding audience (Phase 6).   

 

5.7 Methodological rigor – credibility, transferability, dependability and confimability  

Qualitative research goals are not to generalize a theory or concept to an entire population, but 

rather to explore the how and why questions of a particular phenomenon. Qualitative research is 

governed more by ‘should do’s’ and less by the systematic protocols that we see in quantitative 

research. This creates a greater challenge in ensuring rigor and trustworthiness of the qualitative 

research results. Further, qualitative researchers themselves act as the researcher instrument, an 

instrument that comes with preconceptions, assumptions and biases and cannot be calibrated 

after each use, or subjected to statistical analysis. I used the four terms described by Lincoln and 

Guba (1985) to help guide and inform the methodological rigor and trustworthiness of the data – 

credibility, transferability, dependability and confirmability.(87)  

 

Credibility  

Lincoln and Guba translate internal validity from conventional, positivist inquiry into credibility 

in the realm of naturalistic inquiry (87). Credibility represents having ‘truth’ in your data. That is 

your analysis accurately represents the story behind your data. In this study, a trip to Kitamaat 

Village after initial data analysis was dedicated to member-checking and knowledge translation. 

This trip was not only significant to ensure credibility in findings and enhance methodological 

rigor, but was also necessary to ensure ethical engagement with participants. Member checking 

was performed in separate groups for providers and the birthing population. Although there are 
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multiple ways to perform member checks, I chose to provide the participants with the main 

themes from the data rather than providing them with their transcript for review. I transcribed the 

interviews verbatim and did not correct grammar, false starts or ‘um’ as suggested by Polan 

staying true to the authenticity of the participant’s voice.(88) As highlighted by Carlson, when a 

participant is given their written transcript that is often laden with grammatical errors, they may 

feel embarrassed or negatives feelings towards participating in the study. (89) Further it was 

inappropriate to assume that the level of reading skills for all participants was suitable to review 

and understand their transcript. A presentation was provided to the providers in a more formal 

setting where I delivered a 15-minute presentation that included history about myself, why I was 

interested in this topic, the evolution of the project and the main findings that resulted from the 

data. Following the presentation of the findings I held an open table conversation where I asked 

participants if they felt that their experiences were captured within the main themes and if there 

felt that all significant nuances of providing nutrition care within Haisla Health were accurately 

captured. I then provided an overview of how the data will be used and a discussion on how the 

data from this project can be effectively used to shape future prenatal nutrition programs.  

For the birthing women who participated, the member checking activity was coupled with a 

nutrition education event where women and their children were invited to come learn how to 

cook a healthy meal as well as listen a presentation on the mains themes of the data. For this 

event, I cooked a healthy lunch that included market and traditional foods (salmon and wild rice 

salad). After explaining how the meal was made and providing women with a recipe and 

nutrition fact sheet, we shared the meal together and I presented the main themes from the study. 

I intended to create a more casual and open environment as compared to the more formal and 

structured conversation with the providers.  Women were also provided an opportunity to speak 
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one on one to discuss the findings. Interestingly, no participants raised any concerns about the 

main themes, which was of concern as it may have meant that women did not feel comfortable 

adding to what I had presented.  

Credibility was also built through familiarity with participant culture and face-to-face exposure 

and time spent within the community(90). Although the two trips made to the community were 

not considered ‘prolonged exposure’, the notion of physically being present, conducting 

interviews face-to-face and interacting with participants and their children in a non-research 

setting at Ci’mo’ca contributed to credibility of the research process.  

Data triangulation refers to using different sources, methods or informants to of sources can also 

increase the credibility of findings.(91) In this study, the inclusion of both participants and 

providers perspectives was used as a way to triangulate the data and understand the phenomena 

of prenatal nutrition care from both perspectives.  

 

Transferability  

External validity within a positivist paradigm is the extent in which findings can be applied to the 

greater population, or other situations. In qualitative research, and particularly when working 

with First Nations communities, the contextual setting is extremely important as each community 

has unique cultures, practices and challenges.  Lincoln and Guba argue by providing a thick 

description of the community context and culture, readers are able to assess the transferability of 

findings to other context, increasing the rigor of the data.(87) Since an extensive time was not 

spent in the community and a previous relationship did not exist between the community and the 

main researcher, the transferability of these findings can be determined by First Nations Health 

Authority. Given that FNHA governs the health services of each First Nations community, and 
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has a thorough understanding of the context of each community, they will be able to appropriate 

access how the findings from this project may or may not be transferable to other communities.  

 

Dependability  

This reflects the positivist notion of reliability, which in qualitative research, refers to the data 

analysis and resulting findings being consistent and repeatable. In this study it was achieved by 

documenting and auditing decisions regarding code and theme development, describing methods 

used and transparency regarding the process of analysis made throughout the research process. 

This was facilitated by taking notes during interviews, providing detailed information about how 

data analysis was performed, and keeping record of decisions made (i.e. how communities were 

selected).  

 

Confirmability 

Confirmability corresponds to the notion of objectivity in positivist research and is achieved by 

being reflexive about myself personally as a researcher as well as the decisions and methodology 

used. (92) A reflexive analysis of the methodology and overall impact that my perspectives as a 

research may have on the data was done throughout the research process through keeping a field 

journal where I documented personal reflections after each interview and day spent in the field. 

This was also accomplished by continually checking in with supervisory committee members to 

gain feedback about my own perspective that I might not have otherwise been able to see.  
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Chapter 6: Results 

Four main themes were developed by combining the two perspectives of providers and the 

birthing population from the 17 interviews completed for this study. These themes were: the 

impact of current nutrition programs; the reality of nutrition care within the primary care setting; 

the potential role for nutrition specialists and the significance of traditional food practices. Each 

theme will be described independently in this thesis, but it should be noted that in reality these 

themes are interwoven and connected.  

 

6.1 Theme 1: Impact of current prenatal nutrition programs  

The main prenatal nutrition program that is run through Haisla Health is the Good Food Box 

(GFB). The GFB is available to all women within the community from conception, to the time 

that their child is one year of age. This program was discussed in all of the 17 interviews with 

both women and providers and two sub-themes emerged; positive components about the program 

of both women and providers, and possible suggestions to improve the GFB.  

 

6.1.1 Women’s perspectives of Good Food Box  

The birthing population within Kitamaat Village spoke overwhelmingly positively about the 

GFB. When compared to the rest of the province, Northern British Columbia experiences the 

highest cost of healthy food(79). Women felt that this program helped offset the price of produce 

and made it more available to them and their family during and after pregnancy.  This was 

important as three women noted that becoming pregnant resulted in them switching from a two, 

to a one income household, reducing the amount of income that could be spent on groceries.  

Women who were single parents also mentioned the financial benefit of participating in the 
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GFB. They found that the GFB helped offset this loss of income by providing free produce once 

a month.  

 

Oh yea! Of course, there is so much of it [produce]. It is actually a blessing even more so 

because going from a two-income family, to one is very difficult. Very difficult. And being 

that I am diabetic, we have to! It is a necessity for me. So I need to get as much as we can 

afford. And sometimes with this little guy, it is, uh, he is growing so much and he eats a 

lot. (#107) 

 

Further, the only store within Kitamaat Village does not stock produce and serves more as a 

convenience store stocking only basic or unhealthy food items – i.e. milk, fried foods, chips and 

pop. Therefore women have to travel Kitimat (~20 minutes drive) to get their produce. This is a 

challenge, as many of the women interviewed did not have access to a vehicle or transportation 

into the grocery store and would rely on family members or partners to drive them into Kitimat 

for groceries. The Good Food Box program allows fresh produce to be delivered to their door, 

without having the challenge of transportation into Kitimat.  

 

Birthing women valued the flexibility and accessibility of the program. One mother who was 

required to leave the community to live near a tertiary care centre, described how the program 

was still provided to her, even though she was not actually living within Kitamaat Village.  This 

provided a connection to the community, as well assisted financially as she did not have to 

purchase as much food during her stay. Another mother valued how the program coordinators 

were able to switch out the provided disposable diapers for cloth, highlighting the flexibility of 
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the program. Many women mentioned the benefit of having the GFB delivered right to their 

door, and felt that if it wasn’t delivered, they may not have access to the program due to lack of 

transportation to pick up the boxes every month.  

 

Yea that was nice [referring to boxes being delivered]. That was really helpful, especially 

when I got too big to move around easily (#112) 

 

I had to move to Vancouver. But it [Good Food Box] still continued in [referral centre]! 

The ladies from [local hospital] corresponded with what I was receiving here, so they 

continued, found people within where I had to live and got a hold of their facility. (#107) 

 

The adaptability of this program fostered feelings of support and connection in and out of their 

community.  

 

Women discussed how the produce that came in the boxes was produce that they were familiar 

with, and had the necessary knowledge and cooking skills to prepare meals with. They spoke of 

how the GFB program benefitted their whole family beyond the nutritional value of the produce 

and it promoted the family to get involved with the preparation of family meals.  

 

It was great, the kids loved when it was good food box day, especially my now 4 year old 

because she got to answer the door and help bring the food in and put it away and it was 

great to because they also helped with a package of wipes and a package of diapers each 

time. (#103) 
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6.1.2 Care provider’s perspectives of GFB 

Before discussing the main subthemes that resulted from the interview with providers, I would 

like to highlight their often-unacknowledged efforts in providing programs to women in the 

community. A significant amount of work is put into the planning and distribution of the Good 

Food Box all of which is done by Haisla Health staff and health care providers including the 

Community Health Nurse, Community Engagement Coordinator and Ci’mo’ca Childcare Centre 

staff. This program would not exist without the continuous efforts from the providers within this 

community. Each month providers plan, pick up, and delivery the GFB’s to the women within 

the community. They are the backbone to this successful program and without them, it would not 

exist. Although this program is a significant amount of work for those involved, providers clearly 

saw value in the program – which was also reflected by the birthing women in all of the 

interviews conducted for this project. 

  

The two main subthemes that emerged from the providers’ discussions of current prenatal 

nutrition programs: the relationship that was built with the women during good food box delivery 

and normalizing fruits and vegetables within the homes.  

 

As previously described, the providers drop off the GFB at the homes of the mothers each 

month. Providers spoke positively of this monthly interaction as a way to ‘check-in’ to see how 

things are going with the women and the families. This was particularly important postnatally to 

see how the family is adjusting to having the new child. Because the providers who drop off the 

produce are involved with the planning and delivery of health care within the community, as well 

as have an understanding of the context in which each woman is in, they can assess and suggest 
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potential programs or supports if they feel necessary. Although the time spent dropping off the 

box is short, it can often provide a snapshot of how things are going in the home. This is one of 

the reasons that the providers feel that it is important to continue to drop off the GFB.  

 

And we think the good food box, it is getting in there, it is pre and post at least we have 

that contact right? You kind of get in the door a little bit to see how things are, you can 

have that conversation, you know you are outside and they are inside but at least you are 

having that conversation. (#203) 

 

Another significant benefit of the GFB as perceived by the providers is that it helps normalize 

produce within the home. By providing produce that women may not have purchased otherwise, 

women are able to broaden their produce knowledge and exposure. 

 

I think it has helped with normalizing vegetables and bringing awareness to vegetables 

and how to cook them. (#201) 

 

Although when creating the boxes, the goal is to keep them simple and functional, there is still 

an element where women may be exposed to a new, healthy food item. There is hopes that if 

women are exposed to new produce during the 21 months that they are able to access the box, 

they will be more likely to continue to purchase that product after they are off the program.  
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6.1.3 Suggestions for improving GFB 

Although there were few suggestions, one of the most common from the women accessing the 

program was to include different tips and tricks for preparing and storing produce as well as 

nutrition information about what was included (i.e. why is this vegetable important to eat during 

pregnancy, what benefits does it provide).  

 

But there were times that I would get stuff kinda be like what I am going to do with this. 

How am I going to incorporate this into my meals this week? Can I freeze this? … why is 

it good for you, what is it good for, what are the benefits for you baby. When my child ate 

at 6 months, what can I do with this box for my kid.(#106) 

 

Other comments from women stated that they wish they would had known about the program 

earlier in their pregnancy. Although providers include information in the monthly newsletter, 

around the health centre and by contacting women through Facebook, it was apparent that some 

women were not aware of the program until later in their pregnancy or even after their child was 

born. 

 

I wasn’t aware of that until after I had my baby, and they saw me post the pictures on 

Facebook because they didn’t know that I was pregnant. No one in my family really told 

me anything about that. (#102) 

 

No just actually after she was born (referring to her last child). I didn’t know that it was 

available to me. And then she was about two months old and [a relative] works here 
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[ci’mo’ca] said hey I put you on the list for it, I figured you probably should be on the 

list. But ah, yea it was great! (#103) 

 

6.2 Prenatal nutrition care in primary care setting  

6.2.1 Lack of advice and resources provided  

Women often mentioned that there was little to no nutrition advice that was provided during 

prenatal visits with their family physician. For many women, physicians were the only health 

care provider they saw during their pregnancy. Women shared feelings of being rushed during 

their primary care visits and overwhelmed with the amount of information provided in a short 

period of time. They expressed that would have liked to have more time with their care provider 

to ask questions and be provided more information regarding nutrition and eating during 

pregnancy.  

 

I mean it would have been nice to have more information. My doctor kind of got me 

mistaken for my sister, so a lot of the time they [physician] just assumed it was my second 

pregnancy because they [physician] thought I was my sister. So I don’t know maybe they 

would have given me more information had she of realized who I was? (#102)  

 

In terms of actual prenatal information from my doctor, I basically went and got checked 

up on, checked the baby’s heart beat, yep it is good, and if I seemed in good health I was 

just sent on my way. (#105)  

 

These quotes capture the very essence of the lack of resources available and provided to women 

living in Kitamaat Village. This reaches beyond the scope of nutrition and highlights the 
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challenges that birthing women living in low resource settings face. Feeling unsupported by the 

health care system underlined many of the interviews in various ways. From provider/patient 

interaction, to health planners addressing issues of funding and available resources, this theme 

underscored and highlighted the larger issues of the disparity of care provided between rural and 

urban communities. Interestingly the three women that left their community to give birth 

described positive experiences with the health care staff in the larger hospitals. 

 

So when I first got pregnant my doctors office there are two rotating physicians so um, I 

asked to be referred to Terrace that way as my first pregnancy I would only have the one 

doctor so that’s why I was referred to Terrace, and my doctor there was fantastic. (#108) 

 

I had to go to [referral centre], the nurse were all on vacation…It was pretty nerve 

racking, I was kind of disappointed because I wanted my doctor there but in the end I 

really enjoyed my experience in Terrace and I feel that if I ever do get pregnant again, I 

am kind of hoping that I am in Terrace because they transferred us back here after the 

birth, because that is what we asked for and I just really did not like the nurses 

here.(#103) 

 

6.2.2 Birthing women’s experiences of seeking nutrition information during pregnancy  

The participants in the study expressed difficulties in seeking out nutrition advice during and 

after their pregnancies. Although many family physicians working in rural areas are challenged 

with having to provide a broad scope of practice, this theme highlights the importance of having 
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prenatal nutrition resources available for women within the clinics, health centre and childcare 

centre.  

 

I couldn’t find one [referring to Canada’s Food Guide]! I had one before and I couldn’t 

find it again. I actually keep a lot of health information in my home and when I need to 

go look at something I can go look it up. And I had one, but I couldn’t find it again. 

(#104).  

 

I wish was given information about any sort of place that I can go to talk to people about 

what could maybe help with the nausea that I had. Stuff that would be a little bit easier 

on my stomach when I was pregnant, and also what I should and shouldn’t have been 

eating while I was breastfeeding. Because a couple of times he would have a bit of an 

upset tummy because of stuff that I had eaten. But there was either nobody or I just didn’t 

know about anyone to go to.(#108) 

 

Some women who were interested in talking to a nutrition professional regarding dietary 

concerns were told by their physicians that they could be referred to the dietitian in Kitimat but 

currently this position is unfilled and the closest dietitian is in Terrace – a 40 minute drive.  

 

Conflicting advice from various medical and non-medical care providers regarding what women 

should eat during pregnancy left women feeling confused. The most common food that this was 

referred to was fish consumption. Fish plays a large role in many coastal First Nation 

communities and this is true for the Haisla people. Some women stated that they avoided or 
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decreased their fish intake due to concerns regarding mercury or contamination as instructed by a 

health care provider, or in one case a family friend. The suggested fish intake is an important 

measure to be understood by providers and patients, particularly in this population where it 

serves as food that holds significant nutritional value that can benefit both mother and fetus 

during pregnancy, but also holds cultural significance.  

 

No [physician] didn’t [give dietary recommendations,] but [he] was away during one of 

check ups and his replacement told me that the only fish I would be able to have was tuna 

or canned salmon and I was like well I have canned salmon, can’t stand tuna. They ran 

through it pretty quick and they didn’t write it down and it was a list of fish and seafood 

to stay away from and I couldn’t remember so I just stayed away from all seafood except 

for canned salmon. (#101) 

 

It would have been insightful to interview the family physicians to understand their perspectives 

on providing nutritional care as many of the women felt like nutrition information should have 

been coming from their family physician. Physicians within Kitimat were sent an invitation to 

participate in the study, but unfortunately none responded to this request.  

 

6.2.3 Provider opinion  

Providers expressed concerns that women in the community are not receiving enough 

information or care regarding nutrition within the primary care setting. Given the context that the 

dietitians that the community used to have access to through Northern Health are no longer 

available, providers expressed that they are unsure of where mothers are getting their information 
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and highlighted that there is no current referral program or system for women with nutrition-

related concerns.  

 

I would hope so [referring to whether family physicians should be providing nutrition 

care] I know that, well even with my prenatal visits there wasn’t a lot of nutrition 

chatting. It was… okay, are you taking your prenatal vitamins, yes or no. And kind of 

there wasn’t a lot of questions asked of me. (#203) 

 

I understand that they are super busy and they have a lot on their plate and they have a 

lot of responsibility. But is there some kind of thing that they could just – maybe they 

already see red flags with this patient, so is there some kind of program or process where 

they could you know refer them to something or is there some little screening that they 

could do that could be like yep for sure this person is at a nutritional risk… (#200) 

  

Participant #200 highlights understanding that although rural physicians are busy, there should 

be a referral process or way to obtain credible nutrition information for those that are presenting 

with nutrition-related concerns or conditions during pregnancy to help better support women 

during this critical time.  

 

6.3 Theme 3: Role for registered dietitian within Haisla Health  

As noted above, First Nations women experience higher rates of nutrition-related obesity, 

gestational diabetes and T2D. These conditions can negatively impact birth outcomes and have 

lasting effects on both the mother and the infant later in life. This alone presents a strong 
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argument for providing access to dietitians to Indigenous communities. As previously 

mentioned, within the last two years Kitamaat Village lost access to a rotating dietitian who was 

hired through Northern Health. Further, within the last 6 months, the closest dietitian working 

within the Kitimat General Hospital was also lost. Therefore, for women to access a dietitian, 

they would have to travel to Terrace, which for many is either unfeasible or poses significant 

barriers that may outweigh the desire to access such care.  

 

Women’s feelings of being overwhelmed and seeking more information from theme two and 

three gave support to the need to have access to dietitian care. Many of the codes that were 

developed to form theme 2, also contributed and were related to theme 3. Numerous women 

mentioned that they wanted to talk to someone about nutrition but did not know where to go or 

who to contact. Those who had accessed dietitian services spoke positively about the experience 

and felt that women ‘now a days’ are more receptive to nutrition information from outside 

sources. When asked if they would have liked to utilize, or would utilize services of a dietitian in 

the future pregnancies, a majority of the women said yes.  

 

The program that I did go to, there was a dietitian, she had her as a guest speaker and 

she showed us a couple of videos and I found that really helpful.,. It was nice to be in the 

group setting and so if someone had a question, you would be like oh yea that is a good 

question! So it was great to have that feedback. (#103) 

 

I think it would be! [referring to whether or not seeing a dietitian would be helpful] But I 

don’t know if I am like an odd one out that I find stuff like that really interesting (#106) 
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I am not sure if there is anyone to talk to about it [nutrition during pregnancy], but I think 

that it would be good. (#110) 

 

6.3.1 Health provider’s opinion on registered dietitian care 

The care providers and health planner who participated in this study discussed how although it 

was beneficial to have access to the rotating Northern Health dietitian, the resource was spread 

too thin, and they were expected to service too many communities. This resulted in a small 

amount of time being spent in each community. Those involved with health service planning 

expressed that it would have been helpful to have the rotating dietitian around more often and for 

longer periods of time to build a relationship with the community and be able to make actionable 

change with not only the pregnant population, but also council others in the community that may 

be trying to manage nutrition-related conditions such as obesity or type 2 diabetes mellitus, both 

of which are experienced at a significantly higher rate in rural First Nations communities when 

compared to the general Canadian population.  

 

Well the dietitian from the northern health is kind of not up to my satisfaction or 

expectation…But because her responsibility was so huge, I mean she covered the whole 

of the North West. And when I say the whole of the NW, it is bigger than some countries 

okay…and not that she did anything wrong but Northern health spread the resource so 

thinly that the person could not be effective. She wasn’t coming here as often as we would 

have loved to have her in the community… would love to have the dietitian service back, 

but they could not give us enough of that person. (#204) 
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So it would be great to have someone there full time or at least on a regular basis, one 

day a week did not suffice. And with such limited hours because the travel was 

incorporated. No, it definitely would help to have someone because they run a lot of great 

programs around nutrition, like at Ci’mo’ca and at the school, the breakfast and the 

lunch club. (#201) 

 

Many care provider participants expressed frustrations that women in their community have 

significantly less access to health services than women living in an urban setting. Haisla Health 

providers felt that telehealth could serve as an effective solution to the poor retention and high 

turnover rate of dietitians in the area.  

 

Well I think telehealth would be good for nutrition because it is not, I mean it can be 

emotional, but it is not something you need a support person right across from you 

(#201).  

 

I think like nutrition is such an important aspect of growing healthy babies. So it is 

something that I think should be available to every woman in the province, equally. Not 

just because you are up north and we have less supports, you are going to suffer. (#200) 

 

So there was only one dietitian for the whole North West… it wasn’t sufficient at all! It 

wasn’t. So if we could get it on telehealth oh that would be awesome. That would take our 

services to the next level. (#204) 
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6.4 Theme 4: Traditional food and food practices  

Traditional foods are defined as foods or food practices that originate from local plant or animal 

resources through gathering or harvesting and possess cultural meaning.(28) Given the coastal 

location of Kitamaat Village, much of the traditional foods of the Haisla people are sourced from 

the ocean and include oolichan and salmon as well as hunting and wild berries.(78) 

 

Traditional foods or food practices was mentioned in the majority of the interviews with both 

women and providers. When asked about the role that traditional foods played in their diet 

during pregnancy, two main themes were discussed. First, traditional foods as physical 

nourishment or the way that the food made women feel after consumption and secondly, the 

socio-cultural link that traditional foods provides or provided during pregnancy. 

 

6.4.1 Physical and spiritual nourishment 

Most women noted that their intake of traditional foods in pregnancy did not increase or decrease 

dramatically; it was “just the way they ate”. Many women discussed that they experienced 

extreme nausea during pregnancy and traditional foods were one of the only foods that they were 

able to consume. Foods like canned salmon and halibut were the most referenced and appeared 

to play a significant role in pregnancy women’s diets. Women felt that traditional foods 

nourished their body by providing the necessary nutrients for proper growth and development of 

both themselves and their growing baby:  
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I think traditional foods definitely played a big role in nutrition during my pregnancy. 

There was some days … when I found out I was pregnant with her, the only food I was 

able to eat was our traditional foods!... It saved me! I think it really gave me a lot more 

nutrients to push through that first little while where I couldn’t eat anything. (#104) 

 

Traditional wise, definitely [referring to eating advice from family]. Because of the fact 

that I was pregnant and this was my first pregnancy that had ever gone to that extent, so 

a lot of my family members yes. Especially with meats, like wild meats, our moose meat, 

fish, deer, you know. (#107)  

 

6.4.2 Pregnancy, a time for healthy choices  

Pregnancy represented a time of change for many women. This theme was re-iterated in 

numerous different aspects of living a healthier life style because of being pregnant including 

drug, alcohol, and smoking cessation, as well as change in diet to focus more on what they were 

putting into their bodies. Many women associated this change in healthy diet to focus on 

traditional foods like salmon and wild meats.  

 

Because prior to [child], I would cheat a lot! I would be like oh I am going to get insulin 

I can get a few more units. I really had to think long and hard about [child] future. I 

don’t want [child] to go through what I am going through, being diabetic and having to, 

having to… I had to… it is not a choice. He has that choice where I am able to give him. 

So I would rather him go down the healthier route than having him struggle obviously um 
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so making those decisions as soon as you know that you are pregnant is the main thing. 

(#107) 

 

6.4.3 Connection to family and community  

From a socio-cultural perspective, traditional foods provided a connection and a form of 

expressing affection from family and community members. In a particularly complicated case 

where one mother had to leave the community and spend many months in a referral community 

before birth, traditional foods provided a way to stay connected with her family and loved ones 

back home. She felt that the food given to her from family members provided her with the 

physical and spiritual nourishment needed to get through the physically and emotionally 

exhausting time.  

 

A lot of my relatives are much older obviously and a lot of them still believe in our old 

ways and, um, it was a couple of my cousins that when they knew the struggle I was going 

through... Yes I was given an abundance of monetary donations but again I would have to 

do take out… they would actually come to [referral centre] and bring traditional soup or 

whatever that could be non-perishable for decent amount of time. So I was given some 

soups, and some roasts, so that really tied me over. So a lot of the food that my family 

had brought, I could really feel the difference because of the shock, you know not eating 

properly and what not. And then when I finally did, it was smooth sailing. I could feel the 

love! (#107) 
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Women often spoke of the males in their families, both fathers and partners, providing traditional 

foods for them during their pregnancy. They discussed how they canned salmon with family and 

this salmon was able to last them through the whole year.   

 

My boyfriend at the time would go out and harvest fish. So salmon, halibut, cockles and 

clams and then we would process that. The fish we usually smoked it, canned it and froze 

it. And then clams and cockles are usually during the winter months. (#108) 

 

The babies daddy is a hunter. So we have a fridge full of fish, moose and deer, crabs and 

shrimp! I had to buy another freezer. I am beyond blessed! (#113) 

 

From the interviews conducted, few women sought after traditional knowledge and food 

practices during pregnancy from Elders. When asked whether they would be interested in 

learning from Elders, most said they would. This notion should be considered in future 

programming which will be discussed in the subsequent implications for findings.  

 

Yea. I would like that. I would like to sit, and it would be nice to even hear from elders 

what they did. You know I am so old school. I would do those things. I think what did they 

have 100 years ago. Nothing. You know. These people have been doing this for years. So 

to hear from elders I am interested in that. (#113)  

 

It would be nice to have that cultural linkage too because I really didn’t know… because 

I know historically there were birth traditions and things that pregnant women are not 
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allowed to do or allowed to do. Those types of things. We do not have very many elders 

left with that type of knowledge. So having someone in the community that has that type 

of direction would have been nice. (#108) 

 

6.4.4 Provider’s perspective – changing food practices  

Providers also mentioned the significance of traditional foods during pregnancy and throughout 

the lifespan for their patients. The interview discussions were mainly focused around the 

changing Indigenous diet that is being seen globally and the physical health benefits of eating 

traditional foods during pregnancy. Providers expressed concerns that there has been a 

significant decline in the consumption of traditional foods in younger generations. Providers 

expressed the importance of bridging generations together to discuss all aspects of health 

including nutrition.  

 

I sit on a lot of different committee’s that are initiatives for the town of Kitimat and 

Haisla and it keeps getting talked about and talked about is we need to get the Elders 

with the youth, we need to get rediscovery happening, we need to connect people back to 

their culture because they are getting lost in their ways and that is what is causing the 

suicide and all of the mental health issues and I think that there would be a role for that 

[referring to nutrition programs] for sure. (#200) 

 

Yea I mean I certainly do see the cooking support, you know because there is less and 

less traditional foods being served. Served and prepared. But I think we also need 

support whether this is from extended family or the fisheries department to provide that. 
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You know. It would be great if that council could have someone hunt so that they can 

have deer and elk and everything else than beef. They are not doing bad with halibut and 

salmon, but it doesn’t go very far with what the fisheries provide. (#203) 

 

Yea but I am finding that because there has been such a shift in buying food compared to 

preparing and eating cultural that there is not a lot of Elders that are around and that 

are well enough to pass on their knowledge and cooking skills. (#202) 
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Chapter 7: Discussion  

7.1 Prenatal nutrition programs – Good Food Box 

The alarming cost of produce and rates of food insecurity in Northern communities has received 

significant attention in media and academic literature.(70,79) In the most recent Food Costing 

Report by Provincial Health Services of BC, Northern Health experiences the highest cost of the 

nutritious food basket, a standardized measure of food prices across the province.(79) The 

experience of accessing healthy food and the associated cost was congruent with Greenwood and 

Kornelsen’s (2014) findings regarding food access in a water-bound First Nations community in 

British Columbia.(3) The participants in this study viewed the Good Food Box as a means to 

offset this cost.   

Although no published studies were located that provided a formal review of a similar healthy 

food box program in First Nations communities, the success of this program appeared to be 

having a positive impact on the birthing population of the community. A realist review by 

Smylie evaluated the effectiveness of prenatal and infant-toddler health programs in Indigenous 

communities and suggested that community investment is a key component in the success of 

programs.(55) With the Good Food Box program, there is a significant amount of community 

investment. This program has been running for over 10 years, and is funded through Haisla 

Health. Understanding the barriers that women face accessing fresh produce within the 

community, Haisla Health has prioritized this program year after year.  

 

A major implication resulting from this theme is the importance of the Good Food Box and the 

importance of continuing to fund and run this program. I believe that being an outsider to the 

community and approaching the program with equipoise strengthens the validity of this finding. 
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Beyond the importance of continuing this program, this study helped articulate the gratitude of 

the women for the program providers. The effort that goes into the program felt unnoticed by the 

providers, but in reality the women within the community appreciate and value the efforts 

significantly. Presenting this finding to the providers was one the highlights of the study for me.  

 

The providers who run the GFB have created a Facebook group for all of the women accessing 

the program. Building off of the suggestion to include tips and information for the produce 

provided, this could serve as a platform to distribute this information as well as other reputable 

sources of nutrition information. Social media platforms like Facebook have increasingly been 

recognized as a means of delivering health promotion and health information.(93) Rae et al 2013 

highlights the positive impact that Facebook has on creating a community of conversation 

between pregnant Indigenous women and health care providers.(94)  

 

In conclusion, the Good Food Box appears to be a successful and meaningful program that 

should continue to be funded and run, and holds promise of being implemented by other First 

Nations communities. It should be noted that to implement a program like the Good Food Box in 

other communities, would require significant financial and human resource support. This 

requirement may limit the transferability of the program to other communities.  

 

7.2 Prenatal nutrition in the primary care setting  

Both birthing women and providers within Kitamaat Village described a lack of access to 

nutrition advice and resources within the primary care setting. This is particularly concerning as 

many women’s main primary health care provider during the prenatal period is their family 
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physician. Most of the participants in this study felt that more prenatal nutrition care should be 

provided by family physicians, however a study by Wynn highlights that physicians’ in British 

Columbia felt that their nutrition training in school was inadequate and only 30% of physicians 

currently used any nutrition-related resource.(95) Interestingly Wynn found that rural physicians 

referred patients more frequently to dietitians then urban physicians. This is inconsistent with the 

experiences of women in this study and could be due to the lack of dietitians in Kitimat and 

Northern Health.  This finding also gives us insight into the role of physicians providing 

nutritional care.   

First Nation women’s experiences of being rushed, and overwhelmed, aligned with other 

qualitative studies that documented First Nations women’s experience in the primary care setting 

particularly with diabetes during pregnancy.(10,52) Women felt that in regular visits the amount 

of time with their care providers was not enough, and expressed that they wish they knew who to 

access for nutrition advice during pregnancy.  

Increasing the accessibility – and acceptability –of nutritional resources within the primary care 

setting will help women feel more supported in accessing nutrition care. Examples of possible 

resources could include Eating Well with Canada’s Guide – First Nations, Inuit and Metis 

version and Beginning Journey: First Nations Pregnancy Resource. Both resources are free, and 

available online or free to order paper copies. One potential issue with these and other print 

resources is they require women to be able to read and comprehend the information. This may 

not be feasible for all of the women, which highlights the need to contextualize audience-specific 

resources. Additionally, if the resources are available to primary care providers they can 

facilitate understanding of best evidence for nutrition in pregnancy.  There is also the opportunity 

to send audience-appropriate nutrition resources through the Good Food Box program.  
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Understanding the level of nutrition knowledge of care providers and whose responsibility it is 

given that there is no nutrition professional available to the community should be a priority item 

for First Nation communities, including Haisla Nation.  

 

7.3 Role for tele-dietetics in First Nations communities  

As health care in Canada becomes increasingly centralized, poor provider recruitment and 

retention in rural communities remains a familiar and concerning trend. First Nations 

communities experiences disproportionate levels of provider turnover, hindering the continuity 

of care.(6,8) This is occurring in all aspects of health care, including nutrition.(96,97) The on the 

ground experience of what occurs when retention is low and turnover is high was captured in this 

study as care providers and health planners noted awareness of the implications of the attrition of 

health providers.  

 

Theme three underlines the potential positive impact and perceived need of having dietetic 

services available to support women during pregnancy, and the community as a whole. Given 

that retention of dietitians around Kitimat and in Northern British Columbia is low, tele-health 

may be a viable solution. This aligns with the Dietitians of Canada’s recommendation to the 

House of Commons Standing Committee on Finance 2016-2017 Budget Recommendation to 

provide telehealth services to all Canadians.(98) It is important to note that although First Nation 

women do have access to Health Services like HealthLinkBC’s email a dietitian and dial a 

dietitian service, the individuals answering those phone calls are not familiar with the contextual 

background and situation in which women would be calling from. As the position statement from 

Society of Gynaecologists and Obstetricians Practice Guidelines suggests, all health 
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professionals working with First Nations women should have an understanding of the historical, 

cultural and intergenerational factors that impact health.(57) Understanding the importance of 

building respectful relationships and taking the time to understand the community context is 

essential to providing culturally safe and more effective care. If a single dietitian was able to 

work with the community, these relationships and trust could be built with a lower risk of 

turnover within the position and fostering continuity of care.  

 

Although tele-dietetics appears to be relatively under-utilized for First Nations communities in 

Canada, it could provide dietetic services for numerous communities across Canada that would 

not otherwise have access to continuous nutrition services. The technology required to support 

telehealth is available, and the need is justified in Kitamaat Village through this project and in 

Canada through the staggering difference in nutrition-related conditions between First Nations 

and non-First Nation communities.  

 

7.4 Traditional food and food practices 

The significance of traditional food and food practices during pregnancy highlighted by 

participants in this study is congruent with the literature on the role of traditional foods in First 

Nation communities.(3,69,70) Birthing women discussed the sociocultural connection that 

traditional food provided to their community, as these foods were often provided by family or 

friends pre or postnatally. Participants discussed the health benefits as not only being nutritious, 

but also nourishing in a spiritual way. This appeared to be most significant for mothers that were 

forced to leave their communities to give birth in a tertiary centre. The notion of providing 

traditional foods providing connection to the community aligned with Earle’s argument that 
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traditional foods and practices provide cultural and social benefit as well as contributed 

positively to the overall diet quality.(20) Women in this study associated traditional foods and 

food practices as more nutritious than market foods. A finding that parallels Vallianatos et al’s 

finding with pregnant Cree women.(24)  

 

The discussion of traditional foods with care providers was heavily focused on the diet shift from 

traditional to market foods. This phenomenon is referred to as the ‘nutrition transition’ and is 

documented in Indigenous communities in Canada(20,99,100), and internationally.(101) 

Providers stressed the importance of connecting the younger generation with the Elders and 

community members who hold traditional knowledge and skills to pass and reinvigorate 

traditional food practices.  

 

In this study, pregnancy represented a time of change to a healthier lifestyle for most women. 

This is significant because pregnancy may represent an ideal time to bridge two generations 

together to pass on traditional knowledge and food practices. Re-invigorating a culture that has 

been suppressed through colonialism and residential schools has been a challenge for many First 

Nations and trying to re-invigorate cultural practices including food practices requires effort 

from multiple generations. This unique period of being open to healthier practices could help 

connect women to the Elders within their community, which could serve as a significant and 

important vector of passing knowledge through generations. What this may actually look like 

within the community is places more of an emphasis on Elder’s involvement with prenatal 

programs. Building off of the recommendations made in theme 1 to include recipes and nutrition 
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information in the GFB, Haisla Health could incorporate stories, recipes or even videos on the 

Facebook group of Elder’s sharing their stories around food, nutrition and/or pregnancy.  

 

These findings support Power’s argument that to truly conceptualize food security for Indigenous 

populations, we must consider both traditional and market food access.(69) Providers working 

within First Nations communities should be aware of their traditional foods that are commonly 

consumed within that region as it varies between Nations. Understanding the role that these 

foods play throughout the life span, including during pregnancy, can lead to being able to 

provide more culturally congruent care while working to re-invigorate cultural practices and 

norms.  

 

7.5 Strengths and limitations   

Several techniques were implemented to ensure credibility of the findings for this research. 

Multiple trips to Kitamaat Village, completing interviews in face-to-face at a location that 

women selected, and using open-ended interviewing that allowed participants to speak openly 

and un-interrupted about their experiences contributed to the methodological and ethical 

strengths of this study.  

 

As the sole researcher I completed all interviews, transcription, member checking, and data 

analysis which allowed for consistency in how data was organized and analyzed. To try and 

reduce any inherit bias during analysis, time to time consultation with a co-supervisor with 

qualitative experience occurred.  
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Given that individuals who provide the programs are heavily involved with many other 

community and healthcare/childcare related programs, being an outsider to the community may 

have resulted in women being more likely to share their authentic opinions about prenatal 

nutrition programming. Given that the women are aware of who is involved with the programs 

and most health care workers know each other on a personal level, birthing women may have 

been less likely to share their opinions about negative experiences.   

 

Many challenges and limitations arose during the project that should be discussed in context of 

the findings. 

 

A consistent limitation throughout the study was recruitment. One of the original goals of the 

project was to recruit three First Nations communities with various characteristics to understand 

how different geographical factors can impact prenatal nutrition care for both providers and 

mothers. Given that significant time was dedicated to creating a unique engagement plan for 

each of the six potential communities, time did not allot for more communities to be contacted. 

The six communities that were contacted declined participation for various reasons including 

research fatigue, and not having adequate health human resources to support the project in the 

community.  

 

Recruitment of participants within Kitamaat Village also should be addressed. Recruitment was 

done through third party recruitment by health care providers including the Community Health 

Nurse, Community Engagement Coordinator and the staff at Ci’mo’ca Childcare Centre. 

Although this was ethically appropriate, and the sample was large relative to the size of the 
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community and number of birthing women, the research team did not have control over how 

providers were recruiting, and whom they were recruiting.  

 

Given the exploratory nature, lack of established relationship, and historical context of non-First 

Nations researchers working within a First Nations community, no demographic, or sensitive 

data was collected about the participants limiting the understanding of how various 

socioeconomic or other health factors may contribute to prenatal experience.  

Attendance to the member-checking event was a shortcoming of this study as only 6 participants 

attended, therefore the majority of the participants did not ‘check’ the main themes.  
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Chapter 8: Conclusion  

8.1 Contribution and significance  

There is little known about the experience of providing and accessing prenatal nutrition care in 

rural First Nations communities in British Columbia. This is this the first exploratory case study 

that has been completed in partnership with First Nations Health Authority aiming to understand 

these experiences. One of the most significant contributions is that this project represents the 

beginning of a dialogue regarding prenatal nutrition care in First Nations communities in British 

Columbia. Although there were challenges with recruitment of communities, the framework has 

been established and key findings can be used to aid in the understanding of how to best support 

First Nation women and providers with regard to prenatal nutrition programming in British 

Columbia.  

 

Two overarching recommendations arose from this project. First, to work collaboratively with 

communities and First Nations Health Authority towards providing appropriate models of 

nutrition care within rural Indigenous communities through education and innovative models of 

care. Secondly, to explore the feasibility and appropriateness of implementing successful 

programs like the Good Food Box in other communities.  

 

This project highlighted the crack in the current health care system regarding prenatal nutrition 

care, as well as nutrition care in general for rural First Nations communities. This is particularly 

concerning as nutrition-related conditions during pregnancy as well as in general, are 

experienced at significantly higher rates in rural, and First Nation communities. Both groups of 

participants in this study highlighted the lack of nutrition care that is provided within a primary 
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care setting. Family physicians working in rural communities are required to be generalists, that 

is, providing a broader scope of practice when compared to their urban counterparts. Given that 

many rural First Nations communities like Kitamaat Village do not have regular access to a 

registered dietitian highlights the importance of basic nutrition education for family physicians 

working in these low resources settings. This is particularly significant during the prenatal period 

where the nutritional status of the mother has a direct and lasting impact on the birth outcomes 

and long-term health of their infant. Although it is not the responsibility of the family physician 

to be an expert in nutrition, they should have the necessary tools and resources to provide 

patients, particularly pregnant women with reputable and up to date nutrition advice. This should 

be done at a medical education, or continuous medical education (CME) level to provide rural 

physicians the tools that they need to support their patient population.  

 

The providers interviewed in this project highlighted the challenge of recruiting and retaining 

registered dietitians in rural First Nations communities. In this data lies the indication that 

innovative models of nutrition care are needed to support communities that need it most. Tele-

health and tele-dietetics may provide the ability to provide appropriate and continuous nutrition 

care for rural First Nations communities like Kitamaat Village. Providers and health planners 

within Haisla Health have expressed openness and interest in moving forward with a tele-

dietetics model of care for the community and this project has highlighted that there is a 

perceived need from both providers and the birthing population. The findings from this project 

will contribute significantly to potential funding opportunities and justification for future 

research.    
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The second recommendation is to assess the implementation of successful programs like the 

Good Food Box in other rural First Nations communities across the province. Given the 

involvement of FNHA in this project, the ability to translate the success of this program from 

one community to another is significantly increased. Although this project was not a formal 

quantitative review that measured whether or not this program improved the nutrition status of 

women and children in Kitamaat Village, I believe that there is future opportunity to do so. This 

program could be adapted and implemented in another First Nation community measuring the 

change in nutrition knowledge, status, or exposure. Given that this project was supported by First 

Nations Health Authority and will be shared with the organization, there is opportunity to do so 

in a community based and ethically sound framework.   

 

 At a community level, simple and achievable recommendations have been shared with the 

health providers within Haisla Health to translate the findings from this project into actionable 

change, without requiring significant time investment on their behalf. I have committed to 

working with Haisla Health to increase the available of existing nutrition resources within the 

primary care setting so that women have access to reputable sources of nutrition information 

during pregnancy. Providers have agreed to also start including these resources in the Good Food 

Box Facebook group, as well as send them out with the first box that women receive.  

 

8.2 Implications for future research  

This study has laid the groundwork, and created a model for understanding current prenatal 

nutrition programming in rural First Nations communities. Given the initial involvement of First 

Nations Health Authority in this project, the framework can be adapted to understand how 
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geographic location and other factors may contribute to the experience of providing or receiving 

nutrition care in rural First Nations communities. By understanding how different factors may 

impact available services and provider/patient experiences we can understand how to provide the 

most robust and appropriate prenatal nutrition care for First Nations communities. Future 

research should focus on the education and ability of rural family physicians and nurse 

practitioners to provide both prenatal and general nutrition care in their communities.  

In addition, pilot projects and studies that include novel models of delivering nutrition care, such 

as tele-dietetics, are needed to understand how to best provide adequate and appropriate nutrition 

care in rural First Nations communities.   
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Appendices  

Appendix A  Letter of Support from Haisla Health  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

      Haisla Health Centre 
       Haisla PO Box 1041 Kitamaat Village, BC V0T 2B0 
                     Telephone: (250) 632-3600     Fax: (250) 632-3686 
 

 
12 September 2016 
 
 
To Whom It May Concern: 
 
Please accept this letter as confirmation of support for the FNHA and Centre for Rural 
Health Research (CRHR) collaborative research into nutrition during pregnancy with the 
goal of using community knowledge and relationship-building to guide future nutrition 
programming in First Nations communities.  
 
We believe it is in our community’s best interest to have this planned prenatal nutrition 
inquiry and research.  
We support the research, to be undertaken by Rebecca Mercer, a graduate student at 
UBC in Vancouver, as it will: 

x Have a positive impact on all the health of pregnant women and the children 
they carry. 

x Provide opportunity to have qualitative and introspective inquiry into our 
prenatal and post-natal health care delivery system and thereby provide insights 
to improve upon program planning, implementation, and evaluation. 

x Provide the atmosphere to dialogue with expectant mothers, elders and other 
community members and get their input into program design, implementation 
and evaluation. 

x  Provide opportunities for additional programs and services.  
 
In conclusion, we fully support the efforts of Centre for Rural Health Research and FNHA 
as they seek expansion for their remarkable program, designed to educate, protect, 
serve and promote positive and healthy outcomes for especially young mothers in the 
community. 
 
 
Sincerely, 
 

 
 
Eric Bottah, B.A., MPA, Dip. (Acct.) 
Health Manager 
Haisla Nation Council 
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Appendix B  Invitation letters and project description sent to communities  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

	
 
 
Dear Rosanna Christiansen, 
 
My name is Rebecca Mercer and I am a master student in nutrition at UBC in Vancouver. I am originally from 
Sylvan Lake, Alberta and completed my undergraduate degree in Wolfville, Nova Scotia.  
 
Last year I had the opportunity to work with Dr. Jude Kornelsen (my current supervisor) at the Centre for Rural 
Health Research as a research assistant. Working at the CRHR emphasized the importance of adequate and 
culturally competent maternity care in all rural and remote communities and how supporting birthing mothers is 
critical to the health of the community. Appropriate community engagement and adhering to OCAP principles 
are values I have inherited from working with Dr. Kornelsen.  
 
Previous partnership work between First Nations Health Authority and the Centre for Rural Health regarding 
numerous topics such as birthing close to home, midwifery care and system issues (Applied Policy Research 
Unit) and my understanding of the clinical and psychosocial importance of adequate nutrition during pregnancy, 
motivated me to contact FNHA in the spring of last year to see if there were matters regarding nutrition in 
pregnancy that may be appropriate for a master thesis project. After numerous meetings and discussions around 
the most pressing issues, we collectively decided that understanding the on the ground experiences of women 
accessing prenatal nutrition services as well as experiences of the providers would be a meaningful and 
community driven way to improve or expand existing prenatal nutrition programs. We believe that open-ended 
interviews with both the providers and the mothers would provide insight into potential gaps in services and 
novel ways to improve programs that stem from within the community.  
 
We would like to invite the Haisla Nation to participate in this community based research project. A significant 
emphasis will be placed on working with the community to co-create a project that is meaningful and specific to 
the Haisla Nation. To this end, I would work with community members to articulate a specific question that 
would be of value to the community and be guided in a process of qualitative data gathering, analysis and 
presentation to the community.  
 
Please see the attached document that was created in partnership with First Nations Health Authority 
summarizing the project. 
 
I appreciate any feedback that you may have. 
 
Sincerely,  
 
 
 
Rebecca Mercer  
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Understanding Prenatal Nutrition: A Community Based Qualitative 
Inquiry 
 
Aim: To create a community-driven conversation around prenatal nutrition programs within three First 
Nations across British Columbia, with the goal of using community knowledge and relationship-building 
to guide future nutrition programming.   
 
Who is involved? This project is a collaboration between participating communities, the First Nations 
Health Authority (FNHA), and Rebecca Mercer, a University of British Columbia Graduate Student. 
Rebecca Mercer is the lead researcher, and many FNHA staff working in the areas of nutrition, maternal 
and child care, community engagement, and research have contributed to this proposal.  
 
The FNHA has worked with Ms. Mercer to ensure that this project is culturally appropriate and will help 
transform programs and services. We would now like to invite your community to engage with us and 
discuss how this project can reflect community wishes. 
 
Why was my community selected? This project intends to have long, in-depth conversations with three 
communities. We know that no three communities can represent the diversity that exists in BC’s over 200 
communities. However, we want to ensure that each of our three communities provides as unique a 
perspective as possible. That’s why we want to select a water-bound community, a northern community, 
and a community that is close to a referral centre.  
 
We want to select communities that have a relatively high number of recent births, and that we know we 
will be able to visit repeatedly in-person for a long period of time. This is why we feel your community is 
ideal for this project. 
 
Why is this topic important? This project represents the beginning of a dialogue surrounding prenatal 
nutrition and other maternity care programs. Nourishment during the prenatal period is critical for the 
health of mothers and future generations. By understanding experiences and important community-level 
factors, we will find a meaningful way forward for nutrition programming. The first step in creating these 
programs is to understand what is important to expecting mothers, Elders and families, and their providers 
by listening and learning from knowledge within the community.  
 
How will information be gathered and shared? Data collection will be face-to-face, unstructured 
interviews with Rebecca Mercer. Transparent data governance principles that are aligned with the values 
and needs of the community will be established prior to starting the project in each community. These 
initial discussions will include topics such as: with whom will the data be shared? At what stage of the 
project will data be presented to participants? Where and how will the data be stored? 
 
Who will be invited to participate? Women who are currently pregnant or have recently given birth, 
providers of nutrition care or advice, and any community member who has input to this topic, like 
families and Elders. Dialogue will be held prior to any data collection to identify how the community 
would like the project to proceed. These conversations will address questions such as: where will data be 
stored? Who should be interviewed? How will findings be shared within and outside of the community?  
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In what ways will the community benefit from participation? 

• Short term benefits: knowledge sharing within the community through a community meal or 
nutrition education event, per diems for interview participants.  

• Long term benefits: a more robust and specific prenatal nutrition program that better supports 
birthing women and improves the birth outcomes for both mother and child, which leads to 
improved wellness for the community.  

 
 
 

 

 

Rebecca Mercer, BSc (Nutrition) 

Master of Human Nutrition Candidate, UBC 

rebeccamercer9@gmail.com 
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Appendix C  Recruitment poster  

 

 

 

 

 

 

 

 

	

What	is	involved?		You	will	be	asked	to	participate	in	30-60	
minute	interview	with	Rebecca	and	Jude	about	your	
experiences	with	prenatal	nutrition	care	in	your	community.			
Snacks,	refreshments	and	a	gift	certificate	will	be	provided	to	
acknowledge	your	participation	in	the	interview.	

If	are	you	interested	please	contact	Rebecca	Mercer	at	
778-838-6583	or	at	mercer14@mail.ubc.ca	to	

arrange	your	interview	

Eating for Two… Tell us what you think! 
We	are	Rebecca	Mercer	and	Dr.	Jude	Kornelsen	from	UBC’s	Human	
Nutrition	and	Family	Practice	Department.	We	are	conducting	a	

collaborative	project	with	First	Nations	Health	Authority	on	prenatal	
nutrition	care	in	your	community	and	would	like	to	hear	from	you!	
	

Who	can	participate?		If	are	you	are	a	women,	18	years	or	
older,	who	is	currently	pregnant	or	have	been	pregnant	within	
the	last	three	years	and	have	lived	in	your	community	for	at	
least	a	year,	we	would	love	to	talk	to	you.		
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Appendix D  Written consent form – providers  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

	

Faculty	of	Medicine	(Vancouver	Campus)	
Centre	for	Rural	Health	Research	

Department	of	Family	Practice	

320	–	5950	University	Blvd	

Vancouver,	BC	V6T	1Z3	

																								Phone:	604-827-2193	|	Fax:	604-827-2396	

www.crhr.ca	
	 	
	

Written	Consent	Form	-	Providers	
Version:	March	7th	2017	

1	of	3	

PARTICIPANT	INFORMATION	AND	WRITTEN	CONSENT	FORM		
	

TITLE:	Prenatal	Nutrition	for	First	Nations	Communities	
	
Principal	Investigator:		 	 Jude	Kornelsen,	PhD	
	 	 	 	 	 Centre	for	Rural	Health	Research,	UBC	
	 	 	 	 	 Tel:	604-827-2544		
	
Co-Investigator:	 	 	 Rebecca	Mercer,	MSc	Candidate		
	 	 	 	 	 Human	Nutrition	Graduate	Program,	UBC	
	 	 	 	 	 Tel:	778-838-6583	
	

Dear	Research	Participant,		
	
Hello.	 Our	 names	 are	 Dr.	 Jude	 Kornelsen	 and	 Ms.	 Rebecca	 Mercer	 and	 we	 are	
researchers	from	the	University	of	British	Columbia’s	Centre	for	Rural	Health	Research	
and	Human	Nutrition	Department.	You	are	invited	to	participate	in	a	community	based	
research	 project	 to	 understand	 your	 experience	 providing	 prenatal	 nutrition	
programs/care	in	your	community.		

	
We	are	interviewing	individuals	involved	with	health	and	nutrition	planning	in	the	
Haisla	Nation.	Thank	you	for	taking	the	time	to	participate!	
	
YOUR	PARTICIPATION	IS	VOLUNTARY		
Your	participation	is	completely	voluntary.	You	can	decide	to	whether	or	not	you	would	
like	to	participate	at	ANY	point.	Before	you	decided,	it	is	important	that	you	understand	
what	 the	 research	 involves.	 This	 consent	 form	will	 tell	 you	why	 the	 research	 is	 being	
done,	and	talk	about	what	is	involved	in	participating.		
If	you	wish	to	participate,	you	will	be	asked	to	sign	this	form,	OR	provide	oral	consent	if	
the	 interview	is	completed	over	the	telephone.	 If	you	do	decide	to	participate,	you	can	
withdrawal	from	the	study	at	any	point	without	giving	any	reasons	for	your	decision.		
	
WHAT	IS	THE	PURPOSE	OF	THE	STUDY?	
The	 purpose	 of	 this	 study	 is	 to	 learn	 about	 the	 experiences	 of	 access	 and	 providing	
prenatal	 nutrition	 within	 Haisla	 Nation.	 We	 believe	 that	 in	 order	 to	 create	 the	 most	
effective	and	enjoyable	prenatal	nutrition	programs,	we	must	understand	the	opinions	
and	experience	of	both	providers	and	women	accessing	the	services	as	well	as	the	large	
health	system	framework.	You	are	being	invited	to	participate	in	this	study	because	as	
an	individual	involved	with	the	planning	or	purveyance	of	nutrition	programs,	you	have	



   100 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

	

Faculty	of	Medicine	(Vancouver	Campus)	
Centre	for	Rural	Health	Research	

Department	of	Family	Practice	

320	–	5950	University	Blvd	

Vancouver,	BC	V6T	1Z3	

																								Phone:	604-827-2193	|	Fax:	604-827-2396	

www.crhr.ca	

	 	
	

Written	Consent	Form	-	Providers	

Version:	March	7th	2017	

2	of	3	

experienced	what	has	been	successful	and	important	to	consider	when	moving	forward	

and	we	would	like	to	learn	from	your	experiences.		

	
WHAT	THIS	STUDY	INVOLVES		
If	 you	wish	 to	 participate	 in	 this	 study,	 you	will	 participate	 in	 one	 interview	with	 the	

researcher	team.	The	interview	will	take	place	at	a	time	that	is	convenient	for	you,	will	

be	 completed	 via	 telephone	 or	 teleconference	 and	 will	 last	 approximately	 30-60	

minutes.	You	are	being	asked	to	have	your	interview	audio	recorded,	however	you	may	

ask	to	be	interviewed	without	being	audio	recorded.	You	may	also	request	to	have	the	

audio	 recorder	 turned	 off	 at	 any	 point	 during	 the	 interview.	 You	 are	welcome	 to	 ask	

questions	at	anytime,	and	offer	your	opinion	and	information	on	issues	not	raised	by	the	

researchers.	 You	 are	 able	 to	 refuse	 to	 answer	 any	 specific	 questions	 during	 the	

interview.		

	
POTENTIAL	RISKS	AND	BENEFITS		
We	do	not	anticipate	there	to	be	any	risks	in	participating	in	this	study.	You	are	free	to	

withdraw	from	the	interview	or	refuse	to	answer	a	question	if	you	feel	uncomfortable	at	

any	time.		

	

By	participating	in	this	study	and	sharing	your	experiences	and	knowledge	you	will	have	

a	voice	 in	 shaping	 the	 future	of	prenatal	nutrition	programs	 in	Haisla	Nation.	 It	 is	 the	

researchers	 hope	 that	 your	 participation	 in	 this	 research	 will	 have	 a	 benefit	 in	

improving	 the	 wellbeing	 and	 health	 of	 mothers	 in	 your	 community	 as	 well	 as	 other	

Aboriginal	communities	in	British	Columbia.	

	

POTENTIAL	USE	OF	DATA	 	
Data	 from	 this	 research	 project	 will	 be	 used	 in	 Rebecca	 Mercer’s	 graduate	 thesis	

dissertation	as	well	as	generated	themes	may	be	published	in	review	journals.		

	
CONFIDENTIALITY		
If	you	choose	to	participate	in	this	study,	your	identity	will	be	kept	strictly	confidential.	

The	 interview	 will	 be	 audio-recorded	 and	 transcribed	 into	 a	 written	 record.	 A	

participate	 number,	 or	 pseudonyms	 will	 be	 used	 in	 place	 of	 your	 real	 name	 and	

interviews	 will	 be	 completely	 de-identified.	 Any	 identifiable	 information	 names	 or	

organizations	 that	are	mentioned	during	your	 interview	will	be	removed	 from	written	

transcripts	and	final	dissertation.	All	written	transcripts	will	be	stored	on	a	password-

locked	computer	and	only	be	accessed	by	the	research	team.	The	only	people	who	will	

see	 your	 information	 that	 connect	 your	 participant	 number	 to	 your	 interview	 are	 the	

two	main	researchers.		
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REMUNERATION	
If	you	chose	to	participate	in	an	interview	you	will	be	provided	a	$20	gift	card,	as	well	as	

snacks	and	refreshments	during	the	interview.	You	will	be	given	the	gift	card	regardless	

of	 whether	 or	 not	 you	 choose	 to	 withdrawal	 from	 the	 interview.	 All	 interview	

participants	 will	 be	 presented	 the	 findings	 from	 the	 interviews	 prior	 sharing	 the	

information	with	the	larger	community	or	publication.		

	
CONTACT	INFORMATION	ABOUT	THE	STUDY		
If	 you	 require	 any	 additional	 information,	 or	 have	 any	 further	 questions	 about	 this	

study,	please	contact	Rebecca	Mercer	(graduate	student)	by	email	or	phone	at:	

mercer14@mail.ubc.ca		or	778-838-6583	

You	may	also	contact	Jude	Kornelsen	(Rebecca’s	supervisor)	by	email	or	phone	at:	

Jude.kornelsen@familymed.ubc.ca	or	250-653-4325		

	
CONTACT	FOR	CONCERNS	ABOUT	THE	RIGHTS	OF	RESEARCH	SUBJECTS	
CONSENT		
Contact	 for	complaints:	 If	you	have	any	concerns	or	complaints	about	your	rights	as	a	

research	participant	and/or	your	experiences	while	participating	 in	this	study,	contact	

the	 Research	 Participant	 Complaint	 Line	 in	 the	UBC	Office	 of	 Research	 Ethics	 at	 604-

822-8598	or	if	long	distance	e-mail	RSIL@ors.ubc.ca	or	call	toll	free	1-877-822-8598	

	

CONSENT		
Your	participation	in	this	study	is	entirely	voluntary	and	you	may	refuse	to	participate	

or	withdraw	 from	 the	 study	 at	 any	 time	without	 jeopardy	 to	 your	 employment.	 Your	

signature	below	 indicates	 that	you	have	received	a	copy	of	 this	 consent	 form	 for	your	

own	records	and	that	you	agree	to	participate	in	this	study.		

	

Do	you	give	permission	to	the	researchers	to	audio-record	this	interview?		
Yes	❏ 	No	❏ 		
	

	

	

	

Signature	of	Participant	

Please	print	your	name		

Date	
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Appendix E  Written consent form – Birthing women  
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Written	Consent	Form	–	Women	
Version:	October	5th	2016	

Page	1	of	3	

PARTICIPANT	INFORMATION	AND	WRITTEN	CONSENT	FORM	
	

TITLE:	Prenatal	Nutrition	for	First	Nations	Communities	
	
Principal	Investigator:		 	 Jude	Kornelsen,	PhD	
	 	 	 	 	 Centre	for	Rural	Health	Research,	UBC	
	 	 	 	 	 Tel:	604-827-2544		
	
Co-Investigator:	 	 	 Rebecca	Mercer,	MSc	Candidate		
	 	 	 	 	 Human	Nutrition	Graduate	Program,	UBC	
	 	 	 	 	 Tel:	778-838-6583	
	

Dear	Research	Participant,		
	
Hello.	 Our	 names	 are	 Dr.	 Jude	 Kornelsen	 and	 Ms.	 Rebecca	 Mercer	 and	 we	 are	
researchers	from	the	University	of	British	Columbia’s	Centre	for	Rural	Health	Research	
and	Human	Nutrition	Department.	You	are	invited	to	participate	in	a	community	based	
research	 project	 to	 understand	 your	 experience	 with	 prenatal	 nutrition	 in	 your	
community.		

	
We	are	interviewing	women	in	your	community	who	are	currently	pregnant	or	have	
given	birth	within	the	past	3	years	as	well	as	the	health	care	providers	who	provide	
nutrition	information	in	your	community.	We	are	also	conducting	interviews	with	
women	and	care	providers	in	two	other	First	Nations	in	British	Columbia.	Thank	you	for	
taking	the	time	to	participate!	
	
YOUR	PARTICIPATION	IS	VOLUNTARY		
Your	participation	is	completely	voluntary.	You	can	decide	to	whether	or	not	you	would	
like	to	participate	at	ANY	point.	Before	you	decided,	it	is	important	that	you	understand	
what	 the	 research	 involves.	 This	 consent	 form	will	 tell	 you	why	 the	 research	 is	 being	
done,	and	talk	about	what	is	involved	in	participating.		
If	you	wish	to	participate,	you	will	be	asked	to	sign	this	form,	OR	provide	oral	consent.	If	
you	do	decide	 to	participate,	 you	can	withdrawal	 from	 the	 study	at	 any	point	without	
giving	any	reasons	for	your	decision.		
	
WHAT	IS	THE	PURPOSE	OF	THE	STUDY?	
The	 purpose	 of	 this	 study	 is	 to	 learn	 about	 the	 experiences	 of	 access	 and	 providing	
prenatal	nutrition	within	your	community.	We	believe	that	 in	order	to	create	the	most	
effective	and	enjoyable	prenatal	nutrition	programs,	we	must	learn	what	is	important	to	
the	birthing	women	within	your	community.	You	are	being	invited	to	participate	in	this	
study	 because	 as	 a	 pregnant,	 or	 recently	 pregnant	 women,	 you	 have	 experienced	
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accessing	prenatal	nutrition	 care	 in	 your	 community	 and	we	would	 like	 to	 learn	 from	

your	experiences.		

	

WHAT	THIS	STUDY	INVOLVES		
If	 you	wish	 to	 participate	 in	 this	 study,	 you	will	 participate	 in	 one	 interview	with	 the	

researcher	team.	The	interview	will	take	place	at	a	time	and	a	place	that	 is	convenient	

for	you,	 and	will	 last	 approximately	30-60	minutes.	You	are	being	asked	 to	have	your	

interview	audio	recorded,	however	you	may	ask	to	be	interviewed	without	being	audio	

recorded.	 You	 may	 also	 request	 to	 have	 the	 audio	 recorder	 turned	 off	 at	 any	 point	

during	 the	 interview.	 You	 are	 welcome	 to	 ask	 questions	 at	 anytime,	 and	 offer	 your	

opinion	and	information	on	issues	not	raised	by	the	researchers.	You	are	able	to	refuse	

to	answer	any	specific	questions	during	the	interview.		

	
POTENTIAL	RISKS	AND	BENEFITS		
We	do	not	anticipate	there	to	be	any	risks	in	participating	in	this	study.	You	are	free	to	

withdraw	from	the	interview	or	refuse	to	answer	a	question	if	you	feel	uncomfortable	at	

any	time.		

	

By	participating	in	this	study	and	sharing	your	experiences	and	knowledge	you	will	have	

a	voice	in	shaping	the	future	of	prenatal	nutrition	programs	in	your	community.	It	is	the	

researchers	 hope	 that	 your	 participation	 in	 this	 research	 will	 have	 a	 benefit	 in	

improving	 the	 wellbeing	 and	 health	 of	 mothers	 in	 your	 community	 as	 well	 as	 other	

Aboriginal	communities	in	British	Columbia.	

	

POTENTIAL	USE	OF	DATA	 	
Data	 from	 this	 research	 project	 will	 be	 used	 in	 Rebecca	 Mercer’s	 graduate	 thesis	

dissertation	as	well	as	generated	themes	may	be	published	in	review	journals.		

	
CONFIDENTIALITY		
If	you	choose	to	participate	in	this	study,	your	identity	will	be	kept	strictly	confidential.	

The	 interview	 will	 be	 audio-recorded	 and	 transcribed	 into	 a	 written	 record.	 A	

participate	 number,	 or	 pseudonyms	 will	 be	 used	 in	 place	 of	 your	 real	 name	 and	

interviews	 will	 be	 completely	 de-identified.	 Any	 identifiable	 information	 names	 or	

organizations	 that	are	mentioned	during	your	 interview	will	be	removed	 from	written	

transcripts	and	final	dissertation.	All	written	transcripts	will	be	stored	on	a	password-

locked	computer	and	only	be	accessed	by	the	research	team.	The	only	people	who	will	

see	 your	 information	 that	 connect	 your	 participant	 number	 to	 your	 interview	 are	 the	

two	main	researchers.		
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REMUNERATION	
If	you	chose	to	participate	in	an	interview	you	will	be	provided	a	$20	gift	card,	as	well	as	
snacks	and	refreshments	during	the	interview.	You	will	be	given	the	gift	card	regardless	
of	 whether	 or	 not	 you	 choose	 to	 withdrawal	 from	 the	 interview.	 All	 interview	
participants	 will	 be	 presented	 the	 findings	 from	 the	 interviews	 prior	 sharing	 the	
information	with	the	larger	community	or	publication.		

	
	
CONTACT	INFORMATION	ABOUT	THE	STUDY		
If	 you	 require	 any	 additional	 information,	 or	 have	 any	 further	 questions	 about	 this	
study,	please	contact	Rebecca	Mercer	(graduate	student)	by	email	or	phone	at:	
mercer14@mail.ubc.ca	or	778-838-6583	
You	may	also	contact	Jude	Kornelsen	(Rebecca’s	supervisor)	by	email	or	phone	at:	
Jude.kornelsen@familymed.ubc.ca	or	250-653-4325		
	
CONTACT	FOR	CONCERNS	ABOUT	THE	RIGHTS	OF	RESEARCH	SUBJECTS	
CONSENT		
If	you	have	any	concerns	about	your	treatment	or	rights	as	a	research	subject,	you	may	
contact	the	Research	Subject	Information	Line	in	the	UBC	Office	of	Research	Services	at	
604-822-8598	or	if	long	distance	e-mail	to	RSIL@ors.ubc.ca.		
	
CONSENT		
Your	participation	in	this	study	is	entirely	voluntary	and	you	may	refuse	to	participate	
or	 withdraw	 from	 the	 study	 at	 any	 time	 without	 jeopardy	 to	 your	 access	 to	 further	
services	 from	 the	 community	 health	 centre,	 day	 care.	 Your	 signature	 below	 indicates	
that	you	have	received	a	copy	of	 this	consent	 form	for	your	own	records	and	that	you	
agree	to	participate	in	this	study.		
	
Do	you	give	permission	to	the	researchers	to	audio-record	this	interview?		
Yes	❏	No	❏		
	

	
	

	
	
	 	 	 	 		

	
	

Signature	of	Participant	

Please	print	your	name		

Date	
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OPEN-ENDED	INTERVIEW	GUIDE	WITH	PROBES	
Title:	Prenatal	Nutrition	for	First	Nation	Communities	

	
Participant		 Main	Question	 Possible	Probes	

Questions	for	First	
Nation	Women	

Q1.	Are	you	aware	of	programs	that	exist	in	

your	community	that	help	you	with	healthy	

eating	during	pregnancy?	

	

• How	did	you	hear	about	these	programs?		
	

Q2.	Have	you	gone	to	any	of	these	programs,	if	

yes,	can	you	tell	us	about	your	experience?	If	

you	have	not	attend,	why	not?		

	

• What	worked	well?	Please	elaborate.	
• Is	there	anything	that	you	would	change	about	
the	program	you	attended?	

• Were	there	any	barriers	to	accessing	the	
program?		

• How	many	times	did	you	attend	a	nutrition	
program?		

Q3.	Can	you	think	of	anything	that	would	help	

Moms	have	better	nutrition	during	

pregnancy?	

	

• Why	do	you	think	that	_______	are	important?		
• How	did	_____	help	you	with	your	nutrition	during	
pregnancy?		

	

Q4.	Do	you	have	anything	else	to	add?	

	 	

Questions	for	Care	
Providers	

Q1.	Do	women	in	the	prenatal	period	have	

access	to	prenatal	advice?	
• If	yes,	can	you	describe	this	advice	or	programs?		
• If	no,	do	you	think	that	there	is	a	need	for	these	
supports?		

• Why	do	you	think	they	are	important?	
• Do	you	think	that	these	programs	have	or	would	
be	successful	in	your	community?	
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Q2.	In	an	ideal	world	what	kinds	of	nutritional	
supports	would	be	in	place	for	women?	
	

	

	 Q3.	What	do	you	see	as	the	major	barriers	in	
achieving	these	supports?	
	

• How	do	you	think	this	impacts	the	nutrition	of	
women	in	your	community?		

Q4.	If	you	had	a	message	for	policy	and	
decision	makers	regarding	nutrition	and	
health	eating	programs,	what	would	it	be?	
	

• Why	do	you	think	that	______	is	important?		

Q5.	Do	you	have	anything	else	to	add?	
	

	
Participant		 Main	Question	 Possible	Probes	
Health	Planners/	Key	

Stakeholders	
Q1.	Can	you	describe	your	realm	of	
responsibility	and	your	involved	with	Haisla	
Health?		
	

• How	long	have	you	held	the	position?	
• What	aspects	of	nutrition	care	do	you	oversee?	

Q2.	Can	you	describe	how	nutrition	care	is	
prioritized	in	the	larger	picture	of	health	
services	within	the	community?		
	

• Have	there	been	any	significant	changes,	if	so	can	
you	describe	these	changes?	

• Do	you	feel	that	the	current	system	is	working	
well?	Is	there	anything	you	would	change?	

Q3.	Have	you	experienced	any	challenges	
insuring	adequate	prenatal	nutrition	care	for	
the	women	within	Haisla	Nation?	
	

• What	do	you	think	that	could	be	done	to	address	
these	challenges?	
	

Q4.	What	are	some	of	the	innovative	strategies	you	see	for	Haisla	Nation?	

	


