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The recorded rates of Suddm Infam Deoth Syndrome (SIDS) are highest smong 

AborignLal inôMs. In non-Aborigiiipl c o d e s ,  the rate of SIDS has decreased affa 

intaventions hto innvd can pfadices, such as siecping iiiÊints in the supine position 

Rior to intervention, it is necessary to how the infaid cere strategies utilized by a 

wmmLUilty. 

Based on seventy resave mtaviews, this research project gives a detailed report 

of Uifant care pnaioes currently useû by conkmporary Aborigiruii mothers. Nieteen 

senior womm were also interviewed in orda to &&tate a cornparison between traditonai 

and contempofary pradices. The resuits hdicate that traditional mfant care practices used 

6fky years ago are prevaienî in contemporary Aboriginal commilnitiea. These 

traditions include supine sleeping position, CO-sleeping, swaddlùig and brdeed ing -  The 

research reveds that the majority of contemporq Abonginai infants sieep supine, are 

swaüdled, are b r d e d  and co-sleep. The traditionai swing, in which infants also sleep 

supine, contirnies to be u d  Investigations were also canied out on the general 

residential environment of the ianm, wbch revealed alarmingly high levels of air 

pollutants, including fung~ and bPctaia 
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INTRODUCTION 

A ncent d M o n  of Sudda Infiiat Death Syndrome (SIDS) was presented by an 

expert pand of the National Instmite of Chüd Health and Ifimirin Devdopmait: 

nie sudden death of an innud unda one year of age which nmains 
uncxplained after a the- iwestigation, inchiding p a f o m m c e  of a 
cornpletc autopsy, examhtion of the death scene, and review of the 
ciinid history (winmsa, et& 1991). 

Researchers have i d d e d  c o m n  faaars (the SIDS Profile) among mothers of SIDS 

victims and the infiims who rniccumb to SIDS. Frequeatty9 the mother is young (unda 20 

years of age), from Iowa wckconomic conditions, smokes agarenes and abuses 

chernical substance. The SIDS victims are disproportionttely male (61%)* premanire 

with low birth weighf and death ocnus during the nocturnal sleeping hours (Kraus and 

Bulterys, 1991). Frequently, the victims were sleeping in the prone (lying face 

downwards) position, often heaviiy wvered and sleeping m a heated room (Fleming, et 

d ,  1990). SIDS incidence peab at three to four mombs of age. Statistid data reveal a 

distinct comlntion betwecn the incidence of SIDS aad cuiturai background. In Abor igd  

populations, tbe rate of SIDS ia rcported to be three to fm times higfier than that found 

in non-Abonginai p o ~ o n s  (Miür, 1991; Robinson and amuning, 1993; Mo= 1993). 

Recentiy, epidemiologicai and ecalogicai evidence ha9 suggested that SIDS may be 

associated with sevexaf infanr airc pRcricea (Mo- 1993). As a r a t ,  some 

anthropologists have begun to examine hfht care strategies as part of their analysis of the 

etiology of SIDS, since there is ampie evidence of YBn8fi0113 in infant care stratesies 

amongst M i  popuiatio~~~. 

Aboriginal peopfa of Canada (I wiU use the tam "Aborigllial" for Canadian 

Staîus Indiaas) have atpaienced ailtural disniption thtoughout th& history of interaction 

with agents or agencies of the CPnadian governmex& For Aborigioal mothers, in 
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partidar, a sigdicant disniption ocaMd with the introduction of dependency on 

docton and nasa in the birthïng procese and for advice regarding infànt and chüd care 

ptadices. 

hfht care practices arc incorporated by a Poaety den, after extensive use, they 

are percaved to k a source of protection for the hfbt h m  vulnerabiiity to disease and 

deatb. T h e  practiccs vary, but wodd inchde choices of wearing appard, methods of 

f d g ,  si&ping pattaas (wbac the mfam sleeps, with whom and for wtuit duration), 

perceptions of ihess, mezhods of deaüag with ilineY a d  types of healing practices for 

ilhess. To tbe extent thrt these practices an they becorne stratepies tbat 

eventwily nceivt confinmion as c u h d  traditÏons. infant care strate@= becorne 

htertwhed with concepts of weil-kbg and the medical practica of a society and 

thedore kcome part of the traditional culture. Frequmiiy, the beiief systern is at the 

epicenta of cultural health care practices and the nibset of ùifant care praaices. Within 

the h e w o r k  of culture, it is approprhe ta i d e  mfaat care practices as a amponent 

within a medical sylltem. Becaise of this linLsge, d t u r e  becurnes an important variable in 

infam mortaiity/survivorsfüpP 

is a set of con001 meriisnisms for govaning the behavhr of individuah 

and sociaies (m 1979). These mc&mkm provide a set of inscnictioils for day to 

day living. People act out th& hes in a perceptual hmework "that tels thern how the 

wodd is Pnd how the worid cm& to ka (Oliver-Smith, 1992). While the way in which 

individuais deal with cuituraj change varies with Merest situaiions and circumstances, the 

gaieralization am be made th ahml wnhdy with the past is an essential part of the 

procas As suggested by Woif (1982). contimtay is a theme of culture in historidy 

developed forms thmu& which memba of a Society rrlate to each d e r .  When 

mechanhm goveroiog behaviour are w longex viable, c h o s  may dt, as Geertz notes: 
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Undirected by ailtine pattaas - or@& systems of signincant symbols - 
- man's behavior w d d  be Waidly ungovernabIe, a mere chaos of 
pohtless acts and atploding emotioag bis Bcperience whially shapdess 
(1 979:46). 

O'Comcr, et d (1989) argue tha! womai are keepas of the cuiture aad that it 

wa9 the grandmothets who mrrictamd . * 
the i d e  of Aboriginal people. At the pnsan 

tirne, grandmothers npraent contmiity in the fb of change. They have beai exposed to 

With a foot in both the past, with its traditional howiedge, and the preseat wiih its 

uncertahties, grandmothem rqresent a semse of security in a setting still rife with chaos. 

The infant care pradices used by contemp~rary mothers may attest to the role played by 

grandmothem ru the source of contimiity. Gmthity and ailtural stabiiay require a 

expaiences. This signifiame is also touched on briefiy by Geatz whm he states that 

culture: 

. . . cornes down ... to a searchg out of sipninamt symbols, and clustm of 
siânificaat symbolr - the muais vehictes of perception, emotion, m d  
understanding - and the statement of the u n d m  reguiarities of human 
experieaa impiicit in tbcir formation (1979:408). 

For Abon@ he&h cari, the chuias of significant symbois are the practices of which 

the granhothers are the repository. However, there may be another kuld of change 

taking place, a change in culaual identity. Aboriginai wumen are searching to h d  a 

dturalty appropriate method of establtbiag their own idenîity vis-à-vis the heaith a r e  

system. Establishing identity involves mttrers seeking the knowiedge of th& dders. By 

and infant care towards gr- incorporation oc or reliance upon, traditiod aittural 

health practices. Thia change does not ncspture the past, but may be a step towards an 

incorporation ofboth traditional and Western medical pfactices. 
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Such a blending of ailtunl, physiologid, biologid and environmental sy~tems 

aiggea the use of a bioailtural mbdd is the appropriate mczhod to wUe&g and 

u n d e r s t m  such cornplex sets of data and its potaitail interaction with the SDS 

phenornenon Data hidden to rtsearchers wtio confine themsehes to oniy one of the 

systmis, or to a caitraf inteviewing location or technique, may k revealed through the 

bioailtunl, intenaive approscb. 

1.1 ResnltchProblem 

The research problan undataken in my thesis r d  was to gather and to 

anaiyze information about infam c m  pnetices used by contemporary Aboriginai mothm 

on a rescme in mrthern Aiberta a d  to document s o w  a~peds of the errvironmental niche 

in which those inEants are bQng rmrtured- The research wur conduded in the fiül momhs 

of 1995 and the winta months of 1996. The cold w d e r  months were selected becawe 

SIDS incidence typicaliy appears gr- during these months. In order to determine how 

contemporary infam care praccices have changed or remained s h k  to traditional 

practices, on-site interviews were conQded with s&arty contemporary mothem and a 

group of senior Abonginai womee Senior f d e  informants represent the general 

howiedge base of innuit can pracfices in their parti& cornrnUNty. 1 then compare 

whaher or mt the mntemporary group sharc that imowledge base and to what extent 

ademal medical input infiuences i&mt care practices. 1 also compare the p d c e s  to 

known SIDS NL fiaors. In severai uas of the worid, SIDS incidence has apparentiy 

decraued a f k  imavdon into sleeping position practices, aitering hfbt  sleeping 

position fbm prone (face dom) to supine (face up, sleeping on the back). Such an 

intervention campaign could possibly d u c e  Aboriginal SIDS rates. However, at tbe t h e  

of this research project iittle data were &le about actuai sleeping praEtices employed 

by contanporary Aboriginal wonum. 



s 

Data on the impact of medicd intavention on mfaiit aire priçtices are also Med. 

Whik chiid care workers and physchu deai with Abonginrl h b t s  on several levelq 

from pre-naal visits to tbe ac&uai birthing to p o s t - d  vküts includhg required 

inoculations, virtually no documentation &SU as to how t&is extanai intgvention affects 

traditional a r e  practices. Ia fkt, the reaihs of this proj~a suggat that wntempomry 

Aboriginal mothem closdy follow traditional mfant care as handed d o m  by 

mother and grandmothers. These inchide brcarrt f d g ,  swaddnng use of hammocks, 

msleeping and a generai refiance on senior familial apatise in cbad-rearing. Most of the 

traditionai practices appear to coincide Mth variables artiailot+d by SIDS researchers as 

protective of the bht with derence to the SyDdrome. Eaawseaig as thU might seem, 

the nported SIDS incidence u w n g  Abociginai popiiat io~ is stiii wdl above that of non- 

Aborigids. Uada the umbreila of the environmental ni* I hvestigsted factors in the 

environment which might have implications for SIDS. 

1.2 Research Goals 

The purpose of the research project reportai herein is to fbau on the following 

issues: 

- Docwnentation of traditional Albara Aboriginal i n h t  care practices prior 

to biomedical intervention 

- Doaunentation of wnternporary Albata Abonginai hfànt care 

- Cornphson of the arau of traditional and ~ocdemporary hht care 
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- Record aad adyze otha ficton fowid in the Aboriginal mfant 

environmatt. 

1.3 Format of Presentabon 

The m c h  goals and Jtrateey flow h m  tbe research problan-the need ta find 

answers or scplanatiolls w to wby infams in Aboriginrl popdations appear to s u d  to 

SlDS at much hi* rates than non-Aborigid popilltions. in Chapter ï& 1 ~ C W  tbe 

iiterature available on SIDS and establisb the bidxhioural direction of SIDS d 

through refefence to the biologîcai and behavioural (ailtrrra) risk tacton ammîy 

thought to be rdated to SIDS ri& This biobehavioural approach suggests a more 

thorough acamination of the inhts  emiroarvinwamcil niche. 

In Chapter Iil, 1 b r i e  refa to the bio-&hanoural nature of risk for SIDS, and 

then amine Aborigmal perceptions of heath aid iliness. The Merc~lce between 

traditional and western medicine is examùied through consideration of political power or 

authoritative knowiedge. This dioassion introduces the concepts of the t e h o c d c  

model, body tedmo10gy and the housebold produdion of heahh. The chapta concludes 

with a considedon of Abonginai womeds paccgtion of heaith, it's relationship to infant 

care pradices, and th& &de to adaiul idhmws. 

In Chapter IV, 1 presan a detailed description of the research site and population, 

the procedures used in subject seiection, details about the mechania (nich as the 

questionnaire) employed to the and the various instruments used to ncord air 

and surfke contaminant Antn 

Chapter V is dir#;ted to epidemiological data on Abonginai births and SIDS 

deaths with cornparison of on-reserve and off-re~etve SIDS iddence in the nonhan part 

of the proviace of Albatr In Chapter VI, I doamient birth and infaid care practices using 

an ahwgraphic approacb. Chapter W contrims an i d d a t i o n  of contaminaats f d  
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in homes on the reserve site- The thesis is COOChlded in Chaptcr Vm with a disauaion of 

the significance and limitations of the &ta ad tbc COaChlSio11~ daived fkom tbis seudy. 



research aMilable on air poflutants and b.aall as poss131e ri& fkturs in SIDS deaths. 

2.1 Sms Histow 

At the Second Lnternational Co* on Cawes of Sucicien Death in Mànts 

convened in SeSnle in 1%9, the tam 'sudden infarit chth syndrome' (SIDS) was 

fashioned and transported the suddm cmorpiained deaths of idhts into a medical 

phenornaion (BednAh, 1970). The concept of SlDS was justifiied as a syndrome because 

disaibution atm and nequcnt i n m b m i c  petcfhipl hemorrhges (Be&* 1993). 

m d i n g  the 1969 SIDS defiMtion, Bcdrwith m 1993 s ~ e s :  

However, this defimticm nmamd pimanly one of adusion, and Med to 
incorporate any inclusioxmy u k i a  based upon more than 20 years of 
d u e  ctinid, epiAccniMIM ad pathologicrl shidy of this 
pblem (p. 421) 

Over two d d e s ,  smd incremento of evidemx have directed researchers to address 

intirnt care as a source of NL factors rdited to the incidence af SII>S. Epidemiologicai 

as a profle. These include Mors patment to both mother and h f h t  
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2.1.1 MatenialFwom 

r -Agg ~ n s l r o f S I D S U ~ i f t h e m o t b e r 3 l ~ t h a n t w e a t y  

years of age (&au and Borhani, 1972; Stede and Langworth, 1966; Frogatt and Lyneq 

1971; Little and Petcmq 1990). Iaac appears to beasyxm&îce&d o f m a t d  age 

and parïty. nie third of an aghteen year old mott# has a higttec ri& for SIDS than 

the- infuit ofaobccaycaroM mosha@rmsaad Borham, 1972). Whaî isunclear 

h m  the U wbdha the m d d s  age alone H tbe risk M r ,  since cevariance 

arists baween materna agc d par@. This suggests that matanal age alone is not a ri& 

-or. Second, whpt U îhe differe~~ce be6ueen motbas aged fo~rreen years of age and 

mothas aged mnetan shce both are coiisidacd to be m tbe yormg category. 1s there a 

higha SIDS inciAnur? with f- year old mothar than with nheteui year old 

mothers? 

b. Maritai Status. The rate of SlDS for hfh ts  of divorced or  never married 

mothen is twia as bigû as that for infànts with marriad mothers (Krrius and Borbani, 

1972; Shannon and 1982). An AIasha study f d  a mch bigha r e b  ri& 

(expresseci in tmns of numbas of d e a h  pa 1,000 live births) for unmanieci White 

women (2.84) cumparcd to Native women (1.56) (Adams, 1985), while Irwin, et 

d,(1992) found the oppsite amongst Nuive womn in Washiogton State whae 

UIllIIZLlTied sratus was ELSSOCiated with SlDS ri& (2.37). No Canadian data on maritai 

statu were recovered, us th currmtiy applied maritai statu ategory appears too vague 

to provide usefiü iutbdon. Does umnamal mean ncva manie4 or were marrieci buî 

now are divorceci? How are long-tenn stable commonlw relationships categorized? 

c. Smoking Wtmd smoking has been f d  wnskkdy to double the risk of 

S D S  (Mitchdi, et a&, 1993 and 1991; Stede and Langwoxth, 1966; Mdjlashan, 1989; 

and Li and 1991). Two prospcctk strdies (Buitaw, 1990 aod Haglund, et aL, 

1990) a d  sevend casesontroi studics have reporteci on maternsl smoking and SlDS 
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(Mitchdl, et d, 199 1; RinLPkaka and Hiwonen, 1986; d Nidion and O'Cdhq 1988). 

The of smoking on Uifanu under thre+ moatbs wu stdied and reparted a b  to 

have m e  ef fea~  (Hqghd, 1990; Ncholl and O'CaîhÜm, 1988). On a popilation 

b ~ I b c r i s L ~ i b u t e d t o m a t n n a l s m d c i n g h b e c n e s t i m u c d t o b e 4 0 , h ~ e t  

aL, 199 1). SrnoLing by the fhther and otha houwhdd members increased rhe SIDS ri& 

if the h€bt 's  motha m o k a  but did not appear to have an e&ct if the matha did not 

smoke (MitchlS et d, 1993). A rraril review of t&e e&ct of passive samicinp farmd 

that smoking in the same room as the in- iacreasr, the NL of S I D S  (KiomffCoben, et 

d ,  1995). This rrsmch suggests that swking dgbt the fétu to agrernauctent 

thanpaMRnil~~l~kcanedstheianud. Mostresearcbersareruiitcdintheirdetaminaton 

thatsmokingisarirrlrnctoraswc&xiwithSIDS. Despitetbismmhity,whyaresnrilar 

results not f o d  in China wtiae smoking leveis in the home are hi&? it semur dear that 

smoking, even the Uihalation of second hand smoke, is injurious to health and therefore 

would have an adverse &8ct on idhts. However, my ~esearcb in China f d  a Wtual 

absence o f  SIDS (Wilson, 1990). 

d. Bottie varais Breasî F e  Thae is suggestive, but incondusive, evidmce 

for an iricregged risk of SIDS in bottle-fed i d h s .  Severai caseamtrol sbdies f d  no 

d o n  mer, et aL, 1991; Frogaa and Lynq 1971). Convendy, a rduced risk 

for SIDS was fhnd if the infam was b r d e d  consistemty during the fint six momhs 

(Mitch4 et aL, 1993). The authors stak that these rrsults show a substantial association 

which s h d d  support the need fbr mon positive promotion a d  active community 

involvm~nt ta furtba enhance the l en i  and leagth of exchiSm breast feodmg (Mtcheii, 

et d,  1993). Authon using case-controi studies in five counties in Sorrthan Cafiforxh, 

aiso aramiaed the effect of tobeuA, aposure thrwgh breasî féedirig conclu- thai 

breast f m  was protective for SIDS among nonsmokm (O& r a b ~ 3 . 7 )  but not 

among sw>ken (KlonoE-Cohea, et d ,  1995). 
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e. Pre~tal m. Ladr of prmotal c a ~  is considacd to be a risk -or (Kraus 

and Bohr& 1972; Naeye, et aL, 1976 and Liak and Peterson, 1990). However, the time 

of the pr- care is not SpeEined, wr is prrniÉil a r e  iWd&ed. 

2.1.2 Factonbbdto I&IQ 

a Bpe of SIDS vi c6n The age .t &AI distribution of SIDS shows low risk 

duOag the nematai period, a marked increuie h m  two to four months of agc and a 

dedine of incidence ber& (Po~~sonby. Dwya anci Jones, 1992). The obscived mean 

age for SIDS vi& at death is 2.9 months, with a median of2.4 months and a peak age 

of 3.5 to 4 months (Valdes-Dapeaa, 1980; M e  and Peterson, 1990). Whether an 

agdgmder CO-variance existed is mt tcsted mr reporteci. 

b. Birth Wei& ad Ranaturitv of Lnfsnts. hfhts wbo weighed 3.5 to 4 pounds 

(1.750 ta 2,000 grams) a biRh hnd a risk of SIDS tea times greater than infim who 

weighed 7.5 to 8.5 pounds (3,750 to 4,250 grams) at birth (Bergman, et al., 1972; Little 

and Peterson, 1990). Thexe is a dmb and Siverse rehtionship between the h f h t ' s  birth 

weigd and the rate of STDS. hfàuts who wughed o v a  9 pounds (4,500) grams at biRh 

recorded SIDS rates of 0.87 pa 1,000 live b i  compared with infams weigtiing b e e n  

3 to 4 pounds (1,500 to 2,000 gram) wbo ncorded a rate of 6.55 (Rraus and Bohani, 

1972; and Linle and Peterson, 1990). Law Firth weight is an hdicatar of premahuity and 

in growth retardation before birth, as wdl as a SIDS risk &or. In a birth weight and 

painatal mortality cornpuison between the United States Md Norwgy, the authors 

d u d e d  that the prevention ofpratcrm birtba, not changes in mean birth weighf wouid 

prevent acess mortality in the Unitcd States (Wiiwq et d ,  1995). Vanlnndiaghem, et 

cd (1980) in a comparative shidy foMd tht rates of low birth weigtd among Abonginais 

and non-Aboripds in sà Amencan data were virtually identical (5.8% Aboriginal W. 

5.W non-Aborigioel). Wadhgton state rrcorded higher rates of low birth weight for 

Aboriginais than for non-Aboriginais (5.2% versus. 3 S%). In the Vsnlaadingham study, 
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low birth weight wu fowd to be an indepeadent risL fhor  for SIDS within Abni@ 

popilitio~. In Canada, bw birth weight has not been fourd to be more cornmon mong 

Aboriginai paopla ('orrison, et d ,  1986; Langer, 1990). Et is gai- iccegtcd that 

low birth waght jt0p.rdaes infint heahh. Therefbre, it P mt surprisin8 tht SIDS 

victims also are fiequentiy of low biith weight. Wbether this d l i s h e s  a dina causai 

linkwiththesynQo~lltisuacarainatbest. 

c. Mde varau Fanale Infants. SlDS among maie i d h t s  hs ken reporteci as 

1.82 pa 1,000 Im births compared to 1.26 for feniales (KiPIS a d  Bodd,  1972; Kraus 

and Bukerys, 1991). ThU rate is consistent aiith d d f d  rite comparUaas c o U d  

a r d  the workl. For example, in C z e c h o s l o ~  58./. of SIDS vicbns were ~ported 

to be males, CO- with fidings in Greu Britaiq N o m  lrrlud and the United 

States (Vaides-Dapeq 1978). An acception to the prepoadaanct of maie victims is 

reported among the gmeral Aboriginal population @mus and Bo- 1972; Fieshman 

and Petason, 1977; Vaides-Dapai4 1978; hb, et d ,  1992). More Aborigllial M e  

infants s u e  to SIDS than do d e .  For all of Canada, tbac is a reporte- Wh male to 

W./. fernale SIDS viCtmy cansistent with the otkr  studies (MIh and Hiil, 1993). 

d. Slemhc Position Notable progress in d u c h g  the SIDS rate has ken 

donimmted with derence to prone v a u s  supine (iying face-up) sleeping position 

(ddonge, et aL, 1989; Lee, et al, 1989; Fleming. et aL, 1990; Dwyer, et al, 199 1; ). 

SlDS was f d  to decline pmportionatdy diamg an intmdon campaign struchind to 

alter infam skeping @on fiom p n e  to mpbc (Fieming et d ,  1990; a d  Daiya, et 

aL, 1991). SlaPng position as a risk fàdor for SIDS among Aboriginal innints in Canada 

has received Latk attention in published mptakl @obioson a d  ainmiing, 1993). 

I n a n c e n t ~ ~ i n ~ M o ~ ( u S i n g r m i l a i t ~ u e s t i o ~ w i r h a n  

o v d  samp1e of 661, of &ch 9.2% were stahu IndiaM) f i  that 25% of respondiag 

no~Aborigioal mothas and 16% of respondmg AborigiaJ mothers used the prone 
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sleeping positiom nie Aboriginal rcqmmc rite was poor (just mer of the 

Aboriginals queriad comparecl to W!% of thc nmwiboriginals) and the numkrs wae not 

sufncient to support a Meremce h m  otha wmuii (Mofbtt, 1993). While it seans Wrdy 

that the prone siaping position W used ksr ~ ~ l ~ l t l ~ n t y  by Aboriginai mothas (Mo- 

1993). the hi@ rate of SIDS in AboriguPi CCIIbrmmities in Canada w d d  iadicatc that 

sieephg position has the potaitlll for impia m these c o d e s  (Roûkwn d 

Cummhg, 1993). Howeva, as the thers aote, sleeping position as a ri& hctor amwg 

Aboriginal h f b t s  has received link a t t m b  in the s c i d c  literaturt. Udortunatdy, 

Monatt's data cuieot be generpIs appiicd to otha sww AboriguLas since c d û d b a d  

dinerences may exist. 

DLath scare investigation records (part of the requind protoco~) k h d e  the 

rrpeated obsaii.tion that the infarit was fouDd in a prone (on stomach) position The idea 

that an ùrfant placed in the prone position tu sleep is 8SSOCiated with an increased risk of 

SIDS was frst p r h  in a British study (C.rperita and Shaddick, 1%5). In this case- 

control sbidy, SIDS vicrims wae f d  '- &wn.warda more âequentiy than was thir 

normal sleeping habit (Caipeota and S b a d m  1%5). Not wery inûYd Who sieeps prone 

dies of SIDS and not all SIDS idànîs are formd prone. Sleeping prone does not cause 

SIDS (Beal and Finch, 1991). Yet evay co~troned s&uiy imrestigating infiUri sleeping bas 

f m d  a higher percmtage of SIDS hfànts sleegmg prone (Beal and F e  1991). 

The d t s  of the fus& prospdw shdy *ch aramined sleeping position and 

SIDS concludeci that the prone slecpmg potdion is more cornmon in SIDS victims t b  

among c4~se-controls and is signiûcady rPsoQlted with an increased rWk of SIDS 

@wyer, e t d ,  1991). 

Two post-intervention ohrAies have kei, cooducted. Wigfidd, et d (1992) m 

Avon, United Kingdom, examid the imprct of dunmnp infànî sleeping practices on the 

incidence of SIDS. In the mckd control h h t s ,  prone sieeping had deaeased by 3W. 
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This information ailowed the authon to pmject a reduaion in SIDS for the wea to 

2.5/1,000 f?om the 3.511,ûûû rate recOcded in 1989. A retrospech longitudinnl study 

fkom 1984 to 1991 on sleeping positions and other variables established the framewotk for 

this prediction. Actual rates of SIDS deaePsed to 1.7/1,0, lowa than projected. Th 

authon concluded the d e c h  cwld be a t t n i  to the massive media campaign to 

pubLicize the ri& of prone sleeping (Wigfidd, et d, 1992). 

In Holiami, SIDS cases ürnesed &ring the 1970's and 19801s, as did the 

proportion of hfànts sleeping prone. Aûer a public awweness campùgn in 1987, the 

proportion of h h t s  sleepine prone d&tined f?om 65% in 19û6 to 1% in 1990, 

acmmpanied by a proportiod fhii in SIDS incidcace (Engelbat anci de Jongc, 1988). 

Inhaait in this type of reserrch are ULLfCM)wns. For example, as a resdt of the public 

awareness campaign, are motbers dinctmg mon rtrmrioa to their infanu than pnor to the 

campaign? W a e  d SIDS infants found in the prone position? Suice older infants roil 

ova and c h g e  position, does sleeping supine mean skcping in that position al ni& or 

h p t y  that the hfbt was put dom to sieep in the srpinc position? 

Convedy, Klod-Cohen and Edtdsteh (1995), in a Califomia caseanta1 

ntrospective SIDS study of death r;me ad routine sbeping positions, concluded thae 

was no differeacc in the routine sleq position for SIDS i nh t s  and a control -p. 

Infiuits were mataied by genda, race, age and hospitai. 

McGtanhPn (1986), Dwya, et aL (1991) a d  Carnaon and William, (1986) di used 

tau@ to d parents of iafants born at the same hospita resultiag in cMaiity in 

identifieaiion of d i f f i  sl&ping positi011~ (Bd and F e  1991). Carefiüly selecting 

case-contols in SIDS shidies is esedai  in obtUamg rmaased resuhs, as is clear denpition 

of the variabIles being used a d  compared Speaficaliy, in casecontrol sû~dies of skepiug 

position, various definitions are given for sleeping position, fiom the position in which the 
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infant was f a n 4  to the usual sleeping pogtiaa dt& infhnt, or the position in wbich the 

d a f i  definitions could constitute uiree sepamte -ors and not a measiremat of a 

single wiable. Tbe position in wûich the i d m t  wpr foimd may refiect the d t  o f a g o d  

movemerits of the infPm (Beal Md Fusch, 1991). 

e. ~ ~ S I S O ~ .  Strsod MNtion m SlDS mdaice has been reported in s e v d  

epidemiologid sridies (KrPuse and B u h y ,  1991 d Be4 1978). More c a ~ g  ocair 

appeered to be an added risk tiiaor for i d h s  more than tIifee months of age at death 

Why this may be important is mt ocplorexi or tgiaL 

f ûvaheatinq. Lit- identifyuig this physiological process is not avdable 

although subrdaotial litaaaue on subarctic boral k e s t  inhabitants is adable  on the 

inciudt the distri ion of body fàt and body rhipe (long body, short extreniities). What 

in the nice than on the body and rapid rewarming of fingers after cooling," suggesting thai 

partiailar psru ofthe body are more adaptivt to tbamai balance thao 0 t . r  prrrs (So, 

1982; Momq 198 1). As Ndson (19%) states: 

m maintamthdba lanceova ipa iodof t iwhee t lo s shmtht  
body must match heat produced. A hihue to mnintain tbefmaj balance will 
r d  in e i t k  hypothaniia or hypatbamiP (Nelson, 1996: 151). 

Givm the ncat *on foaismg on wmmapping and SIDS (Nelson, Taylor 

and Weathed, 1989; Dwyer, et d ,  1991), the Bohon, et aL 0996) mode1 on thermal 

balance in infanrs d d  be instnmientril in masubg whaba or not hyperihermia may 
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represent a poss~iik cirutl or contri'buthg Wt m SLDS. Thc rPsociation of sudden 

iatiun death syndrome with cdd watha bas suegcstcd to some rcssrchers thDt 

hypothermia miy be the Opaative -or (Bacon, 1993; Lean and Jainings, 1989; Stanton, 

1984 and W~gfidd, et d ,  1993). hiring the W s  fint t h e  mnths of lif' its 

maeboiic rate W in conjwdion with the rise of mass to surface area, which mauis that 

the net hert loas for ercb mit of siiince area is SU?/. hi* than that of a neonate 

(Fleming, et d,  1992). A lo<igiaidinal Jtudy m tbe Avon ana of the United Kingdom 

found that vicrims of SIDS (ova 70 days of age) were more heaviiy wfapped and more 

likely to bave dept in a room with the hePtiag on ail ni@, whai compared to corn01 

Uifants. The d r a  c o d e  bat  thae is some phygologicai evidmce that infants 

approxunatdy thrœ m o n h  of age may be more vuberable to heat stress than younger 

infants (Herning, et d ,  1992). A thme month old mfPnt must exctctc 50./. more heat per 

unit surface area than the newborn hfànt to remain in thermal baiance (Fieming, et ai., 

1992). This hypothd suggests that deyelopmental changea mtaaaing with infànt are 

pfBctices (wapping and idWs room tcmperahirr) may k important to understanding 

SIDS. 

In a Tasmanhm shidy on the ovaheabing hypothesis, the authon found the mean 

insulation for SIDS cases to be L3 Tog more than fot matrois @wyer, et aL, 1991). A 

Tog is defined as a unit of thermai resistance used to express the iasulating properties of 

clothes and quiits (Bacon, et d ,  1991). TerfYiiCaiiy, one Tog is 1 O times the temperahire 

ciiffierence meamrai in Cdaius (C) betweea the surfkcs of a mitaial when the heat flow 

through it is 1 d m 2  (Bacon, et d, 1993). In the Tasnmian shidy, attending 

ambuhce news ramicd tbe d e n t  tempaaiurr of the SIDS cases. The mean d u e  

for SIDS cases was 18.1C cornparcd to 16.K for controis. SIDS cases m this study wae 

reporteci more Wrdy to bave bad m m  heating thari did the comr~ls (Dwyer, et 

d ,  1991). In a Iita study, Ponsonby, et 4L 0993) condude that "overhesting and the 
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prone sleeping position are independdy associoted with an increased ri& of the sudden 

infbt death syndrome". This casacontroiied shidy is important because of the wmplexity 

of the asocidon between cornbwd fkton. While W o n  examid separately may 

resutt in d o n  with SIDS, Ponsonby, et aL (1993) have been able to display a linlc 

between sleeping position and overheating, and SIDS. The Merence in study design 

b-em Pomnby, et aL 0993) and Fleming, et al (1992) is that Pomonby, et d ,  were 

able to vaify the parents' recoiiedion about the ~ouiit of bedding and room tempmre 

by the ~itt#idhg cimbulanoe a e w ' s  m r d s  (as did Dwyex, et aL, in 1991) when they were 

called to the residence of a SIDS case. 

Co-variation may exkt ktwem sleeping position and overheating. The prone 

sleeping position hs iinpiications for ovaheMiog because it reduces the body airface area 

availabk for heat lou. In other words, the infht's &ce has an important thenno- 

regdatory mle to play in heat balance and can be compromised when a heavily wrapped 

innuit is placed fàce d o m  in i ts cot (Fieanhg et al, 1992). 

Bacon, et aL 0991) c a n d u d  a thorwgh prospective shidy on o v e r h e  

associated with h f h t s  in Newcastie, Englaad. The authors conciuded that mothers of 

younger and lower birth weight in- tended to have warmer rooms but less insulation 

from blankets on both winta a d  surnmer Nghts. Of the total group, 28.2% reported that 

th& infant usuaüy perspired when asieep at night, with 4% reporthg idbts sweathg 

profbsely. For tempaature adjus~merd during Sckmss, 44.5% mothers said they wodd 

make no change, 18.8% would keep the m m  warma and 36.5% said they wodd keep 

the room coola. Wh& the geada of the ïdht a&as this dexision is at present 

u n l a r o ~ ~ ~ ,  Y w e r  mothers used more beddiag and kept thar infants warmer when il 

than olda mothem (Bacon et aL, 1991). The ambietlf temperature of the babfs sleephg 

place was recorded duririg the time of the interviewer's visit. Outside temperatures for the 

same &y wae obtained h m  the Meteorological Office. The data were d y z e d  
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separately for mothers htaviewed in the summa and for the mothm interviewed in the 

winta (Bacon, et d ,  199 1). An eatiier study which used the same methodology (Waiioo, 

et d., 1989) was limitcd in design to d e r  nights. The Bacon and associates' study 

design incorporates seasonal cornparisons thaeby encompassing the smpe to ident'bymg 

aàded heat and bedding during winter montbs. Though these saidies appear to link 

thenno-regufaîion and SIDS , nirtha work is requirrd to demonritrate any csusal 

cormection, 

g. Co-Sleeping. Mitchell, et oL (1993) related the high SIDS incidence am- 

the Maori as posubly bàrig linlred to their cubai habit of mothers sleeping in the same 

bed as their infants. Anthropologist McKenna (1986) has departed fkom 0th resesrcben 

by arguing that there are evofutionary benefits to the inÊuit Mtaiaed in u>-sleeping which 

fùEU the devdopmeatal needs of the lnuaan intiUit. McKenna, et aL 0996) notes that rn 

deephg is discouraged by heahh professionals and it is not considered a legitimate sleep 

management strategy for infaats or CbiIdren. He fiuther suggests that co-sleeping is 

under-reported due to the conteraporary social negativity surroundhg this habit. H e  

argues that d e  soQcty may consider ~deeping as anachronistic, t is biologicaiiy 

usefbi in protecting the mnuit h m  vuhembi i  to SIDS. From botù a d e v e i o p m d  

and wolutionary perspective, parental contact and pro- with infànts can be seai to 

represent a developmental bridge by extendhg the prenatal role of the mother in 

reeulating important aspects of h a  development (McKenna, et d, 1996). 

Because human iofam< are nnrrologicaily immature at birth and slow to deveiop, and 

parentai investment is gmerally high among human mothers, natunl seleaion fàvors 

increased rnatemal sem&ity across a range of emironmerrtal contcicrs induding 

sleeping. Cumat research tends to k focused on patterns of solitllry sleeping infants. 

This research orientation represents a dubious example of Western ethnocentrism 

envisioned in sciaitific research design @tcKerina et aL, 1990). ln the belief that 
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decP.ig U dangerous, motbas in i n d d  counfrjes phce h f h t s  to sleep done. In non- 

W d e s  whae cuihiral t d i h a s  dictrtc mnuit care strategies, msleepnig is 

more nomia. His m c h  on CO-sleeping suggests that sleep and a r o d  patterns of the 

-sleeping pràs ïufhlaice each o k .  

2.1.3 Canadian Abriainal SIDS Litaaftire. To date, there is oniy a small nrmiba 

of nsearch articles pertah& to SIDS in cuiedi.n Abongiaal populations. R e f m  to 

eaba "Aborigid" or 'Iadirn" wül k coasistcnt with the taminology used in the artjcjes 

thaasdves. In a retrospective popilation study ôased upon a tm year mediai cbrî 

review, Young (1983) imrestigakxi mohplav praans in a northwestm Onrario 

Aboriginal Conmriaity. He deiïnned Aboriginal statu by reference to the "band IUtsn 

prepared by the C.nrdipn Department of Iadian ad Northan Afniirs. A person r d e d  

on the h d ' s  iist as having legal Aborigmal sEatus wu included in the study. It s h d d  be 

noted that Aboriginals are under no obligation to register infànts. In fact, registration can 

be left untii nrtiiithood. Unlisted persom were not included in Young's study. Aithough 

notspeciscaUysedOngSIDScases,hismriewYthenrstCanadianinvesbBafiontogive 

an acmmt of SIDS in a Canadian Aboripiaai comawiity. In the t a  year paiod 

researcbed, wbicb did mt indude a no~Abongina cornparison, twenty-two Abongulal 

infants were i d d e d  as SIDS cases, ahhough the author acknowiedges that oniy 9.4% of 

d deaths werr autopsied 

The rar~spective Aborigiaal commuaities mortaiity research of MomsOa, e~ aL 

(1986) differs fiom Young's in two ways. It was dnected to infant mortaiity exciusivdy, 

whaeas Young (1983) looked at ail w>iraiay patterns. Secondly, Momsoq et aL (1986) 

cornparrd Cad ian  Indian fesenes m five provinces: Qu*, Ontario, Mamtoba. 

Saskatchewan and Aberta, whereas Young conducted his investigation in a single uea 

The infant mortdity data of MomsOn, et d (1986) was retriwed fiom the national 

mortahy at Statistcs Canada ad aggregated to a provind leveL In 
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Saskatchewan, 2.2% non-Aboriginiis lm on reserves, and in Ontario 5.9% non- 

Aboriginals lin on reservcs. The authon do mt give non-Aborigîd comparisons, but 

they used non-resewe mordity figures to gmaate expected values. Bir& and derth 

certificates wae linked for dl proviaces reviewed except Quebec. Quebec does not 

supply names necessary for rrcord Iuikagc in machine readable form to Statistics Canada 

for &th= births or deaths. Cornpihion of d hht morrnüty mrded SIDS cases. 

Information on autopsies is mt provided, although 97 SIDS deahs were recorded. 

Aboriginal SIDS rates wae thne h e s  hi* for both n e o d  and pst neonatal infinu 

than for non-Aboriginais. Cntaia used in de!ding the non-Aborigd group are not 

provided. Again, these nsuhs must be trated with caution due to the Uc of explncgtion 

for the non-Abonguial re~erve popilation. in both Young (1983) and Morrisan, et rrl 

(1986), data on total number of bixths, on infant age distribution for SIDS incidence a d  

suwnality of death are not provided. While these shidies are fiequently quoted to 

establil historically high Abonginal SIDS incidence, both fall short of adeqiintc didation 

by not supplying total Aborigina biiths for the devant paiods disaissed. Momson's 

research is subject to two potmtial bisses: Fm is the inciusion of non-stat~~s Abonginais. 

Validation of status is not inchided in the methodoiogy. Eve<its o d g  outside of the 

region may be missed. For example, ifa Muiitoh h d y  gas to ûntario to visit and tbeir 

infant is a victim of SIDS, the death may be recordai as a SIDS incident in Ornario, but 

not in Manitoba Second, a0 mempt wu, made by the researchers u> validate the band 

lia. As wi.ü be noted ia C m  IV, band Ws are fiequently iniwwatc and ma. give a 

Mse pichire of the a d  Pimba of midents on the resexve, which could r d  in 

depressed rates o v d  fbr Abriginah. 

Mo- et oL (1988), initllted a ntrospecrive, death axtih&Aased sûxdy to 

detamine if the 198 1 SIDS incidence nported to Statistics Canada (3.87/1,ûûû Aboriginal 

compared to 1.17/1,000 br atl otha Cadians) was acavate or inflntPA. The shidy wes 
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provided figures for total live births in tbe province, d e  Medical Savices Branch 

(Mm) provided figures for iive births to tnrty Indians. The authors cl- state the 

deria they used to detamine wbether a SIDS mfant was Indian They rdate: 

An Indian wm dedined as one Wb0 has treaty stahis through the 
Depammnt of Indian Mhirs. Aithou& this does not inchide de people 
who cali themseives Indian or Mds, it U the ody way of defining an Indian 
population in Canada, and nasonable denomhators are aMilable (MofW,  
et d ,  1988). 

In Manitoba, 43 LidW and 124 nodndian cases of SIDS wae  investigated. 

Incorne Ieveis were not obSallie4 but by using data h m  a 1981 aasus. the authors 

ploned case addresses on neighborhood maps of Wuimpeg, and determinexi that of the 48 

SLDS cases withm Wimnpeg (43 non-Indlln md 5 Indian cases) 25 were I d e c i  in the 

two lowest incorne neighborhoods. The arpoàation of SIDS with low incarne status is in 

accord with previous studies. AU but one case had beai autopsieci. The SIDS rate for 

Indians was detennined to be 3.74 (cornpared to Statistics Caaada's figure of 3.87) and 

1.21 for non-hdians (compared to Statistics Canada's figure of 1.17). The authors 

conclude that the originally reported resutts do not qpear.to be idkd. Native iofants 

account for neariy 25% of di SIDS derths in Mamtobq although thy make up Iess than 

lû% of the populrioion (MofMt, et d ,  1993). 

Muir's (1991) popdation-based study reüed on idionnation provided to the 

2.1.4 Possiile Exdanations for Excess SDS Risk in Aboriainal Pomhtions. 

a Age of SIDS Mothen. In a 1988 btaist feeding ~wvy, young Aboriginal 

matenial age was ideaified. Age of mothas rangeci nom 13 to 46 years with 8.m of 
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Abon@ mothers behg less than 18 years of age and 13 -5% aged 18 to 19 (Robinson 

and Cumming, 1993). 

b. Br- Feeding. 60.7% of infants wae  breast fed at birth. By three months of 

age, this rate declined to 42% and to 3 1.1% by tix m o n h  of age (Heahh and Wdfare 

Canada, 1988). Whehr  mrne infiints are bath bnast and bottle fed is not reported. 

c. Smokinn by Motha and mer Household M e m h .  Idonnation coliected for 

the breast fesding m e y  (1988) showed that 52-8% of Abongwl women srnoked More 

pregnancy, and 48.2% contimied to laoke &ring and after pfegnaacy (Robinson aad 

Cummhg, 1993). Because of the pnsumed p d m c e  of this risk faaor in the Aborigiaal 

population, thae is a necd to coiIcct ~iccurate data on snokng in the Abongulal innun's 

environment. 

d. SI-. Historically, Aboriginil infants were b r d e d  for an extaisive *ad of 

two years or longer, clothed in fius and received considerable tactile communication. The 

infant was in aimost constant contact with the m o h .  InfiuDs were placed to deep 

baweai parents or placed in a hammock strung above the mothds bed (Jemess, 1977). 

In atba sleeping place, it is linlikely that the infànt was placed in a prone position 

(Mo- 1993). 

e. Thamoremilation Trziditiody, as Jenness (1977) wted, Abonginal infaats 

were kept wann by bang wrapped in furs. Conternporary canadim Abonginals live in 

heated homes. Wrapping uoda many layas of mataial may have persisted evm 

though the environment has cbanged- 

f &ciai Economic S m t l i t i i n  Sbidies suggest that s o c i ~ n o m i c  scatus is probabiy 

an important contrior to SIDS (Moffatt, et d ,  1988; Irwin, 1992). There is staIisticai 

evidence to show that infaat mortaay nrtes are highest in lower socio+mnomic groups in 

Caaada (Avard and Hanvey, 1989; Shah, 1987). Most Canadian Aborigd people iive in 
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po- (Mo- 1993). In 1986, the memi inCome for Aboriguial families was 59,300 

compared to the non-AborigllrPl average of $1 8,U)O (Posti, et aL, 1993). 

2.2 Phyical Enviromnent ofrnfmj and SIDS 

Human bodies, iachiding i d h s ,  idmur extensive cumrnunities of micro- 

organisrns &ch are ~~ influenad (BaeIfieia5 et d ,  1995). A bacterial toxh 

modd was first testtd a few years prior to the dehohg of SIDS. Of 126 sudden and 

unarpeaed deDths (SUD), buraipl ailtiaes showed that ECdi fiom blood and tbe 

mpkatory tract was commoniy isolated in cases of SUD. Addson and Kenwy (1956) 

state that h these types of death "toxiemii dgaves nntha consideration." SIDS 

resarchers shiffed the foau of research to otba issues, &edively abandonhg any Mer 

pvsuit of a bacted toxb t h r y  of cauJitom Sam et aL (1996) r d e d  the re- 

opened mtaeSt in thir theury wit& t h  eariier discovezy that the upper respiratory tract of 

SIDS victims revealed a greata variety of bacteriai species than did controls. 

Sireptooocci and a n d e  co~ts wete bigber in SIDS vïctims. A possible 

associdon betweai SlDS a d  the pnena of E Cdi was rrported by Bettellieim, et aL 

(1990 and 1995) and Batioi, et aL (1994). whae Dru-, et d 0992) found thu 

coliforms fiom the nose and uppa respiratory tnct of SIDS infanis were toxigaiic and 

muid be lethal. While the investQation of envin>memtrl tolrias has beai sporadic, 

Bettelheim, et 4L (1995) suggest that toxh may i n t a c t  synergistically with, for example, 

the toxins gaierated by cigarette smoking and SikphyZumcd t o k  resulting in enhanmi 

letidïty. The d e  of e r r v i r o d  contrmmants ad toxins and their association with 

SIDS has m e d y  betm kmdgatd a h  by ef d (19%), Sayers, et d (19%) and 

Mackenzie, et aL (1996). 

2.3 E m r i r c l m  

Mackenzie, et oL (19%) have suggesîed tbaî bactai.l t e  may be involved in some 

ceses of SIDS, inciuding exotoxins of S~~ awew or Bordetella perhrssis, and 
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mdotoxins of Gnmnegativt species. in this study socially deprived and affluent areas 

were compareci. S a h a  samples, nasai and throat swabs were obtained h m  both mother 

and M d .  The results indicated a hi@ proportion of Shphylococcus uweus in infànts in 

the age range during which 6û?! of SIDS deoths now ocair in Bntain They also 

ideritifid both toxigenic staphylococci and th& toxins in these infaats. 

h thcS~e idf l996)sh idy . theabi layofhumanmJkI iad~formulas to  

inbibit binding of toxigenic bacterh ta epithelial ceiis and to neutralk t o d  i d d e d  in 

SIDS infams were compareci. Some cases of SIDS, it has beai suggested, were due to 

ovenwhelmmg idammatory responses indu& by bacteriai toxh *ch can act as super 

antigens, e.g., the pyrogenic toxins of SkzphyZococcm meus or the toxhs of Cmdiran 

per/nggenr. They fouad thst Bunnn milk, evai in the absence of specific aat'bodies, can 

exat p r o t h e  effkcts in reduCmg coionidon by toxigenic baaeria impiicated in SIDS 

or neutdishg the activities of their toxins. 

A différent d l o g y  was used by Sayen, et aL (19%.) Mer no- that 

StaphyJococcf* and Entera-a were found together in seven SIDS cases (N48). 

toxins were prqared fiom the baaeria by growing them on dialysk membrane ova agar, 

w a s h g  then nmoving live bactaiP by Catrïfugation and £ümtion The uu& toxh 

pnparation was düuted and m j e d  imo elmen &y old chid embryos and ld&y was 

assessed by eighteen ho& incubation foxin A was not 1- nor was toxin A and B 

combination Toxh C (nicotine) "potendad the lethal action of smgie toxin preparation 

(A) and markediy potmtiated the action of toxh combinaiion A and B." The d o r s  

suggest that while baaaid substances do nat becorne lethal on th& own, a desdly 

cocldeil exists whm S&qd&muà (A) and Wobacterirr (B) are combined with 

nicotine (C). These studies suggested tbe possibiüty of lethal Yariables in SIDS rates. 

Whiie not yet demonss8ted to be rdptcd to SIDS, a review of the eirvironmerit 

should consider air qwiity. W h  an h f h d s  enViro~)meb~, a fom of fimgus offen found 
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in p d y  maintained buildings is ~ b o ~ h y s  m, fonneriy d e d  Stschybobys 

ma. It is a black, sümy fllngus wiich can grow m basemena with either wsta leaks or 

e e m e  damp conditions. It thrivu on cellulose ares such as pressed board and paper 

produas (lWmwm, 1996). Spores fiom the fùngus can h m e  airborne and enter the 

lungs of h f h t s  causing a condition called puhonary bernosiderosis. In a Chicago report 

(Rasmussen, 1996), sixteen d e a h  were attriiuted to this condition. AU of the sixteen 

victims w a e  six months old or younga. If diagnosexi at an d y  stag+ puimonary 

hanosiderosis is die. Stdybotys chammm am produce s e v d  tmcins d e d  

trichotheçaie mycotoxins. These mycotoxins are contairsed in the airborne spores and 

fllngus. The spores are vay Sman and when W e d  are drawn inîo the lungs (Giosta, 

1996). Exposure is by direa &in contact, ingestion or M o n .  The infant is treaed 

with staoids and the disease dean up. The nuigus' ab* to cause death may be related 

to the rapid growth of the f i t ' s  lungs in relation to the rapid growth of the hgus inside 

the lungs. Evmtually, the fiirigus consumes healthy h g  tissue causing death @asmusen, 

19%)- 

When spores becorne airborne, dergic, respiratory or immune symptoms devdop 

or becorne worse. These include adma, irritation or idhmation of the eyes, &in, nasal 

passases, huigs and sinuses. Othr symptoms inchide mtra l  navous system effécts 

meadache, muses, inability to concentrate) and fatigue (Giosta, 1996). Microbiologist, C. 

Yang of New Jersey stated that the key to a microbial coatamiaaton is tht the spores 

love moisturr and a very wet environment. An importaat mgndient is wet merial such 

as dulose  and wood or papa  poducts, wd and ceiling des and carpcriag (Giosta, 

19%). Vmile mold, water damage and symptoms listed above are indicators that the 

building s h d d  k hpected and ventilation systemr Jhould be checked (Giosta, 1996) 

because in tight or seaieci buildings damp cellulose pf0duct.s do not dry. 
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Much of the current SIDS literawe &ers nom the "sky is fahg" approach. 

Wlth the exception of the work of Dwya (1991) and Porwnby (1993) on a possible 

Illikage h e m  prone sleeping and overfKating, each researchex or group of researchers 

foaises their efforts on fimihg the metaphmical "siiver b d a n  whidi d aire or elllninate 

SIDS. Nowhere in the litaature (with the exception already noted) can we i d e  a 

research project wtnch considers multiple Wors as intluencing each 0th- in the causality 

of SIDS and few mempts to r&e the data were obsaved. For aample, since low 

socio-economic groups niBa greater 1 4 s  of poor heahh than do more Srnuent groups, 

is it surprishg that they experience hi* SIDS incidence? What sirmlanties do non- 

Iowa socio-economic groups share with this group? As Hahn (1995) notes, using narrow 

dennitions may prevent us nom sraminmg po&bly related phenornena, simpiy because 

they do not comrnody fit into our partiailu dennition. Also misshg ffom the l i t m e  is 

a rnde/female cornparison applied to other risk factors, especiaily thermal regdation, 

supinelprone sleeping and matemai age. This absence of CO-variance influenced my 

interest in environmental £iidorsTS This broada foais may incorporate variables hidden or 

missing in a single variable approach, 



CHAPTERIIX 

THEORETICAL ORIENTATION 

In this chapter, I formuhe the devance of a bidtural  modd to the research. 

The historical pertinence of Aboriginal medicim and belief systems juxiaposed upon the 

powa of medical institutions and concepts is qloreù. The impad of authoritative 

howledge of medicine on culture is sramined as a transition to, or rejecrion oc arrain 

aspects of western medicine. 

The history of abonginai health issues is givm to set the scaie with &ch to 

understand ament Aboriginrl approaches to infaat care in opposition to phticai 

medicine. The control of bwiedge thn,ugh &ritartive laiowiedge (Jordan and h i n ,  

1989) of birth and innrnt care anerges h m  this &m. The tam "authoritative 

knowledge" in the past has been oolely associateci with the birthing proceJs (Davis-Floyd 

and Sargent, 1996; Sesia, 19%; Browna and Resg 19%; Georges, 1996; Henot, 1996; 

and Davis-Fioyd and Davis, 1996) to name a few. This term, 1 argue, is also appiicable to 

the changes in Uifant are. It Y my contention that the process of technocratie adtural 

hegemony prectised in the birthing and p r e n d  acpaience is appLicabie to the issue of 

infant care. The litentue on birthing and p r e d  care has rsCany received wide 

attention @avis-Fioyd, 1996; Jordan & ïmh, 1987; Sesis, 1996; Browner and Ress, 

1996; Georges, 1996; Herbt, 1996; Fi&, 1996; and Sargent and Bascope, 1996). 1 

argue that the changes in birtbing procedure places womai in a dependency role wbaeby 

the next hkage is depend- upon hfht care acperts. In the realm of infaat care 

expertise, wornen are givm f* about the mfant's weight, length and h e d  

circumfkrence and uiis infocmation is piotted to determine if the infsnt is "on the n o d  

m e " .  Aspects related to f d g ,  sleeping, teethhg, behaviour and development, mt to 

mention immuaitation, are pred-ed by technology. Women are encouregcd to 

bring the in to be obsaved by the expert on a regular basis. Good mothas are 
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deemed those who aquiesct, reidorcing the authoritative knowledge and subquentiy 

subverting any cuiairal or cthnic traditions. 

3.1 Aborianal Medicine 

Waldram, et aL (1995) suggest that traditional Abonginai medicine can be 

understood as a set of cokent beliefs aad p d c e s  integrated in societal and reiigious 

aspects of everyday existence that is stnictured on a coherent, rational understanding of 

the universe and the location of humans witbin the universe. The worid is seai as a place 

in which balance and hannony exist. S a i a i s  iiiness is seen as a dismption of this balance. 

Aboriginal medicine utilizes a holistic approacb to hcaling which views the minci, body and 

spirit as an integrated *le. Aborigraai medicine and what non-Abonginais cal1 the 

reiigious reatm are ahost wn-distmguisbab a -  . ley blUmng and blending with many healers 

also involveci in religious 8Ctivities. Medicine in ttns environment exceeds but also 

incorporates dnigs and heaüng by the incluson of a kind of "power" in a spintual sense. 

Disniptive influences on the lives of the cumrrrrmity required knowledge or power to 

extrapolate the source of the disturbance. Illness was not categorized into somatic and 

psychic disorders. Disease d o n  induded spirit inmision, soui los and sorcery (bad 

medicine). 

While a non-diamarical approach to pàysical health and mental illness is 

incorporated in Abmiguial generai disesse theory, a dialeaical approach is taken regardhg 

causation of disease. A disease is perceived to be a produa of naturai or supernaniral 

OcCuITences. Wnhin Aboriginal medical systems "...the distinction between natural and 

supaatural is not the same as it is in EmKawhn cultures and the western scientific 

tradition. The term 'supaMhiral' is somewbat inappropriate to the description of 

Aboriguial spirituality" accordhg towaldram, et aL 

"Medicine" waa p d y  within the rralm of what we wouid di the "religiousy " and 

many heders w a e  also hvolved in religious activities. Protection fiom disease or illness 
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thaefore was prdcated upon the assistance of 'otber-than-human beings" such as 

"grandfnthers." Human beings s h e d  sorne hwiedge  or "power" with the 

"grancbthem"; however, it required bmrans to behave m the &y prescn'bed manner. 

The "power" to heal a h  incorporateci the ability to cause h m  or misfartune to be 

direzted to a part iah  pason (Walchm, et d., 1 995). 

Accordhg to HultbaatI (1992), there are basicaily three types of hee ln:  

habalists, medicine mai and shamansshamans T b  grouping is dBerentiated by the degree of 

spiriaial assistance required in the healllig. The Cree of Canada are aediteâ as being 

"kighly bwiedgeable herbalists' (WiiIliams, et aï., 1969). They were able to d u c e  pain 

(with salich, Pmüar to aspirin found in wülow extract) and were knowledgeable about 

various kiods of ariPesthaicq &CS, diuretics and medicine that could hduce labour or 

dirninish labour pains. Through trial aad aror o v a  years of environmentai adaptation, 

they developed an understandhg for the application of plant extracts on wounds which 

tended to act as an antibiotic inhibithg the spread of infiion. Several methods were 

utilized to diagnose or heai. These included "mckiug" or "aipping' (to remove cause of 

imbalance), shaking tent caemony (to communicate with the spirituai world), sweat lodge 

(prayers to maintain health or address a health problem) and laying hands on, to loûite the 

point or cause of health problems. 

Illnesses such as col& headaches and digestive disordm were treated with herbai 

remedies and consideml minor illnesses. Serious iilness was viewed as a paiaity for a 

pnor transgression of the rnorai orda and reqrrired a speaalized healer to assist in 

recovery according to Wddram, et d (1995). In cases of saious illness, the ceuse was 

sumked to exkt in a web of relationships. These intaperronal relationships were 

composeci of human beings d through a less thaa aegetid approach as "otha-than- 

human beings.' The power which d I e d  a human to hed and protezt against discase or 

illness was predicated upon the co-opastion of the "other-than-human beings." As a 
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result of this belief system where balane and hannony are essentid to weüness, serious 

disease served to "reinforce" the social and moral order. The cause of illness often 

involveci a breach of the "normative ordef necessitahg r e p h  to the moral nbric as 

centrai to healing activities. Children wac not usually viewed as bang f a y  soaaLzed 
. . 

into the normative orda, and if they became iu it was viewed as the produa of a 

transgression by an ad&. 

3.1.1 Beiief S w t m  and Birul Rhuis. A sociws ailtural system of childbirth 

rnay be cunsidered an adaptation of iu greater belief system to the physiologie events 

cwrounding pregnancy Md parturition (Waxman, 1991). A cornplex interweavhg of 

ritual belief and proscription during the prenatd period led to a traditional way of giving 

birth that integrated b t h  mother ami innuit into the adturai and religious fâbric of the 

c o d t y .  In otha wordq disharmony was deaned a coosequence of the violation of 

the rnany taboos which exist in every &y Ke, a disharrnony which manifestecl itseif most 

offen in sickness. The nature of the non-weil condition is determined and fiequendy 

paîterned &er the nature of the transgression (Bailey, 1948). 

Bailey (1950) @ves as an example of "Wre produces k e n  the case of a pregnant 

wornan ignoring the proscription agahst tying hots while pregnant. By continuation of 

this prac&ice, it is predicted that the baby will be tied up in the womb and childbirth MLI be 

difficult. Taboos imrolved both husband and wife and could aSect the woman during 

labour or the child More or &a bVth. b e s s  in lata life was fiequently attriied to 

taboos unbiowuigS violated by a parexit More birth @dey, 1950; Kluckhohn and 

Leighton, 1%2). The pregmt woman who doesnt h d c  happy thoughts wodd have 

âiflicuity with h a  pregnancy, iabour Sad delivay (Waxman, 1991). For many Aboriginal 

groupq there cxists a trrboo agains& womm preparing for the child in advance of labour 

and bkth which hes implications for s e e h g  prrnatal m e .  P r d  help wodd violate 

taboos sgallist expressing conccm about possile adverse outcornes (Begay, 1985). 
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Herbaiists of the wmmunity had plant medi& knowiedge which could induce labour or 

numb labor pallis (Waldrm, et d , 1995). 

3.1.2 The Medicine Whal. The Medicine Whed @gure 1) cuntauls the symôoiic 

representation of the rralm of wellness. Arnong AmarP Cree communities, the whed is 

idluenced by the number four. Outside the &de of the Medicine Wheei are the fiwir 

directions of the worid, north, south, east and w* each of which is represmted by a 

certain animal: North is homureci by Bufnilo, South by Moose, West by Bear and East by 

Eagle. The four seasons also outhe the &de, autumn, Mntq Summer, and spring. The 

direction for the wfieei foliows fkom right to Id. At the centre of the entire wheel is 

"Creator." AU emotions, elements, and people movc in harmony with the Creator. 

Included in most healing prayers is the opening phrase "In the Creator's Namen or 

"Creator, I a& . . ." Frequently praym of assistance in hehg  wnclude by the p h  

"AU my relationsn. 

The next levd of the Medicine Whed incorporatcs ail the peoples of the world by 

the symbolic use of four coloun for f w  circla. The colon are Red (for Redman), 

Yeiiow (for Yeilowman), Blue (for Blackman) and White (for Whiteman). The Creator's 

symbolic circle is a green cobur. ûreen may represeat the colour of nahue, grass, t r e q  

laves-the essentid food for animals which represent a signifiant proportion of the food 

supply for humans. 

The adjacent Ievel expresses the dements of nature-~afef, air, earth and &the 

arviromemt necessary for the survival of humaiiJ. h i d e  this Ievel, representing triangles 

of support, are the four elemenf~ of lwmoay-the emotiond, physid, spintual and 

1ogica.L The comnnmity coordinates are placed in rekion to the elements of harrnoiiy 

such that s p i .  supports the "individuai", logicai supports "fpmiy", the community 

supports the "emotionaiw d the nations supports the "phyPdn. When an individuai 
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experiences iflness fiom disharmony, the healing process re-establishes the nonnality for 

the community. 

Figure 1 - Medicine Whed 

Four Lws d i r e  unerghg fkom the Creatofs Circle are also doubk sided 

representing an inner level of support The four lines rqresait "fedmg", "vision", 

"action" and "reaction". The elemezüs are supponed by a series of advhies srtch that 

"fadingn is b a l d  by "reason"; 'visionn is supported by "seehg"; whüe "&onw U 

balanced by "doingn and "reactiona is balanced by "meditationn. The four buman- 

attributes, feeling, action, vision and reaction-are also juxtaposai to other dements of Me 

by their situation in the triangle. 'l"hus we see meditation caupled with "individuai and 
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spirituai", "naaion" and "rarsan"guhed with famiy and logic. "Feeliag" and 

"action" complete the triangle of "emotion" and "community", while " doing' and 'visionu 

complae the triangle of "physicai' and "nation'. 

C l d y  "medicine" and the social aspects of an Aboriginal commumty are 

interwoven and are paramount to the infhructure of their culture. The intrusion of 

Western medicine into the fibric of such a belief system c m  cause aittural havoc, 

espeàdy when the exigencies of modern birthuig danand thai Aboriginal women be 

rernoved f?om the contact of this belief system for the delivery. In the case of the project 

community, this fzmovai constitutes both daual and geographical distan* from their 

normal support systan. The geographic distance is severai hundred Hometers and the 

cuitmai distance is as yet unmeasxed. 

3 -2 Health History of AboriPinals 

A report in 1767 by a Hudson Bay Company employee (quoted by Young 1994) 

states that "Indians in g m d  ~[ceed the middling stature of Europeans; are straight weii 

made people, large bon& but not corpulai+..Their constitution is strong and Mthy; 

th& disorden few, the chief of  which are the flu, consumption, and pain in the bieast." 

Wideiy scattaed, s m d  bands of Aboriginals in North America may have had psrasitic 

infections, probably of low virulence. The levei of health declined once Europeaas, 

(imrnuned in chiidhood) with theu own set of diseaPes mingled with Aboriginals. 

Epidanics ocair when the wmplex rekionship between human population ad th& 

social and physicai environment ia aitered, disrupted, or conducive to the flourishing of 

microorganisrns (Waldram, Herring and Young, 1995). From the introduction of 

Europeans Çi the seventeenth cenûuy) disease flourished in what Dobyns (1983) d e d  a 

ydow fiver, whoophg cou& aiberdosis and syphilis caused death or depleted 

resistance ta M e r  infectiom. A large body of litaaain has compileci routes of disease 
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spread (fonowing the trade route and Aborighis retum nom contamination at trading 

posts) and the social and biologid impact on Aboriginai socides (Helm, 1980; Dobyns, 

1983, 1989; Hurlich, 1983; Krech, 1983; Crosby, 1986; Ramenorsky, 1987; Decker, 1988; 

Snow and Lanphear, 1987; Thomton, et d,  1991; Ray, 1976; Herring, 1993, 1994; 

Ubelaker, 1992; Young, 1988, 1994; and Waldram, et d ,  1995.) During the "coutact 

shock" pexiod, binh rate deciiued while mortaiity rate increased (Young, 1988). 

Traditional Aborigmal treatments were M i v e  in the fkce of the new onsiiiught 

of recyciing epidemics. The Aboriginrl interlockhg segments of hdth ,  treaaaent and 

retigiosity have beai discussed d e r .  As thar indigenous heaüng methodology was 

naitralized by the waves of death and morbidity, reiiance upon Ûaditionai mes wavered. 

The Canadiaa F e d d  Govemment imposed ailturai change on Aboriginals &en 

they were moved to desi@ reserves whae rnost of their cultural bdi& w a e  denieci. 

Alberta Aboripds signed a treaty in 1876 and were relocated to reserves. No longer 

able to p d c e  their nomadic lifê style, they wexe cuntindy unda the fbrce of eidanal 

medical technology. It foiiows that if a traditional source of medicine is ineffeaivc and 

another source appean to k 'strongd or mon "pownful" loyalties would k aked. 

As Young (1988) stated, the "impotence" of indigrnous healing to respond to the 

onsiaught of destruction fiom death and morbidity persuaded survMng Abongianls to 

approach the "imported" medical stratepies. 

In the late ninetemth aaûuy, nuns baïune involvexi in deiivivaing *infants in a d 

newly constructexi hospital on the research sitesite For the new rPligious/rnedicai influaice to 

have 'power" through consenstu as the "authoritative modelu, a devaiuation of mdigeaous 

obstetric wisdorn and skilis occwred a d  obstacles were comtructed to deter 

communicaîhg indigenou knowledge and skül acquisition (Jordan, 1989). 

Aboriginal mediad beliefs were Ouflawed and those who pradised them weie 

ridided by whites and even arrested. The imposition of an extemal medical system 



beaune a vdiicle by which Aborigina d t w e  wu displaced and depadency on a foreign 

cuiture through medicirie was fostered. The magnhde of that impositioa, and the need 

for cornplance, is illustratexi by Cumane-Speck (1987): 

One of the major obs&acies to the developmeait of tbe medical profession's 
exclusive jurisdiction ova  the human body was the knowledge and skili in 
the practice of folk medicine possessed by mpny non-professionais, 
fhquentfy women. Uany of these heaiers and their medies were 
ouUmeci, some were decliared w i t h  and executed, and all efforts were 
made to privait them fiom passing their hwkdge  on to subsequent 
generafiom. 

The Abri@ modei of birth t h  gives PltbDrity t~ the "inna knowing" of the 

birthmg mother and ha cangBms who utilize both their technid sldis and îheir own 

intuitive knowledge to assist the mther to access tbat '-her knowledge" was ridided 

(Davis-Floyd and Sargent, 1996). Within a sbort time  pan woam had been relocated 

nom their semi-nomadic life to a sedentary resave existence. Along the way not oniy Me 

style was chged, with the move of land bases, the saruchire of belief systans integrai to 

"medicine" was undennineci by the imposition of biomedicine. Biomedicine introduced 

nurse-assistexi births and physician-assisted infant crre practices. Mmy aiange~, both 

dramatic and cornmon, were ocairrllig. According to Oliver-Smith (1992) changes can 

. . . r process (of change which) W both difficuit and fraught with 
ambivalence because it may involve not ody a venture into uncharted 
waters, but dso the loss of familiar meanhp and symbols as wd as the 
acquisition of new oms. Successful adaptahn to change then requires 
innovative behaviour refomulation and flntapretation of past knowtedge 
to render presmt c o n t a  meanin@. 

fatures to al1 Aborigioal healing p d c e s  were tbeir public nature and the required 

attmdance of the eldas of the village at airiag wmi~nies  with societal support essential 
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respohpibiüty for the cornmuniYs contrihtion to heaiing the individual to outside experts. 

Administration and amdance of evay detad of Abonginai Me including birth, 

child-naring, health and death w a e  cunducted unda the auspices of the Indian Act. 

Unable to la* practice AborigiMi birth and infant care and the interchange of this 

howiedge fostered a growing depadency on Western medicine. Non-Abonpal health 

a r e  workas, as CulhaneSpeck (1987) states, were conferrd a certain degree of moral 

superiority "...where hedth an personnel are non-Indian, and patients are Indian, 

assuxnptions of culturai or r a d  superiority intensify individual seifkighteousness and 

professional snobbay and ma o h  add an danent of paternaJian to the relationship 

between professonai and ern Severai quota by Culhane-Speck (1987) nom 

members fiom a resave commimity npresent the intolerance experiaiced through the 

agency of medicine: 

'. . . now we have dental heaith, mental h d t h  and al1 sorts of ouier 
categories and rareiy is a patient looked at a s  a total human h g 6  " 

"when childm were takai away firom their parents and placed in 
missionaxy schools, this traditionai kind of leamhg decreased, but thae 
was not a comespoading growth of knowiedge of white man's medicine at 
the same the." 

"We were wlonized by white people who were convinced that whatever 
practices they saw am- us, because they were different, had to be 
infkrior, uncivilized, heatha it was ethnoce~ltricity at its most destructive 
level. " 

As noted by Jordan and Irwin (1989), arhen refariag to changes in birthing practices and 

subquent infant care pradiceq ....ml power of  authontative howledge is not that it 

is correct, but that it counts.' F o u d t  (1 980) extmds this obsavation saying, ".. ..there is 

no power that is exercised without a series of airns and objectives". One of the salient 

points made by F o u d  is that 'power" ïs "a way in which certain actions m d i  others" 
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(Dreyfus and Rabinow, 1982; 219). Nowhere is this more poignant than when we anslyrc 

the outlawhg of bkth and innuit care practices as a watershed in the worid of authontative 

knowleûge housed in the medical bag of W e s t a  medicine. Retiance upon the new 

medicine regime qreserited a dynmc source of assistance to acdturation and 

assimilation. In his discussion on Iife and growth and care of populations1 Foucault 

perceives the hrimnn body as an objbct to be rnanipuiated and wntrolled by ". ..[A] new set 

of operatioris, of procedurcs-those joininjp of hiowledge and powa d e d  'technologies'- 

-corne togeha around the objdcation of the body" (Rabinow, 1984). 

Women acposing their breasts to fd their hungry in- or g i h g  birth at home 

ushg a birthing stick wen deemed "uncRRlizedU and efforts were made through medicine 

to alter ttaditioaal wthads aso&ted with women and hfànts. However, employing and 

retaining the new "staeus experts" ta work in the harsh allocated envkonments of reserves 

fostered the use of experts less respected in the non-Aboriguial cornmunities. For example 

Culhane-Speck (1987) wurites that the Federal uidian H d t h  Nurse assigneci to the Alert 

Bay area "...made hasdf known by h a  outspoken condemnation of Dr. Pickup anci the 

hospital admmiarati . . 'on and nursing sta& She was equaliy criticai of h a  own superiors 

and coiieagues m the Medical SaviceSllndian H d t h  DMsion of National Health and 

W e h e  Canada for thQr collusion in the situation" Deprived of reliance upon traditional 

"waysn7 the Abonginai community were dependent upon a medical system which they did 

not understand but were skeptical O£ However, with the rapid demise of traditionai 

knodge ,  Abonginais were left with few alternatives for medical care. 

3.3 Historid OvcrYiew of Mant 

3.3.1 Vu%- of Inlant Mortahy. hfbî c m  in England remained a matter of 

"cornmon saiscm uneü change was fostcrrd by the intasedon of diverse 

mnomica/political issues (Loudon, 1992, 1997). These initiated a chah of events *ch 

subsequedy altaed the approach and reprrsentative sküls mothers were deemed to 
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contn'bute to infant care. niese changes, paradoxidy, were to influence the approach to 

buthhg and infant care among Aboriguiols in Canada 

Around 1850 to 1900, there was a taidmcy to equate infànt death as "nomial" and 

a part of the "naturai order" of events. Parents undmtood a baby's life to be a provisionai 

thhg - a candle whose flame is as likeiy to flicker or go out as  to bum brightiy and 

conthuaUy (Schepher-Hughes, 1987). G e n e d  praaitioners (then the major sphere for 

daors  of the day) did not have direct contact with the sichesses rnost a f f h g  infants 

(Smith, 1979) und death was imminent (c f  Loudon, 1992). 

Accordhg to Wright (1 gag), the complexity of causation leadimg to the changes in 

infaat care and the emergaice of a specialized fidd of medicine represents a growing pre- 

occupation with poIitics, infàat weifàre and "redefinition of worhng-class M y  and 

workhg-class mothas. " Consequanly, by 19 14, child rearing (or hfbt are) had become 

a technical, medical field. 

3.3.2 Medical Intavention Into Infant Care. By the turn of the centuy advice on 

infant care was becoming preaJe, authoritativt, sp&c and seK-~~nsciously based on 

scientific knowledge. hhcy be«une appropriated as a field based on "scientific 

principles" to which medid training was demned a necessary pre-requisite. Ln 

conjunction with this daaminatioq the institutionel position of the British Medical 

ûfiicers of Health @MO@, whose relationship with the medical profession was 

"ambiguous', bad by 1900 completed a body of epidemiological research on infant 

mortality which found association between infhî deaths and h a n  poverty. The f-es 

of poverty seen as attniutes of high inf'ant mortdity included, according to Wright (1988), 

"....poor hous&, bonle-feading of babies, unpaved streets, hot, dry summers and the 

absence of drainage via via.' The environment explicitiy uune to be perceived as a 

major "caUsatvem factor asJociated with infant mortality. The BMOsEFs epistemology 
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oocial changes estabiishing the Illiksge of medicine and pofitics. 

3.3.3 Power in the Genn Modd Wbile the germ thmry rnay have provided 

legitimacy for the new infiuit w e k e  movement, we must ask what were the source or 

sources of its power? To the g d  public of the period, pathogenicity came to represent 

the beriefits of the application of scient& knowledge to medicine. Although indirect, t 

symbolited the daims of infint w&e advice to "scidcity* and to the extmt, ovaall, 

of the ascent of science (Tansey, 1997). 

Metaphoricaily the pathogen had powa in its Magay to place human &airs 

within a convinang frame of me- (Wright, 1988). The categories related to 'puriîy 

and boundary maintenancea wae  paramount during thk this h e  as the Edwardian 

journalism and potitics depict. Examples indude words and phrases such as 'social 

purity", "mothers of the racen, "the imperid race", "British stockn, "degeneration" and 

"purifidon of the racea (Davin, 1978). Two themes are depicted by this imagay. 

Central importance is placed on the boundary h e e n  ingde and o h d e ;  such as between 

"the imperid race" and "aiiens" and the "nation" and " d e s " .  The second theme is fear 

of internai decay or dissent (Wright, 1988). The modd made sense of disease by 

representation to "war", "soldiers" and the body as a "fortress" or "vessein. The ski11 used 

to integrate germs, war and nation is found in Hood's (1 9 16) hygiene reader FiPhtinn Dirt: 

The Worid's Greatest Wadhç. 

Your body is a great fomesg and contains yards of trenches in wtiich are 
ranged countiess UMsile soldiers to defend it . . . while the compdvely 
miallsubatarinecandestroyhugevessds,sothetinygamofdiseasecan 
lay low the stmngest of men 

More spedcally dirraed to mothers of infanrs is the following dialogue in support of 
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Thousands of babies die quite neediessly every year fiom di&- Whae 
the infant b w s  its food straight fiom the mothefs breast there is no 
danger of the milk becoming contaminoted by fies or fiith, but with ww's 
miik . . . thae are opportunjties for the enany to enta the rnilk and so be 
carried to the deticate stomach of the baby. There the usuai p!an of 
carnpaign is  adopted - poisons are produced by every m e m k  of the 
invisible invaden, and unless the doctor is at once surnmoned to check 
their ravages, the baby soon surrenders its weak little body into the hands 
of the foe (Hood, 1916). 

The history of medicine is frequentiy expressed in triumphal terms; as a process of 

refining. of separating the pure, naitral, sciaitific essence nom everything tbat had 

contaminatecl it. Further, since the precepts of science are perceived to be 

incontrovertiile, a professional group acquires a technical status and powa if the 

knowfedge they employ is seen to be cleariy linked to science (Wright and Treachq 

In a rather short span of time and under the aegis of cornplex interiocking events, 

the common sense approach of women and mothers to Mit case was subverted by 

technology and specialiraton of medicine. It U important as well to place these changes 

in the context of Aboriginds in CMaQ The inûuit can events in England had 

implications for Canadian Aboriginais. It was duxing this tirne period that the move to 

reservation residence was occwing. CaMdian physiciam fiequently recejveû some or aii 

of their medical training in England ad British medical practitioners migrated to Canada 

to set up their pfacfices, thereby transnitîhg the contemporary aspects of medicalizMion 

of infant care to mothers in Abonginai societies. In the following pages, 1 illu~tfate how 

mediMe has b e a m e  incorporated into redm of politicai power for the non-Aboriginal, 

d e  Aboriginal societies have iargeiy resisted this intrusion into tiieir spirituai 
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3.4 The Poiiticd Power of Mediciry 

"Mdâne" for Aboriginals represerits a pivotal variable of their culturr, *ch, 

whai displaced significantiy de-powers the intdodMg camponemts. While for no* 

Aborigllisis, medicine represents the scientific approach to health issues. mus, health, 

and subsequently medicine, is inextncably linked to, and assumes a proprietary 

classification (Campbell, 1989) within the reaim of poiitics. Mers ,  Jordan (1993), Davis- 

Fioyd (1992), Harkness and Super (1994) and Scheper-Hughes (1987) have illustrated the 

subtiety by which birth and infant care are represeritations of the "hiowiedgen of modern 

technology and examine the aspects of medicine as a pasuasive tool for poiitics. 'The 

social construction of child d v d  as a medical problan about which somethhg could 

and should be done is fhidy recent* and cancan for cbild survival is now considered a 

socid and politid problan, accordhg to Schepa-Hughes(l987). Pobtical persuasion, in 

conjunction with the amamentarium of the new 'experts" in this area, changed the 

knowledge base and authority aissociated with hfknt a r e .  This systematiZ;rtion of 

knowledge received validation unda the advoc8tory political sanaionhg powa. 

A central theme in this dialogue is the oversrcbing effkct of medicine to comrezt, 

especially in the birthing process and innint arc,  the dient into the folds of technology 

with medicine as the dominant force respollslible for the Sunnvai of the h h t .  From the 

momait of birth, humen &ts are dependent on othm for biological survival 

(Lademan, Talkin and RoSenfdd (1977). How t h a ~  care is adrninjstend in industriallled 

societies is dictated by the medical representativea. This environmentai nomrality aod the 

r d t a n t  "culture of medical technology" pre-enipts otha cultural nom. How has this 

change transpired? Davis-Floyd (1992) Md Jordan (1993) help inustiate this assimilaton 

by examihg the b i i  process. 

3.4.1 Technolonv and Bir& The &val of infànts is necessary to easure a 

Society's fuaue. Therefore, as Jordan (1993) notes, binhing as a life aisis event is 
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everywhere a soàally mafked eveat that is wnsaWany shaped. Partudion is perceiveci 

as a phenornenon that is produad jointly anâ d&ely by (univemai) biology and 

(particuiar) society. The patiailr pattaning associated with birth depaids on local 

histoiy, ewlogy, social stniçbue ead technologid devaopment. Jordan says that people 

produ= a set of "intanaUy consistan and mutually dependenta practices/rituals and beliefs 

designed to manage the aspects of m o n  in a way that makes sase in thrd particular 

d t u r e  an4 according to Davis-Floyd (1992), to align the beiief system of the individual 

with t k  of the social group conduchg the ritual nierefore, sumiml of a society 

incorporates not only the physical continuation but '...the continuation of the beiief system 

thnt shapes the way its manbers ca@e the world around them' (DaW-noyd, 1994). 

However, in North America, the aiormous rdigious, philosophicai a w d  as ethnic and 

belief systans '...necessitates speaal efforts on tbe part of the repfeSentLltiVes of the 

society-at-large to preserve and perpeniate its dominant value system" (Davis-Floyd, 

1992). Social institutions which touch the lives of a majoxity of Qtizens and founded on 

the p ~ c i p l e  of that systern beeom xxiaiizing agents for incuicafiag mein Stream beliefs 

h o  citizens and is intensively adii'bited in the ailtural arena of birth and infant care. 

Around the worid, major iife transitions are ntualized and diffa accordingly. 

However, in North Amaica a standardidon surroundhg the birthing process exkts. A 

ritual is a pattuwd, rqaitive and symbolic enadment of cuitural belig the purpose of 

which is alignment of the individual's belief system to that of Society (Davis-Floyd, 1994). 

Birth is an ideal candidate for r i t d i d o n  because a Society can ensure transmittal of its 

values to three new memben: the infaof the woman d o m  inta the soaal role of mother, 

and the man rebom as fatha. The ncw mother is the individuai gmeraily responsible for 

teaching these d u e s  to hg chiidren, who wül be Society's new mmbers and its 

absequent firtwe. 
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3.4.2 Technomtic Model. Reynolds (1991) outlines and maiyzes modern 

technology as anerghg hm the mythological system that depends on the rihial 

transformafion of nature to codorm to cuiturally cons&uc&ed images (Reynolds, 1991). 

Labeiing the act of riaiel tnnnfbniution in technocraiic ailaire as the "OneTwo Punch", 

he iiiusaates how a naturai act is rendered dydbnctional with technology and thai fixes it 

with technology. For exampie, salmon swimmllig upstream to spawn. 

Punch One consists of tendering it dywinctiod with technology. Damming the 

stream prevents the salrnon h m  nadiing thek spawning destination. Punch Two wnsists 

of rectifyiog this situation with technology. Remove the s h o n  corn the water by the use 

of machines, make the salmon spam artificiaily, and have b a n s  oversee the growing of 

the fatilized eggs in trays. When the humans consider it safi they release the innuit 

salmon do-stream near the ocean- 

For Reynolds, the One-Two h c h  is identifid as an intervention that destroys a 

natural process, then rahtmmes to rebuild it as a cuitural process, as an inte@ "resuit 

of technodc sociery's supavalution of science and tedinoiogy over nature". 

How was this transformation of the birth procesp accomplished by society in North 

Amerka? Davis-Floyd strrtn that the fora shaphg the change "stem nom the 

conceptual foundations" of the American Society. These beliefk centre around "science, 

technology, patriarchy and the insaaaes thaî control and disseminate them" @avis-Floyd, 

1994324). Recipients may not be awam of inwrporating the symboi's message; however, 

its ultimate processing rmy be extremeiy powerfbi. For Reynolds, the essence of sciaaific 

research and description Y: 

[Sleparaton of  demmts h m  the whole they compose, of humans nom 
nature, of mind fkom body, of mother fkom child. Such conceptual 
distinctions are implemenîed h u g h  rituai acts that produce physical 
embodiments of the UrdertYing world view (199 1 : 3). 
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3.4.3 Bodv and Technology The 'body-as-machine" metaphor occurred in 

cunjunction with the demise of the midwife d the rise of male-attended, rnechanically 

rnanipulited births. The practice of ubstetrics was "enjoined" to develop tools and 

technologies for manipulation and improvement of the anodous and subsequently 

dangerous process of birth (Davis-Floyd, 1994). Intervention in the birth process by 

speciaiists stems f?om the perception that kcausc t& fanak body deviated fiom the male 

standard, it was regardeci 8s abnomipl, and inken@ dâedive. Davis-Fioyd illustrates 

the way routine obstetric management is symbobc, such as: wheelchair upon amving at a 

hospital indicates "disableda; put in bed "si*; tbe inpavemm attached to women 

represent umbilid cor& to the hospital which represents the 'deperidency on institutions 

for our livesn. The birthing woman in the hoJpitil is mt "in control", she does aot give 

life? rather the institution does. The new soaal mmba, the baby, "the @kt bw is the 

desired end product. However, it is implicitly understood that this result is possible 

because of technology. However, if something unforeseen transpires, the woman's 

acceptance of a defective body is blarned, it is hm M v s  Mt, not technology. Davis- 

Floyd notes that "Like ail cohesive and begemonic mythologies, the technocratie rnodel 

functions as a p o w a  agent of social cuntroi, shaping and channehg individuai values, 

beliefs and behaviofs" (1994). 

Acting as a cataiyst for this model is the need to rnake the body appear to be as 

mechanistic as possible. Dodors assume tbe respnsiiïility of wfiat was cunsidered 

"priestlyn duties by i n d d n g  me- of Society with the basic tenets of this belief 

system. The principles of this technoaaîic modd is 'sepantion". This includes separation 

between mind and body? m o t k  and baûy, parrats and chil4 and human and nature. 

These conceptual distinctions are implaomted through riaial acts that produce physical 

ernbodiment of the underiying worid view. 
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The transfomutions woaited with child birth and mfam a r e  practices uc seen 

by Jordan (1989) as instnund in the redefinkion of what constmites auUioritotive 

hW, not only in the distniution of expertise, but also the distribution of powa and 

authority in a given d system. Aithough seen to be ostewby about the traiilrmission 

of biowledge and skills, '...in a hierarcbically orp.nid Society it is aiso about the 

imposition, atension ud reproduction of liaes of power and autbonty" (Jordan, 1989). 

Of gr- relevmce here is the deepa politicai issue of information as powa. 

These ntuals (birth and child can) save to augment the givm power system (Davis- 

Floyd, 1992). Reynolds conam in his definition of the t a m  teçlmocracy as '...use of 

ideology of technologid progres as a source of political power (1991: 47). Nlitural 

child birth is seai to niDdion as a non-tcchnocratc mot, which aithough difEailt, when a 

woman births without dnigs, anaesuiesia or medical intavention, she lerims that she is 

strong and powerfid and can place her trust in herself, even in the face of powerful 

authority figures (Davis-Fioyd, 1992). 

According to Harbiess and Super (1994), promotion of cbild suMval an be 

Mayred through the household production of hedth- Two of the three tenets of heir 

theoretical framework include the physicai and social setîhg of the child's everyday Me 

and the cuiîuraily reguiated automs of cbüd care and child rearing- Data collected and 

d y z e d  on reseme i .  care illustrates the closeness b e e n  Harkness and Super's 

theoretid paradïgm and the rcelity of infant life on the reserve. Simüar to Oliver-Smith's 

(1992) comments on rrliancc on continiiity and the pst, HarhKss and Supa state that 

"...it becornes clear that consistent paaaas of health outcome for particular groups of 

people are actually dependent on the stabiiity of the niche as a systean". The resistance to 

change m infht care by Aboriginais W undastood when viewed h m  within the contex& of 

the adanal system as '...elemersts fiom outgde enter into the s y s t m  (niche) to auite 

perturbations, leading to new atteqts to reestablish equili'brium by participants in the 
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system" (1994). Furtbct, they note that the initial culhiral response to change is an 

Mtempt to p r r s e ~  as many elernaits as possible of the traditional ways. Wht is 

significant about their approach to anaiyang the household production of health U the 

foais on the household niche as the control factor in the maintenance of M t h ,  p u n g d y  

artidated in this quote: 

mhere is mw inaeasing awareness thnt eliniinating specific disease 
threats, for example through vertically immwiization programs, 
rnay not gr- reduœ m0rta.h~ in envirornnents where chiidren's heaith is 
at risk fkom rmtipie sources (Chen, 1986 and HarlwJJ, et oL, 1988). 

3.4.4 AuhritatiVe Knowied~ The notion of BUthOritative knowledge (Jordan, 

1977, 1984, 1988, 1989; Jordan and h i i n ,  1987; Suchman and Jordan, 1991) holds as its 

caitral observation th for any "part iah domaka (Jordan, 1993) several knowiedp 

systems acist, some of &ch by consnisus, corne to carry more weight than others. The 

"weight" is appropriateci because they eitha explain the nate of the world bener for the 

purpose at hand ("efficacy") or because bey are associateci with a stronger power base 

("stnicturai superioriti) and usually both Sonietimes pardel knowiedge systems c e  

exist. Howmr, fkequeatly one kind of howiedge gains ascendance. Those who adhere 

to aheniative knowledge tend to be seen as badcward or ignorant with their input being 

espoused as hdevant, u n f o d e d  or wt to the point. The constitution of authoritative 

howiedge is an ongoing d process that both builds and r d -  power relationships 

withui a community of practice (Lave a d  Wenger, 1991; Wenger, 1990 and Jordan, 

1993: 152). 

How did this "bwledge system' achieve powd Jordan (1993) i d d e s  thne 

issues which help to amait a monoWc system: F i  the deyaltution of non- 

authoritative knowledge which genefates and maintains hiexarchicel social structures. 

Second, the process whereby the authority of any particuiar knowiedge systern and the 

powa relations supporthg and beriefiting fiom it corne to be perceived as natunl aad 
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legitimate. Thini, because it seans u a û d ,  reasodk and conraisually constxucted, 

authoritative knowledge is pasuaPive a d  u m i a  the possibiiity of powanil d o n s ,  

mghg nom atcîusions fiom the social gr- to physical coacian. 

The consexpence of the liniitation of one kind of "laiowing'' as authoritative is the 

devalution, often the dimissal, of ail 0th- kinds of hiowing (Davis-Floyd and Sargerrt, 

19%). Espousing alîenistive knowkdge systems U seai as b d w a d ,  i g n o r a  and 

naive, or worse sUnpiy as tr~ublanakiag~ mnde by no- about the issue 

at band are judged imlevant, uLIfOunded a d  no? u> the point (Jordan, 1989). 

Authorkative howiedge U an ongoing sWJ proccss that bath buil& and r d e c t s  powa 

nfationships (Lave and Wenger, 1991) in sudi a way that aii prtiapants came to see the 

au~em sociai orda as a naturai orda, Le., the way ttmigs (obviousiy) are (Davis-Fioyd 

and Sargent, 19%). As Jordan (1993) says, The powa of authoritative knowiedge is not 

that itts correct but that it counts." 

Authoritative knowfedge, thenfore!, is tbt knowledge thrt within a community is 

cunsidered legitirnate, mnsequentiai, offi* worthy of disaision, and appropriate for 

justifying particular adions by people aigageci in accomplishuig the ta& at hand. Birthing 

and infant a r e  were considered hedthy d a mûad 'event". 

In a collection of artides in tbe Midical A d m p r o g Y  pimrerfy (Guest Edaon, 

Davis-Fioyd and Sargent; 1996). the foau is on authontative knowiedge. The 

contributors show how authoritative knowiedge U producai, displaycd, ressted and 

challengexi in soaal, dinical and polmçal htemctiona Uhmidon is @en to the links 

between contrai of technology and the hiserchy of relations between speciaüsu aad 

patients and chri@ the artiailaton baweem the producrion of h r i t g t i v e  knowiedge ad 

the d i s ü i i o n  of power in societal institutions (Davis-Floyd, 1996; Georges, 19%; 

Browner and Press, 19%; Fi*, 19%; Sargeant and Baseope, 19%). 
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Lave and Waiga  (1991) see knowledge wt as a sibstpnce that is posscssed by 

indMduals but as a state t h  is cbllaborativeiy achïevui within a c o d t y .  Tbcg &ci 

have also stated that for a community of authontative knowledge to have this powa it haci 

to be at the expaise of awtha community not c o n s i d d  to k able to rrPlrt the 

takeover. A clanfyùig statamt is given by a fanak obstmiaan who notes tho she is 

"...midged by the system to take control of birth in a t h o d  visible md invisible ways - 
a nudgiag often reinforcd by patients who choose to 'give themeIves ove$ to her 

authority and conad" (Davis-Fioyd and Sargeanî, 1996). Authoritatve knowiedge is 

analyztd by Jordan (1992) as the construction of kmwledge in very cornplex 

technalogical settings which illuminates the rdationship between processes of teachmg and 

leamhg and the reproduction of powa and authority. She argues that in technobgicaiiy 

sophisticetal d settings, sueh as the deiivery rwm in a US hospitai, un@ acus to 

idormation and technology works to exclude laboring women fiom generating knowledge 

that "wuntsW (Sesia, 19%) Scrving to devaiue any altanative source of informatioa 

The concept of authontative knowledge is not limited in application to binh and 

labor, it can san as a paradgm for infaat pmctkes. Thus, women who give birth 

with expars, take the nact paceived logid step to have a p t s  in infànt care in charge 

of their M n t ' s  we3i behg A sdiedule is detaiIed regarding weight and heigk teahuig, 

inocuiations, fomuia, sleeping habits, etc. The aanial happenings of &ts beçomes an 

"event" predetennined by "experts". 

The precepI of the mfaat c m  movement were praaned not as naDunl, social 

wrms derived f?om cküabk values (communicative action), but rather as " i n s b u m d  

recommendations daived h m  technical des" 1969). D8vi&FIoyd (1994) 

employs this theory of separation in assoaation with chiid birth. She rdateJ: mm] 
s e p d o n  is giwn tmgîîle expression afta births...when the baby U placed in a piastic 

bassinet m the nursery for fm how of 'observation' More king returned to the mother, 
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in this way, society danons&ates conceptual ownaship of h, produa. The mothefs 

womb is replaced not by ha ums, ôut by the pkstic womb of aihure". 

Wright (1988) rnisgestp that women originally wae the prllnary infiua care 

authorities, but have bccn dispiad by a medial regirne depadeat on technology which 

tends to separate womai fiom dturaiiy c i s a i  infam aue pracbccs. Wdh the mrphaPis 

on beconhg a new and futun memba of the technoaatic couummity, new m m ï t s  

(parhirian women) an aeaphytcs with the hospiral stay reqxcsmting tbe initial paiaing 

period which equates to a paiod of lirilinality (Creightoq 1995) with the desired end 

produa to integrate womai into the "biomedicd ailairal system" arcicutat+d by separaton 

and retiance upon expars. 

This them rltas birthand hfbt careeom a m a e  happening (nahua) to an event 

(technocratie). If an event W to be distinguished fiom a mae  happening (Molotch and 

Lester, 1974; Moore, 1987; S a b ,  1983 and Strathern, 1990), an event being a 

happening that we give meaning to, giving birth and infant care is determineci as a 

technoaatiedepadent situanon (or evmt) ratha than a m e n  bappenirig in the scheme of 

evoiutiom Put amther way, Giddens (1990) d e r s  U, it as 'air capabiiity to disturb the 

fmity of things.' U n d a  the change of birth and hht care h m  a merc 'hnppening" 

to an event is to focus the source of "powa" and rehnce  away from the Oosting 

traditional ailtural ways to reiipncc to and depend- upon the tdmocraîic paradigm as 

purportecl by the institutionaihion of mediCrne under the doimnsnt political schema 

Jordan's (1987, 1989) emphanis on the assoQation between authoritative knowiedge and 

the distribution of power witbiD a social graup, notes that authoritative knowiedge is not 

oniy reaeeted through disame, but is enibedded in statu and sociai position 

The ability to reason W d e d  m human ex&eace (Oliver-Smith 1986). 

E s s e n d a l t o t h e I ü i r y t o r r s w w i k ~ i b i l i t y ' t o u s e C o i o d d ~ ~ e d f i o m p a s t  

m e n c e  to act on the prcrcnt". While lifè is nevex a p& repairion of the past, it 
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hvolves a " n o d a  cycle of evarts, a "catriin p l n d  consistency of problans tiiced 

and solutions UnpIementedn. Solutions to farniliPr problenis are used over and ova again 

because they are "tirne-testedu. Tbis predictability ~ O W S  us to understand, to make saise 

of reaiity. to pa&e a iogic through our own sets of "categories" arad thaeby both 

undastand and shape expaieaxe for our nrtrtrr and coritinued understanding- "In 

siniatiom of massive change. people wiU anempt to gain understanding of or mntrol ova 

cheaged conditions by stnictuing them in tams of hdhr concepts and worlamg out new 

solutions, to new problerns, with tested fkom the pst' (1986). 

Understandings fkom the past bocome the "ttnad of continiity". SuMval in an ahaed 

environment depadP upon this Unad of coiitiaiity' to iuterpret the meanhg of events in 

the ahend environment. Continu@ t h d o n  provides a degree of coddence in the 

aitered c i r ~ ~ m ~ t 8 t ~ ; ~ ~ ~  M o r e ,  the past kcomcs cniciai for coping with change. 

Successfùl adaptation to changed circumstances, accordhg to Oliver-Smith (19861, is 

dependent upoa: "[A] contlluiity of meaning, tyiag wbat may be a lost or disappearkg 

pasi, and a confiisiog, bewildaing present to a figbteningly u n d  future'. Humans 

wiU embrace change ifthey have a sense of undastandmg it, or a degree of corn1 over kt. 

Resistance to change may provide survivon a sense of participation in and umîrol ova 

their own lives and Society. SStrategies of regstaace to change condtuted an adherence to 

the k n o q  the proveq the sesure and ultimatefy becaw an afbmhon of thar identity 

and a dâense agabst cuiîud colkpse. Tbrough aitturets instmitionalizcd fonq we are 

able to sath@ our needs and wanta By suppfying soiutiom to problans, t h q  lead orda. 

stability and predidability to Miet When orda Y th- we hasten to d e f d  t. Whm 

pattans of life are suddedy a b a i ,  humans atrmip to piace the events into 'aciJtiag 

structures in orda to presave the contimiity of imderstadhg'' (Oi iver-Se  1986). 

However, when the aiteration is seen to thr- the basic assumptions of a ailture, the 

loss of that fÙn- sense of order is at ri& AÎcordïng to M o m a  (1975): 



Whai a pattern of reiatioasbips is dismpted in any way for which we are 
not niUy prepared, tbe thrcad of cuntinnty in the interpretatïon of life 
-mes aîkmatd or abgaher lost. The loss may t h r w  the mtegrity 
of the structure of meanings on wbich the continuity rests and cannot be 
acknowledged withoiit distms. But if life is to go on the continuity must 
some?mw berestord (1 975:24). 

Slowfy over t h e  Aboriginrl wornen lon the knowledge, confidence and powa 

to wCCe99fllyr deliver and mutue their new infants in fkdiar moundings. This los can 

be arploined by derence to F o u d s  concept of bio-powa in f i c h  he iinks poIiticd 

technologies of the body. the discounes of inmm science and the structure of domination 

(Fou- 1980). The fhdonbg of these pliticai rimais of powa is ocaaly wbat sets 

up a non-equatitarian, asymmebid d o n s h i p  (Dreynis and Rainbow, 1982). Power 

dations, Foucault chhm, arc 'LIS,uitgitj~nal and non-subjeaive. Thy arc imbued, thrwgh 

and through, with caldation: there is no powa that is exercised without a series of aims 

and objedives " (Foucault, 1980). We musi thm a& what was to be accomplished by 

transporthg pregnant Abonginah to hospitals to give birth? Was this an dtruistic ad 

p e d o d  to save i .  iïves? We have no doarmaitation attcsting to high 

neodmaternai  d e a h  during ddMry, whereas senior women intaviewed in Northem 

Alberta steted thek infants wac JI born dive and heaithy. Midwifery of the t h e  was 

obviously skilled to a high degrec kcpise t h 9  could diange the position of the fetus to 

avoid bnadi births. As Jordan (1993) mtd d e r ,  aabwl birthhg p v i d e s  womai with 

a sawe of power and strmgth. The aittural traits usWated with the biology of birth and 

infint care represerrted stabüity for those in a Society beskged by many otha changes. 

The lïnkage between biology ad c u b e  is mwhere more fiagile than when it 

desces  in the orpaieace of m hfbt. For acample, a twenty percent rate of low 

b i e i g h t  infants, recorded by Calgary Heaith Services (1996). was attn'buted to women 

king concemed about gaiiiiiig weight durllig p q g m q  d subsequentiy depnving the 



fetus of adquate caloric intake. This is dirsaly related to a cultural perception that "thin 

is attractive". Whiie thest women knew not to drink or smoke and thaî they must eat 

pro-, they did not appear to h o w  that they should be gaining weiight as part of a 

3.5 Biocuftural Modd 

A b i d t u r a l  paradigm has beai used by severai researchers to investigate infam 

care issues such as bUthiag (Jordan, 1993), breast f* (Men and Pelto, 1985), infant 

care (Hdmess and Super, 1994) and birthing and technology (Davis-Fioyd, 1992). At a 

symposium organized to explore biocultural issues rrlating to body size and shape, 

McEiroy's (1990) definition of bioculw anthropology was the focus of the 

Bioailturai anthropology (as) the discipline at the interfke of cultural 
anthropology and hwnan biology, an interface that has traditiondly been 
associated with an adaptationai or ecological perspective. Biocultural 
saidies are research on questions of human bioiogy and medical ecology 
P W -  
For Jordan (1993), birthing is viewed as a phenornenon that is produced joindy and 

reflexively by biology (miverSa) and Society (particuiar). She states that there is no 

knom Society where birth is treated as a m a  physiological process, because it is 

everywhere socially marked and consensually shaped. By camparing birthing in Sweden, 

Hohâ ,  Yucatan and the United States, Jordan addresses the identicai biological proces 

as isaiiturally perceived. She as0 shows urat the outcornes of birthing are a9 diverse as the 

cultural prbcerroes t h d v c s ,  raaging fiom a natural home everit to a medical problem 

nie modd is referred to as "biosoaalw rather than "bioailturalw, a semantic difierence 

since both modds Mew the -ess of the m i e s  employed. As Jordan 

notes: "mo speak of birth as a b i o d  event, then suggests and recognizes at the same 

time this univcrsal biologid fùnction and the cuinire-Speaac social matrix within which 



humen biology is anbedded' (1993). When cultural systerns are stable, cuitural pf8Ctices 

are htaMny paceived as oppropriate and rnake seme in thaî cultural context. According 

to Jor- these patterns depend on local history, ecology, social structure and 

teduiologicai developman. 

In research on de2ermùlants of breast feeding duration, Mm and Pelto (1985) 

i d e  "bioculture" as a holding container for al those variables for which a iïnk betweai 

socio-behaviourai a d  biological factors cm be postulated. The authors define rnany of 

the biocultural hctors that influence the duration of bnast feeding. Such linkages are 

&ed to the mothds perception of the adequacy of ha mülr to maintain infant growth 

and deveiopment, her prwious Bcpaience and the adem of supplernentary febding. They 

state that biocuitwl research wili give significant insight into the dynamics of human 

adaptation 

Harkness and Super (1994) identifl the development niche as a profitable 

h e w o r k  for d y z h g  the household of health, which is also, in reality, a biodturai 

approach. niey explore the physical and social settings of the infàds everyday We and 

the CUIturaUy rrgulatai nistoms of infant a r e  and chiid-&g. The wmponents, seai as 

different aspects of the samt reality, operate as a system with "homeostatic mechanisms 

t h  pmrnote consonance". For the authors, hfhnt suniival and development depend on 

the hamony and relative stability which the system produces within the comunity. Their 

modd also eccornrnodatcs cbange to infint care pracbces. They suggest that: 

...den change is introduceâ through one of the components, the aaltural 
response is M y  to be 'consendve,' in that attempts are made to preserve 
as xnany elements as possible of the subsystem altaed and the 0th- two 
wmponents may not change at ali (Harimess and Super, 1994). 

The Aboriginal worid was subjected to a series of disuptions. These induded 

introduction of UIIJCM)wn ilinesses wtnch Med or c d  severe morbidity, decrease in 

feauidity, loss of contrai ova  land, and rdocation to reserves. Resave Iûe inhibitesi the 
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n o d  transhumance life ta a rurai sedentary existence unda the auspices of 

g~~mmemtai branches of Mth.  The Aboriginal woman lost control over the f8miüal- 

oriented birth process and was incuicated into hospiul birthing as an event. She had iittie 

choie or power, sine, according to Cubane-Speck (1987). "...resistarice or ladc of CO- 

operation was interpfeted as an inability or umdhgness to adapt to a superior way of 

lifé, and this in itsdf constituted evideace of atha biologicel or culturai inferiority or 

botila. 

When y i d ,  unpredictable cbangcs ocau in a society, humans rely on the pa* for 

thir av iva i .  Accordmg to O b - S m a h  (1986). in times of sociai stress "we need our 

past". W e  are depaident upon our pas& for understanding the present and adapting to the 

mcertainties of the friture. Oliver-Smith concludes tbat "It is hardiy surprising thM when 

people are faced with catastrophic change, many of their actions appear to be attempts to 

reconstitute the social patterns and institutions of the past". 

In the research complaed by Jordan (1993). d e n  and Pdto (1985), m e s s  and 

Supa (1994) and Davis-Floyd (1992). the authors were aware of the cultural noms in 

each case and couid rejnte the ailtutrl aspects to their various b r i e s .  Recent SIDS 

re!search has f d  on various infont care practices, such as, sleeping position, raom 

temperature and infànt wrapping. This partiah approacb has had positive r d t s  in 

specifk anas w h a e  r n o h  altered their pracrices, e.g., changhg sleeping position nom 

prone to supine. In my research project, which by nec& (see Litaaturr review) ù 

sreeped in bioniltural interaction, we la& a d  knowiedge about contanporary 

Aboriginal p d c e s .  T)o contanporary Aboriginai womn follow medicai advice on 

infht care? How do thy si- th& infants and wtiy? Biomedicine of the 1930's advised 

sleeping infants in the prone position Did Aboriginal womm foliow this advice? 

Unforfti~iateiy, the scturl aaswae to these questions are not known. Nevertheles, within 

CPnada. Aboripinai groups have a reqmrted high SIDS incid- which suggests that 
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answering such questions is a priority. W e  necd to establisb what Aborigllial cbild care 

culture is and what i m p l i a i t i ~ ~ ~ ~  this rnay have on SIDS incidence within this mmmunity. 



CHAPTERIV 

MATERIALS AND METHODS 

Considdons of ailture d its nlationship ta hfht survival ihstmte the 

desirabiiity of using a bioailairal d e i .  A b i o a h d  fhmework incorporates biologicai 

meslntr*r of growth, reproduction and disesse within the co rna  of ailhue and 

socioeconomic factors, înciuding w o n ,  settirnent and subsistaice patterns 

(Ritenbmgh, 1991). The various dernents rssoàited with the biocuitural p d g m  sean 

appropriate to a snidy of infant care practias in an Aboriginal commnity and SIDS ri& 

fiictors since both (i-e., infpnt an p d i c e s  and SKDS ri& fàctors) involve s i m h  patterns 

of culture and &aconomic fsaors, the kna beause of the p o t d  biologid effects 

of malnutrition, rmoking, and poverty-based a. 
1 applied the mode1 by coliecting data on innuit uue practices used by 

contemporary Aboriginal women living permanently on a r m e .  Since I was unable to 

detemine whaher these pmcticxs are a combination of traditionai pranices and Muences 

of westem medicine, 1 used an ethnographie approach to document whar senior reseme 

women considered to be traditionai mfint care p d c e s  and then compand their 

perceptions with those of conteniporaxyaged mothers. This helped me to establish 

whether or not traditional practices predominate and heiped to detamim if such practices 

pro- Aboripiaai infaats or put them at fûcther risk 

Resuïts of SIDS musrch mdicae thit sleeping intants in a supine (on the back) 

position teduces the incidence of SIDS. In & h g s  where patient and phySCisn.0 shan 

simÜar cultures, linguistic bac- anci exphnatory modds of iüness, the change in 

sleeping position iikely wül be aoa-problernntic. Tbis change, ss a preventritive meuure 

against SIDS, couid have the grratest impact on Aborighd infànts whae the SIDS 

incidence is reported to be sigdicamty hi* than among otha groups. The 

receptiveness to a change in infsnt sleeping position and the degne to which it wouid 
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-&y be implemented depads on the perceived credibility, by a mother or mothers, of 

the cliniam or clinicians faconmiading th &angecbuiec &riginai women are o<poscd to 

information h m  medical c h i a  aml dinical wdl-biby taJks, instructions by personnel at 

the muse's station and radio messages promotmg W*rtw srrategis for praiaul and 

postnatal are. Arnongst Abonginais, thac is a sigaificant historiai relation&@ of 

inequality with the medical establishment ( K a u f a t  end O'Neii, 1990). F m I  cross- 

ailtural c o d c a i i o n  barnas have beai Wed to no~)~comptiance, client dissatisfaaion 

and unequai ames to are (Raufert, 1990). Tbereforc, Aborigid women rnay make 

decisions regarchg went changes to infant care arategis based on perceptions of 

historical medical changes. 

Detefmining the implicatiom of idhm are practices on SIDS incidence cari ody 

be achieved by doaunaicing contempomy Uinnt an practices and rdatiag thW 

knowledge to known SIDS risk factors to establish any possible correlation. 1 have 

coilected Aboriginai SIDS f i d e n c c  dau for oarrsave and off-resewe Aboriginals to 

determine if there is a d i f f e r e ~ ~  in incidence s t t n î l e  to location, If traditional 

care is revealed to Ui&i- contemporary womm in their day-tday practices, ii is 

possible that dislocation fiom t k  resave may a d v w  affect the practices of non-resave 

Aboriginal women. In eitbcr case, the b i d t i i r a l  modd is appropriate in malong aich 

comparisons. 

Given the importance to k placed on estnblishllig the ailtural nom, the respoll~e~ 

of senior women about ianar care practices are avnined to detennine if a aitairal mm 

emerged. Senior women o h  left tbQr parent's home and resewe to move to thrir 

parnids rtsave,  which mry a c t d y  reprrscnt a diffefest bard ad, therefore, di&rmt 

perceptions as to what cousthes traditionai idht care This same cuncem relates to 

contmipoq-aged w o w  who, throug& marrllge, also may have moved to a differe~f 

resewe. As suggested above, an und- of the c u h d  pfadices and an asraulrîe 
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of the acairacy of the infamants' perceptions needs to be estabLished More any 

signifiant linkage can be made becween Aboriginal mfant care pradices and SIDS 

inadence. Thedore, a bioniltural d e i ,  consistllig of muhial feedback betwecn biology 

and what is detemiined as aitture, was used as the theoretical foundation for this project. 

In tliis chapter, I present, in dvonological orda, materials and methods used ta 

conduct the investigaîion of inânt care pradices and anrironmemt in norihan Aibata. 

The chapter is divided into three tim qumces: prainvestigatbn, during the 

investigation and the post irrvestipîion period. Before the uIvesti@on, the fint deasion 

1 had to make was to select a nsearrh site. My -mi desision was to advatir for a 

local Unapnter/researcher. My nexî step was a door-todoor ceasus to establish a 

population wunt and to establish criteria for dedion of iofonnantdre~ezuch subjects. 

hiring the investigation, information about infant care practices was eiicited &om 

senior and cuntemporary-aged women. Senior Cree women were intervieweci using an 

open-ended conversational mthod. They were asked to talk about traditional infant a r e .  

A pre-designed questionnain (Appendix A) was my tod to mer infanr care information 

fiom conternporary-aged mathas. Otha enviroamerrtal h o r s ,  such as house 

hwnidity, carbon monoxide, carbon dioxid+ air and surnia partidates (to 

detesmine levels of mmiminrms in the infâds awiro-), wae collectai and 

recorded. R&gs fiom the instrumenîs were record& on the fkont page of the 

questionnaire. Infànts' body tanpaatrues were recordai in the home at the time of the 

intewiews. Most h f h t s  wae a d e  while the questiomiriite was being Iiriministered and 

beir temperature was recorded. In a few cases, the hht went to sleep in the mother's 

amis and a second readmg of thek sleeping tempatwe wu ncorded. A modd (îhe 

Bolton theoreticai modd) aras applied to the ciothiqe used to swaddle an infànt to 

detamine the degree, if- of ovaheating experiend by Aboriginal hfànts. 
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AAa leavhg the reserve, f i e  steps wae campleteci. F i  the coaraminm 
- .  

on 

stripswaetakaitothelaboratoryfor.niiysi~~ ThagasumyofAIbaraSIDSfathe 

period 1990 to 1994 was conducted by me m the Chief Medical Examinefs Otnce to 

review Aborigd SIDS inciderice. To estabtish a basis for demographic comparison, a 

review of Aiberta SIDS for the past five years was conducted with the w-opexation and 

appmvai of the deputy Medicai Examiner in Calgary, Dr. Lloyd DauMk 'Ihq 

statisticai data f?om tbe Dep- of Indian AfZkh was used to generate an 

Aborigirdno~~-Abori@ camparison of SIDS incidence. Next, a birth/dentti 

cornparison was conductexi for me by the Medical Savices Branch of Health CaMdP m 

Edmonton. Theq b'vths for the thne treaty bands of Aiberta (Treaîies 6, 7 and 8) w a e  

obtained fiom Iadian and Northan A E i h  Canada, sincc my rcse8rch site is part of Trraty 

8. F i ,  a d e 4  to detamM tbe degrec of idha ovatieating was appiied m the hfht 

temperature data collected. This mahod is explaineci in greata detail below. The formal 

stage of my research eaded with a dose-out meaing on the reserve where I p r d  my 

finchgs to the comrnunÎty. 

4.1 Lnstnimenfg 

4.1.1 Ouestionnaire (Amendix A) The questionnaire was developed to 

i n c o p o r ~  variables c i k w e d  in the literanrrt review and ta include the h î h ' s  

environment to be ùnrestjgated. Tbc questionnaire was inf3uenced by the Giobai Strstegy 

Co-s questionuairc devdoped by tbe epidemiology sub-committee of the infam 

care CO nmiin& of SIDS Iaternatiod to be admhhmd m as many wuntries as possible. 

1 was invoivui in the dcveiopmcnr of thU q u e s t i o d  as a memba of bot. the 

commiffee and the subco m m h e  and made major modifications to th& queStionriSrirC to 

maLe it appropriate to various niltures. The fina outcorne was a quesiiounaire 

speaficaliy designed to mVd&att the infant c m  @ces and environment of Nolthan 

Aborigiaas. 
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4.1.2 Consent form (b~endix  BI Befon the interview process wmmenced, two 

copies of the consent form were signed by the interviewee. One was retained by her and 

one was for the researcher's files. If she could read, the interviewee read it herseIf. If she 

codd not read, the transistor r d  it for her. 

4.1.3 Confidentiaiity form (A~pendix CI To ensure confidence in the p r k q  of 

the process, the researcher or translater read the confidaitiality fonn to the inteMewee 

and both the researcher and the translater signeci the form in fiont of the intentiewee. A 

copy of the confidenfiality fonn was given to the interviewee and a second copy rehed 

by the researcher. 

4.2 Eaui~ment 

4.2.1 Thermorneter: An ear thennometer was determined to be the least hmsive 

type to record infiuit awake and asleep temperatures and did not require undressing the 

infant. The 'ïhemuiscan Pro-series Instant thmorneter, Mode1 No. HM2, SA LR 984 12 

C 22 NO. 125, Risk C h  2, listed IK 41, was used with probe cover #5,088,834. 

Due to the persod tirne scheduling of the interviewees, the hours of 

temperature recordings were immediateiy prior to noon and in the dernoon until four- 

thirty. Temperatures of infànts fall by about 0.5 degrees C by Nght or day, but at around 

eleven weeks old infànts temperatures f2.i flurther with sleep at ni& producing a da@ 

pattern Wre the adut (Petersen, Muray, Jackson and Wailoo, 1996). The authon 

condude that "given the precision with which body temperature is controll&, wen srnail 

changes in rectal temperature irnply a large physiological disturbance" (Peterson et d ,  

19%). 

A problematic factor associatecl with innuit temperatures is age. Babies 

examineci ranged in age h m  a few weeks to twenty-four months of age. Sleeping 

temperatures were record4 for infants d e r  twelve m o b .  However, the data colleaed 

is unique in that it presents for the nrst the, Aborigbd mfants ternpenitures in tfieir own 
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enviro~nent. The chiidrai over the seiected m e t  age wodd raise th& han& to tbeir 

ears and nui away whai the car thamorneta was taken out of the case. Numerou ar 

infections, aanrding to their mothers, have causeû this reaaion. Separate stailued 

plastic covers were p l a d  over the sensitive ana of the thennometer and discardeci a f k  

the reading was taken. The probe sedion of the thexmorneter was swabbed with an 

mtiacptic sahiratal towd and a new phtic  shield was attached prior to retuniiag tbe 

insinment to its case. At one hm+ the thamorneter malfiuidioned because iî was too 

d d .  After that the thenaorneter was kept in the inside pocket of my jacket when not Ui 

use t4 avoid tempaature drops aperiaiced f?om car to house. 

An infant ear were taka by the principai -cher to avoid any 

diffe~eaces in the styie used in taking tanpaahins. The d sîeeping tirne, in hotus, for 

most infruns was difncult to ansas 4 rernains p r o b l d c .  Three h h t s  went to deep 

durhg the interview while th& mothers were holding them The infant would be awake 

at the start of the interview and if the mother agreed to demonstrate how she wrapped ha 

inncit for us, we were givm the opportunity to watch the idànt go to sleq on its mothefs 

iap as the interview was taking place. At these s p e d  times, two ear tempaatuns, awake 

and deep, w a c  taka For the thne recordings takm in this rnmer, we know they wae 

asleep for less than one hour. Taking iafaat ear temperatures was lùnited by the 

conditions at the tirne of the interview. 1 wanted to d e e t  both awake and sleeping inffnt 

temperatUrestUres If the baby was awike it was not feaslile to wait around for the hfbt to go 

to sleep. Aboriginal h f h s  ue oot r a i d  on a scheduie set by a dodg but rather a 

s c h d e  set by th& own meQ and desires. If the intànt was deep at the time of the 

initerview,itseprteaipentruewrsrrcorded,andona~occesionstheinfantawoh 

whüe the interview was taltiag p h  aiiowing two recordings. 

Accorûing to the &&aï, et d (1991) n o d  body ternperaaire varies fkom 

person to pason aud f?om hour to hour. The daily oral temperature ranges h m  a low of 
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36.1 C (97 F) bdweai 200 am. and 4:W am., to a hi@ of 37.2 C (99 F) bcmecn 6:00 

p.m. and 10:O p.m Hot bathg exercise or hot weatha can uue body temperatures to 

vaiy 0.5 C (1 F). Average normal temperature is @en in Table 1. 

Tabk 1 
N o d  and Feva Temperature Ranges 

Rectal 37.5 C (99.5 F) 38.5 C (101.3F) or higha 
AXillasr 36.4 C (97.5 F) 38.0 C (100.4 F) or higher 
(under v i t )  

To documerit various aspeas of the mfam errviroment, data on the following 

environmentai variables were coiiected: 

The aMronmem of an infam dates not only to infant care practices use- by 

careghers, but encompasses other variables in the immediate &ment. Therefore, 

residmce temperature, humidicy levds, record extemal teqxmtures, and CO and 

levels were recorded 

M y  Co? kvds wac  erratic and it was decided to obtain an instnmKnt to 

measurc air borne p.nicieses From the f h t  reading takm it beaime apparent that nirtha 

investigation was iadicated. ïnstmmm to measurr bacterial and h g d  cowrts were 

o b e d .  nie recordhg insaumenf~ useû were: 

4.2.2 A ~ n d  LCD IndoodOutdoor Themorneta, d o g u e  number 63854, for 

establishing and fec~rding of i n d o o r 4 o o r  temperahtreS. 

4.2.3 A S& LCD Indwr Hvmmeter, d o g u e  xnunber 63855 was used to 

record residentiiil humidity. 
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4.2.4 A Tefaire CO., - - Monitor Mode1 1050 was used to record nsidential Ievels of 

CO2. Carbon dioxïde is a colourigs, odouriess and non-flarnmpble gas, which is 

produced by metabolic processes and by the combustion of fossil fi&. 

An increase m the d i e n t  l d  of carbon dioxide brings about a rise in the 

acidity of the blood and an haease in tbe rate and depth of breathing Symptorns such as 

fatigue, htadaches, and an increased paception of warmth and u~lpleasant odors have 

been cissoclated with carbon diode levds of 500 ppm. Experts aich as Dr. T. Lee, 

environmentai specialist for 20 yeus and Professor at the University of Calgary, stated 

that the standard measurement is thpt 'CO2 levels above 800 ppm. aned mental abilities 

of residents" . 

The C% levds recorda did not fimaion pro- and an identicai repkememt 

machine was obtained fkom Calgary together with an air borne partide m t a  recorda to 

ver@ and establish some spectnun of what was transpiring in the homes. Unfortunately, 

prewious instnuneatal ratai bookïngs were honoured by the owner and my tirne-fmne 

with this equipment was brief since 1 d d  not pre-book 1 di4  however, regist- double 

instnimentational recordings for six bouses. While this may be corisidered a d sample, 

it nevertheless @es an indication of the &ri@ infaat's enviromnent which hes wt 

previousiy been i d d e d .  

4.2.5 A Cmwwn Gasman M ia Class 1 instrument was us& for detecting the 

CO levels in the residence. CO (carbon monoxide) and C R  ( d o n  dioxide) inseumans 

were set up to initiate readings. Carbon monoxide is a colouriess, oddess  and tmic gas 

that is produced by the combustion of h n a c e u u s  mataials and also in hriman 

metabolism. It combines with hnemoglobin to form carboxyhaemoglobin ( C O W  -ch 

reduces the oxygen supply to body tissues. Sources of carbon mmxide in indoor air 

indude gas and oil appbces, tobaca, smoke, and the infiltration of &n momdde m 

poiluted outdoor air. 
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Mothm w a e  interested in the instruments because they felt some of the various 

ihesse~ aCpenarccd on the resewe and mongst their f h d y  may be reiateû to the 

residdal environment- The homes tested (30) rscorâed u n d  readings for C% and in 

consultation with cmiironmental acpa~ Dr. T. Lee of the University of Calgary, m air 

bome particles resding instnrment would determine more ciosdy what was trampiring in 

the homes. 1 returaed to Calgary and obtaineù the instrument to record the second stage 

of this now actded aspect of data coileceion. Six houses were trugeted for more 

discriminatory testing. 

4.2.6 An Atcor Airborne Particle Counter APC-1000 Serial No, A01944672 

Mft. laniary 1994, was used to test for airborne partide detection. This insbnmient 

complies with FDA paformance standards for laser products 21 CFR 1040.10 and 

1040.11 Mg by Atcor Instnrmeritation Division, San Jose, California The raznt interest 

in environmental factors as possible contributors to SmS prompted this sarnple coUeaion. 

Two types of co l idon samples w a e  useû, air bome and contact dides. A total of six 

houses were visited for air rad contact coiieztion. The process foliowed wa3 to samp1e air 

born fÙngi and boderia in the rwm the infant skpt in This room wmdy also 

accommodated the parenta (or m m  if a single parat) and other siibtings. Two agar air 

strips were useâ to test the bedrwm Contact strips were piaceù where the air pobanîs 

would fall and remain un- for a tirne, such as window strips, high shelves or a 

selected piace in the kitchen 

AAa nmovai of the contact strips (one for bacteria and one for fùngii). the wutact 

are. was wipeâ with an alcohol saûmîed disposable towd Each house tested contributed 

four simples: air bome bactenia and ningi snd contact strips for bacterk and fimgi. C d  

spaces wae also considemû an appropriate venue for bacteria and niagi Om mother 

requested t e h g  of the crawl space unda her newiy c o n ~ t ~ d e d  tbree bedrwm home. 
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The air borne baamP and ft ngi strips and the contas oaips w a e  placed in 

coolers and transported to an international laboratory in Calgary for incubation ad 

reading of the bacteria and fbgi  colonies. The Ocarpatiod Hygiem Coasultam at the 

lab aramimd the packrguig prior to innibation to ensure the obtained rrsults wadd be an 

amrate representation of the environment tested At the tirne of c o l d o n ,  air borne 

ssmples for bacteria wae labelcd C ud fÙn@ Iabeied D. The house mimba wu given as 

Hl, H2, etc. The complete labd for the bacteria for House No. 1 read HIC fOr baaaia  

and HlD for h g i .  By contmt, the contact strips were b U e d  A for bsctaia and B for 

funpi. The contact strip labds r d  HI A and HlB. The air borne r e g s  w a e  taken for 

eight m~lsecutive minites each The contact strips were a d h d  to a surfaçe dso for 

eight muwtes. 

Sur& testhg was takm in places in the residaice which would give an 

accumulation of contaminants. Instnictions from the labratory instnrctor and the 

Emigonmentalist were to gatba these chta Eom places &ch were hard to "duan. This 

would give a reading of contftminsitions which had sat undi-. Collection was t h  

âom high sheives or any lower areas which hd not beai poiished or dusted the previou 

week. 

If the mother was wüling, slide photos w a e  taken of her infant wrapped or 

sleeping in a swing or ntting up awake and dat. 0th children in the homes ran to be 

included in the photos. Second photos wae o h  taken to inchde the h f W s  olda 

silings. 

None of the instnimeats were used in the seniors' residences, on those visits ody 

i n f o d o n  was gathered. The long interview session was felt to be a large stress on these 

senior women without making them nervous by employing the porfion of 

the process. 
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4.2.7 A Biotest CÇntrifii Ab Sarn~la, obtained fiom AGAT Laboratones of 

Calgary was used for Microbiai Evaiuation of the airir. AGAT Laboratories ir accfedifed 

by the Amaican Industriai H y g i e  Association The Biotest RCS Air Sampia operates 

by the impaction prinaple. The air unda aaimoition Y drawn mto the sampler head by 

the action of rotating impetler blades at a rate of 40 litrdminute. The air enters the 

Unpeller dnun and the particla in the air are impaded by caitrin>gd force onto a plastic 

strip comaining a suitable nittun medium The adture strips are iwxibated for an 

appropriate time at a temperature detaniined by the culture mdnim. 'Ihc mimber of 

formula: 

C F U / ~ ~ = ~ U ~ ~ ~ O ~ C O I O N ~ S O ~ S ~ ~ D  x nwuta x 1000~ 
sampiiag paid (mm) 40L m3 

AU testing was standardilPA at 8 minutes. The site of the airborne particle coUection was 

the infànt's sleeping area 

The instrument, which resembles a large fbhüght, wps used to sample total 

bacteria and fiingi in the air by the use of agar seips. For couming the totai number of 

miaobial particles Agar Stxips GK-A (&.-No. 94 1 1 00) wen used. GK-A Agar Strips 

are suitable for cwnting the total munba of aerOac and f h b î i v e  anaerobic bacteria and 

h g i  in the au. The c u b e  medium bas a high d e n t  vahie and thus offers suitable 

growiag conditions evai for the more demandùig orgaiiisms. Composition of these stnps 

is Pmcreatic digest of cescin 15,O g; soy bean peptone 5,O g, K2HPOq 9,3 g; KH2po4 

3,7 g; agar 16.0 & water Io00 ml final pH7,3I0.2 A&r collection strips were d e d  

stocked with two h z e n  ice packs) d removed h m  any iîght source. Between and 

prior to collecring a new sample the Biotest RCS Air Sampler was stedked ushg ethanol. 

Immediateîy More sempiing, an agar seip wps positioned in the mipeller dnun so that the 
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agu surfàce was expooed to the Unpener. Sampling was wormed for 8 minutes at a rate 

of 40 litres/minute for a total air volume of 320 litres. 

Agar Strips HS (Art.-No. 941200) wae  used for counting the number of yeasts 

and moulds in the hfbts '  sleeping area. The substances Rosa Bengal and Streptomycin 

inhi'bit the growth of bacteria to a large extent and thus aiiow for the Ummpaired 

development of moulds and yeists. Rosa Bengal inhibits the growth of grampositive 

b . a a i a  and prevents the pro(i fd0n of myceiin, without haWig any negative eff& on 

the germination of the conidia Streptomycin has above al1 an extensive growth uihiiiting 

property with regard to gram-negative bacterk Composition of the strips consists of 

speciai peptone 6,O g; D(+)giucose 10,O & K2HPO4 9,3 g; KHzPO4 3,7 g; 

MgSOq7&0 0,s g; Rosa Beagal 50 mg; streptornychdfite 40 mg; agar 16,O g mer 

lûûû mi final pH7,3M.2. 

4.2.8. Biotest Hvwn Contact Siides were used to evaluate surface contamination. 

T k  contact siides for the detenoihation of rniaobial leveis on swfàces con& of a fia'bie 

d t u r e  'tray" containing cuiture medium which is Sealecl in a plastic case. The total 

surfâce area of a contact slide is 23 c d .  

Biotest Hycon con- siides GK-A and HS were used to sample for bacteriai and 

fiingi respectively. Immediately Mon sempling the contact dide was removed fiom the 

s t d e  case and the a.gar surface was qplied to the test srtrfàc+ so that the agar medium 

made totai contact with the ana bebg tested 

An~str ipswaededwithtape&arrhuniogtheuxd~~ntactsnipto i tJ  

tray and tabelleci. They wae then plPfed on aa angle in a small woler with fiozen i c b  

packs. Ia packs wae repiaccd as required to maintain cooling during aaasportation to 

the collection site, at the site and to Noid heatmg during the long transportation procm 

to Calgary, where the strips wen haaded ova to the Ocaipationa1 Hygiene Consuhaat at 

AGAT Laboratories for incubation and dony cowiting. The contact slides used for 
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bacterial determination were incubated at 35 C for 48 h m ,  and the contact siides for 

fungai detemination were incubated at room temperature (21 C) for 5 days. Colonies 

were animerated using a Fisher Colony COW, and the munber of mlony-fonning units 

per 100 square m e r s  were dculated using the formula below: 

CFUA 00 ad = ~ m b e r  of colonies on dide x 100 
23d 

4-2.9 An O b n i s  mer% model Super Zoom 300 and ASA 100 and 400 siide 

films were used to capture evesfs associated with the uifant care on the resave. 

However, tempaahirrs of mimu 40 to minus 50 Centigrade affected the quality corn01 of 

the siides which were d e d  off for developmemt and a second carnera was used. 

4.2.10 A Pentax ESP 10 928 -camefa with a wida range of options was used with 

ASA 100 and ASA 400 slide film. The second camera facilitated needs for close-up shots 

with its 28-90 mm Iens. 

4.2.11 A Mmilovo Dinital Mbrator Model CDXP,  Code 5ûû-352, was used to 

meesure the sleepa and blanka to obtain t h d  weight. These measurements were 

caliirated by Dr. K. Burg of the Physics Department at the University of Caigary. The 

instniments were set up away fkom where the intaview was t a h g  place and continued to 

record ULfonnation while administration of the questionnaire was king wmpleted. 

4.2.12 Plate: To illustrate the infant emrVonmw slides used as plates were 

reproduced as photos, thn scanaed for importation into the disertation text. 

4.3 Research Site 

Thae wae two requirrwnts for sdectiag the research sitesitt The comrminity 

should be semi-isolated geograpbidy, wbile at the same tirne maintah interaction with 

outside mrnmwes to provide divasity in experimces during parturition and the 

subsequent infant care strate@ practhd by professionai health caregivers. The extent of 
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influence these expenences have on Aboriginal women's perceptions about infant care and 

"traditionai" stratees may also be determineci. A Cree eommunity situateci in Northem 

Alberta fulfiued these requiremerits and was selected as the research site. 

Contact with the Reserve Health Unit on the resewe was made months prior to the 

commencement of the research. This was necessary to gain approval of the Chief and 

Council, as well as to familiarize the Health Unit staff with the project. The Director of 

the Health Unit, an active member of Counal, ascribed value to the study and agreed to 

provide office space and post dvertisements for a Research Assistant for the projezt. 

Chiefand Council approvai was obtained and this helped to gain community acceptance of 

the project. 

This commuNty, accorduig to the information provided by the band, is composed 

of a reported 5,000 Tnaty Indians situated on 55,000 acres of land located 1 50 kilometers 

nom a small town The s d  town which has expanded recentiy unda the th- of oil 

and gas explorations is 450 kilometas north of the capital city of Edmonton, Alberta- 

Comnnuiity residents are all Cree F i  Nation. The centrai reseme is divided into four 

sub-reserves i d d e d  as 4 B, C and D (Figure 2, page 71). The Band also has members 

in 3 parcels of crown-held hd, about 100 Lilometers north of the reserve and on another 

parcei located 15 kilometas south. The community members located on crown-held land 

have different environments and isoiation fkctors than the main reserve members. In order 

to examine the environmental niche of Aborigiaal infimis, it seemed more feaSbie to 

d c t  the site seiection to the cemral mmmunity composed of A, B, C and D sub- 

divisions. In an &ort to comply with the request of the c o d t y  for anonymity, 

sources of identification have been removed. The site location will be idenfifieci under the 

general terni of a Northern Aiberta Cree comniunity. 

The c o d t y  is situteci between and around two lakes. The lakes are 

a p p r o h e l y  six kilometers apart. The water serves as a c o d t y  focus for the local 
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Cree S o C i q .  The surrounding area is heavily populatcd by birch, wiUow and popla. and 

coniferous trees, such as spruce, pine and k. 'ïhe laices suppiy the inhabitants with 

"white fishm (or Tickameg) and lake trout. White fish was the source of winter f d  for 

local Abo~ginals. The woods mntained moose, deer, caribou and d e r  game. 

ffistoricaily this area was traveiied by David Thompson in 1799. By the late eightm 

hundreds the Hudson Bay Company had two posts in the area of the t o m  situated south 

of the reserve. As weli, the cornpetitive nir trading company the "Canadians" or North 

Westerners (NWC) w e n  simiiariy situated. The Ch& of England and the Roman 

Catholic Church set up religious houses and prodytm&ion of the A b o n W  was 

initiat ed. 

There is a community hospitai on the resave which has beds for six aduits and 

four pediatnc patients. One doctor, who had been in the cumunity for four years at time 

of my research, is on di fûii-the. There is a district office of the Athabasca Health Unit 

and a phannacia. In the 1980qs, the govemment initiateci a heath transfèr program which 

is slowly moving the responsibiüty for health and its various sssoaated areas, daital. 

infit and dderiy care and ambulance service, to the Cree Fîrsr Nation At the moment, 

some services are duplicated as Aboriginals initiate operations for take over and 

govemment operations diminish. 

The Cree Fust Nation Health Clinic had its officiai openlig in the fd of 1995, and 

is staffid at ail leveis by Abori@ Communîty m e d e m .  Howwer, the rapid expansion 

of work has required that two non-Aborighai medically trained personnel be assimed 

duties in the Unit. 



Figure 2 

Ovaview of Research Site (four sub-reserves) 
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Sevaal Aboriginal womai have upgraded th& education and are employed as 

&mmUnity Heatth Rep- (CHRs). Tbe CHRs have office allocation in the Unit. 

They spaid considerable time traveüing to visit homes end supply medical assistance. The 

s a p e  of their duties cuvas an enonwus range nom clipping toe nails for senior citizem 

to checkmg on new infknts. They supply considerabie information to younger women 

during pregnancy on physicaf and psycbological changes to be experienced. The CHRs 

are also knowledgeabk about social events on the rrsave. Thy are intimateiy involved 

with their designated reserve dientele and b w  the relationship of eadi housebold 

mernber to o k  in the cummunity. It was fkom this group of knowledgeable worken 

that my Research Assistant was drawn She had worked as a CHR on a part-tirne basis. 

A water trea~ment plant draws water fkom the local lake which is distributed by a 

pipe man &a treatment. Eledficity W supplie- to aii midences. 

Unda the legaihies of BU C3 1, tm new families recently have established 

residency on the resave. Their Me comnnimty is in Reserve B and th& traüers sit in a 

row directiy behind each other. Eigbt tfailers fonn a singie row fkom the road with two 

additional trailers establishing a second row. 

On Resave C, seven atîackd homes are docated to ungle parents. The 

popuiation occupying this area stay short periods of t h e  More movhg to an allocated 

permanent home. The Councii make all decisions on docation of residence. Persons 

wishuig 8ccommodation changes first d e  application to the Cuund. If the outcorne is 

not acceptable, the paw or parries then Wiit the C o d  menibas to apped th& case 

personally. A h  located on the m e  Y a modem, aithough inconspicuous woman's 

shelter house. 

From this Northem site, all parturient Aboriginal womm are removed to Wties  

in other locations to give birth The iocai dodor, since his arrival in the area four years 

ago, has refused to deliver babies beauise he considers it tw risky. Pregnancies which are 
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constituted low or non-risk SMUS by the local phyEKW are transporteci by plane or road 

vehicle to a wall tom 150 kilometers south of the Cr- m e .  Regnades which are 

detaniimd to have the possibilay of cornpfications are deemed "hi@ riskn requirhg 

fàcilitia and t h l o g y  beyond that available at the tom hospital and are transportai 

f.urther away to the Qty of Edmonton The constant uncertainty surround'ing "due data" 

r d  in women being moved hm the resave carlia than they would &e. 

4.3.1 Features of Residences on the Resave Thirty-five percent (25) of the 

seventy homes m which 1 did intaviews had six windows. The minimum nu* of 

windows was two, wbile the nmimum was fourteen in one large home. Wmdaws wue 

the source of ventilntion in 98.5 percent of the ho-. One home had an adiaust fan in 

the kitchen wbich was hookedup to vent to the d d e .  E h s t  fans in other homes 

were mt ventilated to the wtside and served to recuailate the residence air- Eighty-eight 

percent of the residences had ninnllig wata, howeva, sixteai percent were withoin a 

flush toilet. Fourteen pacait used a bucket or pail for human exmement 

Nmety-two pacent of the mothers mtaviewed were without male partnas. 

Mother's brothers and nieces were the most cornmon permanent residents f ier rnother and 

her childreri, Tw-three percent of the homes had four chiidren and thirty-three 

percent had five chüdrai. Seventy-five percent of ~?IC households had male h f h t s .  

Thirty-Sx percent of the hoclseho~ds had pas. Nmeteen percent of the househdds 

had one pet, with ten pacait of the households having two pets. Cats made up sevent#?n 

percent of the pers, whüe dogs accounted for twenty-thfet percent. Two homes had fish 

and two had birds in cages. Twenty percent of d am, birds and fi& remained in the 

house during ni@ houn. What was interesthg in tbu category is that aiI residences had 

two or three dogs nianing &er and bitiog the wheeis of my car. However, dogs and aits 

that eat and al- out9de the hoine are not considend pets 
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4.3.3 Dernograghiics of Research Site Inhabitants on the resene are younger 

( o v d )  than the rest of have les  formai education than non-reserve persons and 

register lower incarne levels ÇTable 2). 

In Canada, natives are classifieci on the basis of registration under the Indian Act of 

1876. The Federai Goverment provides hdth care to registered Indians. Classification 

of native groups is on the basis of language, with ten rnaj*or language groups across the 

country and 58 separate didects. There are 576 registered bands ranghg in size h m  two 

pasons to 9,950 (Boxhill, 1985). The Native Indian Register, established by the Indian 

Act of 1951 to list ail registerrd Indians in Canada, is maintallied by the Department of 

hdian and Northem AflFairs @LAND). The major purposes of the Register are to 

detamuie eligi'bdity for ben* population size and dis tr i ion .  For the resenre on 

which a status Indian hes, annial registration is used to detemillie the band roll, on which 

federai hding to the reclave is based. Thus, t is advantageous to the band to enrol 

individuais lMng on the resave and a disincentive to register deaths promptly. A band 

number is assigneci to d e  mernbers of a M y  upon reaching eighteen years of age and 

af&r completing an application for a band munber. The saine d e r  is given to his 

spouse d e r  marriage and to aay chiIdren bom of the union. The children maintain this 

numba u d  old enough to apply for their own m b e r .  To register an event, DIAND 

requires a formal application in addition to s p d c  valid documentation For a birth, 

documentation would be a birth d c a î e ;  for a death, a death certifiate or statement 

nom the fimeral director is nquired. 
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Table 2 

Demogaphic and Social Aspects of Research Site ( ' y  sub-fe~aves)~ 
4 

Average Age in 26.7 

klge 0- 1 g2 
Age 20-49 
Age Sot 

FEMALE: 
Female popuiation 

~~e 0- M3 
Age 2 M 9  
Age 5W 

Couple with 3+ chiidrai 36% 
Single male parent 
ftimilies 3+ children 29% 

Single Female Parent 21% 
Average ChiIdrerJfamily 2.4% 

Average person per 93% 
houe 40% 

Education: 
Lessthangrade9 57?!  
Grades 9 - 13 30% 
Trade certifia 5% 

0 Canada 
25.5 35.5 

Stats Canada 199 1 Carsus 2 39?% of this categoxy age 0-4 years wmpared to 4% for 
rest of Canada 2% of ttiis category age 04 compared to 3% for rest of Canada 
4 ~ m e  Distributon by S i  in Canada, 1994, Cat 13,207 In Albata, average is 
$55,355, mediaa is S49.870 



Prior to 195 1, band roüs were manitained by individual bands. This fhction was 

assumed by DIAM) in 195 1. From 195 1 to 1984, al1 records were mBiIlf8ined meinially. 

In 1984, the ~yrdan was compumizd. Despite thiq DIAND officiais admit that there are 

individuals on the regUta who carmot be aiive. No attempt has beai made to iden* 

persons on the regista who are unlikeiy to be alive. Of part iah  concan is the fkt that 

înfhts die without eitha thcir birth or death bang recorded in the register (Statistics 

Canada, 1985). Cleariy, the ammcy of the ~tumbers in the Natiw Indian Regista is a 

matter of concan both for DIAND and Statistics Canada, to say nothing of researchas 

trying to make dernographie conciusions based on the RegUter. 

A f k  1 up resid- on the nsave. it soon became mident that then were 

Families and Uidividuals are transient muing parts of th& lives, while stable families 

sometimes d e c h  to answa questions regarding partiah aspects of a govemment 

amus. Since 1 needed definithe nurnmcai information, I conducted a houseby-house 

survey to find mothas aged thirty-six yars or younger with infan*r. Tabie 3 *es the 

total number of womm of nproductive age with infants on the research site: 

Table 3 

Emuneration of ReproductiveAged F d e s  with Infhnts on the Research Site 
Resevq NumbaofFedesAnedl~t036 

A 38 
B 2 

C 21 

D 75 

Totai: 136 

This was completed with the cu-opedon of the Cornmuoity Health Representative 

(m) for the speRnc reserve. Each CHR has ht-band knowledge of the resexve sub- 

sectiox~~ they q r e ~ r m  The CHRa arc local fernales who have takm educational u p  
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@mg o v a  a paiod of  several years to m&t the requinments of a CHR Thy kcep up- 

to-ciate records for each houaehold by means of momhty, sometimes weelây, visits. Home 

visit schedules depad on the specific needr of d bousehold. Weddy visits are madc to 

homes Mth rmv infaats to weight the iatiiny check on their generaî dmlopmait and to 

schedule innoailations by the llur~ein-charge at the health unit. The dose ties ktw&n 

the faniüies and th& CHR's provided a good source of nrst-hand information regardhg 

location of mfants. tbQr c~fe-gkers and the l& of saiior womai. If a f h d y  moves 

fiom one sub-reserve to anotiier, the CHR aansfèrs the fàndy's ncords to the appropriate 

CHR in the n m  location Since the CHRs sbin an office in the heahh unit, vabai 

exchanges of information are used to e n m  a smooth transition. They oaqy a unique 

status as both members of the community and npreseritatives of the health imh The 

loydty of the CHRs to the community is recogmzed and apprdated by the families s k e  

they have chosen to stay in the community. 

A house-tohouse census was necessq because the 1991 Census Iisrr f d  

population as total m u n k  betweem ages 15-24 and then total numba of f d e s  between 

15-49. Our age wt-off of 36 (a munkr aiggested by my cammittee at the proposal 

stage) was p r o b l d c  m the documentation format which used 15 to 49 yean. Also, 

there seemed to be fewer hfhts  unda one yeir of age on the resave then the 1991 

Census indicated. Women who had new infsnts rndlor young toddlers up to 36 months 

were the target -le. The sarnple groups of womm with idkits younga than tweive 

months were expandeci to inciude women with Mdrea under tinee yeers of age. It was 

deemeù acceptable to make thip inclusion sina many womai wah three year old chifdren 

wouid be wntempiatiag fuîure births and wouq in 1 p d c a i  ways, oontinie thir 

existing infaad carc 

When gatherhg data about rdationships, 1 have i n c o r p o d  the actiul responses 

of the women being intarviewed in temu of rdationship W. For exampk, if they 
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r â d  to the addt male in the house as "husbd", 1 used uiat terminology. I$ on the 

otba hand, they &d to the ad& male as "Dad', or Tather", or, as in some cases, 

"partna", 1 used those tams. 1 chose this mechod of Inbelluig the relationship to r d e c t  

the inteMewees response, rather than attempt to f o d t e  Wq such as "marriedu, 

"singlen, "cornmon-law" or divorceda, unless such temu were chosen by the respondent. 

In one case, as the table bdow indicarcs, the aàuit d e  was referred to as a "conmon- 

laww relationship. Also, in some cases, the duit male in the house may have been the 

fMer of some or di the diüdren, but may not have been marrieci to the mothq who 

mi@ a d y  have a legal husband living sepPratdy on or off the m e .  Part of my 

tams of refkence with the Band Cwncil was thrr 1 wouià not inquire into what was 

considerd pezsod infordon apan h m  wht hed been agreed to in the questionnaire. 

Since such tams as "marrieda and "divorceda csn have dEerent meanings in Aboriginal 

and other dtwes, 1 did not fd it appropriate for the purposes of my research to anempt 

to solve this partiCufat dilemrna. For purposes of this table, the relationships co1u.m uses 

a number of letters to indi- datus: For example, "Mm staads for "Mother', "Dm for 

"Dadn, "Fa for "Father", "Ca for "Chiidren* (usually with a nurnber in fiont to indicate 

how many), 'GP" for "Grandparetnu', 'GW for "GrandmotherN, "MBMB" or "MS" for 

"Motheis Brother* or "Mothds Sistd, "MBF" for Wothds Boyfiiendn, "Nw" and 

"Nc" for "Nephew" and mecen, "SDn for 'Stepdaughtern, "SDH" for "Step-daughtds 

hdmndH, "VC" for " V i  Childu, "MW for "Ad& Frienâ" and 'Pi" for Tngant" 

(refcrring to the Mother). 



Table 4 
Househalds with hhts by S i t e  of Household and Age of Mother 

Mothefs Motbds Household Household 
Sut 

6 
6 
6 
5 
5 
5 
5 
3 
6 
5 
6 
5 
5 
5 
3 
4 
5 
8 
13 

6 
12 
9 
5 
7 
5 
7 
4 
5 
4 
5 
5 
4 
5 
7 
4 
4 

"M, 5cw 
"M, SC" 
"M,S,3C,MBM 
"M,D,3Cn 
"M,GM,MB,MS, lCw 
%D,2C,Nwn 
"M,MGFJC" 
"M,D,4C* 
"M,D,3Cn 
"M,D,3Cn 
%WC" 
"M,D,3CM 
"Pr/D72CWM 
"M,D,3Ca 
"hij lC,MBM 
"M,3CM 
"M,H,3CW 
'M,D, 4CC,2AF(C)' 
"M,D,K,2Ncâ: 1 C,2MS, i S 
H,3cw 
"M,GM,3C,MBn 
"M,D, IC, GP2,6MS,MBm 
u~2c,5MSBi lCW 
"M,D72C,GM" 
W W C "  
*WD,3CW 
"M, 1 C,2Nw,3MBm 
"M,D,2C" 
"M,D,3Crn 
"M,MS&lK, 1 Cu 
"W,KM 
"h2p,3CW 
%f,3cm 
"MP,3cm 
W,D,5Cn 
"M,D,2Cn 
"M,D,2Cn 



Tabk4 (Cont'd) 

Mothds Age M o W s  Age Househoid 
#FaBir th  Now 

"M, C-L, 2 cm 
"M,GP2, lC,PrR 
"IqH,2CW 
"M,P,4Cn 
"h4GM,3C, IO" 
"n4y2cR 
"M,D,3Cn 
"M,D,3CR 
"M,D,3Cn 
"lU,P,2Cm 
"M,D,2Cm 
"MJY 
"&GE9,2MB,MBF, lCn 
"M3,3CR 
"M,D,3Cw 
"M,K,2C,sD&SDHR 
"M,D,2CW 
"WP,ZC,GP2& 1 CR 
"M,P,5Crn 
"hf,D,2CW 
"M,7Crn 
"hi, 1C,GP2,MBn 
"M,P,3C,MS& 1 C,Nc,NwN 
"M,3C,GP2,M2&1Fr" 
"M,2cn 

4.4 Senior Women 

Since the questionniire to be used was designecl for motbers with infants, many of 

the questions were inappropriate for the senior w o m a  Thdore. it was decided to 

condua open-ended interviews with the senior womm to discover what, in îheir view, 

were the traditions associateci with care. A iist of senior women was obtained f?om 

the Community Heaith RepfCSenfELfiVcs. AU but two of these were iaterviewed. The 
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remahhg two wae  in hospita1 and the nurses strongly advUed against interviewhg them 

due to deterionted manal States. Notes of the iataviews wae taken by the i n t h m e r  

at the time of the interyiews, 

EwiromPental nadings w a t  not taken in the homes of the senior women since 

those mulinjy wae designed to record the infant emironmait. Senior women di able to 

adequately commUILiate p s t  memones were interviewed. The age range of the senior 

informats was between 56 and 87 years of age. It was origiriany thought we couid select 

senior informants fiom the iist M the Reseere Heaith Unit, phone the potemial candidates 

and set up M e w  times. However, that proved fniitless. Most senior women do not 

like or do not have teiephories. Hmce, we had to drive to their residmce, explah the 

project and, XpaiaiSSion was chtaid, get the conserit fonn si@. The fkst inteniiewee 

was the first senior woman we found at home. 

She was asked to disaiss h h t  care in general. Her two hour non-stop 

recollection started with the binhing pro- and rnoved consequently to the infant Gare 

stratepies utilizcd during her reproductive yeers. Afier cases two to five were 

interviewex!, it beaum qpareat that the nsponses of the first smior woman interviewed 

were WhiaUy identical. Therefore, ha responses w a e  catalogued as an infonnal check- 

list for intemiews six to nineteert, AU psi-reproductive women were imefviewed in Cree. 

One of the oldest and most communicative of the senior informants (who was also 

the first senior to be intavied) became the modd for a vignette desaibing traditiod 

b W i t  care stmtcgies. Variables d i d  in these opcnaided interviews were put 

into table form (Appeadix F). Th imaviews, faàlitated by an interpreter, wae long and 

tiring for the senior women. Photos wae taken of d senior women, as w d  as of some of 

theinhuitcanparapheaaliaspo~usiydispiaysdbytbtwome~toillusaatepointsthey 

were moling. ûthers rcconstructed swings of the type they had used. Where seniors 
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could not recall or did not mention certain p d c e s ,  a question mark was used to irxiicate 

a non-spenfic respoCLSt. Case numbers were assigned to main mnymity. 

4.5 Samde Sdection of Contemwmry-sned Women 

M y  origùial aiterion was to interview as many contemporary women as we d d  

fhd on the reserve. My reaarch assistant had first-hand biowledge of ail four resewes. 

A list of homes with infants bom within the last year was provideci by the Co- 

HeJth Represemtatives. l l e  list gave the babfs name, parents' nameq birth date of the 

hht and m e  at time ofbinh. Each &y, we met at the hdth  unit office and Qow to 

the s i i i i  m e  on the l is.  This was necessary because Street names aad house addresses 

are wt used on the m e .  W e  would drive dong a road until she said, "That house." 

The assistant laiew fiom the M m t  list which hame we were looking for because she knew 

the famity name. Then we would try to find the almost Uniisible driveway in the d e p  

snow. If the were home, (indicated by a car or truck in the drive way or childrai 

lookhg out the window) the interpreter approached the residaice, knocked and enter&. 

She informeci the mother abord the re-search and the next step in the process was for the 

womaa to look tlrrough ha window at me Sitting in the vehicle and give h a  initid 

approvd While this approlCh is timc consuming and fidi of logidcal problems the 

difkukies wae not h s u x m d l e  and the outcorne was a set of 70 case studies out of a 

possiile 136. 

Thae are w d  issues which irnpede data coiiection of this kbd in this p d c u k  

research site. F i  when imemployment/wehre, pension and band cbsqws arrive at the 

local pst  offiœ br- there is considerabIe disniption in day-tday practice~. 

these tirne periods, people go to the local off-reserve town for supplies or to visit the 

S d  SeMces offices to t d  to business. Frequently thy stay ovemight andor arrive 

home hie and do not re-establish their regular routim until past noon on the nort day. 

Second, h f h t s  who appear apparmtly heaithy one mimite can be rushed off to the 
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hospital within the next halfbur A third f m e  which acts as a ngulator for inraviews 

is the health of the contmiporary mothem Tbey too w d d  k off to the hospital or local 

physician's office and the subsequat protraded wait for presaiption to be filled by the 

local phamiacst. Troubled domestic situations are also refleded in the absmce or 

presence of women in the home. Weekends were aiso found to be a fiuitltss time to 

contact mothers. Therefore, the achipl days of the wedc to 6nd wown available to 

interview were Limitai to Tuesday, Wedneday and Thursday baweai nmn and six p . a  

4.6 Review of SIDS Files at CGef Medical Exammer's Ofnce - Cal- 
A five year file review of innud deaths ulamatdy attributed a9 SIDS was 

conducted at the office of the Depity Chief Medicd Examiners Ofnce (CMO) in Calgary. 

Completed SIDS death files for the northem half of Alberta are physicaUy located in 

Edmonton. These files were requisitioned arxi  sen^ by bus to Calgary for review. 

Under the category for identifying "race of the uifant" the CMO's f o m  have three 

chices. They are: caucasian, nabm or o k .  The CM0 designates four geograpbic areas 

within the province: Two rurai areas dividing nortbem and southem nval spIi#ing the 

pro* at Hobbema, and two metropolitan areas, Mmdy the City of Edmonton (wbich is 

within the boundaries of the nonhan rurai ara) and the City of Calgary (which is within 

thc southeni area). A speaal Mnbauig code is used by the CMO's office to id@ 

these geographic areas. Numbas O to 29000 represait what k cakd the "Calgary" ara 

Numbers in the 30000 range represcat "Rurai Southao" area, while 50000 to 60000 are 

the "Edmontona designateci mimbas. The "Rural Northernm ara aises are found under 

the 70000 to 80000 numbers. 

4.7 Distniution of SIDS Incidence In Albata In orda to detemine Aboriginal 

SlDS incidence in Alôerta, b i i  by reserve for the forty-two Aboriginal bands in Aiberta 

wae obtained fiom Indian and Northan Mhks Canada . These bands were then plotted 

by location (National A h  of Canada, FiAh Edition, 15.1 Indian and Inuit Communities 
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and Languages, Energy Mines and Resowces, 1980) to mable separation into southan 

and northern Afbata categories to coincide with the designation used by the Cbiâ 

Medical Examinex's (CMO) office for the reporthg of rurai incidence of SIDS (Sec Figure 

3). T h i s i S ~ b e c a u s e A b o n ~ T n a t y ~ a n r e g i s t e r e d b y p a m i t r t b r n d  

affiliation. 

Thaefore, with no bands existent in Caigary or Edmonton, infiuits are eitba 

r e @ d  with a band or are assurned to bdong to a band located outside the two &es. 

AU 0 t h  cities are designared eitha nual north or rural south. The northlsouth division 

used by the CM0 runs east to west from Wainwiright tbrough Hobbema to just soutb of 

Jaspa. Total AIberta births (both Abofigùral and non-Abori&inai) for the f i e  yean 

(1990-94) were obtahed fiom the Alberta Hahh Su~eillance Braach, Aiberta V d  

Statistics Bhth Registration While dealhg with d s t i c s  relMing to Aborigmal pcoples 

accuracy of nurnbers is always p r o b l d c  due to the fact that Mme bands do mt take 

part in the reporthg and reporting is not aiways don on a consistent basW. The other 

mitigating featun is the mobility -or with fidies moving on and off rrra~e for 

educationaî, medical, occupational aad personai rasons. In orda  to present as pristine a 

picaue as possible, 1 have used the numbem pmvided by Medical Savices Branch (MSB) 

for the years 1990 to 1994 for Aborigulal births, tbc wmbers provided by Alberta Health 

Surveillance Branch for total births and the C W s  aumbers for SIDS. These rnimbas 

have had four to eight years to s tab i i k  ami for MSB and Indian Affain to fine tum the 

n u m h  with the r d t  that they are vay close. 

In Akrta,  Abonginai birtbs are identifieci by legai birth registration Ifthe mother 

had Abongmal siatus, the mothds birth date W usai in wnjunction with the name givm to 

Vital Statistics. Although the infant miy hve many armes, the U coimted only 

once because it is cross-checked with the mother's birth date. 
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One additional task was mcesaq to ensure the vaiidity of the nunben. As ~mted 

d e r ,  the decisian to aîûiikne naPl origms lies withia the CMû's jurisdiction. In the 

ewmt of an ernergericy, the RCMP., ambulana staff or police wbo are fht on the s e n e  

rnake a judgement as to whot Kul description best wits the W o n .  At tirnes, this 

C8tegory wiU be maimaVKd throughout the deveiopment of the victim's fiie, up to aad 

inchding the autopsy repo* wbLh wili statc, for exampie, "Ibu fie-month old Native 

hfbt--2 The case then becorna part dthe tabulation by rice gartated by the request 

O$ for example, a SIDS researdLer asking about SIDS cases by race. It is not uncornmon 

for other infants to be i d d e d  diiring imrLl comact as "Native," oniy to k changed latn 

in the autopsy process to 'aucashm or 'otha.' 

Behg aware of thse prabLms in coma dassifiaxtio~ 1 heid aside d fles for the 

years 1990 to 1994 whicb had kca nported as "Native' on any of the forrns. A total of 

64 cases wae  idaitSed as "Native". Upon requeq 1 was g r a n d  permission fiom the 

Medical Services Brancb in Edmoaton to obtah fimher darificatian on the status of these 

64 cases. W e  they w d d  not rmd upid names or individual iddcat ion,  for the 

p u r p o o e s o f a c a i r a c y h t h W ~ t h e y ~ c d t b e a c t u d s r a t u s o f t b e 6 4 c a s * l .  

Their resuhs were surprisiq Ody 31 afthc 64 cases of AbertaNative SIDS deaths 

wae a d y  AIbata status N a t h .  Orie of the othas was a satus Native, but fiom 

S-hewan and therefore d not bc co~~lfed as an Aberta Native SIDS d& 

Others were Metis and some wert CBU- 

Onefurthadiffiaihyavountacdwhenwo~withtbnedoaimenuisttse 

awarrness of the phenornenon of iatc r@tration Som hfànts arc regUrad two or 

thrsc yavs &a their death. The question that mut be aasaiasd is: "If an Aborigmal 

infant dies More it is mgiskd, huw Y that birtiddcnth COLmf4dY A Heaith Canada 

off id adviseci me in a pasonal cammhion (Mar& 1997): 



Figure 3 - Loatioa of Albatr Aborigi~I  Bands with NonhlSouth Division Linc: 
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"...for our pirposes, when we are able to identify an evmt, i.e. a death 
fiom the V i  Ststistics fil+ we an thai cross rdirrnoe the binh file when 
the denth is [that of] an We are then able to detamine that the birth 
occuned and the infânts st.au, thaâore, we count both the birth and the 
de&. . ." 

It would appear that the v d d o n  cornpietexi by Medid SaMces Branch is as acairate 

as can be obtamed at this t h e .  As noted eariier, death do not contain racial 

identi6cation. By providïng names and bath and de& dates, the MSB d d  cross-check 

4.8 Socio-Economic Statu of Other AIberta Treatv Bands 

Socio-economic data was obtawd fiom the 1991 Aborigd Peoples Survey 

available. Total incorne levels wert s e i d  for aii North- and Southern AIberta Bands 

which had responded to the suwey. The AIbata Medical Examiner's geographic 

designation of North and South wu used to ennire çonsistency in classification. This 

resulted in records for 7 of 9 Sarthern Bands and 43 of 57 Northern Bands *ch 

represaits the rnost acairate data ya recorded. The chta wae  categorized in the database 

by the followllig levds of income: no income, $1 to $1,999; S2,ûûû to $9,999; S10,Oûû to 

s19,999 and s20,ooo to $39,999. 



CHAPTER V 

EPIDEMIOLOGY OF SIDS IN AILBERTA 

At this poim, 1 take a dosa look at Aboriginal and non-Aboiguial SIDS deaths in 

AIberra SIDS h a si@cant problan for Aborigids, b published data indicam a 

greater risk of the syndrome for Aboriginal people  a Nk not reiated to biologicai fimors. 

ïhef~ofthisdissatr i t ionisonculrunlmfaatcsrepracrices~~Aborig id  

peupks- For the purposes of this discussion, Abon@ meaos Treaty Aborigiaals and 

registaed sutus Indians as defhed by indian anci Northern A&n CPnada Ascataining 
- - 

the a d  mmiba of Aboriginal biiths is probIematic. Moa birth rrpodqg for the gmeral 

popdation is fiw the nirrmt yeaq with a d mimba of ktt regisrrati~ns~ Aboriginal 

birth repohg, accordhg to Indian and Northem Anairs Canada, mcluda those births 

reported for the ment year, plus a larger Nimba of births prior tu the ment year, plus 

bkth rcinnwman, is the registntion of a child bom to non-reghered parents, who 

Later bavat &cd to registnttjon d e r  Bü1 G3 1. Indian and Northem AtEUn Canada 

use five definitions tb w o r i z e  statu Aboriginas: 

1. B î î e n t  Year The regktdon of a chüd bom to registmxi parem(s) 

whae the registrPtion takcs place in the ssme yeer as thc birth. 

2. BirthPrior to aimat Yar: The regkation of a chiid born to a registered 

parent(s) whae the mgkation takes piace in a year subsequent to the bixth 

3. Bktb-: The registration of a child born to non-regktered parents, 

but whose pareaî(s) lata (r&r April17, 1985) baame entitkd to be rrgisiacd as a r d  

of Ba C-3 1 cbimges to the Mm Act. Tbh mm d cesse to be used by the year 2003, 

as d such pasons wiii k addts, rather than cbiidren. 

4. AdditioeReinstatement: The reghtdm of ui dui t  who was once 

rcgistered/CIIfifled but am0 lost the d e m e n t  to be mgiaercd for one msm or another, 



and who now (after Apd 17, 1985) is once again d e d  to be r e g i s t d  foflowing the 

Bill C3 1 changes to the Indlln Act. 

5. Addition-Fi Genaation: The regismtion of an ad& who was bom to non- 

Pa=, but whose parent@) Irita ( a f k  April 17, 1985) became d e d  to be 

registered u a wdt of the Bill C-3 1 changes to the Indian Act 

While the last two categories have some impact on Aboriginal birth mrmben, the 

signincantly as can be seen in Table 5: 

As has been noteci m Chapter IV, the armbas of Aboriginal b œ i  report4 by 

Indian and Northern A 5 i n  Canada varies as illusbatcd m Tables 9 and 10. The incidence 

of SIDS uwngst Aboriginals varies accordhg to how de~,minators are constructed- 

Dividing Alberta into wrthem and southan geographicai divisions at Hokmq as does the 
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Chief Medid E m m k ,  1 ~t the geographicai Merences in SlDS m Table 11. In 

mb~equent tables, I pnsmt demographic variables, such as matbds age, birthwcight and 

sar distrihion. 1 nut give sociaconornic information for AborigmaS Ucmg the 

NorWSouth dntisions, p b  o v d  incorne lmls for aii Amatmr and appmimate 

incorne status for the specinc ana of Edrnontun where a mmiba of Abonginil SIDS 

deaths t w k  p h .  

5.1AlbertaBinhsudSIDSlkathq 

Since binhs are tabulated by Vital Statistics Aiberta on a mndiscriminatory basiq 

we m u t  deduct the munba of Abonginal biribs fkom the totd m m k  of birtbs for any 

yeor in orda to arrive et the mimba of non-Aboriginal births. Ifwe d d a t e  Abaiguial 

births edusiveiy fkom birtha m & e d  in a specinc year and deduct this figure fhm total 

births in Aiberta for urat yeaq we can thai calailate non-Aboriginal and Abonginil SlDS 

rates for eadi year. Using this method (Table 6), non-Abriguial rates range from a low 

of 0.93 pa 1,000 births far 1992 to a high of 1.23 in 1991, with a five par  average of 

1-10. USag Aboriginal b i r b  pa yerr as a denominetor. the S D S  rate for a five year 

average is 8.26 per 1,000 birtbr, with a high rate of 11-60 in 1992 and a low ra& of 4.67 

in 1990. These are distmd& high rates for Aboriginals. Howmr, t h q  may dec t  an 

inacnUate hancihg of the rrlevrm numbas. 

If we calailate Aboriginal births per year to include a c t d  fegistered binhs per 

year. plus births which took place in that year but wae later, plus hinhs to 

Aboriginal mothem who cLimed band atTiliaton unda BP G31 (ad who would 

t h d o r e  be chdied as eerty Abonginais at the time of the SIDS A&), we end up with 

a hi* rnmiba of Aborigid b i i  (Table 7). which also auaJ cal- of the non- 

Abonginal birth/SIDS rates as wd. For Aboriginal SIDS rates, the dadations used in 

Table 7 change the five yesr average inadaice to 2.97, with t high rate of 5.63 in 1992 
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and a low rate of 1.33 in 1990. Non-Aboiguial rates change to a five year average of 

1-14, with a high rate of 1.28 in 199 1 and a low rate of 0.95 in 1992. 

Alberta Aborigllial births recorded on an annual basis are @en in Table 6. Table 7 

shows Abonguial births recordecl in each year, plus births recorded late and births to 

Aboriginal mothers who have claimed band atfiliation under BU C-31 and wodd be 

viewed as treaty Aborigllials at the tirne of a SIDS death. As can be seen, the impact on 

the SIDS rate for Aboriginals M i  m r d i n g  to which method of birth recording is used. 

Aborigmal SIDS rates are higher than non-Aboriginal rates, but less than had been 

amicipated. The inclusion of BU C-3 1 infants and late regisaaàons give a different view 

of Abonginal SIDS deaths. In otha words, using only current recordecl birrhs (as in Table 

6) &es a higher incidence of Abori- SIDS in Alberta. Daennination of race was 

made by RCMP in the rural arees, by ambulance crews or police in srnail toms and by the 

police department in the iarge &es. As a check of the cases reveaied, only thirty-one of 

the &y-four cases recorded as "Native" wae actually Treaty Aboriguials. In d 

likelihood, many Metis infants were identifieci as "Nativen. Since Metis have both 

Aborigllial and Caucasian ancesûy, it is o f h  difEcuit for those who fili out the forms at 

the scene of desth to detemine whetha an infimt is Metis or has aeaty status. If the 

idht  looks like an Aborigmal UifanS the obsaver is likely to put a checlaaark in the 

"Native" column on the fom. Conversely, if the psrent on the scene and the infant appear 

to be Caucasian, they may be recorded as such despite their Aborigioal status. This 

daaimaarion is changed only if the parent informs the Chief Medicai Examiner that the 

infant hes a treaty number. Otherwise, the s t a t u  remains as that detexminecl by the 

orïginai observer. 







For purposes of this investigation, I have ideritifid as AborigiFni only those cases 

whm the Medical Sances Branch v d e d  Tnuy smus. By a d y z h g  only confhned 

Aboriginal SIDS deaîh, we can &te tnaty d a  to treaty births. Such informafion is 

not adabIe for Metis births and deaths and thdore analysis wfüch does not make this 

distinction may weil reach an incomct conclusion. This investigation also led me to 

change the number of SIDS de& recordcd 6 r  the province for the five year paiod 

(1990-94) fiom 256 to 253, since thme of the recocded deMhs (two non-Aborigmai d 

one Aboriginal) were not boni in Atbau Out of province birtbs an not exchidecl ftom 

the ChidMedical Examhefs list of total SLDS deaths withh Albata r d @  in idlateci 

numbefS are mt genaally questioned. In uiy ~ m ,  balana is maintair.ed by children 

fiom other provinces who die in Aiberta 

Twenty-five of the --one Abonginai SIDS deaths w m  recorded in Northern 

Albara, with men cases recorded within the àty of Edmonton (Table 8). 

Table 8 
Alberta Total non-Abongin8î a d  Abriginai SlDS W e d  Deaths 

by Geograpbid Location 



5.2 Data On Alberta SIDS Cases 11 990-1 994) 

The information contained in the SIDS fites unda the jurisdiction of the Alberta 

Attorney G e n d ' s  office is composed of a background report of the SIDS family, plus an 

autopsy report. Two hmdred and nffy-six case fiies were examineci coveriig the years 

1990 to 1994, three of which were excluded as explained above. Most of the Calgasr 

cases have rdatively fidi information because two Ilnrestigators comptete a standardized 

SIDS inform8fion sheet. For cases in Edmonton, the information varies due to the fàct 

that no standardhi fom is used. Cases outside of the two major cities vary in the 

amount of information reported, some gMng M e  more than the name, age and address of 

the infhnt. This impacts gr* on the overall statistical vahie of the data in the files. 

Because of these anodes  in the amount of data available, the foiiowing tables 

report the infionnation available for matanal age only. nie d e r  (N) of cases in each 

table varies dependiag on how much information was provided in each fle. However, we 

have cornpiete data for Abonginal SIDS cases for 1992 to 1994, since it was otrtained 

h m  the Medical Services Bmch For non-Abonginais, the data were taken from the 

nles of the Alberta Chief Medical Exsminer. Figure 4 illutrates the different ages of 

mothem of SIDS victims. Since a high number of the coronds Abonguial files did not 

contain mothds age, Health Canada, Medical Services Branch, Edmonton, wrnpieted a 

match between birth and death certificates and provided M y  ai i  the missing daîa for 

ali treaty SXDS ceses for the years 1992 to 1994. 

Of the thirty-one SIDS cases identifid as treaty Aborgiaals for the years 1990 to 

1994, materna1 age was available for oniy twenty (95%) of the tweaty-one cases recorded 

in the years 1992 to 1994. Two mothas were 18 years of age or younger . The majority 

of mothers (ten) were beîween 19 and 24 years of age, while eight cases were recorded 

for the 25 years of age and older group (Figure 4). The proportion for Aborigiaals by 
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maternai age groupings was IO.% for the 18 years of age and unda group, 50Y0 for the 19 

to 24 age group, and 40% for the 25 and older age group. 

Figure 4: 

Maternai Age Ranges for Aboriginal SIDS 1992- 
1994 (N=Zû) 

Figure 5 @es the age range profile for the 73% of the non-Aboriginal SIDS 

mothers for the years 1992 to 1994 for &ch matemai age was recordesi in the autopsy 

files. 19% of the women were aged 18 years and under, 32% were 19 to 24, while 49% 

were 25 years of age and ova Figure 5). Although the ages for non-Abonginal mothers 

were listed in 74 of the 102 cases reported for 1992 to 1994, we are di able to make an 

AboriginaVnon-AborigLial cornparison of m o t h d  age ranges for Albertri SIDS cases. 



Figure 5:  

Matemal Aga Ranges for Non-Aboriginal Alberta 
SIDS 1 992-1 994 (Nz74) 

Caldation of SIDS incidence per 1000 live births by matenial age group arnong 

Abonginai and non-Aboriginal Albertans yielded the foliowing r d t s .  The highest SIDS 

incidence was observed within the youngest age group for both the Aboriginal (4.1) and 

non-Abonginal (0.9) populatiom, respectively. Incidence among mothem aged 19-24 

years declined in each population, to 3.9 among Aboriguials and 0.6 among non- 

Aboriginals. Arnong the oldest maternai age group (25+ years of age) only slight deche 

in incidence was observed among Aboriginds (3.8), whereas among non-Aboriginals the 

incidence declined to 0.3 SIDS deaths(1000 live births. Calculation of relative risks 

among Aboriginal maternai age groups Med to dernonstrate ratios significmtly dinerent 

than 1 .O (cl9 to 19-24, 1.05; <19 to 2Sf 1.08; 19-24 to 25+, 1.03). In contrast, among 

non-Aboriginals the ri& ratio among the youngest materna1 age group relative to mothers 

19-24 was 1.57 and relative to mothers 25+ y m  of age was 3.5 times greater. Thus, 

within each population the highest incidence and relative risk occuffed in the youngest 

maternai age groups and declined whh the age of the mother. Age category with age 

category cornparisons of relative risk between the populations demo~l~trafed greater risk 
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among Aboriginals (<19, 4.6 tirnes pater  ri& 19-24, 6.5 times greater, and 25+, 12.7 

Qnes grester risk than cornparabiy aged non-Aboriginal mothers). 

Relative risk caldations were based upon 1998 adjusted totai births for the 

years 1992 through 1994, supplied by Statistics Canada and the Medical Services Branch 

of Heaith Canada (1998, personal communication). Statistics Canada provideci the 

rnatemally age-categorized total numba of births for the province. Medicd SeMces 

Branch supplied comparable totai births by matenial age and these have been subtracted 

fkom the Alberta totals to anive at the data for the non-Aboriginal population (see Table 

Sa). 

Since these data codorm to the SIDS profle, it seems to me that the dedine in 

incidence with maternal age is in conforrnity with resuits presented by others. Similariy, 

the greater relative ri& arnong Abonginais is consistent with eariier reports ad, in its 

coasistaicy, represeats e v i d d  support for my selection of an aboriginal 

w ~ / p o p u i a t i o n  withlli *ch to work. 

Table 8a 
Alberta Total AdjuSfed* (1998) non-Aboriginal and Aboriginal Births - 1992-94 

m Non-Aborininal Bbths Aboriainal Birtfis 

18 & Under 15,715 488 

'Represeats adjustments made for non-resident and out-of-province births. 

5.3 Sex Distriiution of SlDS in Aiberta 

The SIDS literature identifies a higher SIDS incidence for mates. Howwer, as 

demonstratecl in Table 9, Aiberta Abongmal SIDS fkom 1990 to 1994 is 17 males to 14 
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f d e s ,  while the non-Aboriguial totais are 127 males to 99 f d e s .  The ratio of 

Aboriginal male to female deaîhs is 1.21 and the percentage of male deaths is 54.8%. 

Arnong non-Aborïginals, the ratio of male to female deaths is 1.28 and the percentage of 

d e  des* is 56.3%. There is no significant difference between males and fernales or 

between populations. 

Table 9 
1990-1994 Gender Distniution of SlDS 

in Alberta Aboriginai and non-Aborignal h b t s  
(N=253) 

From a socioeconomic Kispectctive, there does not appear to be a simant 

difference between leveis of incorne of mrthern Alberta Aboriginals wmpared with those 

f?om southem Alberta The following figures (6 and 7) compare the sociwconornic 

p i m e  ofnorthern and southeni Alberta Aboriginais (Statistics Canada, 1994, Abongiaal 

Peoples Suwey, 199 1): (To provide a b a i s  for cornparison with non-Aboriginal peoples, 

the average non-Aborigmal AlbeNi family incorne is $55,355 and the median is $49,870. 

Source: Statistics Cansda, 199 1). 

As figures 6 and 7 indiutîe, two-âbirds of the band population have incomes under 

$10,000 per year, with approximMeiy Wh unda $20,000 per year. Statistics Canada 



suggests an incorne of  $17,130 and lower per year in the city indicates lower socio- 

economic status, with $13,577 and Iowa per year for town dweiiers and $ 1 1,839 and 

lower per year for communities under 1,000 population. 

Figure 6: 

1990 Total lncome Northem Bands 

Figure 7: 

1390 Total lncome Southem Bands 
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Whde we cannot definitively pronounce that most Aboriginai mothers of SIDS victims are 

of lowa socio-economic class, the generai mnornic profile wouid suggest that is a fair 

assumption. According to the Canad'i Public Health Association (1997), in 1993 47.2% 

of Aborigmal f h d k s  on reserves lived bdow the povezty lim, triple the ovedi poverty 

proportion for Canada 

On the SIDS f o m  in the Chief Medical Examinefs ûSce, oniy sixty-one cases 

containeci a stated incorne levei. Seventeen fhdies were deemed middie-classed, whiie 

fifty-four were on social assistance and wae caiegorized as low income famiües. Four of 

the fifty-four cases were city dwelling Abonginal women. 1 inquired of the C.M.0 

employees wfio f'unctionsi as SIDS investigaton how they determineci income level. 

'Iney toid me that, since they couidnt ask too many questions of the M y ,  îhthey estimated 

income levei by "eye-baiiing the living quarra~. " 

Initially, I was skeptid of these canclusions since no assesment was made of a 

monetary levei. However, in fùrther conversation it became cl- t h  the imrestigators 

knew the &y and could distinguish iikdy incarne level by geographic location. Once 

inside the liWig quarters, the investigators would check for dnigs, alcohol level of 

cleaniiness, and social fkaîues, sudi as, stable partners ruid/or involvement of social 

agenues in the family situation. The imrestigators were also knowledgeable about where 

subsidized housing was i o d .  Ovedi, it seemed that the investigators based th& 

condusions on W y  substantive evidence. 

As the fohowing table iadicates (Table IO), a hi& percentage of Aboriginal SIDS 

mothers in Edmonton are single and also have low incornes. This table was constructeci 

by plotting the addresses of SIDS victims on a map which gives socioeconomic leveis for 

each area. 



Table 10 
Socio-economic Status by Location of Aboriginal SIDS Viaims 

Born to Single Mothers in Edmonton - 1990-94 (N=7) 

Case 
No 

Average: 

As can be seen, these income levels are weil bdow the $17,130 bench-mark which 

Statistics Canada uses to designate lowa socioeconomic staftis. 

Associated with Iow socio-economic staais is poor quaiity housing. While the 

question of resewe housing is discussed in greater detail ber, it is generaUy recognized 

that Aborigiaal peoples d e r  fiom substandard housing (Canadian Public Health 

Association, 1997). The anas covaed by the aises in Table 10 had high incidence of low 

incorne housing units 8ccorciing to Statistics Canada, 1992. The condition of the 

dwellings was mted by a Statistics Canada reporter in the Canada 1991 Ceasus. Three 

categories were used: 

Wlegulu maintenance reférs to painting, funiace cleaaing, etc. Minor 
repah refgs to missiag or loose floor tiles, bricks or shingies, defdve  
stepq railings or siding, etc. a j o r  repain refers to defective plumbing 
or electncai wiring, structural repaîrs to walls, floors or ceilings, etc. 
(StatiStics Canada Profles - Cpt. NO. 95-378;202). 

As noted in Table 11, considde home repairs are needed in the general location 

of the SlDS victims. Low socio-economic, single mothers stand a relatively high degree 
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of chance to be tiving in the minor or major repair category homes. These dwellings 

frequedy record pipes, roofs and windows leaking which aeate the conditions conducive 

to h g u s  and bacteria gmwth. Also available fiom the Census 1991 Pronle is the fiict 

that a high percentage of unattached individuals reside in the Edmonton SIDS 

geographicai area. 

Table 11 
Condition of Dwehgs of 

Urban Aboriginal SIDS Victims by Area 

Case 

1 

2 

3 

4 

5 

6 

7 

Source: SCatistics Canada Census, 1991 

It would be informative to detennine the 1wd of air pollutants in the homes of 

h a n  Aboriginal SIDS victims with a view to comparing them with those recorded on the 

reserve reportai in Chapta VIL However, a signed contract by me at the ChiaMedical 

Examiners -ce stipulates that no contact is to be made by the mearcher with aay of the 

nad of kh of the victims listecl. Although no pasonai contact is feasible, we cari 

detamine the general condition of the homes in the geographical area of h a n  Abonginal 

SIDS victims. 
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Aborigllial SIDS victims tend to be bom to single mothas, residhg in low socio- 

economic areas, in dwehgs which require minor and major repairs. These findings are 

consistent with the existing overail environment of uifants residing on the reserve. 



RESEARCH SITE, BIR'TH AND INFANT CARE 

In this chapter, 1 present the specific details about the research site, the r d t s  of 

my interviews with the senior Aboriginal women establishg what is deemed to be 

traditional infant can practices and what are the h h t  care practices used by 

contemporary aged Aboriginal mothas. The wmparison betweai traditional and 

contemporary practices enabtes us to daennine the level of contimiity and/or change 

which has transpireci during the last three generations at this partiailu reserve. 

6.1 Generai Information About Research Site 

The severe temperaaues during the winter discourages ventuing outside. 

hfhts experience consistmtfy longer hours h i d e  the residence. An. negaiive &kt of 

r e s i d d  enviroments wouid impact particulariy the infants and young chitdren. Parents 

tnivel by car to &op and vit& and older cbildnn travel to school by bus. The buses stop 

picking up -dents d e n  the outside temperature drops below -35 C. Young infants are 

fiequedy left at home with a &ter d o r  grandpareni. Table 12 gives temperatures 

recarded during the research p r o j e  

Table 12 
1995-96 E x i d  Northern Aberta Winta Tempenitures (Ce1sius)at Research Site* 

Readinsts Nov Dec &Ml Feb 
Hish -16.3 -25.0 -08.0 -03 .O 

Tanp 
LOW -20.0 -49.5 -44. O -29.0 
Tanp 

Only temperatures for day of iaterview are iisted. 
'Texriperanires reached -50 et thes. 



6.2 House Tem~eratures and Humiditv: The house temperatures were taken 

to determine the heat factor thought to contribute to ovatieating during noctumal sleep. 

Women stated they turned the heat up when "the floor feels wld" or "whm 1 feel cold". 

As seen in Table 13, the i n t e d  temperatures appear higher than would have been 

predicted. Residential temperatures taken at d homes were recorded at the conclusion of 

the questionnaire: 

Table 13 
Recorded Raidentid Temperaîures 

at Research Site in Northern Alberta (1995-96) 

&BE Month Avemze 
1995 November 24.0 C 

December 24.0 C 
1996 Jarmary 24.5 C 

February 24.0 C 

Humidity Ievels varied h m  home to home. The haimidity ranges are given in 

Table 14: 

Table 14 
Humidity b e l s  in Residences on Research Site 

in Northern Alberta (1 995-96) 

Year Month - - Humiditv 

1995 Novembex 23 to 
December 35% 

1996 January 36 to 
Febniary 45% 

A cornparison of intemal and extaoal temperatures is givm in Figure 8: 



Figure 8: 

InsidelOutside Winter Temperatures - Northem 

The range of outside temperatures during tbis six week period over the winter of 

1995-96 is M y  extreme, fiom approxhately minus 10 degrees Celsius to minus 40 

degrees Celsius, but not unusual for this far north Whaî is more signincant is the 

difference between the average inside and outside temperatures during this period. As can 

be seai fiom the graph, inside temperatures range na~owly between 22 degrees Celsius 

and 26 degrees Celsius, but the Merence between inside and outside temperatures ranges 

f'rom approrrimateiy 30 degrees to 60 degrees C e h .  The exireme night temperatures 

tend to produce cold floors in trailers and houses with unprotected crawl spaces under the 

main flwr. Women consîantly complain about the cold floon and wony about their 

infants getting sick. They keep the thermostats set high to guard against this potemial. As 

will be noted lata, this large temperaaire difEerence also is instrumental in producing the 

conditions for dampness and subsequent mold growth in Northem regidences. 
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6.3 Bolton Mode1 on Thermorenulation 

Nelson (1989) proposed a thennoregulation measwement which is unfortu~tely 

cornplex and dïfEailt to use. A modified version by Bolton, et ai. (1996), established a 

spread sheet formulation which genemtes data based on input nom a d  h f h t s  and their 

emiironrnent. By entehg an innvb's b i i  weight and weights for subsequent months, the 

Bolton mode1 can detennine: 

1. The highest tolaabie ambienî taaperanue (HTAT) 

2. The lower criticai temperature (LCT) 

3. The lowest tolerable ambient temperature (LTAT) 

The author's definitiona for these tlna categories foilows: HTAT is the hifiest ambient 

tmiperaaue et *ch the i n h î  csn avoid a progressive rise in body temperature. An 

infant would be sweating heaviiy a. this temperature. This is a higher temperature than the 

Bligh and Johnson (1973) 'uppa crÎtical taperature,' which includes a d  sweating. 

nie LCT is the lowest ambient tanpaaaue at wbich the standard metabolic rate is 

SufjEicient to maiotain body tempaature. The LTAT is the ambient temperature that wdi 

require a doubling of mdabolic rate to maintah body temperature (Bolton, et al.. 1996). 

Metabolic rate has been estimeted as being diredy reiated to body weight. However, the 

authors note that uniike the HTAT, the definirion for LCT is an arbitrary definition. It is 

mknown what the maximum metaboiic input would be for a given infbt, but it is assumed 

that a metabolic rate double that of standard metaboiic rate (Sm) would be possible and 

in the short t e m  would not be He threatening (Bolton, et d.  19%: 2234). 

A-rding to BoIton, et crL (19%) the individuai components of heat loss and gain 

can be estimatexi by the use of a theoreticai heat baiance modd. The mode1 faciltates the 

matchhg of intiuit wrapping with th& enviornment and can best be stated as quantitative 

descriptions of the components of a sleeping innim. Eieven segments of the infant's body 

are divideci h o  two separate categories: in contact with the underbedding or not in 
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contact. The authors call these 'exposed and unexposeci' parts. In the model, the relative 

'exposeci and unexposeci' size is estimateci for scalp, forehead, lower face and neclg trunk, 

upper anns, hands, foruums, pelvis, thighs, legs and feet, after which the recordeci 

ambient temperature is fhctored in. Included in the 'balance equation' is the metabolic 

heat input, conductive and radiant heat loss or gain, heat loss by evaporation of wata and 

the innuaice of ambient convection on conductive and waporate loss (Bolton, et ai., 

19%). 

How can we tell if an infant is too wam? If we can measure sleeper and blanket 

d e ,  a model exists *ch plots these variables (using i n h t  weight and length) to 

determine body heat. The Bolton, et aL 0996) model on t h e d  balance in kfhnts was 

used to measure hyperthermia. Bolton's spread shed formulation (see AppendDr D) was 

use. to generate data based on innuit birth to six month weight and length supplied by the 

Health Unit stafF for two random, anonymous, representative infants. Since few infànts 

were weighed and rneasured on a monthly basiq we asked the heaith unit staff to provide 

us with such data as met the criteria Typical biankets and sleeping garrnents of reserve 

infants wae  rneasured for density. A digital d i r a t o r  was used by Dr. Burg of the 

Physics Department of the University of Calgary to take the rne8SURnent.s and those 

measurements were entered imo the model by one of the authors, Dr. Bolton. 

Subsequentiy, the representative data was entered into the model spreadsheet to generate 

the resuits. 

In certain conditions, maintahhg the ab- to dissipate heat f?om the head is 

important in the prevention of hypertherrnia Dramatic efFécts on heat loss are found 

when an infaot's head is placed in a fkce-down position or is mvered with bedding when 

placed to sleep in the prone position (Bolton, et aL, 1996). The authors concludeci: 

Our dCU18fions ais0 cleariy show the importance of sleep position in 
detennimng t h d  balance in ia£anrs... and giw support to the statement 
that if a baby is lyiag supine with the fâce clear of over-bedding, then the 
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risk of hyperthemiia is mimmal howeva overwrapped the trunk may be 
(Bolton, Nelson, Taylor, Weatherail, 1996: 2241). 

As Nelson (1989) notes in his discussion of hyperthamia and sudden death: 

[Tlhermoregulatory controls aim to optirnite the balance between heat 
production and heat loss. To maintain t h e r d  balance, the body can 
hcrease or reduce both metabolic heat production and heat loss (Nelson, 
1989). 

The h d n e c k  ana and especiaily the face area are relativeiy important in the regulation 

of body temperature (Crawshaw, et al.. 1975), while the nasal mucosa and facial skin 

subsavuig selective brain coohg are the most &&ive heat dissipaters in the body 

(Capita, 1980). 

In this chapter, 1 use a vignette of an 87 year old women to describe traditional 

birthing and infànt care practices. This is followed by the recollections of the remaining 1 8 

senior women interviewed regarding the variables identifid in the initial senior interview. 

Thereafter, 1 report the infant care practices of wntemporary aged women and relevant 

f8ctors associated with the infant. Data in both sections are compared and contrasted to 

establish similarities and ciifferences within age categories and baween them. 

6.4 Traditional 1- Care As Told Bv Senior Aboriginal Womm 

6.4.1 Agatha's S t o y  Ane 87 in 1995 (Winter). Agatha gave birth to sixteen 

children, al1 born in the "wüderness." H a  complete and open disaission enabled me to 

construct questions and probes for the less vabal senior interviewees. Agatha's infants 

were aü bom aüve and healthy and her births were assisted by local midwives. Two of her 

infiuits died before they were one year old &om what Agatha d e s c r i i  as 'whooping 

cough". 

6.4.2 Beliefs Attached T o  Pre~nancy In this interview, two repetitive themes 

assoaated with behviour during pregnancy ernerged, each of which was deemed to affect 

the intiuit: one was related to what couid be ingesteci during pregnancy and the other to 

how thoughts of pregnant women rnay affect th& unborn &ts, usuaUy ni8nifested in 
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physicd defodties. For arample, if a pregnant cow moose was killed, then a pregnant 

woman wuld not eat the caK To est the unbom caif could result in the woman's infant 

having "sloppy bones" and not walking "right". huing pngnancy, other beliefs applied, 

such as, the dark slcin of prairie chicken and the head of m u w t  should not be consumed. 

Muskrat head was prohibited because "baby will bite you ali the tirne". Agatha told a 

story about an "angry man ate a rabbit and his daughter was born that way. . .cl& pailet 

and lip". Other actions during pregnancy that were believed to affect the woman's unbom 

chüd consist of "not to stare or laugh" at anyone deformeci because the unbom "will be 

ddomied". A more general belief was "watch what you lmgh at because it could 

influence baby". 

6.4.3 BUthin~ Strategy. The birth i t d f  traditionally took place at the partUnent 

woman's residence. Ha fh four infànts were bom in what Agatha calleci a "teepee". A 

birthing stick was selected fkom the bu& by the midwives. Eadi birth had its own 

separate "binhing stick". The stick was p l a d  at an angle haIGway up the side of the tent 

and the otha end on the floor. A square shaped piiiow a e d  with hay or dry leaves was 

placed toward the lower end of the birthing stick During the hours of labour, she 

alternately sat on this piilow, then put ha elbows over the birthing stick to kneel on the 

pillow during contractions. 

The hay-filied pillow o f f d  a place to heel durhg labour and delivery, and an 

absorbent surfeçe to catch the d o t i c  fluid, b l d  and placenta. Ifthe placenta was slow 

in coming down, midwives traditiody foiiowed the umbilicai cord up h o  the vegina and 

used massage and slow pressure to assist the expulsion of the placenta. The birth process 

was generally attaided by fanale M y  manbers, of which one might have some 

expaience in assihg at childbirth, but who did not practice midwifèry as her fU-time 

occupation. At other times, a practicing midwifk, who was not a fimdy member, would 

be in attendance. Agatha's two sistem acted as midwives for di her deliveries. 
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"Native medicine" was administered in liquid form as a tea during labour, which 

was made fiom roots of a local bush, descnied as "black and large". The roots of a dark 

tree d e d  "swamp" was boiled. The roots had to be boiied in the same direction as they 

grew in the ground to retain their medianal efféct. This preparation eased labour and was 

perceived to control bleeding. The midwife or M y  attendant would select the root firom 

the nearby woods. The root mentioned may be the Black Cohosh (Cimiczfugaal racemosQ, 

L.), wmmon name "Squawroot". Black Cohosh cen be found in upland woods. It is a 

perennial herb with a large knotty root. The roots contain a resin known as cimicifirgin 

(macrotin), ~ c h ,  gum, and tannic acid. According to Hutchens: 

The Amaican Indian women knew of Black Cohosh for relieving pain 
during the maistn>al period and used its properties extensively d u ~ g  
chiidbirth (htchens, 1 99 1 :47). 

AAer ddivery, the infant was piaced in a "swingn until the placenta was expelleci. 

The placmta was wrapped in the "kneeiingn piilow and this package was then wrapped 

moud the birthing stick and carrieci by one of the birthing assistants into the bush to be 

"left in nature". Aithough there was no indication of danger or witchcraft associated wÎth 

the birth discharge, the achial disposal process is @en in vague terms. 

Immediately a f f e r  birth and expulsion of the placenta, women moved fkom the 

birth sticwkneeiing position to a supine position on a thin maftress. Midwives or nunilia1 

femdes sponged off the newbom and piaced it near the mother's breast for the fkst 

nursing. It was also traditiod to bind breasts to ensure an adequate supply of  rnilk. 

Bindings to the hip ana and breast wae  then searred by the rnidwives. The bindings 

consisted of two large squares of mataial folded horizontally to approximately ten to 

tweive inches in width and pulled tight across her nidsection. Demonstratuig for us, she 

p l a d  the folded binder on her hip bones and ckiched t tightîy while wrapping it twice 

around her body. nie binda was then tid or pinned on her left hip area. The bindings 

"help to malce sure the stomach not fiop out" by giving needed support to the weakened 
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muscles. Agatha stated that afts giving birth h a  hips were tightly wrapped to help 

strengthen h a  back and stomach muscles. The binder served as a prewentative of "falhg 

stomach muscles" or big stornachs afts birth. 

The infht was sponged off after delivery and a thin piece of cor4  (Agatha stated 

that it was close to "thre.adn in thickness) was tied around the infant's umbTcal cord mtil 

it dried and feu o E  Special leaves ( d e d  mushy leaves) were then placed on the "belly 

button" area to help it heal. If the navel appeared to "pop outn, a binder was wrapped 

around the infant's stomach. 

The first step in navel binding was to select a srnail circle of hard substance, either 

a hard tanned s h  piece or in later years a piece of cardboard which was cut in the shape 

of a s d  circle, wrapped in soft clan material and placed over the navel a m  This was 

held in place by a long folded piece of material wrapped several h e s  around the entire 

middle stomach ana and back of the idht. The "birider" was then tied at the side of the 

infànt's body. 

Mer the urnbilical cord dried and feil off it was taken to the bush and a 

rituaVsymbolic cgemony foliowed that would direct the babfs future. The wrds of male 

h h t s  were placed on moose tracks or an indentation in the ground Ief€ by a slqing 

moose. This was done to ensure the male infant would be a gwd hunter. The cords of 

fernale Uif'ants were placed on "rotten Spruce tree" to exmue she would always find the 

necessa<y substance with which to smoke hides. Rotten Spruce wood was used 

exclusively to smoke hides for clothmg and foot Wear. The symbolic ritual of cord 

disposal was C8med out by family members, either male or fernale. 

6.4.4 Infant Care. Agatha swaddled her ianuits for approximateiy the first nine 

months. The swaddling systan consisted of two thin sheets of material and a soft back 

pad. For swaddling., the inht's amis were placed straight down at the side of their torsu. 

One a m  was wrapped separately with the top soft cloth nearest the infant's body. The 
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opposite ann was then wrapped in the same layer of soft cloth and covered by the bottom 

layer of cloth. The legs were hetd straight down and separately wrapped with the top 

layer of cloth. The second layer of cloth was wrapped fiom left to right over the infant's 

body and tucked in under the right a m  and leg- The right side of the bottom cloth was 

then pulied tightly across the right arm and leg and over the left wrapped a m  and kg. 

This was then wrapped several times around the new bom infant. Swaddling of babies 

represented a fom of protection for h f h t s  h d n e c k  area and back support to prwent 

their heads "bobbing and floppingw and to "brace" their backs. To prevent what was calleci 

"head grows bign, a head gear sixniiar to a bonna was used for the first three to four 

weeks. 

6.4.5 Moss Ban ['Wam~ison"). Her infants were swaddled and at night placed in 

a moss bag to sleep. A diapering system consisted of "muskeg", which grew wild and was 

picked in the Fd and stored in begs or hung to dry. In this area, there were two types or 

variations of "muskeg", a brown and red variety. Only the brown muskeg was used as a 

diaper for the idànts. Agaha changed her innuits about three times a day. hiring 

chan* the entire diapering muskeg was not reznoved and reqlaced. ûniy the wet or 

soiled area was replaced. Rashes on buttocks were rare. Her infants slept in a moss bag 

at night until about their second birthday. 

6.4.6 Brdeedinq.  Breasts were tightiy wrcrpped to assist in flow of milk after 

the birth. Ail Agaîha's infiuits were b r d e d  and she continued to b r d e e d  until the 

idht's second birthday. If no new infant was born she would nurse the infant a m e r  

ten or twelve months. Thereby, some infânts were nursed three years. 

6.4.7 Slee~inn Position and Location. At night, Agath's infants slept on ha bed 

with the infant's head on her ami at the site of her eibow. The infaiit slept on its back If 

the infruit became r d e s s  during the night, she shifted the infant's position fiom supine to 

sleeping on its right or left side. 
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During the daytime, the infant slept in a "swing". This consisted of a large wrd 

hooked or tied to the waiis or sides of the tent. The cord was strung twice across the ana 

providing two sides of a swing. In the lowest point between the two extensions, a regular 

blanket was looped over the cords with the ends of a blanket placed in the middle of the 

swing. Two pieces of wood (usuaiiy fiom the wood pile for fiel or heating or cooking) 

were then forced between the ends of the blanket on the cords to ensure an adequate 

openhg for the infant's body and to prevent the blanket cullapskg over the encloseci 

infant. Into this "swingB, the d d l e d  infànt was placed in a supine position and swung 

until asleep. Crying infants were sddom carried, the- were plaçed in the swing and sung 

to by the mother. 

At night, the swaddled innint was covered with one blanket while sleeping with its 

mother. Male partnem sometimea shared the bed with mother and uifam, but this was not 

the nom. Agatha's Uifants were put "down" in swings for naps in the &y until their first 

birthday. When they approached thar second birthday, their schedule included sleeping 

through the entire ni@. Agatha rrmarl#l tbat "ail the babies were the same". In other 

words, the nodunial sieeping pattern was consistart for all her infants. 

6.4.8 Teething. Aithough nothing was spdcally recommended to assist or calm 

infhts during teething, Agatha stated that if the infam was experien"ig a high degree of 

discodort, she would let the infant "chew on charmai". Teethhg was not genedly a 

problem, however, Î fd i f f idty  did arise, according to Agatha, the infànt was given a piece 

of fat to chew on cut fkom the hindquarter of a moose. This fat is suppie, but also hard 

enough to maintain its structure duriag prolonged paiods of "gummingn. 

6.4.9 Post Natal Ca=. Oae of the f d e  relatives would act as a support for the 

mother in teaching breastféeding techniques, nad  biadhg and gaierd infaat care, 

inducihg swaddling and the use of a swing for "irritab1e paiods" of the h f h t ' s  &y. Moss 

bag and rnuskeg were standard Hifam equipment. Infants slept with mother in a supine or 
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side position (for convenience in brdeediig) andor in swings. Two fernale relatives of 

the "birth team" would depart leaving the third assistant as solo helpa to care for mother 

and infant d u ~ g  a short bed confinement tirne, and the foliowing tirne of light activities by 

the new mother. 

6.4.10 Infant Care Practices of ûther Senior Women. Appendbc F provides 

information by case number fiom the senior women interviewed. Question marks are used 

when the semior idonnant did not mention the variable, or could not recall the details. 

Mothds age at first and last birth were calculateci fkom the m e n t  age or what would be 

the age of the first-bom child whether iiving or dead. Senior women provideci examples 

of a moss bag infivn wrapping (see Plate 1, Appmdix H) and a traditional swing (see Plate 

2)  

The nineteai semior women interviewed are divided into four age groups: eighsr 

to eighty-nine, seventy to sevemty-nine; sixty to skty-nine and fifty to fiily-nine years of 

age. Four of the interviewees were in their eighties (cases 1, 2, 3 and 18). Agathas case 

pnsents many of the variables associateci with this age group. 1 present anonymous 

names, plus case numbers, for the senior interviewees. 

Some senior interviewas were in whedchairs, some were bed-ridden and othen 

d e r e d  various degrees of ladc of mobiiïty. In ail cases, 1 wem to where the senior was 

located, whether in d bedrooms in the homes of extendeci families or living rooms in 

an effort to cause as iittle dimption as possible. Several women d e r e d  few disabilities 

and often were the caregiver of one or more grandchildren. Often 1 sat on a chair 

squeezeci into a tiny bedroom, or if there was even less room, on the bed. If the senior 

was up for the day, but isolated to a iiving rwm chair to gain access to the television, I 

would sit aaoss h m  her with my note pad on my lap. 
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Leughter and joy med the rooms as grandmothers and great-grandmothers 

recalled times past and the birth and eady days of the infants. AU agreed to having 

photographs taken, but would pose with aü the seriousness and dignity of old age. The 

wheelchair-bound lady asked me to move her to a living room chair for the photography 

and was wncmed lest the empty wheelchair be captured by my camera lem. 

Some seniors lived alone in a house or trader, while others were an integral part of 

an extended M y .  Chronic coughing was evident in a number of cases, with a teli-taie 

spitting cup and roll of toilet papa for wiping the mouth kept close beside the senior. My 

translater would greet these seniors with a show of respect uttering "tunsi, grandrnother" 

(hdo grandmother, how are you?). 

"Adele" (case! #1): This second eighty-seva year old interviewee d E m  ifom 

Agatha in the binhplace o f  her babies. She had her first of thirieen Wts delivered at 

home, assisted by her mother-in-iaw and p a -  grandmother- Her twelve other 

deliveries w a e  et a small min's hospital l o d  in the a m  Her mother was not present at 

the fïrst birth, but arriveci aRer the birth to assist the mother and the new &t. She used 

the moss bag ('Plate 1) which, according to her, kept h a  h f b t s  "so clean and looked clean 

too. 

"Eleanorn (case #2): Aithough ody one year younger than Agatha, Eleanor did 

not use the bgthing stick for h a  ten home deliveries, but did use d and hip binding, as 

did di the senior w o m a  Ail four women in their eighties used moss bags, two lined the 

bags with muskeg, while the other two used cloth diapers. Case #2 stated that male 

h f h t s  were not circumcised. 

"Melanie" (case #3): Although five years younger than Agatha, Melanie had ten 

home deliveries. Her mother assisted at the births. She did not know why the birthg 

stick and after-birth waste were disposeci of in the bush. While she used the moss bag, 

cloth diapers were used d e a d  of  musIceg. The idonnant said that the babies were 
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wrspped beceuse "they sleep weli and longer like t h . "  She gives traditional child care 

advice to her daughers, but believes that today's women would be "scared to give birth at 

home. " 

For this subset of the senior women, the intavention of biomedicine into 

traditional birthing practices did not alter breasffeed'mg, co-sleeping, use of the moss bag 

or sleeping swing. However, inwnsistensies are also found. Age at first birth ranged 

âom 15 years to 23 years of age. The sizes of th& fjiniilies ranged from d e e n  to nine 

children. The end of their reproductive phase, indicated by age at last birth, ranged fiom 

forty-one years of age to fifty. Midwives and mothers-in-law were the prefmed 

attendants for home births. When no other option was available, the women's own mother 

wouid defiver the chdd. However, when a midwife md/or mother-in-law was available, 

the motha wouid not assist until after the deiivery. 

Matenial andlor patemal grandmothm disposed of the afk-birth materials by 

malring an offering "to nature". Grandmothers also aisureci a " d e  first year" for th& 

grandchüd by puncturing the sole of the infant's first moccasins. This p d c e  was to 

aisure that the shoes wore out before the infant outgrew them, or, put another way, that 

the mfant would live long mough to wear out the soles of  the moccasmS. 

Six of the senior women ifinviewed were in their sevdes, ranghg nom seventy- 

one to swerrty-nine years of age. "Margaret", the oldest of this group, was eighteen y- 

of age at h a  first birth and forty at the birth of h a  h t h  infam. The first birth was bom at 

home, kneehg on a pad (in which the birth wastage was wrapped for disposal) and using 

a birthiag stick. The other births took p l a a  in &y hospitals. She used the traditional 

moss bag in conjunction with doth diapas and the swing for day-sleeping While the use 

of n a d  bindings continueci, thy were used to ensure a "srna& fiat navel." Margaret 

continues to teii h a  fanale relatives about infairt me, especidy the importance of 

brdeeûing. 
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While two years younger than "Margaret", "Fioran had the nrst of her fourteen 

children at twenty years of age. AU births took place in her one-room house. Flora 

advocated cutting back on sait intake during pregnancy and avoidkg drinking too much 

cold water afkr birth which "wouid cause her to have less milk and (therefore) less 

nourishment" for the infknt. As long as there was "a flow of blood fiom the birthing, cold 

water should be avoided". Root tea was administered if contractions were late in starthg 

to hasten labour. Fiords experience foUowed Agaiha's practice of using the birthing stick 

and disposing of it and the after-birth waste. She was the only woman to say that the 

buthhg stick was to be stuck in a bush and not buriecl. She used the moss bag and 

muskeg for diapaing. Fiora suggested that solid foods for the infint should begin with 

rabbit or moose soup, foiiowed later by moose W .  

"Ebkth ,"  aged seventy-one, had onIy the first of ha eieven children boni at 

home. The birthing stick was not used. Imtead, she held ont0 the top of the bed, with the 

bedding rnaftress unda h a  knees. While breast binding was not used, navel binding was. 

Both the moss bag and muskeg were used for the one infant bom at home. Later -ts 

were wrapped in thin blankets secured by pins and cloth diapers replaced the muskeg. She 

was the first to mention that the "0ow after birth was caught by cloth pads." Teething 

problems for Elizabeth's childm were t r d  with medication dispenseci from the 

hospital. 

"Caroline" was the youngest of ibis second age group at seventy years of age. 

Thne of h a  five cMdren were bom at home, using the birthhg stick. She was unaware 

of what happened to the afterbirth and was vague about coni disposai, suggesting that 

datives had done "sornahmg in the bush." While beliefi about pregnancy were 

considend by h a  to be "old style," she did suggest that if "something or someone amioys 

you during pregnancy? you sbould not get mad." Caroline b r d e d ,  used a navel binduig 

and d d l e d  al i  of h a  infants. She also wore a "girdle" for ha a b d o d  muscles and 
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had her breasts bound. Women aged seventy to seventy-nine represent a transition £tom 

aii births taking place at home to ody the first chiid being bom at home. 

"Margaret" was the eldest of the third senior age group, at &y-eight. Her nine 

births took place in three Werent hospitals. Margaret was twenty for h a  first birth and 

thrty-nine at her last. She did not use the traditional moss bag, but did "bundle" her 

infhts. She felt that bundling or swaddling ha infants ws good because it acted as a 

"brace for the baby's back." The pacidhg placed under the infant was "thick and s t i E  to 

protect the infànt's neck." The cord was "thrown away." Navel binding was used to 

prwent a "popped-outu appearance. She b r d d  each infant for nine to ten months. 

Teefhing powders prescribed by physicians were used when the infants became imtable 

during teething. The swing was used for day sleeping, while co-sleeping was practiced at 

night. Cloth diapas wae purchased or made. 

"And, aged sixty-four had twelve births, ail hospital deliveries. The after birth and 

cord "wen takm care of at the hospital" or "whatever they do with it." The moss bag was 

replaced by swaddling with pins and cloth diapers. Navel binding was used for one month. 

Ann also used breast binding and bfe85tced for a shorter period of time than the other 

senior women because she "had iess milk." Atta her retum home âom the hospital, she 

was assistexi by her two sisters-in-law. She d e d  that during pregnancy, her mother had 

warned her "not to eat baby c e ,  bec.ause h a  baby would be wobbly. 

"Christine" was sixîy yeers old at the tirne I inteniewed her. Her e l a m  innuits 

were al1 born in the aame hospital. She breastfed her first two idbts and bottie fed the 

other nine during idàncy. H a  W a n d  helped by boiling water aud cleaning bottles. The 

traditionai swing was used for day sleeping and aii of her infknts were swaddled with pins. 

Her mother looked after the "cord." In this case, ail of the cor& were placed in a sewing 

box. Christine was told by h a  mother that if the cord "was not put in a proper place, thqr 

(the babies) WU dig around." Her mother a h  wamed egainst eating prairie chicken with 
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dark meat and muskrat heads during pregancy. Christine slept her babies in a srnd crib 

located next to h a  bed. (210th diapers and a litîie bath tub were used to keep the infams 

clean. Teething powder was provided by the nurses. Christine reponed smoking 

cigarettes during aü of h a  pregnancies. 

Mrs. "B", the oldest of the fif'ty year olds was f&y-nine and had delivered seven 

infants in three Merent hospitals. The after birth was handled by the hospitals, who did 

"what hospitals do with iî." Cords were disposed of in the bush, with d e  infbnt cords 

bang placed on moose tracks and fernale infam wrds were placed where they wdd 

"rnake moose hides." Her hfknts w a e  b r d e d  for eighteen months and were swaddled. 

Day sleeping was in swings, whiie she CO-slept with the &ts untii they were six to eight 

months oid. Cotton diapers were used. Mis. B mentioned that English was spoken in the 

hospitals, but she oniy spoke Cree. No interpreters were available to help with translation. 

F i - s i x  year old "Ann" was the youngest of the senior group interviewed. She 

had eight children, with only the first two boni in bed at home assisteci by two strangers 

who acted as rnidwives. The placenta was taken to the bu& and "hung in the wilderness." 

Cord disposai was on moose tracks for male infiuns and near a rotten Spruce tree or in a 

sewing box for fernales. A swing was hung over her bed for both day and ni& sleeping 

for the infiuits. She b r d e d  aii of h a  chiidren for approximateiy twady-four months. 

The local medical health nurse provided medication for teething. Ann mentioned that she 

was fZ&ened when she went to the hospihi for deliveries. She stül had in her possession 

the moss bag wd for the iast thra infants. 

In su-, women who deiivered irifants at home were assisteid at birth by 

fâmüiai f d e  manbers. Sometimes d e s  helpexi, but overaii two or three f e d e  

relatives assisted. One midwife cared for the new motha by applying breast and hip 

bindings and encouraging intake of tea or light soup. Another manber of the "delivery 

team" (fiequentiy the new bom hfànt's patemal grandmother) would clean up after the 
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bk!. This rituai included the wrapping of birth-waste (blood, placenta, urine, mucus) into 

the "laieelhg pad", seairllig the "pad" around the "birthing stick", carrying the remnants 

of the birth into the woods or bush. Once away fiom the birth site, stick and bundle were 

"offered up', by placing in a tree above ground level. In areas where this was not feasible, 

stick and bundle were buried. In either case, the "stick" assisting in the birth and the 

"bundle", consisting of items which protezted the hfhnt, were retumed to nature. Birthing 

was an occasion for fanale M y  mernbers to assist at birth or to help the mnother during 

the confinement. The women did not disaus hospital births, nor did they compare or 

wntrast the scpaiences. Biomedical intavention in the form of hospital birthing did not 

thwart the strong influence of eaditional ailturai infknt care. With the exception of two of 

Agathds infànts who died in infàncy7 di of the otha senior women's infânts Suntived 

infkncy. 

Women in th& sixties m h r  a change fiom home to exclusively hospital 

deliveries where the "familial birthing team" was excluded. In the transition fiom home 

bllths to hospital, the first hospital births were in religious hospitals on the reserve. T'en a 

policy was adopted whaeby pregnant women in the finai weeks of their pregnancy were 

tmsported to a major cosmopoiitan hospital for delivery. Trained nurses delivered their 

infànts. The birthing stick and kneeliag bundle wae  no longer part of birthing rituafs. 

Cloth diapers became the W o n  as did shorter duration of brdeeding. Among the 

senior women in the research community, intants were bom at home andor in hospital. 

This divasity of experience and medical intavenîïon may elicit différing, although related, 

approaches to infant care practices. 

What did remalli constant was the persistence of traditional infant care in the home 

which was transmitted tbrough senior familial fernales. Infants continued to be swaddled, 

were bre8sfféd, slept with rnothers and the swing rernained an essential item in infant care. 

Navel binding also continueci, in conjunction with the use of navel pads until the time the 
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navel was healed. 1 acceptecl this description of traditional intiuit m e  practices as the 

n o m  for my research site. 

The relationships between M y  f d e s  on the resewe site is still evident. 

Although none of the nineteen senior women interviewed were related to one another, 

seven had daughters in the nearby areas, two had granddaughters, while two had 

audniece relationships. Secure in theu knowledge about uifants as a result of their own 

experiences, senior women continue to share theu cultural ptactices with younger women. 

As seai in Appendix F, a pattern emerges regardhg certain issues of infant care 

such as disposal of the infant's naval cord, breastfeeding, moss bag, position of infant 

whiie sleeping, individuais sleeping with infimi, use of a swing, wrapping and under pad 

used during sleeping hours amongst the senior women's descriptions. 

6.4.11 Andvsis of Riaials Surroundhg Traditionai Birthing and f f i t  Care. 

Amang senior women at the research site, certain beli& and rituals were associated with 

the birthing process. Some of the bdi& bear a saikllrg nsemblance to eomagious magic, 

*ch holds that "Wre produces Wcen and that "en dect  resembles its cause" (Frazer, 

1979). For example, the swing which receives the infant mon after binh should not be 

coIlStrUcted until the birth is about to take place. While waiting for the expulsion of the 

piacenta, which represents the pnor resting place of the infant, the swing becornes the 

srternal placeata This leçk of preparation before the event is considemi a positive 

methd to enraire the d e  mival of the new infant. 1t wdd also expiain why Abonginal 

women do not respond hvourably to advice to se& p r e n d  care. Throughout a person's 

Me, the movement fiom life to death is "punctuated by a number of critical moments" 

which a i l  socides naialize (Tumer, 1979). The ritual usage of the birrhing stick for home 

birîhs represents an "outward and visible form of an b a r d  and conceptual process" 

( T m ,  1979). The medicine wheel illustrates through a continuous circle the 

intercomectedness of ai l  aspects of life. Through the centrai crdon,  Mother Eaah 
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provides ail necessities for humans. This concept is visuahcd by the employmmt of the 

birthing stick during the tirne prior to birth. A tree and its branches are green in wlor, 

which is representative of the wlor appropriateci to the creator in the medicine wheel. 

Tree buds sprout and b ~ g  fonvard new iXe which evolves into f i t  and food through 

leaves and flowers. Selection of a piece of the tree to assist in the process of new Me 

emphasize the incorporation of the circle into weryday Me events such as birthing. The 

act of leaning on the stick during the pain of labour illuminates the burden of responsibiiity 

accepteci by nature in assisting both the woman and the creator. As the branch buds forth 

with new Wk, the birilung stick metaphoricaliy brings forth the new human W. The 

aiergy of the tree sap riustains the woman as she holds the living branch during the 

birthing process. 

AAer completion of the birthing procesq the bodily fluids are absorbed in the 

kneeiing pad which is then wrapped around the birthing stick and subsequently retumed to 

nature. In Iner ,  the pad-wrapped stick is placed in a tree or bush, d e  in sumrner they 

are buried. The retum of the birtbing stick to nature symbolizes the completion of the 

circle, which, Seing an ongoing process, has no beginmng and no end. The birthing stick 

represenfs a symbolic umbilical cord between the mother and Mother Earth, just as the 

umbilical cord itseif is the comection between the mother and her inf'ant. As the tree 

nurtures its branches, the motha mimires the fehis through the umbiical cord. The rÎtuais 

associated with the retum to nature of the afterbirth and the birthing stick represent human 

graîitude directed to Mother Eatth. Contimllty of rituals during the crisis of birth 

maioseiniS the nehwork of social relations binding individuais together in an ordered We. 

The birthing stick and wrd placement (diapasel) assis in both the priviiege and duty to 

maintah the orda of the universe of which humans and nature are interdependent parts 

(RadcliffeBrown and Forde, 1958). 
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These rinials confirrn the embeddedness of the medicine wheei in the creation of 

We. As a cultural mode1 which forms experience, giving Life is equated by women as a 

naturai process which highlights the strength and power of females within the constnict of 

nature. The vulnerability of parts of the body associated with birthhg (e.g. afterbirth, 

blood, muwus) in criticai stages of the process (e.g. in utero and at birth) is demonstrated 

by the need for mch parts to be retumed to the protection of nature. This connection is 

rCrgfFirmed by the participation in the process of other concerneci females (Schwarz, 1997). 

The involvanent of grandparents in the disposal of the cord has a profound 

significance on the child's fiiîure. As the physicd source of the mother's nutritional 

attachment to the child is withdrawn (through the nahûal process of dryuig and falling 

off), the grandparents reafErm the force of nature in the chiid's fuaue by retuming the 

cord to nature, bindhg the cMd to the creator just as it was bound to the mother. As 

depicted in the medicine w h d ,  the matures of nature, such as the b a o ,  moose and 

bear, will provide food, skins for clothing and shelter and bones for tools to the child. The 

eagie represents a spiritual bridge bmeen earth and the creator carrying emotional 

nquests to the creator. AU of these beliefk are repnsented in the placement of the cord 

back into nature by the grandparents. A male cbiid's wrd is placed on the tracks of a 

moose or in the grass Wened by a sleeping moose to guarantee that he will be a good 

hunter. A fernale child's cord is placed near a rotten Spmce stump to ensure she will have 

the ingredients to smoke hides for the fàmiiy. AU infant cor& are returned to nature to 

emphasize the comection between humans and nature. The participation of the 

grandparents in this rituai acknowiedges the dependence of humans on Mother Earth by 

three genecafions of the M y .  

Breastfeeding was accepted by senior women as part of the mothering proces, 

having biological and heshh admtages for both infhts and mothas. Women are more 

likely to contirme to breastfked afta six waks and to b d e e d  exclusively ifthey are in 
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support groups, underiining the importance of ailturd sharhg and exchanges of 

information on health, food, i n h t  are, as weii as b r d e e d i n g  (Draper, 1996). 

Having identifid what is traditional hfht are, we have established a 

benchmark to which we can compare contemporary infant care practices. Thdore,  my 

original questionnaire for contemporary mothers was extmded to include questions on the 

use of the swing, cord disposal and navel binding. 

6.5 Contempomy Cree Mht k 

A questio~aire was administered to seventy mothers up to thirty-six years of 

age. Three previousiy unknown aspects of intEnt care were investigated and recorded: 

firsS to coilect grounded data to detemine the current reaiity of Cree infant care; second, 

to determine the rcfationship (if any) to the culturai mode1 articulateci by senior womai; 

and third, to acknowledge any SIDS risk b r s  as illuminatecl in the literature mriew. 

In wntrast to the senior interviews, the contemporary women suggested that we 

sit at the kitchen table. This gave me a fimi su& for the questionnaire and an occasion 

of fiia for the smaü childm in the home who climbed ont0 chairs, then ont0 the table to 

take part in the proceedings. Soon the children wouid request pends or pens and papa 

so as to be able to mimic my actions. When span papa was not available, my white tee 

shin often sexved as the writllig surfkce for the children. The d e r  toddlers who could 

not scnible were content to sit on the questionnaires. The mothers watched my 

d o n  with their children with great care. At no tirne was it suggested that the 

children should get off the table or that thqr should sit on chairs. Very young h f h t s  were 

breastfed during the intaviews or were in the process of being wrapped, while the older 

children Wed the air with the sounds of their arthusiastic play. Most contemporary 

inteMews were conducteci in sudi a setring with the television blaring in the background 

to add to the generai din 



127 

I offer one case to demonstrate the close intaaction of the contaporary 

women. At one home with a new infant, 1 was introduced to the mother's sister, who had 

a three year old and an eight month old teething toddler, whom 1 WU cal1 "Emie." Emie 

was chomping on a plastic yellow teething ring, which was shaped like a pretzel. When he 

dropped it, he would scream and his mother would quickiy wipe his mnny nose and 

droohg mouth, then find the teethg ring and put it back into his mouth. This happened 

a number of times over the late afternoon. As Î t  grew darker, 1 decided to conclude the 

YaeMew and retum to my roorn for the night. 

The next morning, as 1 searched rny coat pockets for my car keys, 1 discovered 

Ernie's yellow teething Nig. Since 1 had no idea where Emie aaually lived (hs mother 

and he had sïmply been visiting my interviewee), 1 left the teething Nig in my pocket and 

drove to my &st interview of the &y. At the third interyiew that day, three children w m  

on the table mimicking my actions and a baby was cryllrg behind a curtained area. 1 said 

to the mother " So, you have four children." "No," she said, " Just thne. Fm babysitting a 

littie boy while his mother nuis errands in t o m "  1 looked behind the curtalli and 

recognized the crying infant. It was Ernie. I took the plastic soothing ring out of my 

pocket, put it in his mouth and the crying stopped irnmediaîely. 

Later thai day, 1 travded to the next town to pick up some items being shipped 

to me on the bus. As usual, the bus was delayed by bad weaîher. As I waited in the 

warmth of my au, 1 saw Emiets motha Mtiag a nearby store. 1 ttooted the hom and she 

came over to the car. 1 told h a  about encomtering Emie at the babysitteis house and 

rebimiag his tcahing ring. She said he anis very attacheci to the ring. Apparently one of 

the children had picked up the ring as the motha was leaving and put it in my mat pocket. 

When the l o s  of the te*hing ring had ken discovered, she had returned to her sister's 

house to search for it , but in vain The story of the lost and found yellow pretzel teethhg 

ring is now repeated with much laughter in parts of the resewe. 
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hiring my stay on the reserve, 1 had the opportunity to visit with hospital 

personnel and senior mmibers of the band heaith unit. At these times, 1 mentioned my 

imerest in swings, navel cord disposal and navel bindiing. 1 wanted to find out what thqr 

hew about these infant care pTaCtices. The head nurse at the hospitai, an Abonginai 

woman with an RN and BA from a large University in the south of the province, informed 

me that young mothers (under thirty-six years of age) did not employ any of these 

traditional practices. Two other senior nurses who were non-Abonguial told me that in 

the year they had been at the hospital thqr had seen five swings in use, but knew nothing 

about cord disposal. However, the fernale in my host M y  was a nurse and the mother 

of three cMdren. She bre8sffed aü her Wts, w-slept and had saved the navei cor&. 

The cords of the f d l e s  were placed behùid the kitchen cupboards to ensure the &ts 

wouid becorne good cooks whm they grew up. While she did not use navel binding, she 

did adopt the swing for her third infint because of its c a b g  affkct. Her husband and a 

band elder constnicted a swing and iostalled it over the marital bed. While some mothers 

used hooks to install the swing, this mother obtained two ten inch lengths of  moose hide 

fiom a senior woman (in exchange for a homernade pie) fhm which to suspend the swing. 

She report4 that the baby dept longer a f k  being placed in the swing than before. 

In order to mallitalli wnsistency, 1 report the contemporary infant care in a 

W o n  similar to that employed to report on the interviews with senior women. 

Consequentiy, the intenriewees wiU be grouped into three age categones: under twenty 

yean of agq aged twaity to twenty-nine years of age and those thirty years of age and 

olda. Siace the majonty of the wrdemporary interviewees were in the twenty to twenty- 

nine years of age category, it seemed advisable to break this group into two sub-groups to 

d e c t  the potenhi Merence in life orpaieme of those in the younger half of the age 

group to those in the older bal£ These categories apply to the age of the women at the 

tirne they were inrerviewed. 1 thai disaiss simüarities of tbe reportmi infant aire of these 
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age groups with the ascriied dtural model of traditional infint care as reported by the 

senior women. A complete list organized by case number, reporting age at inte~ew,  age 

at nrst birth and responses to variables associami with the cuiturai model is attached as 

Appendix G. 

6.5.1 Materna1 Ane Grou~s: 30 to 36 Years of Ane. AU contemporary-aged 

women gave birth in hospitais located off the reserve. Three mothers were tiwty-six years 

of age when 1 met them. Al1 three saved the navel cord and put it in a special place (e-g. a 

sewing box, or the grandmotha took the cord to the bush to place it on moose tracks.) 

Al1 three also used swings for the h f h d s  daytime sleeping. Two of the three were 

brdeeding, CO-sleeping, slept baby on its badq swaddled the innuit (up to its neck) 

using bianket and pios, w a e  young at first birth (18 and 19 years of age), used navel 

bindings and wae  tau@ about infint care by their mother or grandmother. The 

remaining thtrty-six year old motha had ha fïrst innurt at age seventeen, but was not 

taught hfht a r e  by a W y  female. She neither co-dept, nor b r d e d ,  but did put the 

baby on its back to sleep and wrapped t. No thirty-five year old women were 

intervieweci. Che womao was thirty-four ycers of age and another was thty-three. 

Neither of these two b r d e d ,  but both slg th& hfimts on their backs and swadded 

them. Only the dder of the two employed CO-sleeping and was taught Mmt care by her 

mother. However, both used swings, navel binding and disposed of the wrds in 

traditional manner. 

Three mothas were thirty-two years of age. AU three were taught infant can by 

th& mothers, CO-slept (see Plate 3). used the back-sleeping position and swaddled (see 

Plates 4a, 4b and 4c) th& h h t s .  Two mothers iIsed the rope type d g  for day 

sleeping and were young at fkst birth. The mother who gave birth at twenty years of age 

was the only one of tbis sub-group to bfe8Sffeed- Two of the rnothers saved the n a d  
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cords (one was put in a guitar and the other was placed on moose tracks). No mother in 

this age group used navel binding. 

Ali five of the thirty-one year old mothers back slept their infants, saved the 

navel cord for placement in a special place and were taught infant care by a familial fernale 

(mother or grandmother). Two used navel binding and two b r d e d  and co-slept, with 

one of these two using the rope swing. One other mother b r d e d ,  but did not CO-sleep 

and another CO-slept but did not b r d e e d .  Three were young at first birth. 

Four wornen were thirty years of age when intentiewed. AU four b r d e d ,  

swaddled their infants and used supine sleeping. Three co-slept and three used the rope 

swing. Three were young at first birth and two were taught infant care by their mother. 

One wornan who didn't CO-sleep, nor use a rope swing, was taught by her mother, whiie 

another not instnicted by a fiundial f d e  b r d e d ,  CO-slept, used the rope swing and put 

the infant to sleep on its back. Three saved nawl cords for special placement and two 

used navel bindings. 

6.5.2 Matemal Ane Grouos: 20 ta 29 Yean of Age Since there were forty- 

seven mothers in this age group, 1 divided this group into NO sub-groups: One consisted 

of twenty-three mothers aged twenty to twemy-four years of age and the other group had 

twenty-four mothers aged twenty-five to twenty-nine years. A ten year span at this t h e  

of life may enwmpass so many changes in life experience and knowledge, it seemed 

advisable to foais separately on those less atperienced, the younger group, and those 

more experienced. A twenty year old rnay approach inf'ant Gare from a ciiffirent 

perspective than a twenty-nine year old. Cornparisons between the two subgroups are 

presented in Table 15. 

6.5.3 e Of this group of twenty- 

thme, 54% CO-siept, 58% b r d e d ,  96% swaddled their h f h t s  and 83% used the supine 

or back-sleeping position; 83% were young at fht birth, while 92% were taught infànt 
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can by th& mothers. Eighty per cent of these mothers CO-SI* used the traditional 

swing for day sleeping, employed traditional methods of  wrd disposal and used navel 

binding . 

6.5.4 Materna1 Age Grou~s: 25 to 29 Yean of Ane In the twenty-five to 

twenty-nine years of age category which included twenty-four mothers, the largest cluster 

was at twenty-six years of age. Supine sleeping and swaddled infmts was reported for 

1O@/o of this group; 86% breastfed and 61% co-slept; 77% were under twenty years of 

age at fht buth and 72% were instructed about infint care by their mother or 

pndmothér, 85% used traditional swings and cord disposai, while only 22% used navel 

binding . 

There is a considerable Merence found between the 20 to 24 and 25 to 29 year 

old age groups in the use of  navel binding. This may be due in part to the young group 

king releaseâ âom hospital earlier than those in the older group who may have three or 

more children at home. Although the olda wornen aved the navel corci, they did not 

appear to use have1 binding for a alightiy older infruit. 

Table 15 

Com~arison of 2û-24 and 25-29 Ane Grouos 

20-24 Years of Ane 
(N=23) 

12 (52%) 
13 (57%) 
22 (96%) 

1s (a%) 
19 (83%) 

21 (91%) 

18 (78%) 

18 (78%) 

18 (78%) 

Variable 

Co-Sleep 
B r d e e d  
S d d l e d  
Back Sleep 
Young First Birth 
Taught by Familial 
Rope Swing 
Navel Binding 
NaveI Plarement 

25-29 Years of Aqe 
(N=24) 

15 (63%) 
21 (88%) 

24 (1000?%) 

24 (loOO!) 
19 (79%) 

17 (71%) 

21 (88%) 

5 (22%) 
21 (88%) 



6.2.5 MaternalAneGrou~: 15 to 19YûusofA~e .  Skmotherswereinthis 

age group. Three were nineteen years of age, two were eighteen and one was seventeen 

years of age. Ali six b r d e d ,  CO-slept, put the infànt in the supine position to sleep, were 

young at first birth and wen taught by a fàmi.lïal fernale. Oniy the youngest did not use 

the swing. Navel binding was used by five rnothers and the grandmothers saved the cords 

and disposecl of them. This age group relies heavily on grandmothm for advice and day- 

to-day care of the f i t .  

6.6 Smoking 

Nearly haK of the rnothers intaviewed (32 out of 70) smoked cigarettes 

(45.6%), even though they are aware of the risks to thanselves and their h h t s .  When 

asked how many of the household redents (excluding the motha) smoke, twenty-nine 

percent reported one smoker in the household, while forty-two percent reported two 

smokers. Twenty-one percent smokd between fifteen and thirty cigarettes per day, with 

nim percent smoking f i e  ciganttes and the ranallillig smokers reported less than five 

"pettes per &y. Forty-seven percait of the reported smokers went outside the ho- to 

smoke, with twenty-nine percent smoking cigarettes in the bathmom with the window 

opened. The remaining reported smokers consumed cigarettes away fiom the infEuitls 

room, but withli the house. Thirteen women of the smokers CO-slept and b r d e d ,  while 

six women did not bfe8stfeed but continued to co-deep. S e m  srnoked and breasdid , 

but did not CO-sleep. Six women smoked and CO-slept, but did not breastfeed. Six others 

smoked and neitiier b r d e d  nor CO-dept. Twenty women smoked and CO-dept, 

higldighting two variables often suggested as placing the infaat at high ri& Senior 

women who smoked (with one exception) stated they had starteci smoking years after they 

had r a i d  their families. Table 16 gives the distni ion of three variables: smoking, CO- 

sleeping and brdeeding. 



Table 16 

Smoking, Breastfeeding a d o r  Co-sleeping 
Smoke Co-Sleen B r d d  
13 13 13 

6 6 O 

7 O 7 

6 O O 

Total: 32 19 20 

6.7 Analvsis of Co-slming 

Co-sleeping questions were answered "yes" or "no" by mothers. They dehed 

thek own interpretation as to whether the questions applied. It became clear that if a aib, 

in any state of repair existad in the residence, mothem would c h  that the i n f i  slept 

alone. When questioned about the munber of hours an infant spnt each night co-sleeping, 

a different scemuio emaged. Most infhnts spent at least five hours co-sleeping each night 

even if a crib was present. It may be that the mothers' responses to such questions 

represent a concem about how such information rnay be used. Several women I 

inteniewed became concerneci that th& a m a s  would be reporteci to Social Welfàre and 

thet someone might threaten to take their baby away because local nurses check to 

d e t e d e  that the infrints are sleeping in cribs. Over recent decades, CO-sleeping has been 

disapproved of by chicians and 8SSOCi8ted agacies; even king denegrated as a 

dangerous practice (Scragg, et aL, 1995). Women may be giwig lip service to the 

professional advice rather than reveal their acûd pfacfices. 

McKenna has wntinuousiy argued that "bedshaMg may oEer infants an 

adaptive advantage and be protective agahst SIDS" (McKenna, Mosko and Richards, 

1996). Two cuitural groups who routinely bed share and have low SIDS incidence are 

Asian immigrants to Great Britain and infaats of Maican-born mothers (Grether, Modco 
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and Richards, 1990). While bedsharing and STDS are high arnong Aborighals and Maoris, 

both of which are reported to be high incidence SIDS groups (Mitchell, 1993), McKenna 

argues that it is the vanable of smoking in conjunction with bedsharing which is the 

negative fâctor, not bedsharing per se. Therefore, under these circurnstances, bedsharing 

has been mtinized in ways not previously anticipateci (McKenna, et al., 1996). In an 

examination of b rdeed ing  and bedsharing, the latter is dehed as follows: 

Routine b e d s h a ~ g  (RB)....as bedsharing with the motha for at least four 
hours per night, five days per week (McKenna, et al., 19%: 103) 

Solitary or solo sleeping, on the other han4 was dehed as: 

RS (solitary sleeping) ... .as bedsharing no more tb one night per week for 
any part of the night (McKenna, et d , 1 996: 1 02) 

What appears to take place in Aboriginal homes is that where a crib is available, the infant 

is put down to sleep solo untii tirne for its first no- fewling. By this tirne, the parents 

may be preparhg to retire for the night and bring the baby into the parental bed to nurse 

and to sleep until moming. Aiternatdy, if the infant fisses during the night, it may be 

placed in the swing to senle dom. 

There appears to be t h e  sleeping arrangements for Aboriginal hfhts. The first 

consists of placing the swaddled infant in a crib (usuaiiy located in the same room as the 

parents1 bed), Iater to be moved to bedshare with the puent(s) for the rernainder of the 

night. In this arrangement, the infant continues to be swaddled. In the second 

mangement, the swaddled infant is placed in the swing which is located directly above the 

parents1 M. This malces it easy for the parent to start the swing in motion without having 

to get out of bed. The infant is taken fiom the swing for noctunial breastfeedhg, 

sometirnes remainirg in the bed, at other tirnes being piaced back in the swing d e r  

brdeeding .  The third arrangement is to start the night in the parents' bed wah piUows 

around the h h t  to avoid rolling off the bed. Later in the evening, the parent(s) join the 
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infmt(s). If the baby fusses, it may be placed in a swing in another rwm. The mother 

tries to locate her bed so that the inf" can sleep next ta the waii. In some situations, the 

infant is in physicai contact with the mother during the night. In other situations, there is 

physid contact for part of the Nght and/or oniy when the infant is brought into the bed 

for brdeeding. When the inf't sleeps and is nursed exclusively in the parental bed, the 

mothers think that since the infant can smell the breast rnilk at such close quarters, the 

infànt will want to keep nursing. To avoid over-nursing, mothers get their partner to take 

the h h t  out of the bed and to the couch in the livingrwm until the infant goes to sleep. 

When the male is holding the infant in this situation he puts the infant to deep in the prone 

position over his shoulder. 

Plate 3 iUustrates bedshsrllig in a conternporary tiunily, which, despite living in a 

three bedroom home with only two adults and two maü chiidren, continues to bedshare in 

the master bedroom. A new baby has been added to the M y  since the research was 

completed and now aü three children share the parents' bed. Bedsharing among 

Aboriginal peoples on the research site is pop& due, not to lack of space, but to a desire 

of both parents to be physicaiiy close to the hfbts, a view express& by rnany of the 

respondents. 

Whiie bedsharing appears staîistically mginai among mothers 20 to 29 years 

of age, the responses must be viewed as non-static since this hct ion is in a constant state 

of transition. Initiaily, women have been instnicted by nurses to sleep h f h t s  in a cri%. 

However, 1 obsenred that when infants were nursed during an interview, mothers 

subsequently carried the sleeping infant to a double bed to put it to sleep even though a 

crib was in plain view. Nevertheless, 1 recorded a "crib sleeping" response in such 

instances if the mother so responded. The recordecf fespome rnay be tainted by fear of 

retn'bution nom Social Welfâre and/or otha authorities. My observation was that even 

schooI-aged children and toddlas, who had their own rooms and bed, wouid climb into 
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the parental double bed with the mother and youngest infat. In the common bedroom 

used by both adults and young children, the tension betwem traditional and conternporary 

practices is seen (see Plate 5) with old style swings frequently located next to modern 

mis. 

6.8 Familial Relationshipg 

Direct fiundial relationships wen tested to detamine hornogereity of ailture and 

iIlîànt case. 

FKsf 1 identifieci f d e  relatives among mothers (Table 17): 

Table 17 
Relationship of Fernale Kin Residing at Research Site* 

Motheddaught a 7 di& = 14 women 
Grandmother/granddaught 2 diads = 4 women 
er 
Aunt/niece 2 dia& = 4 women 
Si- 3 women 
Sisters-in-law 4 diads = 8 women 
Total: 33 women 

Total munba of lcin relationships: 33 of 90 
interviewecl 

* of imaviewed women only 

Atta establishing fernale refationships, 1 matched the relationships and 

shdadies to traditional infant care practices. The outwme indicates the infiuaice of 

kinship on continuity and belief in traditional infant care practices. One third of the 

women intervieweci had close female relatives h g  on the resewe. The homogeneity 

between these womem was neariy 1Wh (Table 18). 



Table 18 
Association of Infant Care Stratepies Found Among Related Femaies 

Matches out of ~mel 

Variables induded br&eeding, wrapping, CO-sleeping, swing, back sleeping position 
of infant, tau@ by familial f d e s  regarding infant care practices, navel binding, savhg 
cord and cord disposal 

did not use swing. 

6.9 Summary of Contem~oraq Innuit Can Practices 

Women in the research site reside in the nunilial home during their nrst and 

second pregnancies. By the time of th& third pregnancy, they will have set up their own 

home if they are in a stable relationsfiip. If they are not in such a relationship, fkequedy 

the male in the residence is a brottier or the husband of a co-resident sister. 1 recordeci the 

motheis age at first birth to detennule if the two births under the grandrnother's duence 

had any la- &kt on lata iafant care. This rnay explain w&y the older interviewees in 

the twenty-five to twenty-nine year old group retum to the ways of their mothers, except 

for navel binding. Fifty-eight mothem w a  aged nfteen to nineteen years of age at first 

binh. The youngest was fiiteen and h a  innuit can strategies three years later represented 

a close fit with the culairal mode1 d i d  by the smior women. She did not b r d d  

due to educationai cummitments, but &ends to breastfeed fuaue *ts. Seven women 

were sixteen years of age at first birth. Eve of these women swaddled and b r d e d ,  

wfiile six were tau@ innuit care by their motbers. Six employed the traditionai rope 

swing and adopted the supine sleeping postion. Thirteen women were seventeen y m  of 

age at first birth, while eigbteen were eighteen years of age end nineteen were nineteen 
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years of age. AU appear to adhere to the mfmt Gare practices relayed to them by the 

senior women by word of mouth and by example. 

Young mothers who were daughters of bom-again Christian mothers felt that 

they wuld not hirn to theh mothers for advice on traditional infant a r e  practices because 

the converteci mothers perceived traditionai care pracfices to be based on superstitions. 

The contemporary mothers, therefore, reiied on their grandmothem for such advice. In 

these cases, the grandmother decided on the site for navel cord placement and taught 

navel binding technique. 

Supim sleeping, swaddling, co-sleeping, use of swings and navel binding are not 

straîegies taught by clinicians nor by nurses. The consistently high uhlization of these 

practices confimu a strong familial influence on contemponiry Cree infant care pTsicfices 

and suggest that the traditional dtura l  mode1 rernains largely intact among this 

population. 

There is a strong influence of traditionai infant a r e  on conternporary women. 

Five women had 1Wh agreement with senior women's traditional care pradces. niere 

was also intra homogeneity found in the age group "young at first birth". The highest 

degree of agreement in foiiowing eaditional infànt Gare is found in "wrapping" ( s e  plates 

4a and 4b) which illustrate using one to three pins to m e  blanket around infant), 

"supine sleeping positionM(see plate 4a) and behg taught about infant «ire f b r n  a M a l  

f d e .  The pin seairing the blanket is visible in plate 4c. The traditionai swing and navel 

cord saving has survived modernity. 

In the last section of the questionnaire, whai asked what they have ctranged or 

would change about infànt care strategies, women who were under age twenty at their 

first birth were unanimous in stating "change by brdeeding now that 1 know it is better 

for the in£ant's heaithn. However, those mothers who co-slept with first and second innud 

were "tryingw to get thkd or fourth innuit to sieep in a crib or cot even though they rnissed 
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having the young infant within body contact. Mothers who CO-slept did so because they 

"wanted to check on the breathing of their infant" or felt that the crib or cot caused sudden 

infant death syndrome and by using co-sleeping the infant would not "catch SIDS". 

Whde the Medical Semices Branch of H d t h  Canada produces a SIDS pamphlet 

designed to be easily understood by Aborigllral women, I found no evidence of the 

pamphlet anywhere on the resewe, including the r m e  Health Unit. It would appear 

th& most howledge of SIDS came h m  the Ilifiequent mentions of the syndrome on 

television, and in magazines and newspapas. I have no finn evidence of how much is 

known about the syndrome by Abongllial mothers. 

6.10 Andvsis of Rituals Swoundinn Birthinn and Mant Care 

Contempomy-aged women nearing the completion of t e m  are flown out of the 

commun@ to one of three distant hospitals. From that point, thqr pass fkom one domain 

to the other, fiom the traditional to the modem. The co-ordinated, instituationalized ntual 

of birth, as artidated by Jordan (1993) and Davis-Floyd (1992), begins for these now 

eaasplanted m e  women, who are subjected to a battery of interventions based on th& 

partidar category of birth ri& They are mostly deemed to be high nsk based on a lack 

of prenatal care. As noted earlier, birthing is considered by Aboriginal peoples as a naturai 

process which prescribes that one not prepare ahead of t h e  for the birth of an infant. 

Whereas taboos may be considered a fom of preparation, these partidar traditions 

position Aborighd women in opposition to the n o m  of biomedicine. The adherence to 

the Paditional Aboriguial mode1 of pregnancy and birth must be addressed in real Me 

tams, not as a cultural modei which "may be depicted as  neat and orderiy, which life 

characteristicaily is not because We ovdows,  messes up thuigs ad strains a person's 

comprehension and powers of endurancen ( W i  1990). Fernales face choices from or 

shortly after conception. One of the choices traditiody not considerai is termination of 

the pregnancy arcept by spontaneous abortions. Mothers with reproductive-aged 
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daughters, while not encoumghg sexual activity, do not view a daugthds pregnancy with 

shame. The biological Mer, fiequently young, is encouraged to move into the young 

woman's parental home and to maintain a pseudo-husband role. However, in the reaim of 

birthing, mothers do not appear to have made a choice. Culturai birthing noms are 

dismisseci as irrelevant in the face of institutionalized practices. 

In my fieldwork, positionhg women with respect to age, marital status and life 

arperience predicted diversification of infant care practices. 1 offer examples in age 

categories and f?om specifk cases. By and large, moa of the teenagers who became 

pregnant are in school or, if they have left school, are seeking employment. They are 

financiaiiy and emotionally dependant upon th& natal group. If they visit phygcians at d 

it is usualiy around the sixth month of gestation or sometimes only a few weeks prior to 

the estimateci date of deüvery. 1t is important to point out that in the community this Iate 

w d t a t i o n  is not deemed to be n e g l d  on the part of the pregnant woman. 

Physicians, on the other han& tend to designate this practice as high ri&. 

After the birth, the young woman or couple re-estabiish their M y  back into 

the matanal residence. Grandmothm take over vimially ali responsibility for innuit are,  

aoept brdeeding, men CO-sleeping with the innuit. When the navel cord detaches, 

grandmothers advise on the pracîice of saving the cord and locating it in a special place to 

influence the hfht's fûture occupation. Women who experience extended hospital stays 

go so fàr as to request nursery staff to retain their inf'antts cord until they leave the 

hospitd. At this juncture, the wntemporary-aged mothers bridge the traditional and 

modern by what site is seieaed for cord placement. Contemporaq women tend to place 

the cord in kitchen cupboards, sewing kits, cook books, gui- hockey skates and other 

sites, indicaihg a cuiture adaptiag to tramdion. In a ffew cases, the grandparents 

daermine the disposai and use traditional sites, such as moose tracks or rotten Spmce 

stumps. This raises the question of whether contemporary women are abandonhg 
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tradition or are they ritualizing tradition in "th& lived woridn. Few young women are 

galliing experiences as tannas of animal h i d g  but they do exist in kitchens with 

microwave ovens, electric stoves and gas b a c e s .  Cord placement could be an elegant 

fonn of continuity coupled with modem transition. It is both relevant and somewhat 

surpnsing that this practice has d v e d  and exists today despite changes in fom. 

If a young wornan does not have a parnanent partner, she fiequently will not 

b r d e e d  the bt two of her infants. Grandmothers, in these cases, becorne the sole care 

provider for the hfknt, with the young women WNally senhg an apprenticeship in infi t  

care. Mothers aged twenty years of age and over do not generally relinquish care to the 

matenial grandmother, but they do rely solely on the senior women's advice. This reliance 

stems fiom recognition of the life experience that the senior woman has accumuiated. In 

the twenty to twenty-nine years of age category, women fiequently have expeaienced 

SiBnificaut life changes. First, they may have retunied to school to upgrade th& 

education, they may have obtained employment andlor they rnay have relocated to th& 

home resewation. On th& own, sometimes for the fïrst the ,  conternporary mothers with 

new infants revext to traditional infant can pradces. By the tirne they have reached th& 

Mes, contanporaiy women tend to be completely entrenched in traditional infant care. 

Of course, it can be argued that they do not al1 use ail of the nine hfhnt care strategies 

artidated by the seniors. Howeva, Hobart (1985) has noted that "culture is not a text, 

nor a set of d e s ,  nor even a disaission. Culture is cornplex and cannot be captureci in 

any single metaphor." It is not a wnvincing argument to suggest that because a 

contempomy woman has abandoned the use of a swing or some other practice, despite 

adhexing to the rest of the practices, that she t h d o r e  has abandoned the dture. 1 wouid 

argue rather that conternporary motfiers are codorsning to traditional practices despite the 

intervention of hospital deliveries. A spedic case illustrates my point. 
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"Dorothy" is a Registered Nurse with a university degree. According to 

commdty nom,  her fint birth was late at twenty-eight years of age. She had more than 

the normal mmmunity nwnber of prenatal visits and had naturai childbirth in the hospital, 

where the husband cut the umbilicrrl cord. The infant's Gare followed the instructions she 

had learned in her nursing training, except that she did co-sleep. The child was not 

wrapped, nor placed in a swing, nor was a navel binder used. Her grandmother expressed 

her desire to place the cord on moose tracks, however, the mother placed it in a medical 

book hoping to infiuence the boy towards medicine. The mother worked during and aller 

the pregnancy. Two years later, a second pregnancy was completed with oniy two 

prenatal visits. The mother decided to stay home with both children, where she b r d e d  

the second child for eighteen momhs and CO-slept with her two children. For the third 

pregnancy, no prenatal visits took place and the mothex opted for home birth with the 

assistance of a midwife. Since this type of delivery was not covered by medical iasunuce, 

the mother had to pay for the delivery. The third infam was b r d e d ,  co-slept, wrapped, 

and placed in a swing for day sleeping. The motha, who does not have close contact with 

her own mother, asked a young woman who had learned infant care fkom her grandmother 

to teach h a  how to do traditional wrepping. With the exception of using a modem 

diapering system, motha and ianuit d e c t  community traditions of infànt uue. 

While this case could simpiy exempüfy tradition revisited, it represents the 

tenacity of traditional beiiefs. Not surprishg the two year old infant girl now uses towels 

to wrap her don in the traditional way and atternpts to b r d e e d  the doU. Thus, 

traditional infrint are, partly lost in a few cases for a short tirne, comes full Ncle to 

dominate once more in this comrrmnity. 
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6.1 1 Infant 'ïem~eratures 

In the north, where babies are swaddled, what m o r s  prompt mothers to tum up 

the thermostat? Thirty-five percent of contemporary mothers intervieweci told me that 

they turned up the thermostat when they felt cold. Thkty-three percent stated they wouid 

feel the infant's face and its hands, if they were wrwrapped, and then increase the room 

temperature if the UIfant's skin felt -Id. Twenty percent would increase the heat when the 

trailer or home 000r felt cold. Twelve percent reacted to the infant shivering or its skin 

tuming 'motley coloredu, which they felt meant the iiifant was cold. Conversely, they felt 

the infeat was too wann when their cheeks were flushed or they started to sweat in the 

head area Raîher than tum down the thermostat, mothen changed the infant's clothing to 

something lighter in weight and substmaed a thinner wriipping blanket. They also stated 

that infants cry more when they are too warm. Most swaddled infants were dressed in 

plastic diapers and underwear shirts under their wrapping blanket. Although, the 

wrapping blanlcet is thin, it is usually doublemmpped around the f i t .  

Where 1 ran into mdlty in questions regardhg infânt body temperature was 

when 1 asked "How do you know the tanperanire is just right for your infànt?" This 

question was met with shrugs or iaughter. In other words, mothers couid detennine if the 

infant was too wann or tw col& but could not measure "just right" temperature. This 

question was eliminated aAcr ten futile attempts to elicit an m e r .  

In the research project on Abonguiai mnuit care, meen cases had both awake 

and sleeping temperatures recorded. Ln thirteen cases the sleeping temperature was higher 

than the awake temperature. In one case the temperature was identical for sieeping and 

awake, while the se«>nd case of non sieep raised temperature showed a deciine nom the 

awake temperature. Ail infiints were "wrapped" in rwms which had temperature 

recordings fiom 20 to 28.2 C. Noîmaliy, Uifant temperatutes drop during sleeping hours. 

M y  data include thirteen cases witb elevated temperatures during sleq (Appcndix E). 
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The higher interior temperatures and swaddlùig may result in elevated sleeping 

tempaahues. Howeva, in case #8, the house is cooler than the others and the swaddled 

infànt does not have an elevated body temperatwe. In case #4, another cooler home, the 

d d l e d  infant has a lower sleeping than awake body temperature. While it is premature 

to draw conclusions nom these data, it could be suggested that residential heating 

iduerices body temperafures. The unwvered head may as& h h t s  to avoid over- 

heathg. This subject d s  for more thorough research. Figure 14 illustrates infant 

awakdsleeping temperatures and the house temperature. The ages of iofànts with double 

tempaature recordmgs rangeci fiom one to five months. 

Another relevant aspea of the temperature ezlviroment is how and with what 

material innims are wrapped. A typical sieeper and blanket combination, randomly 

setected on the resewe, were measured at the University of Calgary to ficilitate usage of 

the Bolton mode1 descxi'bed in Chapter IV. The weights of two Aborigd infànts (one 

male and one female) nom birth ta six momhs of age were obtained nom the research 

site's Heaith Unit. The nurse attempted to select two cases âom in- on the reseme 

d o  had attendeci the ciinic for six regular innua check-ups in the first six months and 

were part of my research project. Since rrgular check-up visits are not deemed a health 

requirement by the research site mothers, she could only select a male who had four visits 

and a fanale with thne visits. nie male waa 3.36 kg at birth and was 48 an long. At one 

monîh old, he was 3.68 kg and 54.2 cm; at two months 6.15 kg and 59.8 cm; at four 

month 8.90 kg and 62.5 cm and at six mondu 9.8 kg and 69 cm. The f e d e  was 2.92 kg 

at b i .  and 52 cm long r one month 3.2 kg and 52.2 cm; at 3months 5.25 kg and 55.5 

cm and at 6 months 7.4 kg and 64.5 cm. Sleepa and blanket measurements were entend 

into the t h e n d  balance spread sheet and the following data were grnerateci (Bolton, 

19%, persod communication). 
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Table 19 

Calibration of Baby Amcles; Sleeper and Blanket for Aboriginal Infânts* 

com~ressed not comoressed 
Sleepers ( f a  covered) .OS inchesor 2.6 mm. 0.1 inchesor 5.2 mm. 
Blanket(thin)head not 0.02 inchesor 0.5 mm. 
cover ed 

*Merisureci with a Mituloyo Digital CaIibrator, Mode1 CD JWP, Code 500-352 

Figure 9: 

Note: Celsius temperatufe may be comrerted to Farenfieit by dtiplying the Celsius 
temperature by 1.8 and ad- 32 to the result. 

While Figures 10 and 11 show actuai infant weights and lengths, the =AT, LCT 

and LTAT are theoretical; they do indicate the variance found in thamal balance within 

the k t  momhs of an h h t ' s  l ie  and may have value as a mode1 to discuss mfant body 

heat. To avoid ha- to d e r  back to Chapter IV for dennitions and explanations of this 

terminology, Bolton's (19%) dennitioas for these three C8tegories follow: HTAT (hghest 

tolerable ambient temperaairr) is the highest ambienî temperature at which the hfht can 

avoid a progressive rise in body temperature. An An wouid be sweatmg heavily at this 
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ternperaaire. This is a higher tempaature than the Bligh and Johnson (1973) 'upper 

critical ternperatwess which includes actual sweating. The LCT (iower critical 

ternpaature) is the lowest ambient temperature at which the standard metabolic rate is 

sufEcient to maintain body temperahue. Whüe the LTAT (lowest tolerable ambient 

temperature) is the ambient temperature that will requke a doubling of metaboIic rate to 

maintain body temperature (Bolton, et d ,  1996). Metabolic rate has been estimated as 

king & e d y  related to body weight However, the authors note that uniike the HTAT, 

the definition for LCT is en arbitrary definition. It is unknown what the maximum 

metabolic @ut would be for a given infanf but it is assumeci that a metaboiic rate double 

that of standard metabolic rate (SMR) would be possible and in the short tenn would not 

be life thr-ening (Bolton, et d .  19%: 2234). 

As they stand, figures 10 and 11 indicate a lack of over-heating in the swaddled 

Aboriginal innints (Bolton, et d ,  1996). My data identifid infànts as generally being 

d d l e d  in wann homes. One of the indications of the mode1 is a wide range of infant 

adsptabiiity to thennal balance. Y* when I consida the awake and sleeping temperature 

r- for the fifteen infants (cf figure 15, page 132), it is interesting to note that the 

rPridings are in the 35 degrees p l u  Celsius range. It bears repeating that in wrapped 

hfànts, the head is an importanî variable in the h f b t i s  heating control mechanisa So 

much so thaf in a baby lying supine with no head wvering, "the risk of hyperthermia is 

minimal however, over-mped the tnink may ben (Bolton, et d, 1996). 



Figure 10 - Thermai Balance Mode1 for Tightly Wrappi, Supine Sleeping Male Infint 

Thermal Balance - Aboriginal Male Infant 

- HTAT 

LCT - LTAT 

Age in Months 

Figure- 1 1 - Thamal Balance Modd for Tightly Wrapped, Supine Sleeping Female Infant 

Thermal  Balance - Aboriginal Female Infant 

- HTAT - LCT - LTAT 

Age  in Months 



ENVIRONMENTAL, CONTAMINANTS 

Prior to my le-g for the research site, it had been suggested that I gather 

other environmental data, such as house temperatures, humidity readings and external 

temperatures While arranging for the instruments to take such readings, 1 was made 

aware that we could a h  gather s p d c  data relating to contarninants. Therefore, 1 

received instruction fkom Iaboratory personnel in the protocoi for ~flecting these samples. 

Since 1 was unable to fkd any litaature on air borne wntaminants in Aborigmal reserve 

houshg bis unique opporhuiity to gather such data was deaned too important to ignore. 

Also, with 46.5% of mothers identifieci as srnokers, the contamhants in houses could 

reveal issues previody u n d e t d .  For example, a toxin &kct may compromise the 

infant's heart or brain. An infant already threatened by ovaheating may succumb to 

perturbations which would not otherwise be obvious on inspection. 

7.1 Extemal Tem~eratutes and Contamin-: 

One coatn'buting fiactor to the "warm" residence is the extemal temperatures. A 

high proportion of the women at the research site reside in trailers with thin wood 

surmunds tentatively piaced between the trader base and the ground. Some residents bank 

snow agaiast the wood to prevent drafts and to avoid exposing the under structure of the 

trailer to the severe wld. Crawl spaces equipped with gnlles to vent moistwe escaping to 

the ground are o h  closed during the winter to increase floor temperature. The gnlles 

are often left closed during the spring and Summer and moistue remains eapped (Lee, 

1987). 

Bacteria and h g i  d p I y  in this area and flow up into the living area of the 

residences. Another swce of airborne particles is the heating system. Dust particles on 

fiunace filters are recirculafed and fiequentiy the filter is missing altogether (see Plate 6). 
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Residents place plastic over s m d  openings to avoid drafts. Many of these residences are 

now "air tight", causing the airborne particIes to recircuIate. 

What rnay be important in this environment is the number of infants in swings 

during the noctud and day hours who are swaddled and constfained. Any air flow 

around them may be criticai to the infant breathing in airborne particles as well as carbon 

rnonoxidadioxide. Suspmding the swings dose to the ceiling may actually lessen any air 

movement . 

7.1.1 Extemal Tem~eratures The severe temperatures during the &ter 

discourage venhiring outside. Innuns experience consistently longer hours inside the 

raidence. Any negative &ect found in the residential environment wodd impact 

partiCulady the infants and young chiidrai. Parents travel by car to shop and visit and 

older children travel to schwl by bus. The buses stop picking up students when the 

outside temperature drops below -35 C. Young infhts are fiequendy l& at home with a 

Sitter a d o r  gmdparemt. nie short and long-term effects of these residentiai 

envkonrnents on infants are unicnown at this tirne, but need to be invesbgated. Table 5 

illustratecl the sometimes extreme temperatures which keep infants at home for long 

pesiods of time. 

7.1.2 ContammanU The carbon monoxide (CO) levels in the thirty houses 

testeci were within the n o d y  accepted leveis (see Health Canada, Exposure Guidehes 

for Residential Indoor Air Quaiity, July 1989). Health Canada states the acceptable short- 

tenn exposure ranges for CO is 11 ppm. over an eight hour exposure or 25 ppm. per one- 

hour srposure. As noted eariia in Chaptex IV, the instrumenf~ to collect environmed 

rendings were on loan to me on the weekend, a particuhdy busy thne on the reserve. 1 

visited homes with infaats and parents still at home and willing to have the readings taken. 

Recordings were taken at homes which had had many fruniiies moMag in and out over 

relativeiy short periods of tirne. While it is difiicuit to estabIish what is representative of 



resenre midences, these did not appear to be markedly différent fiom the many homes 1 

had visited during my interviews. 

The CO2 levels recorder did not fùnction properly and a replacement machine 

was obtained h m  Calgary together with an airborne particle counter to establish some 

spectrum of environmentai contamination. Unfiortunately, previous instrument rental 

bookings were honoured by the o w n a  and rny time-fiame with this equipment was bnef 

since I could not pre-book. 1 dici, howwer, collect two sets of samples for six houses. 

Whiie this may be wnsidered a s d  sample, it nevertheless gives an indication of the 

Abon@ infânt's environment which has not previously been identifïed. Table 20 @es 

the leveis recorded in the homes. 

Table 20 
Mts of Carbon Dioxide Readings andAirborne Particle Counter Recordings (N4) 

Residence: Carbon Dioxide ~eve l l  Morne Phcles (in um) 

0.3 - - O. 5 - 1 .O - 5 .O 

No. 1 750 ppm# 176,070 121,930 23,340 450 

No. 2 1,243 ppm 54,160 40,020 10,200 370 

No. 3 1,099 ppm 77,130 60,970 15,750 250 

No. 4 7ûûppm* 999,999 821,760 171,900 2,380 

No. 5 1,603 ppm 68,520 47,950 11,690 220 

No. 6 900 ppm 75,001 54,769 12,683 310 

l~evels above 800 ppm are deerned to pose a health hazard mealth Canada, 1989) 
The average airborne particles reading is 40,000 (Lee, 1991) 
*The front door of this house was open d day 
#This house was dl1 under construction and there was a large amount of air leakage 

House No. 1 has CO2 1 4 s  (750) approaching a high level (800), the major 

problem in the h f h t ' s  environment is the 0.3 (micron size) particles reading of 176,070, 

which is considered by Dr. T. Lee of the University of Calgary, (told to me in personal 
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communication) to be a very high reading. House No. 2 again has mixed results with very 

high CO2 (1,243) readings and air particles (54,160) slightly above the acceptable range. 

House No. 3 registered a very high CO2 recordiig (1,099) with air particles (77,130) 

almost double the average range of 40,Oûû. House No. 4 had CO2 readings of 700 and air 

particles in the 0.3 range wnsidaed extremely hi@. The high airborne particle range 

would have serious ConseQuences on the respiratory system of occupants. House No. 5 

has recordeci CO2 of 1603 which is considered extrernely high. The airbome particles of 

68,520 are above the average rate. House No. 6 again registers CO;! above the acceptable 

range and airborne particles ahost  double the 40,000 average range. 

According to Dr. Lee (in personal communidon, 1998)- there are three 

mechanisms by which inhaled particles may evoke a biological response in the respiratory 

system. A particle may be inherently toxic due to its physical and/or chernical nature; a 

particie may be chemically hert, but its presence may restrict the ciearance of other toxic 

particles; and a particle may act as a carrier for gases, vapour or Wuses which are toxic or 

pathological. The danger of particles in the -5 to 5 microns range is that smaller toxic 

particles, such as moulds, spores and radon, may piggy-back on the larger particles and 

thereby be inhaied. If the respirable suspendeci particles are inhaled, they go into the 

lungs. However, if the particles are 10 micr011~ or larger, the nose haio filter them out. 

Since infants are not bom with d hair, the large particles may present a more serious 

respiratory problem for &ts. Although 1 was unable to have the lab nin microorganism 

species identification on my samples due to lack of hding, readings of even 500 CFU/m3 

are considered high îfthere are nnxed species. Even 150 m m 3  is considered to be a 

high reading if thae are dominanr species dong with a few other species (Fiannigan, et al., 

199 1 and Gravesen, et d., 1994). Again, the need for M e r ,  more adiaustive research is 

indicated. Table 22 identifies the levels of bacteria and niagi found in the same homes as 

recordeci in Table 2 1 : 
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Microbial Testing for Airbome 

Contaminaton, Bacterial and Fungi (N4) 

House 1-D. Bacteria 
(CFulm33 

No. 1 6 

No. 2 1753 

No. 3 1938 

No. 4 466 

No. 5 584 

No. 6 334 

* CFUfm3 = colony forming unds per cubic meter of air 

The aeceptabte levels for airborne bacteria and fmgi are in the 200 c ~ m 3  range 

and recordings exceeding this baseline are considerd detrimental to the overd health of 

the occupants (Lee, 1990). After recordhg airbome bacteria and fiuigi (Table 21), 1 used 

contact strips in the same houses to d e m e  if there was similar surfke contamuiaa . . on. 

Testing for bacteriai and hgaI surface wntaminants was conducted in places in 

the residence wbich would give an acaimulation of contaminants. Lnsauctions fkom the 

labratory instructor and Dr. Lee were to M e r  this data fiom places which were hard to 

"dust". This would give a reading of contaminants which had sat undisturbed. Collection 

was taken fkom high shelves or any lower areas which had not been polished or dusted the 

prwious we& The findings are presented in Table 22. 

The sources of contaminants couid be variou items. For example, once a 

funiaa air Hter war dirty, iî was routinely thrown out and the fiimace would then 

hction, sometimes for yeers, with w fïîter at aii (see Plate 6). This would perpetuate the 



House I.D. 

No. 1 

No. 2 

No. 3 

No. 4 

Table 22 
Miaobial Testing for 

Surface Contamhtion, Bacteria and Fungi 

No. 4 (Crawl space under 
House) 
No. 5 

No. 6 

B a d a  ICFU/lûû Funai (CFU/100 cm) 
aEr 
1304 1026 

* CFU/cm2 = colony - forming units per 100 square Centimetas 
Bacterial colonies were uncountable due to converging nature of the colonies formed. 
Too numerous to wunt. Work Chder for readings No. 485 10. 

Residences often had damp andlor water-soaked areas under the house in crawl 

spaces which encouraged the growth of bacteria and nui& as seai in Plate 7. In a snowy, 

cold aiwonment whae thae is a constant tracking in of mud and snow, women are 

constantly washing holaun floors. Wet mops fieeze if placed outside d e r  use, so are 

u d y  put into a pail stii i wet until the nexi use. This standing wet mop represents a 

source of contamination, ironically the r d t  of an attempt to keep the floors clean (See 

Plate 8). Another wrnrnon source of dampness and contamination is brokem or damageci 

flush toilets which add to the dampness and increase the breeding ground for modd (See 

Plate 9). Mould is another cornmon contaminant and spores fiom this modd are ofien 

seen growing on bedrwm 4% or in dosets, or on the doset floor. Since this is the 

room in which di of the tiunity usuaiIy sleepq this rnould constmites another immediate 

source of air pollution (See Plate 10). 

Residence No. 1 is a new home less then one year old. It has three bedrooms, 

fieplace, central gas fiiniace and a propane eoohg stove in the kitchen. The half 
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basernent has a cernent floor. Weeping des were not placed on the outside of the 

basement walis due to advice from wnsûuction foreman that the clay in the area would 

prwent water seepage into the haif basement. The area has expexienced considerable rain 

and melting snow conditions ova the last year with the result that the basement is very 

wet and articles on the cernent fioor (mats and throw rugs) are not drying out. In the 

spin& the nurnber of mosquitos in the home was high and rnosquito mils and sprays were 

constantly in use within the house. 

Residence 2, 3, 5 and 6 are eailers transporteci into the north &er construction 

elsewhere. Three of the trailers had beai ocaipied d e r  by at least ten 0th- families. 

Maintenance and improvements of the infhtructure was not regular and toilet and taps 

were broken or dripped constantiy. Wata stauis with obvious mould growth were visible 

in ceilingq closets and floors. 

Residence 4 also was a new three bedroom home less than a year old. The 

exterior surroundhg ground was ciay and not graded or levelled, with the result that srnail 

ponds of water were sitting around the house. The ditch between the house and the 

basement wall was fidl of standing water which flooded the 'crawl space' under this new 

home. At the tirne of data wilection, we were shown the crawl place and noticed scraps 

of wood, insulation and paper floating in and at the top of three feet of standing water. 

This standing water gave off a fou1 odor which penetrated the new home. 

Women are constantly mopping the linoleum living-room and kitchen floon with 

a 'reg' type mop and maal bucket of wata. Unfortunately in the harsh climate mops 

cannot be put outside to dry and air out. Consequmtly, they an placed back into the paii 

of wata or in the unoccupied bath tub, thereby acting as a source of contamination which 

is continuously rocylced within the residaice. 

Fumaces without fiitem are another source of recirdation of particles and air 

contamidon. Most residents had thrown away the filta when t appeared full of dust. 



Unfortunately, a new clean fiiter was not put in place, thus adding to &&or poliution. 

Automatic washers and dryers are seldom filtered to exterior vents. Some are directed 

through the floor into the half basement or to the ground under the Mer.  Disposable 

diapers are added to the existing garbage or trash bag and not wntained in separate pails. 

Hands are not washed &er changing diapers and wiping infmts' bottorns. Lack of clothes 

&essers and space presents problems in three bedroom homes with many children. Large 

piles of dirty laundry are consequmtly found in bedrooms, halls and kitchens. The high 

CO2 levels in five of the six homes represents a danger to ail the occupants of the 

residence. We should be m i n a  of the fhct that b g u s  and bacteria thrive in damp wood 

and other darnp, unrepaired areas. The designation, "major repairs" used by Statistics 

Canada suggests the breeding conditions favorable to these pollutants. 

Table 23 assimilates the readings of airborne particles with those of the contact strips: 

Table 23 
Carbon Dioxide Airborne Particles, Bacteria and Fungi (Air and Surfàce Contaminations) 

Airborne Particles 
Residence Co2 Pm. 1 mm - - Airborne 
Contact 

No. 1 750 176,070 450 6 634 1304 1026 

No. 2 1,243 54,160 370 1,753 31 1843 217 

No. 3 1,099 77,130 250 1,93 8 100 600 870 

No. 4 700 999,999 2,3 80 466 3 1 926 70 

No. 5 1,603 68,520 220 584 306 TNTc3 TNTC~ 

No. 6 900 75,001 3 10 334 25 191 30 

1 hi& is 800 ppm 
2 40,000 m.m. is acceptable levd 
3 TNTC - ~ O O  numerous to munt 
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Accord'mg to Heaifh Cmiacla Gui&Iines, 1989, carbon dioxide readings in our sarnples 

are very high. Such high levels are injurious to the health of the residents of these homes. 

Airborne particles exceeding 40,000 can also represent a source of respiratory problems. 

Bacteria and fiin@ levels over 200 are deemed detrimental to the health of residence 

occupants. FÏfteen children under the age of ten were living in the six test homes. Eight 

were under one year of age. Given the data in Tables 23 and 24, their respiratory health 

may wd be compromiseci. 

7.2 Use of Nebulizers and Bronchodilator Inhaiers: 

One of the advantages of participant obsavation research is the amount of 

information gathered which was not known pnor to on-site investigation At the research 

site, 1 observed what appeared to me to be an u n u d  number of nebulizers and 

bronchodilator inhalas. In one home, a two year old and a three year old were Sitting side 

by side on a couch each using their own separate mask and nebulizer. In order to establish 

how many Ulfants and pre-schaalers were using such breathllig aids, 1 called the president 

of the Aberta CaUege of Respirâtory Therapy, (the regulatary body in the province), Mr. 

P. Ihm, RRT, who, in response to an/ inquiry, conducteci a computer search of use of 

such devices by Aboriginal patients based on treaty d e r ,  date of firth, home location 

and medicabon. Wah a few exceptions, most cMdren were started on nebuliw therapy 

More twenty-four months of age. The computer search conducted by Litwin confimeci 

my casuaI observations. 

From 1990 to 1997, a total of ninety-five young Abonguial children on the 

resave were pfaced on nebulizers which used saibutamol as the bronchodilator. hiring 

my stay on the resave (1995-19%). thirty-four children were diagnoseci with aaite Wal 

bronchitis or displayed acute rrspiratory distress. All oinety-five ceses were categorized 

as active." Aîiempts to vaifty how many dllldrai used aerosol bronchodilator 

inhalers were unsuccessf.uI. However, an estimate by the i d  nsave pharmacist was t h  
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Wh of the young children on the reserve were on some type of breathing-assistance 

device. 

Of course, regarding the ninety-five nebuiizer users, we cannot draw any 

statistical conclusions due to the mobile nature of the population. hfànts move with thei. 

parents on and off the reserve with a fair degree of fiequency. However, my observations 

and the remarh of Mr. Litwin suggest that a high proportion of young chiidren on the 

reserve experiaice M y  frquent and ofken acute respiratory problems. Although the 

SIDS profile descri'bes the infànt as "apparentiy healthy" pnor to death, my examination of 

the information coilected on Aiberta Aborigmai SIDS victirns from 1990 to 1994 revded 

that 90% of the Vifants had snirnes, col& coughs, had visited a physician recently, were 

on amibiotics ador previously had upper respiratory distress. It rnay be that these infants 

had not recovered wmpletely prior to de&- The same high lwe1 of p r d s t i n g  illness 

was not detected amoag non-Aboriginal SIDS hfbts-only 30% of the mothers reported 

d e s  or siight colds. 



CaAPTERvIII 

DISCUSSION 

Since the anphasis in SlDS research largely has been on Uifant care strategies 

and, @en the reported high S D S  incidence among Aborigmal peoples, my research 

focused on contemporary innutt are practices among the Aboriginal people of northern 

Alberta. My primary objective was to investigate infant care among wntemporary-aged 

women to detemine what acaial i .  care was utilized by today's Aboriginal mothers. 

Secondly, 1 wanted to establish whether or not these wnternporary practices differed fiom 

traditiod Aborigmal infànt are. A related objective was to determine whether or not the 

risk f h o n  assogated with SIDS wuld be identifid with these ùifant are straîegies. 

While engaged in this researc4 1 became aware of problems with the statistics involved in 

detemihg Aboriginai SIDS mcidaice and 1 alsa discovered some potential 

environmental haards. 

8.1 Traditional M c e s  and Biomedicine 

When 1 decided to investigage current Abori@ infant care p d c e s ,  1 did so 

because the availab1e b r a û u e  did not appear to deai with the issue adequately. Further, 

the iiterztture review stroagly suggested thst biomedicine had largely superseded 

traditional infaat care practices. Contrary to such assertions, my investigation suggests 

that at most a compromise has taken place. Abon@ women have acquiesceci to the 

concept of hospitai birthing in place of home deiivery and the use of birthllig sticks. 

Howwer, once motha and infant return to the sedusion of the reserve, they retum to the 

traditional p d c e s  of thar culture. Wrth the exception of hospital birthllig, my 

investigation suggests th& wntemporary Cree mothas reiy on traditional practices both 

before and after birth, hrgeiy spuniing p r e n d  visits to the health chic and visiting such 

cIinics pst-natally only for emergency tare. 
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Cree women in Northern Alberta have maintained a close alignment wiîh the 

practices of th& grandrnothers. Interestingly, when asked to discuss infant care, d senior 

womai's openhg responses began by disaissing the birthing process and the subsequent 

infiuit care practices they utilued. For the senior women uiteMewed a bvth/.iant care 

dichotomy was inappropriate. Conversely they discussed and describeci a continuum 

which started with birth contractions and ended with the last stages of brdeeding at 

approximately two years of age. For these senior women, infant a r e  started at birth and 

ended with weaning. 

R d t s  demonstrate that while knowledge about infant care is shared by senior 

Cree women, changes do ocair. Culturai knowledge "is not static, but extended and 

modined in response to specinc experienas", thaâore, a cultural mode1 "can be thought 

of as a protypical sdierna whkh is intersubjectively shared" (Garro, 1988: 108). 

Breastfeeding was utilized by two-thirds of contemporary mothers and the 

majority of breastféadllig mothers intmded to continue for twelve to eightem months. 

Motfiers stated they breastfed because it was better for the infsult, cheaper, and promoted 

"closeness". The prefmed sleeping position was "back" or "side" with only eight percent 

placing th& &ts in the prone position. Mothers reported that duxing nochimal 

sleeping hours they rotated th& h f h t ' s  position fkom "back to side" then "back to 

opposite siden to keep the i r h t  comfortable during the night. They also reported using 

the supine position to "watchH the infam during sleeping. Side sleeping position was 

nported to improve breastfeeding access. The supine position was selected because 

mothers felt it was "safer", "that baby sleeps better". The wrapping style used by mothers 

was complaented by supine sleeping as the obvious way to place the inûua dom. 

Eighty-nine percent of mothers intaviewed had their infànts sleep in the materd double 

bed. Seventy-five percent of the inhts sleeping surfise was considerd "h" by the 

mother and afta checking, 1 agreed Mothers unanimously answered "no" when asked if 
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they used a d e  board or moss bag. Seventy-six percmt of women interviewed stated 

that someone had influenceci their decisions about infant care. In all cases they remarked 

that a fimilia1 f d e  (mother, grandmother, aunt or older sister) had guided th& etforts 

during the first year of their first infant's development. The new rnothers foilowed the 

advice because the other women "had experience", had "surviving children" and the 

knowiedge of the o lda  women was "tested by then .  They trusted their mother's advice. 

When asked what advice they wouid give their daughters when they approached the 

ieproductive sge, mothers stated they would pass on the knowledge of the grandrnothers, 

in other words, tell their daughters what their mother had told them about i . t  care. 

New mothers who were not bredeeding or CO-sleeping remadceci they wodd change this 

practice for subsequent infants and advise their daughters to breastfeed, CO-deep and wrap 

their infàuts. 

SUby-one percent of womai interviewesi did not change the normal house 

temperature &en th& inâuit was di. However, thae was a marked Merence in th& 

routine which was dependent on the type of h e s s  affecting their idht. For example, if 

the idhi was f-sh they repartai tbaî they would tum down the house thermostat and 

reduce the number of dothing and blankas on their mfant. If the illness did not involve a 

fm, mothas maintahed their normai routine of blankets, ciothes and house temperature. 

Three mdcally trained nurses on the m e  visit the homes of new bonis and 

give advice or answer questions the new mothers may have. They plan and co-ordinate 

regular prenatai classes which tend to be spady attended at best. Generaily, &er the 

f b t  ciass, attendance at subsequent ciasses is M y  nonexistent. This suggests that 

p r e n d  ciasses on the reaerve constitute a direct contradiction to the cultural tradition of 

the people, such as solo sleeping, mis, not to swaddle, shots and regular medical visits. 

Planning for the birrh is considered "ôad lu& and attendhg ciasses to disaiss this wouid 

be avoided. It may be relevant that al of the nurses are non-Aboriginals (the one 
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Abonginal nurse having resigned), single and have nwer been pregnant, nor have any of  

them deiivered an hfhtt Nurses tend to stay on the reserve for only two years before 

moving on. 1 suggest that ali of these ktors interact to strengthen the reliance on 

mothers and grandmothem for prenatal and postnatai advice. 

My data indicate h h t s  as gmerally being swaddled, yet there is not a high 

incidence of SIDS among swaddled reseme înfhts. One of the indications of the model is 

a wide range of infant adqtabiiity to thennal balance. As p h e s  4% 4b and 4c (pages 197- 

8) display, Aboriginal infams are tightly swaddled up to the ~ e c k  region. The entire head, 

fh, forehhead, back of head and nedc are uncovered and act as active agents in 

maintaining the thend balance. Coupled with the ttaditi0na.i p d c e  of placing infànts in 

a supine position, the evidence of the Bolton model suggests that overwrapping Abonguial 

in- does not lead to hyperthermia. However, the modei does not accommodate any 

additional blankets or duvets. 

Contemporary Abonguial women adopt a bionilturai approach to infant care. 

The biologid needs of the hfht: sieep, food and warmtb, are met following cultural 

traditions. Women are required to deliver their &ts in a strange, highiy technomtic 

Society, but they have resisted the suthoritative knowfedge of that society by maintainhg 

traditionai infbt Gare practices as a form of independence fkom extemal agencies. What is 

difficuit to document is exactly how much their war of resistance to change may have 

positivdy idluenaxi infiuit suMval. For exarnple, they have steadhtiy continued to sleep 

their h f h t s  on their backs despite the d e r  advice of medical authonties. However, if 

Aborigineis had been induced to phce their infaots prone and to bottle feed exclwively, 

the infant mortality incidence may have been even higher, especïally given the high hgal  

and bacteria cound~ in the environment. 

Table 24 dom a cross-check on change or resistance to change by Abon- 

mothers. 



Table 24 
Traditional -t Care Practices, Recommended Changes, 

Reswnse to Recomrnendations and Conternqomry Aborininal Pracbces 

Home birthing 

Family midwives 

Co-deep 

Breast feed 

Reliance on comrnu- 
nity and famüy 

Recommended chanaeRecomrnendations 

hospital 

nursddoctor 

cribiseparate 

bottle* 

prone 

not swaddle 

complete 7 months 
of prenatai visits 

visiting nwse 
a d o r  physician 

change 

change 

no change 

slight c h g e  

no change 

no change 

no change 

no change 

Contemporary 
Abonaina1 Care 

hospital 

phy sicians 

co-sleep 

most breast feed 

supine 

swaddle 

1 or 2 visits at 6 
and 8 months 

fàmily advice 

* pre-1970. The 1950-60 recommendations to bottie feed did not change the norrn of 

breast feeding. 

Thermoregulation or overheating is a perplexing issue. Cleariy, the research site 

mothers maintam wann homes and swaddle their &ts. Figure 14 (page 1 12) presents 

recorded high asleep ear temperatures illustrating a rise in Aborigural uifant body 

temperature rather than a slight decrease. Yet in the research site, a detailed search of 

reserve birth records for the years 1990 to 1995 for SlDS victims reveded one SIDS case 

in 293 births or 3.4 p e .  f,000 üve birtûs. It would appear that Aborigmal i&ts are able 

to wpe with or adapt to the bigha body heat. While acknowledging that to suggest 

Aboriginsl in- are able to ngulatt their coohg mechanism while wrapped because of 

"more d v e l y  bctionhg sweat glands in the fice" is p d y  speailative at this tirne, it 

may be worthy o f f h m  rrsearch. 



8.2 Traditional Practices and SIDS Risk Factors 

In SIDS research over the last two deCades, much emphasis has been focusseci on 

the so-calleci "SIDS Risk Profile." This profile identifies certain conditions and behaviours 

which aiiegedly place i n h t s  at pa te r  risic fiom the syndrome. These conditions and 

behaviours include smoking, having infmts at a young age, being single, being of low 

socio-economic status and, more recently, sleeping infants in the prone position and 

allowing the infant to becurne overheated. Much of the most recent SIDS literature has 

emphasized the risk of prone versus supine infant sleeping position a d o r  overheating. 

It has been noted thaî sleeping raipine is the nom for Aboriginal infant a r e  and 

always has been the nom in this population. My research found that a high percentage of 

mothers continue to use the traditional supine sleeping position, which happens to be the 

one fâvoured by cumnt medical opinion. The advice given by physicians in the 1930's 

(Hiiey, 1995) to sleep i d b i s  on th& stomach was not implernented. A high proportion 

of h f h t s  are b r d e d  and CO-dg.  The debate between McKenna and Mitchell vis-a-vis 

the evolutionary safêty or risk faaor of CO-sleeping has been tentatively resolved by 

addressing the smoking of co-sleeping mothers, rather than the cesleeping act in isolation 

as uasafe (Mitchell and Srragg, 1991). As we have noted (Table 16), a proportion of 

Aborigihal womm both smoke and CO-sieep. 

Why are so many young women smoking? In a recent article, Stewart, et d 

(1996), report r-ch to assess the nature of the smoking problem and to determine how 

support services could assist in the reduction of smoking or cessation. Disadmtaged 

women smoken revealed that thqr used smoking as a mechanian for cophg with the 

stress in their lives. The authon defined 'disadvantaged' in t e m  of one or more of the 

foilowing: poverty, unemployment, low occupational statu% Iow Ievel of education, sinde 

parent status, geographical isolation and lack of suciai support. The authors found a high 

incidence of smoking among this priority group, referring to the fàct that this category is 
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targetted by social and health agencies as a priority group for smoking cessation 

programs. nKse conclusions were drawn &om interviews with 386 women who srnoked. 

They concluded that the disadvantaged find it difnailt to move beyond their 

da@ stniggle for suNival and to visualize the long t m  benefits of non-smoking. The 

pagsive stresses in the hes of didvantaged women suggests that non-srnoking 

pro- should focus on their cultural, social and economic environment, rather than 

solely on health risks. The description of this pnority group is remarkably sirnilar to what 

could be descnied as the W o n  of many Aboriginal women and rnay help us to 

understand the high level of fanale tobacco users in this community. 

While smoking among Aboriginal familes still persists, my obsavaiions 

indicated that maiiy M e s  isolate their infatits f?om second-hand smoke by not smoking 

in the house. In fact, I saw ody one asbtray in di the houses 1 visited on the reserve and 1 

should note that my visits were not announced in advance. Also, while many mothers 

classifieci themselves as single, Whielly aii had partners or had had partners and none lived 

alone. Ail of the mothers had adult brothers andfor sisters present and many had 

grandparents living with them. A summary of just how closeiy Abonguial women adhere 

to positive factors follows. The total d e r  of contemporary women interviewed was 

70. 

A high degree of homogeneity in infam care was observed among senior 

Ahriginai women. The advent of hospital birthing does not appear to have aitered their 

reliance upon traditional infaat care practices, such as breastfeeding up to twenty-four 

months, us* moss bags for wrapping babies, d e g  for diepaing, CO-sleeping, supine 

sleeping position and the use of swings. It may be that the influence of senior women on 

infant care practices d that of extemaI infiuences in many sectors. Howwer, the 

two variables with lûû?? agreement mong senior women (bceastfeeding and the swing) 

were not reporteci by aintempoq mothers. Bre8sffeeding was less utiüzed by younger 
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women for various reasons, while the use of the swing was so ingrained among 

contemporary women that they did not consciously include it as part of Uifant care 

practices und asked a direct question. 

In Aboriginal societies, women represent the transmission of culture. They learn 

from mothers and grandrnothers and pass the tradition dong in their own teaching. 

Today, in the research site no midwife can be located for advice or to teach others. A 

significant fom of power, control and continuity has been lost forever. Although denied 

the traditional birthing thet senior women regard as part of the infànt care process, 

Aborigmal women have rnaintaùled s e v d  key aspects of traditional infant care. In the 

privacy of their residence, di- fkom physiciens and govenunent agencies, they have 

maintaineci continuity and order by invoking the predictability of known infant a r e  

traditions in an othawise c u ~  and altered environment. Conternporary women 

tightly swaddle their infams, bfe8sffked, CO-sleep, use traditionai swings, Save navel cor& 

and some continue to navel bhd. These variables are a direct contimity with traditional 

infant care practices used almost sevenîy years ago by their grandmothers. 

Fanales aged meen to eighteen at first birth tended not to b r d e e d  nor CO- 

sleep at the same levds as older mothers, aithough co-sieeping of the Uinuit with hisnier 

pndmother was quite cornmon. This iack of continuity with traditional ways was 

acwunted for by th& desire to finish school. Younga fedes  with first or second h f h t s  

remaïneci in the Esmiüal residence to complete school or upgrade for fiiîure ernployment. 

In interviews, young mothers rnentioned that instructions on brcast feeding 

techniques given in the hospital were codÙsbg8 Those who were attempting to initiate 

breast Iéeding staîed that mirses would tell them that they were "not doing it nght." 

Those involved with these fht-time mothas appeared to assume that there was a 

s c i d c  or correct way to breast feed (Zeitlyn and Rowshan, 1997). By the time these 

mothm have their second or third infiint, they have metured both physically and d W y  
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and out of that cultural Secufity are able to ignore the so-called profwion knowledge. 

The level of breast feedimg is high when compareci to the socio-economic factors noted. 

Williams (1996) notes the overaii proportion of breast feedllig varieci signincantly with 

mother's mantal statu, education and M y  income. Single mothm with no secondary 

or post-secondary education and with M y  income of less than $30,000 per year were 

l e s  Iikely to breast feed. As noteci d e r ,  Alberta Aboriginal women are ciustered in 

lower socio-economic categories and therefore would be expected to show a low level of 

breast feeding. However, traditional infant care practices incorporate breast feeding and 

my sample community appears to honor the traditions of their elders. 

F d e s  who gave birth to their first child at age sixteen, seventeen and eighteen 

years old, rqresented l e s  homogaieity than younger or slightiy older fernales. This may 

represent a withdrawd fiom traditionai ways during this ternpestuous penod of th& me. 

Frequdy when the nrst time mother is young, her mother and her grandmother are 

responsible for a large portion of the Uinuit's day-to-day are. After the birth of the 

second or third innuis women set up their own and separate place of residence. It is at this 

point in the evolution of their iniôuit are  pradices that women r e s u ~ ~ e c t  traditional ways. 

AU mothers in the contempof81cy group gave birth in hospitals located 

geographicaiiy a d o r  culauajly a gr- distance away, some in a small community 

hospital, others at one of two large hospitals in the provuid capital. The advice fiom 

heahh mirses, rnatamty/rmr~ery staff and physicians différs a -  each heaith institution. 

However, outside sources do not seem to have much impact on the styfe of innuit care 

chosen by Abonginal mothers. The dominant influence is advice fiom fhdial  f d e s .  

What is r d l e  is the ladr of p e n d o n  by what Jordan (1993) calls authoritative 

knowiedge. 

Young Mothds Age at First Birth: 78.1.% (of my sample group of seventy 

cuntemporary mothas). The senior women appear to have starteci thei. nunily at a young 
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age (under 20 years of age), and many of the contemporary women are foiiowing this 

practice. It M o r e  has to be formuiated as a traditionai pradice. And while SIDS is 

more prwalent among younga mothers, die birth percentage is highest in the 20 to 29 

year age group (MSB, 1998). 

Leam about h f h t  Care fiom Fanale Family Mernbers: 81.4%. What became 

evident nom the intaviews about who helped contemporary women rnake decisions 

about infant are, is that the young women trusted the expriaice of their elder fernale kia. 

They told me that "(Mothery Gmdmother) had more @ence, she raised a large M y  

and knew more than 1 didn, or "She's my mm, 1 trust ha", or "Tt was my first baby, 1 did 

not h o w  what to do so 1 iistmed to my mothern or I liveà with her (mother or 

grandmother) when 1 had my fht chiid, 1 took ha adviceu. 

Breast feeding: 68.1%. Wornen who did not b r d e e d  for certain reasons 

(retunllng to upgrade education, working, ac.J ais0 told me that they intmd to breast 

feed any future infànts they give binh to. They certainly understood the value of breast 

feeding on the deveiopmeatal outcorne of the infant and the bonhg process of 

m o t h e r f i  during breast feeding- 

Co-Sleeping: 61 -4% Intaestinglyy the women not cu~ently CO-sleeping have 

done so (with eariier bom inniats) in the past Howewert when the third infant arrives, the 

bed is d e r  aowded with mom anci two other young mfants or cbildren. The women 

wa6ded that they can't get the older children out of the double bed (mothds) and hoped 

that piacing the new infant (frecpedy the third or fourth baby) in a cnb might teach the 

new innuit to sleep solo. The Limitation to this question is how women define CO-sleeping 

and solo sleeping. Womea who had a cri% for their mfan*l stipuiated "solo" sleeping. This 

perception does not Mude breastfieeding in mothds bed or remaining nexî to mother for 

subsequent f m .  By this d-on a cnb does not make for solo sleeping. Furtha, 

%ssy" iafants go fioxn brdeeding to "swing" anci back again during noctumsl hours. 
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Smoking: Yes (during pregnancy and der): 45.6%; No (not at au): 54.4%. 

The mothers who smoked during pregnancy mentioned that they had cut down 

drarnatidy during the pregnancy. The women who smoked &a delive-ry, reported that 

they smoked about 5 c i g a r m  a day . If their partner smoked, the mothers requested that 

they smoke outside of the house. One of the assumptions about smoking in Aboriguial 

communities is that it is high. I t W  the ceremonies which use pipes and the buming of 

tobaca may have influenced this thinking. The reported f ~ ,  however, point out that 

while under 500? of conternporary aged fernales are smokers, fewer young females are 

smoking. The Canadian smoking incidence is below 20%. 

Sleeping Position - on Back or Side: 929%. Mothers indicated that they 

fiequently rotate the infant from side to side and ont0 its back in an effort to ensure that 

the infant remains cornfortable during its sieep. They transfer the i&t fkom back to side 

when breast feeding. The instructions âom outside sources over the last decades have 

recommended sleeping hfknts on their twnrny - the percentage of women continuhg to 

sleep infànts on their back indicates the strong traditionai influence the senior women have 

had in the area of infânt are.  Given that current research has strongly suggested sleeping 

infEints on their back to reduce the vulnerabiiity of SIDS, the traditional method ( the 

tested by senior women) is now vindiceted. 

Wrapping (or swaddiing): 91 -4%. SIDS research at the present time considers 

swaddling or wrapphg as a possible cause of overtieating which may cause 

thennoregdation problems during the night while the infant is sleeping. The adaptability 

of body adjusûnent among Abonginal populations has been doaunented elsewhere 

regardhg b d  temperature (Young, 1994). In tbat research sbidy, hands of Abonginals 

were thrust into ice water and recovered th& n o d  heat temperature at a rate 

cunsiderably Mer than non-Aboriginale. It would seem feasi'ble that this could apply in 

reverse with infànts being able (through adaptation) to adjust their body heat. This fktor 
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is stiU being acplored and there is no finn evidence, but what exisîs is highly suggestive. 

hfhts seem to acrually enjoy being wrapped. 

Use of Traditional "Swing" for sleeping: 30.0%. The use of the Cree Swing to 

assist the infant in sleeping (Qther in the &y or during the night) is one of the variables 

that stems fiom the interviews with senior women. For the interviews with wnternporary 

women this variable was problematic. First, the questionnaire was wnstructed to look at 

SIDS variables and the importance of the Cree swing was not known at that time and had 

to be added. Second, the women who mention the swing did so casually, as foilows "They 

sleep in the bed or ai% and during the day in the swingn. It should be mentioned that 

when grandrnothers or mts -ch the hht, they used the swing. When 1 asked to see 

the sleeping room of the hfht, 1 would observe a swing, suggesting it can sti i l  be 

considered an overiapping niltural tradition 

Givea that our contemporary sample women have all given birth to their infants in 

hospitals in locations away &om their home cornmunity, the power of tradition regarding 

infant are, seerns to have a greater infiuence on the young women than the exposure to 

other sources of knowiedge obaerved during the hospitai stay. 

8.3 SlDS Incidence and Eoiderniolosty 

While the braîure review indicates a high Aborigllial SIDS incidence compareci 

to that of non-Abonguiais, my d y s i s  of Alberta SIDS cases identifid several problans 

in the way the incidence is identifieci and reporteci. The key factor is the ascription of 

ethnic i d d t y  in the Chief Medical Examiner's files, from which much of the Alberta 

statistics an derived. This asaiption is Iargely lefk to the discretion of Police officers, 

RCMP and arnùuiance crews, who ide* the viaims as "Native", "Caucasian" or 

"Other", based fiom th& on-location observati011s. This ad-hoc ethnic identification is 

b g h t  with difodty. Of &y-four cases fabelleci "Native" in the SIDS case file, less 

than half were codhned as treaty Aboriginals by Medical SeMces Branch andysts in 
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Edmonton when 1 submitted the information fiom the records. One case identifiecl as 

"CauC89imH was in fact a treaty Aborigllial. Infants f?om other provinces are not deleted 

fkom the Alberta numbas. Shce the Chief Medical Examiner only records deaths and 

does not scnitinize birth location, an out-of-province STDS death may be included in the 

Alberta statistics. 

While it is beyond the ability of police and ambulance crews to ver@ this 

information before nIling out the forrns on which the Medical Examiner's staf f  base th& 

numbers, the mere fàct that such lack of vdcation is accepteci as routine praaice 

suggests that the resultant statistics are suspect. Based on my experience alone, one could 

suggest that reported Aboriginal SIDS incidence may be higha than they actuaüy are. 

Despite the amount of aoss-checking nadeci to venfy ethnic identity, it is clear that 

trurrtworrhy otatistics will only result if a much more rigorous identification systern is in 

pl-. 

A f u i  problem with the CMû's SIDS case files is the approprlateness of the 

diagnosis of SIDS in some cases. Severai cases that 1 examined wae diagnosed as SIDS, 

despite clear evidence that the inâud had ban seriousiy P prior to death or had ban 

dering from a dïagnosed disease. ûthn infiuits wae discovered in highly suspicious 

circumstances which were never totally explaineci. In facf in the sole reported SIDS case 

on my research site, the partner was later charged with causing 'accidental death.' The 

iruiacnirate and idated reporting of Aboriginal SIDS cases rnay be partially responsiible 

for the accusatory treatment which Abonginal parrnts receive during investigations of 

infant deaths, particuiariy when contrasteci with the solicitous treatment accordeci in most 

non4borigi.d cases. Wah strict methods of data gathering, ethnic and birth location 

verification, my data for Aboriginals in Alberta suggests that the SIDS incidence may not 

be as high as previousiy reported. It could be suggested that the nature of the difference 

in the reported incidence is uiat a best guess lies between the reported high of 8.26 and the 
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Iow of 2.97 for the years 1990 to 1994. In either case, both indicate greater risk of 

vulnerability to SIDS among Abonginals. 

The majority of wntemporary Aboriginal mothers give birth to fidl gestation 

mfants of average or above average weight. Infants sleep in the supine position in the 

mother's bed or in the sarne room and are tightly wrapped. Fewer mothers smoke than 

had been assumed pnor to the administration of the questionnaire. Of the 46.5 % that 

continueci to smoke during pregnancy, most decreased the number of cigarettes to less 

than five a day. Smoking &a the birth of the infant was confined to outdoors or in the 

car during inclment weather. As the results of this project indicate, infant care practices 

such as swaddluig, in wnjunction with smoking, represent a source of risk for SDS. 

8.4 SIDS and Environmentai Factors 

M y  data have indicated that the Aborigllial SIDS incidence in Alberta should be 

revised to 2.97 per 1,000 live births, compared to 1.14 for non-Aborigihals (see table 10). 

While investigathg bacteria and hgd miaoorganisms rnay sean to some to be 

innappropriate, such an analysis would be in keeping with the research of Sayers, et al 

(1996) which suggested thaî certain bacterial substances do not becorne lethai on their 

own, but a d d y  toxic cocktail exists when they are combineci with nicotine. Given the 

reseatch into environmental poiiutants and thar impacts on respiratory fùnctions @doms, 

et al., 1987, Drucker, et a&, 1992, and Madi and Lindsay, 1994), such an examination 

seans reasonable. Blache& Weir and Busad (1997), argue the possïbility of a synergy 

baween ddopmental  and environmental m o r s  that c d d  enhance colonization by 

toxigenic bacteria or augment the &éds of their toxins on infiammatory responses. The 

synergy appears to dedine with age. In diverse socioeconomic settings, the authors found 

ciiffierences in nose and throat bactexia of healthy infants with higher wunts amongst the 

less suent. They hypothesize that some cases of SIDS are due tu pathophysiological 

respoIISeS "elicited by combinations of i n f i o u s  agents d o r  cigarette sornke that ocair 



during a developmentai penod when the infant is less Wrely able to wntrol the effixts of 

infiammatory mediators. ..." For a complete description of this process see Blackwell, et 

al. (1 997). A bnef example is given by Mouricourt, et al. (1 990): 

An excellent example of developmentai stage being associateci with 
susceptibility to toxigenic bacteria is the expression among newborn calves 
of the receptor for enterotoxigenic saallis of fichericchia coli expressing 
the Kg9 adhesin. As this receptor disappears with age, so does 
suceptiibility to disease caused by these bacteria. 

Accordhg to Biackweil, et al. (19971 "Severai species of toxigenic bacteria or their 

to>rins have been identined in SIDS infants." Since higher SIDS incidence are recorded in 

winter, when houses are shut tight against the harshness of winter, and since SIDS appears 

to impact lower socio-econornic families more, it is reasonable to look into fàctors which 

would explain this coincidence. As Blackwell, et d (1997) note, "...several groups have 

suggested that L i t d o n s  between Merent infectious agents or infdous agents and 

environmental Won rnight be imrolved in SIDS." 

Abanginal women constantiy express their wncem that their houses cause hedth 

problems, although they wae p d e d  as to how this happaied. The results of our 

investigation clearly substantiate their wncan and open the dwr for a hrher scientinc 

investigation to didate that excessive b g w  and bacterial counts are indeed causing 

illness. 

W e  air sampiing was confined to a small number of residences and rnay appear 

to be sxnaii statistidy, what is signifïcant is the bigh levels of con tamination fiom bacteria 

and fiingi in the homes. At the time of testhg the o v d  ceIl count, d e r  than specific 

tests for type of fiingus, wwen requested due to the excessive cost ($1,000 per house for 

laboratov testllig) and time requind for the more spedic tests. This remains a prime area 

for W e r  research to determine the specific brictek 



In a report from England, the authors of the Black Report (1 990) state: 

...areas baving high unanployment rates, or bad housing, or a high 
proportion of unskilled workers, or worse, ail three, are Orely to have high 
rates of child mortality especiaiiy in the £ht five years of life (Townsend 
and Davidson, 1990; 140). 

Iinplicit within the housing of poverty is overall lack of maintenance, water leaks and poor 

ventilation. As noted in Chapter IV, this is the ideai environment for the reproduction of 

bactexia and fiingi and atmosphenc transmittal. Coupled with smoking, Sayds (1 996) 

cocktail may represent a fiiture research thrust. 

This air pouutant study ranains prelirnuiary, but may point to the need for fiutber 

testing in the homes of infànts. In rnany of the residences at the research site, women 

privately srpressed their concems that the trailer/house was making them "sickn. House 

repairs, such as, fixing leaks and darnp anas, wen not d e d  out. Many of the residents 

currently h g  in a home represent the tenth or fïfteenth fàmily to ocaipy the home. As 

each M y  relocates to a new dweiling with seaningiy fewer problmis, another W y  

moves into the problem residence. 

SIDS may be an epiphenomenon to existing residential wntaminants. Generally 

speakùig, SIDS is a greata risk to *ts fkom lower socio-economic status. These 

infants rnay be exposed to bacteria and h g i  similar to th& Aboriginal counterparts, as 

weU as smoking. How dos this apply to SIDS victims removed from the identifid 

economic status? How does this research apply to non-Aboriginal SIDS deaths which 

occuffed after parents anployed supine sleeping position, cooler rooms and brdeeding? 

Many fidies of middle and high economic levels are buying olda homes which they 

renovate and update. In such renovations, repairs to damp and rnusty basements are often 

left to a iater date or are mver cumpleted. Air pollutants fiom these basements may place 

inf8nts at risL even though otha protective practices have been implemented. In addition, 
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atternpts to d u c e  heating costs by creating virtually air-tight houses result in pollutants 

being trapped inside the residence and being constantiy recirculated. 

In this cornmunity, awareness of the SIDS risk factors hm not promoted changes 

in infànt Gare strategies. Rather, women have retained vestiges of their traditional infmt 

care praaices which coincide with the latest recommendations in SIDS protection, such as 

breast f d i g ,  and sleeping position of infit  @ack or side sleeping considered d e r  than 

sleeping on stomach). My data suggest that smoking, combined with the practice of 

swaddling infants, plus residential contaminants, such as bacteria and fùngi, places the 

infiuit at ri&. 

Limitations withm the project, such as lack of control over whether infants are 

awake or asleep during the visit and the impact this had on temperature coliection, small 

sample size for the cokction of bacteria and ningi, and dBicuIties establishing accurate 

Aboriginal birth and SLDS deaths records, of necessity have made the arriva1 at absolute 

conclusions questionable, to Say the least. As weli, the results are not to be generalized 

because they are Limited to a s d  m e  in northern Alberta No cornparisons to 

Aboriginal cornunifies in southeni Alberta nor to non-Aborigi.nai wmunities has been 

made. However, the overaü thnist of the data and the suggestiveness of many of the 

hdings indicates that this is an area which should be foiiowed up on in a fhther project. 

8.5 Conclusion 

The objectives of this project were to establish documentation of traditional 

Ab0righ.i innuit aire practices prior to biomedical inteirvention, to doaiment 

contemporary Aboriginsl infant care practices, to compare both traditional and 

contempomy p d c e s  to illuminate any continuity or displacement, to assess the 

rehionship of contemparary infànt Gare to the SIDS risk b o n  a d o r  preventive 

strategies, and to record and d y z e  other relevant fàctors found in the Aborigihal infànt 

environmental. 
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The r d t s  reveai a continuation of severai traditional i n h t  care praaices which 

have b a n  regarded as protective of infànts with regards to SIDS vulnerability. For 

scample, recmt research has suggested that supine sleeping reduces the risk of SIDS. 1 

found that Abonginal women have traditionally used the supine sleeping position and have 

b r d é d .  Although utdhtion of the supine sleeping position has had positive effects in 

the reduction of SIDS in other communities (Fleming, et d., 1990 and Dwyer, et ai., 

199 l), intervention to duplicate a similar decrease in Aborigllial corrimunities would not 

appear to be indicated since this practice is already common. In fàct, given the generai 

non-cornpliance of Abonginal women to extemai modes of &nt related care strategies 

(usiag the prone sleeping position and solo sleeping in a crib-ali propounded in the 

1930's), attempts to exert extanal influence on Abon@ mothas appear not oniy fùtile, 

but even iil-advised. Whaî does appear to influence Abonginai infant care are the time 

tested pracfices of senior f u e  nimüial datives. This may ais0 explain why Abon@ 

SIDS incidence is high in Edmonton whae rnothers are separatecl for long periods of time 

fbrn fitmdid fernale isteraction. 

While the 58mpiin.g of environmental contaminrurts was W t e d  due to the bigh cost 

of conductmg this -ch, the d t s  of the limiteci sempling done reveded alarmingiy 

high nites of bacterhi and f?ungal contamination in the homes. As well, the air partidate 

samples registered higher readings than considered acceptable by Hdth  Canada. Further 

research into the possible correlation between SIDS and air borne contaminants seems 

essential, since my investigation indiates that environmental factors may play as strong a 

role as inEant care practices in infant vuherability to SIDS 

Despite the fàct that we have dernonstrated that A b r i @  SIDS incidence may be 

ovastated elsewhere, it k dear that bacteria and fungi are insidious perturbations 

wbich may be affeaing the hdth of A b o r i g d  infants m8nifésting themselves in 

endotoxin shock syndrome. T h d  regulation may be an issue, givai the pracfice of 
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wrapphg and CO-sleeping. Application of the Bolton model to my findings suggested no 

correlation baween d d h g  and over-heating. However, this model does not take into 

consideration the additional heat generated by bedsharing and the faa that swaddled 

infams are placed under the bed coverings in the parents' bed. Further wmpounding the 

situation is that this scenario takes places in wd-heated homes. 

Thirty-two of the contemporary mothas intenriewed were smokers. Of this 

number, thirteen both bedshared and b r d e d ,  th- increasing the infànts exposure to 

cigarette smoke. While the nurnber of smokers was Less than 1 had acpected, it is still 

higher than non-Aboriginal mothas. Cleariy, more resources need to be directed to the 

conmnmity to lower the percaitage of Aboriginal mothem who smoke. 

The bioculaual mode1 Powed an iinaactive approach to data gathering. By 

having aîcess to the aaual homes of the mothas and ïnfànts, features such as swaddüng, 

the swing, bedsharing, that ail membas of  the Çiimly tend to share one bedroom, the 

actuai hdoor temperahues and the conhasting exîemd temperatures were noted and 

recorded. It is &eiy that many of  these f m e s  wodd have been discovered if the 

research had been c o n d u d  by questioning the population in a centralized location, for 

example, the medical unit office, or by h p i y  sending out questionnaires. Certainly, 

without visiting the actuai homes of the people imrolved, I wodd not have remgnized that 

then might be a relationship between the incidence of SIDS and such simple W o r s  as 

inadequate housing in a harsh climate and the significance of uoprotected crawl spaces as a 

source of dangerou household contantinants. 
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QUESTIONNAIRE ON LNFANT CARE PATTERNS 

Department of Anthropology 

Univemiîy of Manitoba 

Funded by 

Northern Scientifc Training Program 

and 

Social Sciences and Humanitia Research Council of Canada 

Thank you very much for your cooperation and help. Your responses to these questions 

will be used to detennine the type of idkit care used by today's Aboriginal mothers in 

Northern Alberta. We WU have a meeting after 1 have completed my questionnaires to teif 

you what the written report d show. 



Band Narne: 

Mernber of Band: Yes No 

If "No", Are you a mernber of another Band: Yes No 

If "Yes", which Band: 

Case Identification Numba Assigned Date Conducteci 

Location of Residence 

Mother's Age 

Infimt's Birth Date 

hfknt's Birth Weight 

Otha Births: Yes No 

If YES, year(s) of prewious bulfi(s): 1) 



L GENERAL QUESTIONS: 

1) What h d  of heating do you have in your home? 

a) gas b) electric c) fire place d) central 

e) wood stove f) none g) other 

2) What rnakes you decide to turn the heat on? 
a) when you begin to feel cold 
b) when you think that the baby is cold 
c) when others cornplain abwt it b&g cold 
d) otherreason 

3) Do you use one of these? 

a) portable heater b) electric heater 

c) heating pad d) heated wata bed 

3a) How many rooms are there in your house? 

3 b) What type of ventilation is there? 

3c) How many windows are there in your house? 

3d) Instrument readhgs of CO2 

3e) Instrument readings of  CO 

(3d and 3e readings to be taken by tesearcher) 

4a) How do you tel if the baby is too hot? 

4b) H o w  do you teil if the baby is too cold ? 

4c) How do you keep the baby's temperature just nght? 

4d) What makes you think the baby>s body temperature is not all nght? 



5 )  If the baby gets sick do you: 

a) wann the house ya- No- 
b) cool the house Y-- No- 
c) add biankets to baby's bed Yes No- 
d) take away blarikets y=- NO- 
e) keep to thesameroutine Yes NO- 

6) Do you have ninning water? Yes NO- 

7a) Do you have a flush toilet? Yes NO- 

7b) Do you have an outhouse? Yes NO- 

7c) Or do you use a p d  or buckei? Yes No- 

8) Wbat type of diapers do you use? Cloth Disposable 

9) How many people in the house smoke? 

9a) Who are th@ 

9b) Where do they smoke? 

Sc) How often do they smoke? 

About how many cigarettes are smoked in the house per day? 

Do you smoke? Y- No Sometimes A few a &y 

If YES, how many cigarettes did you smoke during your pregnancy? 

What kind of miur does baby drink? Breasbrmk Formula 

%P 
If brdeeding,  do you 

a) oniy give baby breastmillc 
b) give baby brrastmilk and some fornuila 
C) give baby b r e a m  formuia and some other liquids 
d) give baby breaPbrmk during the night and formula during the day 

YL No- 

If oniy breastmilk, how long will you (did you) do ibis? 



16a) Why for this length of the? 

IL SLEEP PATTERNS: 

17) Where does the baby nomdy sleep? 

17a) Please show me where the baby n o d y  sleeps 

17b) Does your baby sleep: 

A) Aione in its bed? 

B) With othm? 

If A) go to Question 27 

If B) go to Question 18a 

QUESTIONS IF CO-SLEEPING PATI'ERIR 

18a) Who else sleeps in the bed? 

18b) Why do y o d  or they sleep here? 

- -- - 

Mc) Who sleeps next to d o m  in the bed? 

Nd) When you lie the baby down on the surfas do you think about whkh way you 

the baby ta face y=- No- 

18e) If YES, what is your muon for faaag the baby one way or the other? 

189 How often do you have the baby face in that direction? 

a)always b)sometimes c) I dont aire which way d) it changes 



18g) When you are in bed with the baby, which direction do you face? 

18h) Why? 

18i) What makes you tum your face? 

189 How close do you iike your face to be to the baby's? 

a)very close b)touching c)not tw close d)I dont know 

18k) (to any of the responses above) 

19) How many blankets are placed on the mt? 

a)one b)two c)more d)same as 1 have in bed 

19a) Do you place a blanket unda the baby? YL No- 

19b) What does your baby wear when he or she is asleep? 

19c) Does anyone else sieep in the same room as you and the infant but on a 

separate surfàce? 

I9d) IfYES, who and where? 

20) How many nights a week does the baby sleep hae? 

a) every night b)every otha ni@ c)only on weekends d) other numbers 

20a) On a usual ni&, how many houn a Nght is the baby on this surface? 

20b) How many hours a ni@ does the baby sleep without waking? 

21) When you sleep with the baby, what position is the baby in? 
s a) on its stomach b) on its back c) on its side 

2 la) Why do you choose this position? 



2 lb) Do you ever place the baby in another position to sleep? 

y=- No- 

21c) If ms, why? And under what circumstances? 

22) How do you feel about s h a ~ g  a bed with your infam? 

a) fine b) never thought about it c) it worries me d) not womed 

22a) If you worry about sharing a bed with your i .  what makes you worry? 

a) its unsafe b) its wicomfortable c) want baby to have own bed 

d) 0 t h  reasons 

23) How does the baby's M e r  feei about you sleeping with the baby3 

a) he is agamst t 
b) he tolaates it, but would prefa a different mangemerit 
c) he doesn't a r e  
d) he supports it 
e) he insists upon it 

24) Do you put the baby's head on a pülow? Y L  No- 

24a) KYES, how rnany piiiows and what h d  of f i g ?  

24b) If NO, why not? 
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the bed 

- -  - - -- 

26) The surface of the bed you share with the baby is: (show me, please) 

a) extremely soft (babfs  body compresses it a great deal) 

b) finn @aby's body hardly compresses it) 

C) very fhn (baby's body does not cornpress it) 

IIL SOLITARY SLEEPERS: 

27) Please show me whae the baby sleeps? 

28) Why did you choose this place for the babi> 

-- 

29) Are there tirnes when the baby does not deep here? Y- NO- 

30) If YES, are there times when the baby sleeps with you or someone else? 

y=- No- 

3 l)  How many nights a week doea the baby sleep somewhere else? 

a) none b) one c) two d) three e) more 

32) Does the baby sleep in its own bed for the entire night? 

y=- No- 

33) XNO, how many bours a night does the baby sleep aione? 

a) eight hours b) seven hours c) six hom 

d) five hows e) less than five houn 

34) If NO, why do you change w k e  the baby sleeps? 

35) Does someone else sleep in the same room as the baby, but in another bed ? 
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36) If YES, who is that person 

37) If YES, how far away do they sleep from the baby" 

a) tai feet b) five fm c) beds touching d) lets measure it 

3 8) Who else dee~s in the house? 
e 

39) How many blankets do you put on your baby at Nght? 

40) The surface of the bed you shan with the baby is: (show me, please) 

a) extremely sofk (baby's body compresses it a great deal) 
b) h @&y's body hardly compresses it) 
c) very nmi (babjts body does not cornpress it) 

41) Does the baby have a pinow in its own bed? No- 

42) If YES, how rnany pillows and what kind of nlliag does the pillow have: 

42a) Are there shiffed toy ammals in or near the bed whm infant is sleeping? 

For al Motheis: 

43) At night, do you wrap the blankets mund the baby? Ys No- 

44) Plesse show me how you put the blankets around the baby for night sleeping? 

45) When you sleep separateiy h m  the baby what position do you put the baby in? 

a) it's stomach b) it's back c) it'Q side 

46) Why do you use this sleeping position for the baby? 

47) Do you ever change the sleeping position of the baby? Yes *O- 



48) IfYES, why ? 

49) How do you fa1 about your baby sleeping in a separate bed or room? 

51) Did some other person help you rnake dezisions about how you to look a f k  your 

baby? Yes No 

51a) IfYts, Who? 

5 1 b) Why do you foliow the advice of this person? 

- 

52) If ~ O U  have o lda  children did ~ O U  look a&r thmi the same way as ~ O U  do this mfant? 

y-- No- 

If no, wfiat have 

52b) Why? 

52c) If you have more babies wül you continue to look aiter them the -y p u  are 

looking after this inôud? y=- No- 

52d) If wbat would change? 

S2e) Why? 

520 What advice have you given or WU you give to your daughters about infant are? 

53a) Did you use a aavd bhder? 



53b) Did you gave the baby's cord? Yes No- 

53c) Did you put the baby's cord in a spezial place? Yes No- 

53d) Where did you put it? 



APPENDIX B 1 

CONSENT FORM FOR SENIOR WOMEN 
E b h h  Wdson 

Department of Anthropology 
University of Manitoba 
Wuuipeg, Manitoba 

SUDDEN INFANT DEATH RESEARCH PROJECT 

Chief and Council Approvd - Motion #108-94-95, Dated Oct. 1994 

............................ 1 understand that Ms. Wdson, together with , an interpreter, wishes to 

taik to me about the traditional way we Aboriginal womm looked a f k  our babies. 

Ali information will be addressed and recorded in such a manner as to protect my name, 

reserve, and location. Questions will be about sleeping environment, sleeping position, 

swaddling and general infant m e  practices. 

Date:. .............................. 



CONSENT FORM FOR WOMEN WITH INFANTS 
Ehbeth Wilson 

Department of Anthropology 
University of Manitoba 
WuuUpeg, Manitoba 

SUDDEN INFANT DEATH RESEARCH PROJECT 

Chiefand Cound Approval - Motion #108-94-95, Dated Oct. 1994 

1 have been told about the research project Ms. Wdson wishes to cornpiete on SIDS by the 

interpreter ......................... 
1 understand that 1 have the rigbt not to participate in the project and that I can withdraw 
at any tirne nom the project if1 do agree to participate. During a i i  interviews, Ms. Wilson 
will be accompanied by .............................. who will act as interprrter. 

Ali information pthered wiU be recorded in such a way that 1 will rernain anonymous. 
Complete confidentiaiity wül be maintained about this Information. 
1 understand that my infknt's ear t e m p e  will be taken as it sleeps during the tirne of 
the interview, and that the room temperature wiJi also be recorded. 1 have the nght to 
agree to be involveci in the research while choosuig to decline the recording of 
temperature rrsdings. 
Ms. Wilson, through the interpreter, WU ask me where my baby sleeps, in what position 
(on the tummy or on the back or side), and who sleeps with the baby. These questioned 
can be amwered or not as 1 choose. 
1 am dso aware that Us. Wdson has Chiefand Councii epproval for this research, as weli 

as the approval of the University of Manitoba and its Ethics Cornmitte to conduct this 
projezt. 
The data coilected wiii be used to help understand SIDS and rnay be used to identify 
fàctors which may assist in altering the fkquency of SIDS. Iddcat ion  of sleeping 
practices now used tmy help to isolate a variable which could be changeci or to elllninate 
that variable as a factor unda consideration as contnbuting to the fiequency of SIDS 
amoag Aboriginal pmples. 

Mother agrees to participate in the project by signing at line (A). 

Mother aiso agrees to temperature recording by signhg at line (B). 



(A) .................................................. 
.......................... 
Mother 

(B) .................................................. 
.......................... 
Mother 

........................................... 

Date 

........................................... 

Date 



APPENDIX C 

ASSISTANT RESEARCHER 

CONFlDENTIALITY AGREEMENT 

I, ............................................................. acting as interpreter for Eiizabeth Wdson on 

the Sudden I n f a  Death Research Project approved by the Bigstone Chief and Cound 

(Motion #108-94-95) agree that dl information made imown to me by those being 

interviewed, as weii as by Ms. Wdson in conversation conceming the project, will be kept 

entirely confidentid by me and wiii not be revealed by me to any persons not authorized 

by Ms. Wilson. 

Signed: ................................................. Wrtness: .......................................... 

Date:. ................................................. 



APPENDIX D 

The Bohon Modd Spreadsheet 

(on foliowing pages) 







Ear Temperatures Registered of Awake 
andlor Sleeping Infants in Residence 

at Research Site 
Awake (Not Wrapped); Sleeping (Wrapped) 

Centigrade RPrrriings 

B a h  No. 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 

Awake 
36.3 
37.1 
36.4 
36.4 
35.7 
36.3 
36.5 
36.8 
36.7 
37.0 
35.7 
36.8 
37.0 
37.3 
36-4 
37.7 
36.8 
36.3 
36.9 
36.4 
37.3 
36.9 
36.8 
35.2 
d a  
35.8 
d a  
d a  
36.7 
36.7 
36.7 
36.5 
38.1 
37.4 





APPEM)IX F 
Cornmon Features of Traditionai Birth and i d n t  Care Pracziœs 

79 
18 yrs. 
9 

40 yrs- 
1 at home, 
rest at 
hdspital 
? 

Case #5 
76 

19 years 
14 
? 
yes, home 

Agc 
Age at F i  Birth 
# uf Babits 
Age at Last Birth 
Boni haspitai or 
home 

her mom and dad Assisted Birth 

Birthing Stick 
Wrap and Bush 

Wash Baby 
Dispose of Cord 

Sleep at Night 



Food at labour tea ? ? 
Medicine for ? boiied mots ? 
labour 

2 14 
back hind of 
moose teething 
ring - top of fat on 
moose hard 

boiled black mot 
m-PY- 
-big mot 



Age at First Blrth 19 
# of Babies 12 
Age at Last Buth 43 
Boni hospital or home 
home 

Birthing Stick yts 

Wrap and ~ u s h  yes 

Naval Binding ycs 

HilJ Y= 
BindiaP/Rreast 
BreaStfeed Yes 
Who taught ? 
How long 1'55-2 yrs. 
bfC8Stftd 
Co-t Y'= 
WM) 
How long saays 

Case#7 CaseMi Case #9 
72 71 70 
(midwife 
-1 
19 19 20 
5 11 5 
36 39 ? 

1atbome home 

ber mothcr motber-in- 
law 

no ? 
M d  on to top yes 
Qf bed 
yts spange 
yts, her dad ? 
put it on 
moasetracks 
yes Y= 

215 
Case #IO 
64 

18 
12 
40 
hospital 

heavy wo* 
1 sister-in-law & 

husband 
Y= lm 
yts doth diaper 

with m m  on 
side 
side 

bgck 

Y= 
7 
? 
3 
? 
? 
7 

si& 

swing 
back 
Y= 
? 
? 
? 
? 
? 
? 



2 16 
Case #15 
59 
18 
7 
? 
hospitai 

Case #11 
56 
17 
8 
? 
2 at home, 6 
in huspitai 
rnidwWnur 
se 
Qo bed 
bung in 
bush 
spow 
moosttracu 

Case #12 
58 
18 
8 
? 
old hospita1 

Il- 

no 
M) 

? 
in bush, 

Case #13 
60 
18 
11 
31 
hospita1 

Case #14 
68 
20 
9 
39 
hospita1 

Agt at Firsî Birth 
# of Babies 
Age at Last Birth 
Boni hospital or 
home 
Assistcd Bir& nurse nurse 

Birthing Stick 
Wrap and Bush 

no 
what hospita1 does 
with it 

no 
her m m  did 

mom 
18 mas. 

2 ? haspital, 7-10 ? 
days 

m m  mom her mom, mom 
SiSttflSdays 
)ZS,lStone no 

mom 

no, doth diaper 
W )  

mi', then with ber 
afkr 6 mos. 

swing ovcr bcr bai, liük uib 
her bed m m  and by mom's bed 

dad 
back side side stomach 

? mcdicinc niPdichc fiam nurse 
fhmnurse dromwrse 

? M Ilb rn 
Medicine for 3 IY) no IM 
labaur 



Position 
Day 

Position 
W w W  
M m  Smkc 
Mom Drink 
c k m c i s c  mals  
T- 
Foodatlabour 

Case #16 
55 
24 
5 
34 
hospitai 

nurse 
no 
no 
? 
? 
yes 
no 

yes 
? 
? 

no 

? 
7 
Y= 
Y== 

cn'b 

sidc 
swing 
k k  
ycs 
? 
? 
? 
? 
? 

Medicine for ? ? 
labaur 

Case #18 
87 
16 
16 
45 
home 

mother 
yes 
yes 
Y= 
yes, in bush 
Y= 
Y= 

Y= 
mother 
18 months 

yes 

lweek 
sisttrs 
Y= 
yes 
bed, w 
mom 
back 
*g 
back 
Y= 
lm 
no 
no 
moose h i d  
tea 
( d c i n a l )  
3 



APPENDIX G 
Disbiim af Main Issues Assoàated with h . h t  Care Practiœs as Reported 
in Questionnaire on SIDS Risk Factors by Contempomy Aged Women (N=70) 



1. disposalofcard 
2. naval binding 
3. breassceding 
4. deeping  
5. position, back or side 

8. rormgagcat~birth(yaung=less~20years)  
9. who taught f d e  how to look after her int;int 
 gel at timc d interview 

at birth dnrst child 









Piaîe 4b: Another view afcontcmpotary infiint wrapping - Rsby Sitting with mo3bcr. 

Plate 4c: And one more vicw af OOntempOrary (19%) wrapping - Baby i yhg on bed. 















IMAGE EVALUATION 
TEST TARGET (QA-3) 

APPLIED - IMAGE . lnc = 1653 East Main Street - ,--A Rochester. NY 14609 USA 
7 ,LI= Phone: 71 6/482-0300 -- --= Fax: 716/28&5989 




