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Abstract 

Background: The Qanuinngitsiarutiksait study aimed to develop detailed profiles of Inuit health service utilization 
in Manitoba, by Inuit living in Manitoba (approximately 1,500) and by Inuit from the Kivalliq region of Nunavut who 
travel to Manitoba to access care not available in Nunavut (approximately 16,000 per year).

Methods: We used health administrative data routinely collected in Manitoba for all services provided and 
developed an algorithm to identify Inuit in the dataset. This paper focused on health services used by Inuit from the 
Kivalliq for prenatal care and birthing.

Results: Our study found that approximately 80 percent of births to women from the Kivalliq region occur in 
Manitoba, primarily in Winnipeg. When perinatal care and birthing are combined, they constitute one third of all 
consults happening by Kivalliq residents in Manitoba. For scale, hospitalizations for childbirths to Kivalliq women 
about to only 5 percent of all childbirth‑related hospitalizations in Manitoba.

Conclusions: The practice of evacuating women from the Kivalliq for perinatal care and birthing is rooted in 
colonialism, rationalized as ensuring that women whose pregnancy is at high risk have access to specialized care not 
available in Nunavut. While defendable, this practice is costly, and does not provide Inuit women a choice as to where 
to birth. Attempts at relocating birthing to the north have proven complex to operationalize. Given this, there is an 
urgent need to develop Inuit‑centric and culturally appropriate perinatal and birthing care in Manitoba.
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Introduction
As a result of colonialism, Inuit culture has faced 
tremendous pressures in the past decades. Social policies 
aimed at times at fostering “modernity” among Inuit 
(i.e., educational policies, social welfare), and at times 
at extending some of the benefits of Canadian society 
(i.e., healthcare) have deliberately or inadvertently 

undermined Inuit culture, social fabric, and economy 
[1–3]. The following quote epitomizes the impact policies 
had on birthing:

In 1945 an Inuit woman gave birth to a healthy 
daughter in a tent on Inuit land in the Canadian 
Arctic. She was aided by an [I]ndigenous midwife 
and surrounded by her mother and other community 
women. In 1966, that daughter gave birth in her 
Inuit community with the prenatal, birthing, and 
postnatal care of a [western-trained] midwife. In 
1986, that granddaughter, experiencing a low-risk 

Open Access

*Correspondence:  josee.lavoie@umanitoba.ca

1 University of Manitoba, Winnipeg, MB, Canada
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12884-022-05214-9&domain=pdf


Page 2 of 7Lavoie et al. BMC Pregnancy and Childbirth          (2022) 22:870 

pregnancy, was flown to a non-Indigenous southern 
hospital hundreds of miles away at 38 weeks 
gestation to deliver her baby ([4], p. 1).

The colonialization of birthing was operationalized 
through its medicalization [5]. Intents were framed 
as benevolent: as healthcare became more and more 
specialized, birthing in a hospital was framed to minimize 
clinical risks [6–9]. Cultural, emotional, economic and 
societal risks were not considered by policy makers [10]. 
Neither was the preference of Inuit women and their 
family.

In past decades, pressures have been mounting to bring 
back birthing to the north. This follows international 
trends for birthing in country or place-based birthing 
brought on by Indigenous communities [11, 12]. The 
community of Rankin Inlet is a central hub for the 
Kivalliq, and has had a birthing centre since 1993. 
Despite this, an important number of births still happen 
in Winnipeg, Manitoba.

This paper takes a closer look at trends in birthing 
locations for Inuit from the Kivalliq region of Nunavut. 
We present findings from the Qanuinngitsiarutiksait 
study, which was developed to determine user health care 
profiles for Inuit who travel from the Kivalliq region to 
access health care services, as well as Inuit who live in 
Manitoba. Qanuinngitsiarutiksait is the first and only 
study to provide a baseline of health care trends for 
Kivalliq residents accessing services in Manitoba and 
Inuit living in Manitoba.

Nunavut manages a very complex healthcare system. 
Nunavut communities are served by health centres 
where the bulk of care is provided by nurses working 
with an expanded scope of practice. Some larger 
communities, including Rankin Inlet, benefit from 
resident family physicians. Most communities however 
access care provided by a visiting family physician and 
some specialists a few days per month [13]. When this 
level of care is insufficient, Inuit must travel to larger 
provincial points of care. Inuit from the western part 
of Nunavut generally access such services in Edmonton 
Alberta. Inuit from the eastern part of Nunavut travel 
to Ottawa Ontario. For Inuit from the Kivalliq region, 
care is accessed in Winnipeg, Manitoba [14]. Services 
provided outside of Nunavut are billed back to Nunavut. 
Marchildon estimated that nearly 40 percent (2009 data) 
of all Nunavut healthcare expenditures ($263 M in 2009) 
is for care provided outside of the territory. In addition, 
nearly 18 percent of Nunavut’s health expenditures 
are for medical travel, either within the territory or to 
provincial points of care [13]. The creation of this system 
was led by the federal government from the 1950’s 
onward, without input from Inuit.

The adoption of technologies to measure obstetrical 
risks in the 1970’s was used as the justification for 
increased encroachment by the federal government on 
birthing. This encroachment was framed as a moral 
obligation to extend biomedical birthing care to all Inuit 
[15]. At the same time, changes in immigration policies, 
motivated largely by a shift led by the medical profession 
towards the medicalization of birth [16], drastically 
reduced the number of midwives that could be recruited 
from abroad [7]. By 1980, nearly all pregnant women 
from the north were being evaluated to a southern point 
of care for birthing, and gave birth under the supervision 
of a medical professional. In the Kivalliq region, this 
became policy in 1982, further undermining Inuit 
midwifery knowledge transmission and naming practices 
at birth (bestowed by grandparents and the midwife or 
ikajurti) [5, 17–20]. This policy is also linked to family 
stresses as women travel, until recently without their 
partner [21], to a southern locale at 36 weeks of gestation, 
to await their delivery.

Continuous attempts at expanding the care accessible 
in Nunavut have been hampered by a number of factors, 
including provider turnover [22], diseconomies of scale 
that makes the expansion of local services unrealistic 
given volume, and local workloads which can expand 
exponentially as a result of an outbreak, attrition or an 
accident [23]. Attempts at repatriating birthing to the 
Kivalliq regions came to the foreground in the mid 1980’s 
[17]. It was this activism that resulted in the opening of 
the Rankin Inlet Birthing Centre in 1993. Douglas reports 
that between 1993 and 2005, the centre supported 
238 out of 506 births (47 percent). Of those who were 
evacuated, some were already in labour (10 people or 2 
percent) while 24 (5 percent) were evacuated on the post-
natal period. Douglas attributes the sizeable number 
of women still being evacuated for birth to restrictive 
risk-scoring methods and chronic staff shortages [24]. 
The Government of Nunavut’s maternal and newborn 
strategy notes the following indicators (Table 1).

The notion of risk, to the mother and baby, can 
explain in part the push for women to deliver in tertiary 
care centres. Predominantly biomedical constructs 

Table 1 Health Status Measures [20, 2004 figures]

Canada Nunavut

Pre‑term births (less than 37 weeks) 8% 12%

Rate of infant death (per 1000 live births) 5 16

Rate of neonatal death (per 1000 live births) 4 9

Rate of post neonatal death (per 1000 live births) 1 7

Rate of neonatal hospital readmission 3.5% 5.5%
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of risk, and associated legal risks to the provider and 
employer, are reductionists, and ignore cultural, social 
and personal risks to Inuit families [6], and Inuit’s own 
conceptualizations of risk [21, 25, 26]. Further, it is 
unclear how evacuating women to urban locales might 
mitigate risks associated with food insecurity [27], 
crowded housing [28], poverty and other systemic risk 
factors resulting from colonial encroachment on Inuit 
lives.

Methods
Participants
This study reports on findings from the 
Qanuinngitsiarutiksait: Developing Population-Based 
Health and Well-Being Strategies for Inuit in Manitoba, 
which was undertaken in partnership with the Manitoba 
Inuit Association and six Inuit Elders from Manitoba 
and Nunavut. The word Qanuinngitsiarutiksait means 
tools for the well-being/safety of Inuit/people. This 
study wanted to document the experience and needs of 
Inuit accessing health and other services in Manitoba, 
and develop strategies to enhance these experiences 
and facilitate transitions to and from Nunavut. Specific 
objectives included, 1) developing detailed profiles of 
Inuit accessing services including length of residence 
(permanent, short-term, or long-term relocation), types 
of services accessed, unmet needs, costs and challenges 
associated with relocating to and accessing services in 
Manitoba; and 2) exploring solution-oriented options 
with impacted families, the Manitoba Inuit Association, 
and allied health agencies presently serving Inuit in 
Manitoba.

We identified Inuit from the Kivalliq accessing 
services in Manitoba through their use of their Nunavut 
Healthcare Number (NHCN) card. This number is 
routinely recorded at the point of care for the purpose 
of Manitoba billing back services to Nunavut. Manitoba 
Health added a flag to this dataset, anonymized it and 
transferred it to the Manitoba Centre for Health Policy 
(MCHP). To determine the denominator, we used 
Statistics Canada Kivalliq populations, and inferred 
population figures in between census years.

Once our cohort was created, we linked these cohorts 
to administrative data housed in the Population Health 
Research Data Repository at MCHP. We were able to 
link this cohort to a long list of administrative datasets, 
including hospital separation abstracts; vital statistics; 
admission, discharge and transfer, E-triage; hospital 
abstracts; Manitoba Health Insurance Registry; and 
Medical Services. Our data linkage spanned 2001 to 
2016.

The study received ethics approval from the University 
of Manitoba Health Research Ethics Board and data 

access approval from the Government of Manitoba 
Health Information Privacy Committee.

In this paper, we report on rate of childbirth 
hospitalizations of residents of the Kivalliq region in 
Winnipeg to: i) small Manitoban communities (defined 
as rural communities less than 8000), ii) the Northern 
Regional Health Authority and Churchill and, iii) the 
rate of all Manitoba. We look at the top reasons for 
diagnoses in Manitoba hospitals for women from the 
Kivalliq region and identify trends related to childbirth 
hospitalizations and other conditions originating in 
the perinatal period. The Kivalliq region’s population is 
small. In order look at and analyze health care trends 
our study uses a 5-year rolling average (we average the 
rate for periods of 5 years). This rolling average gives a 
more accurate picture of health care trends and needs.

The main measures reported here are the rates of 
childbirth hospitalization in Winnipeg for Kivalliq 
residents, and trends for childbirth hospitalizations 
and conditions originating in perinatal period, which 
include anything to do with the mother or the baby can 
impact the health of the baby or fetus during the period 
before birth, and through the first 28 days after birth.

Results
The Government of Nunavut reported 289 births to 
Kivalliq residents in 2011 [29]. Our data shows an 
average of 232 births to Kivalliq women occurring in 
Manitoba during the same period (80 percent). We 
attribute the discrepancy to birth that occurred in 
Nunavut, either at the Rankin inlet Health Centre, 
or communities when an evacuation did not occur in 
time. Some women may also elect to travel to Iqaluit 
for birthing. Figure  1 shows that 70 percent of all 
hospitalizations for women from the Kivalliq region 
in 1999–2003 and 54 percent of all hospitalizations in 
2012–16 were for childbirth.

Figure  2 compares the adjusted rates of 
hospitalization for childbirth for female residents of the 
Kivalliq, small Manitoba communities, female residents 
from the northern regional authority and all Manitoba.

For scale, the number of childbirth-related 
hospitalization in Manitoba to women from the Kivalliq 
(representing 80 percent of all births for women from 
the Kivalliq) averaged 952 per year, compared to 
1,571 for Manitoba residents of small communities, 
2,484 for residents of the northern Regional Health 
Authority and Churchill, and 17,917 for all of Manitoba 
(which includes small communities and the northern 
RHA and Churchill). So overall, while adjusted rates 
are much higher, hospitalizations for childbirth for 
Kivalliq residents account for approximately 5 percent 
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of Manitoba hospitalizations for childbirth. Figure  3 
shows that pregnancy, childbirth and conditions 
developing in the perinatal period account consistently 
for a third of all reasons why women from the Kivalliq 
region access care in Manitoba.

Discussion
The Qanuinngitsiarutiksait study is a first attempt at 
documenting how and why Inuit access health services 
in Manitoba. The attempt breaks new methodological 
ground; still we note some limitations. First, we are 
aware that the population of Nunavut is 84.9 percent 
Inuit. This goes up to 91.1 percent for the Kivalliq 

region [30]. Thus, assuming that all Kivalliq residents 
utilize Manitoba Health services equally, we could 
assume at nearly 1 consult for every 10 is from a non-
Inuit person. Yet, we also know that a majority of 
non-Inuit residents of Nunavut moved to Nunavut for 
employment, are generally older and likely to have a 
lower birth rate than Inuit. Consequently, we anticipate 
that the number of consults and hospitalizations by 
non-Inuit would be considerably less than 1 in 10.

Second, the Government of Nunavut reported 289 
births to Kivalliq residents in 2011 [23]. Our data shows 
an average of 232 births to Kivalliq women occurring 
in Manitoba during the same period. The discrepancy 
between these numbers might represent the number 

Fig. 1 Adjusted rate per 1000 of Manitoba‑based Childbirth vs Other Hospitalization, Kivalliq female residents, by 5 year rolling average

Fig. 2 Adjusted rate of childbirth hospitalizations per 1,000 Kivalliq female residents, by 5 years roll‑up
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of births occurring in Nunavut communities [24]. For 
example, a news article published in 2014 reported 
approximately 50 births per year at the Rankin Inlet 
Birthing Centre ([31], statistics from official sources 
could not be located). In addition, births do occur in 
communities’ health centres when women present 
in labour and/or when transportation is not possible 
because of weather conditions and other factors.

Third, we did not attempt to quantify the proportion of 
high-risk births occurring in Manitoba. While assessing 
risk from a strictly clinical perspective is possible, we feel 
that a more culturally appropriate perspective should 
be used. The development of a culturally grounded 
algorithm for identifying high risk pregnancies in 
administrative data will require additional work.

Despite these limitations, our findings provide a lens 
into the number of Inuit births occurring in Manitoba. 
Our data shows that an average of 262 births still occur 
in Winnipeg (80 percent). At an estimated $14,000/
births ([32], this figure assumes that transportation was 
through a scheduled flight and not an emergency, which 
would double the cost) and as a point of reference, this 
practice costs Nunavut an estimated $3.7  M per year. 
While sizable for Nunavut, Manitoba sees nearly 18,000 
hospitalizations related to childbirth every year, compare 
to less than 1,000 for Kivalliq residents. Despite the best 
of intentions, it is doubtful that service providers can gain 
sufficient experience from their Inuit patient contacts 
to ensure that they deliver a culturally appropriate and 
Inuit-centric approach. At 5 percent of all childbirth-
related hospitalizations, awareness raising is essential to 
ensure that Inuit can access culturally appropriate care in 
Winnipeg’s hospital.

Despite aspirations to relocate care birthing to 
Nunavut, it is likely that the current trend will continue 
for years to come, partially because of staff shortage 
in Nunavut. Over the past decades, on average, half of 
Nunavut’s health professional positions have been vacant 
at any given time [33]. The turnover of staff trained and 
recruited from the southern part of Canada is associated 
with a myriad of factors including isolation, working with 
an expanded scope of practice in a more autonomous 
manner than what nurses are generally accustomed to 
leading to exhaustion for some, the high cost of living, 
lack of employment opportunities for life partners, etc. 
[22]. This has led to a reliance on short term contract 
nurses who by definition, may have limited knowledge 
of the community [23]. Pressures on the Rankin Inlet 
Birthing Centre recently resulted in its closure [34, 35] 
amidst concerns of marginalization and racism by Inuit 
midwives. Some births were rerouted to Iqaluit as a 
result.

Our results justify the need to develop Inuit-centric 
programming related to prenatal care and culturally 
grounded approaches to birthing in Winnipeg. Since all 
care provided in Manitoba is paid for by the government 
of Nunavut, it seems reasonable that Nunavut should 
be leading discussions with Manitoba to ensure that 
culturally appropriate prenatal, birthing and post-natal 
care is available to Inuit women birthing in Manitoba.

Conclusions
The focus on repatriating birth to the north has possibly 
allowed Manitoba and other southern points of care 
to continue to offer culturally generic care to Inuit: at 
the time of writing, access to Inuit-centric and cultural 

Fig. 3 Number of Kivalliq Women’s consults for birthing and peritanal conditions in Manitoba, compared total consults
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safe birthing remains aspirational in Manitoba and in 
other southern locales: despite over five decades of Inuit 
birthing in those locales, and increased attention to the 
importance of culturally safe care [36, 37], Inuit remain 
largely invisible.

Our findings highlight the need to urgently develop 
Inuit-centric prenatal and birthing services, to ensure 
access to safe, culturally appropriate, and responsive 
services. In addition, Inuit women awaiting birthing 
might require socio-cultural supports such as 
opportunities to engage in Inuit cultural events, access 
to traditional food, and other supports as well. Such 
services, despite decades of Inuit women accessing 
birthing care in Manitoba, have yet to emerge. 
Developing such services in partnership with Inuit 
women is essential to improving cultural safety, aligned 
with the Government of Manitoba’s commitment to 
Reconciliation [38] and is a stepping stone to improving 
birth outcomes for Inuit.
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