evidence reis

Healrhy Choices in Pregnancy for
Aboriginal Peoples in Brirish Columbia

AN ANALYSIS AND RECOMMENDATIONS

boriginal ActNow BC is a multi-year health promotion initiative designed to support

First Nations, Métis and urban Aboriginal communities in chronic disease prevention

by improving physical activity and nutrition levels, reducing tobacco use, and optimizing
health choices in pregnancy. Intended to complement the province’s mainstream ActNow
program, Aboriginal ActNow BC’s mandate is knowledge translation or the process of

transforming knowledge into action by collecting, evaluating, and blending current re-

search; identifying gaps where more research is needed; translating research into useable
formats; and ensuring the information reaches the people who need it.

This short review has as its focus a few simple questions related to alcohol use in pregnancy
and the prevention of Fetal Alcohol Spectrum Disorder (FASD). Specifically, it asks: 1)
What do we know about FASD and intervention programs for women? 2) What kinds

of programs are currently available for women in British Columbia? 3) What would an
Aboriginal-specific Healthy Choices in Pregnancy program look like?

WHAT DOES PREVIOUS RESEARCH
TELL US?

The consumption of alcohol during pregnancy
may result in Fetal Alcohol Syndrome Disor-
der (FASD). By itself, FASD is not a clinical
diagnosis but encompasses a spectrum of effects
on the child related to in utero exposure to
alcohol. These effects include physical, neuro-
developmental, learning and behavioural issues.
The specific diagnoses included in the most
recent Canadian diagnostic criteria are Fetal
Alcohol Syndrome (FAS), partial FAS (p-FAS)
and alcohol-related neuro-developmental disor-
der (ARND) (Chudley, Conry, Cook, Loock,
Rosales, and LeBlanc, 2005). Previously, Fetal
Alcohol Effects (FAE) was also used to classify
cases where the physical traits associated with

FAS were less apparent. In some children, the
expression of FASD may be relatively benign
and never diagnosed; in other children, the
result may be life-long impairment.

Incidence and prevalence are basic epidemio-
logical measures of the distribution of a disease
in a population. Incidence is a measure of new
cases within a population in a certain time
frame, such as a year. Prevalence measures the
total number of cases in a population at a par-
ticular point in time. Both are usually expressed
as rates. The incidence and prevalence of FASD
are not truly known. Estimates of the incidence
for FAS alone in the United States are between
0.5 to 2 cases per 1,000 live births and the
incidence of FASD is estimated to be five to 10
times higher (May & Gossage, 2001). Samp-
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son et al. (1997) estimate 2.8 of every 1,000

live births to be FAS, and for FAS and ARND
combined to be 8.3 per 1,000 live births. Several
studies have established the prevalence of FAS
and FASD in specific Canadian communities,
some of which are Aboriginal. Elevated levels

of FAS or FASD have been observed in some
BC communities with rates ranging from 6.6
cases per 1,000 (Wong, 1983) to 121 per 1,000
(Robinson, et. al., 1996) for FAS and 25 per
1,000 for FAS and FAE combined (Asante, et.
al., 1985). In other Canadian contexts, high
rates have also been observed in some Aborigi-
nal communities (Square, 1997; Williams and
Odaibo, 1999). These studies do suggest that
rates of FASD or FAS may be higher in some
Aboriginal communities. However, because of
the focus on specific communities, it is not ap-
propriate to generalize these rates to the broader
Aboriginal population.

The amount of alcohol consumed and the pat-
tern and timing of consumption during preg-
nancy are all FASD risk factors. No safe limit
on the amount of alcohol consumed during
pregnancy has been established. Some studies
indicate a dose-response relationship, suggesting
that even low consumption will have an impact
(Chudley et al., 2005). In a substantial longitu-
dinal study of FAS, women who reported daily
or near daily drinking without binging had
lower rates of FAS births compared to women
who binged (Barr & Streissguth, 2001). Animal
studies have also shown that binge-like drinking
results in smaller brain sizes of offspring rela-
tive to more continuous, lower-dose exposures
(Maier & West, 2001). Some evidence, however,
also exists of a threshold under which no effects
may be evident. Abel (1998) argues blood-
alcohol concentration - the peak blood alcohol
level - is considered to be a more important risk
factor for FASD. While binge drinking is con-
sidered a key risk factor, chronic binge drinking
is particularly risky in that exposure will occur
at multiple critical developmental points of the
fetus (Abel, 1998).

Studies within the last decade have shown that
the percentage of women consuming alcohol

at some point during their pregnancy is ap-
proximately 14% (Dell & Roberts, 2006). The

2000-2001 Canadian Community Health
Survey (CCHS) indicated that of the women
who consumed alcohol during their pregnancy,
75.4% did so once per month, 6.5% did so two
to three times per month, 5.3% once per week
and 1.3% daily. Studies have also shown that
women with higher incomes are most likely

to report drinking during their most recent
pregnancy, while women with lower incomes
are more likely to report binge drinking dur-
ing their last pregnancy (Dell & Roberts,
2006). Episodic heavy drinking is particularly
important because of its relationship to unin-
tended pregnancy (Naimi, Lipscomb, Brewer
& Gilbert, 2003). The 2002/03 First Nations
Longitudinal Regional Health Survey (RHS)
indicates that Aboriginal peoples have higher
rates of alcohol abstinence than the general
population, although there is a relationship
with community isolation and increased rates
of alcohol consumption. In comparison to the
general population, the RHS also indicates that
overall the rate of heavy drinking (five or more
drinks on one occasion) is higher among Ab-
original persons. Rates of heavy drinking more
than once a month for women are substantially
lower compared to men (AFN, 2007).

Socio-economic factors appear to play a role

in the degree of harm to the fetus as a result of
alcohol consumption during pregnancy (Abel,
1998). Relatively little research, however, has
been done on the relationship between socio-
economic status of Aboriginal women, their
communities, and FAS/FASD despite the con-
sistent observation across studies that women of
lower SES are at greater risk (Basford & Thorpe,
2005).

INTERVENTIONS

The goal of most FASD-specific intervention
programs is to either prevent the consumption
of alcohol during pregnancy or to mediate the
effects of alcohol exposure on the fetus. Pre-
vention strategies can be primary, which are
directed at the general population; secondary,
targeting at-risk women; or tertiary interven-
tions, which are directed at women who have
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alcohol abuse issues, particularly those who are
already pregnant or who have given birth to a

child affected by FASD.

Broad-based primary strategies for FASD are
generally most effective for groups of people at
lower risk (The Health Communication Unit,
1999). Public awareness campaigns may include
media dissemination, displays or presentations,
events or a combination of strategies to posi-
tively influence an audience (Dell and Roberts,
2006). Some targeting of public awareness
campaigns is necessary because the informa-
tion needs may vary between groups as well as
their response to different approaches (Best
Start, 2003). Previous campaigns in Alberta
and Manitoba have been found to result in
increased recall of information related to
pregnancy and alcohol use (Angus Reid Group,
2000; Burgoyne ect. al., 2006), but public health
campaigns for FASD have been rarely evaluated
(Dell & Roberts, 2006).

Components of an effective FASD primary
prevention program include a recognition of
the social support roles of male partners and
extended families (May, 1995); the targeting of
youth to educate them about the risks associ-
ated with binge drinking and unintended sex
(Dell & Roberts, 2006); multi-component
strategies that involve a variety of methods

to disseminate messages (Roberts & Nanson,
2000); and clearly defined goals and objec-
tives (Best Start, 2003). For Aboriginal people,
multi-component and community-oriented
strategies mesh well with traditional Aborigi-
nal approaches to health and wellness (Tait,
2003). Such approaches treat health and other
concerns wholistically, often emphasizing com-
munity involvement (Health Canada, 2001)
and traditional Aboriginal family values framed
within the belief that it takes a community to
raise a child (Van Bibber, 1997). Community-
oriented strategies are also more likely to meet
the specific social, cultural and language needs
of individual communities.

Secondary prevention helps to identify and
provide supports to women of childbearing age
who use alcohol or other substances, such as to-
bacco or other drugs that may be harmful to the

fetus, in order to prevent or minimize harm. Im-
portant elements of secondary strategies include
screening, outreach and brief interventions.

Screening to assess whether a woman is at risk
for having a child with FASD can be accom-
plished by health care providers through the use
of standardized screening tools. Two examples
include T-ACE and TWEAK, which are short
questionnaires developed to quickly assess risk
but not alcohol dependence (Stockburger,
2003). T-ACE has been found to be sensitive
to Aboriginal women (Gale et. al., 1998). If

the screens reveal potential risk, follow-up on
the quantities of alcohol consumed during the
pregnancy and at conception are recommended

(Hankin & Sokol, 1995).

If risk is identified, brief interventions are also
recommended. While the elements of brief
interventions might vary, some general compo-
nents include safe alcohol consumption guide-
lines, an overview of the potential health effects,
counseling on alcohol reduction or abstinence
goals, and advice on dealing with situations
where alcohol might be present (Chang, 2001;
Roberts and Nanson, 2000). Brief interven-
tions have been shown to reduce alcohol
consumption among women (Chang, et. al.,
1999; Hankin et al., 2001; HC, 2005; Manwell
etal.,, 2000). Yahne and Miller developed the
FRAMES model in which they describe the
elements of successful brief interventions for at-
risk women based on a review of such programs.
The elements of this model include feedback,
responsibility, and advice, a variety of strate-
gies, empathy and self-efficacy (Yahne & Miller,
1999).

The goal of tertiary prevention is to minimize
harm to the fetus or child while providing the
supports pregnant women with alcohol abuse
issues need in order to have a healthy pregnancy.
By the time that exposure has taken place, the
effects cannot be undone. However, reduc-

tion in alcohol consumption even in the last
trimester may result in improved outcomes for
the baby (Jones & Chambers, 1998). Harm
reduction strategies do not require complete

abstinence (CAMH, 2002). Instead, they shift
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the focus to minimizing the harm to the fetus
and recognizing the rights and dignity of the
mother (CCSA, 1996).

Tertiary prevention focuses on outreach to
women with substance abuse issues and prena-
tal care. Good practice for prenatal care is to
expand it beyond basic medical appointments
to include parenting education, drug and alco-
hol treatment, family planning, assistance with
child care, nutritional support, transportation
to appointments, and counseling on violence
and relationships (Dell & Roberts, 2006). These
elements have been expanded to include voca-
tional skills development, mental health servic-
es, housing assistance, and financial supports to
address the issues underlying the alcohol abuse
(Currie, 2001). Positive treatment outcomes
have been associated with the provision of
child-care, prenatal services, women-only pro-
grams, women-focused supplemental services,
and workshops (Ashley & Brady, 2003).

Currently, many programs in Canada are frag-
mented and not able to include a broad scope of
services in a coordinated manner. In part, this
may be due to the limited resources for both
FASD-specific programs and, more gener-

ally, for pregnant high-risk women. There are,
however, some programs, including Sheway in
Vancouver and Breaking the Cycle in Toronto,
offering a wide range of services. Other pro-
grams, such as Atira in Vancouver, provide fewer
services directly but then use case management
to coordinate others.

While primary prevention strategies are widely
disseminated, a major issue for women’s use

of secondary and tertiary interventions and
prevention are barriers to access. Some barri-
ers are exogenous, relating to the availability of
services or to difficulties in accessing services
because of geographic or economic constraints.
These issues are particularly acute for Aborigi-
nal women, who may face the double jeopardy
of isolation or rurality and the lack of economic
resources to travel to treatment centres. Rural-
ity has been relatively ignored in the literature
(Stockburger, 2003) and transportation costs
may be beyond the reach of many women

(de Leeuw et. al., 2002). Other barriers are more
individual, including shame, the fear of losing
children, the fear of prejudicial treatment, feel-
ings of depression, low self-esteem, the belief
they can handle the problem without treatment,
lack of information about services, waiting lists,
a lack of linguistically or culturally appropriate
services, abusive relationships, pressure from fam-
ily members or partners, and a low perception

of risk for the fetus (HC, 2006; Poole & Isaac,
1997; Tait, 2003). Conventional approaches to
alcohol addiction treatments — which are based
largely on the needs and experiences of middle-
class white males — may form another barrier,
particularly when confrontational models that
are not inclusive of women’s needs are used
(Rutman et. al., 2000). Additionally, FASD has
been framed in a child-centred way that makes
the well-being of the mother almost peripheral
(Greaves, et. al, 2003). Women-centred and
community-focused programs may help to allevi-
ate some of the barriers, particularly for Aborigi-
nal women in non-urban settings.

WHAT PROGRAMS ARE CURRENTLY
AVAILABLE IN BRITISH COLUMBIA?

FASD-specific programs in BC are delivered
from a variety of sources. This summary does
not aim to be comprehensive, but provides a
high-level overview of the scope of programs
available in BC.

At the national scale, some programs are
delivered through the Public Health Agency
of Canada (PHAC), including the Aboriginal
Head Start in Urban and Northern Communi-
ties program, the Community Action Program
for Children, the Canada Prenatal Nutrition
Program (CPNP), and the Fetal Alcohol
Spectrum Disorder Initiative. Program delivery
and funding for some components are delivered
through the First Nations, Inuit and Aboriginal
Health (FNIAH) branch of Health Canada.
Of the 350 CPNP programs available across
Canada in 2002, 45 non-FNIHB projects are
in BC. Twelve of these have Aboriginal women
as the target population and provide FAS/FAE
services (PHAC, 2002).
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Provincially, BC has implemented primary pro-
grams, including the provision of FASD preven-
tion materials to all public schools, continuing
education programs and band-operated schools
offering grades 8 to 12, through a partnership
between the Ministry of Child and Family De-
velopment (MCFD) and the Ministry of Educa-
tion. MCFD also provides the Building Blocks
program, which has included FASD prevention
programs as part of its community-based fund-
ing initiatives (MCFD, 2008). Additionally, 50
current Pregnancy Outreach Programs (PODPs)
operate in 120 member communities, providing
a framework for the delivery of prenatal pro-
grams for women who do not access services or
who are considered to be at risk for poor birth
outcomes (MOH, 2005). BC Women’s Hospi-
tal also provides an Aboriginal Health Program
and the Fir Square Combined Care Unit that
provides medical and nursing care to pregnant
women who wish to stabilize or withdraw from
drug use in a women-centred environment

(MCFD, 2008).

At the local scale, a number of innovative
programs are available in BC. The service
philosophy and underlying values at Sheway
include being non-judgmental, supporting self-
determination and empowerment, First Nations
respect and understanding, harm reduction,
and safe and accessible service provision (Poole,
2001). Key program areas at Sheway include
food and nutrition services, primary health

care services, counselling services, healthy child
development, advocacy, community education
and fundraising. Due to funding limitations,
program participation is limited to 120 women.
Vancouver’s Atira Women’s Resource Centre
has two programs that provide services and
support to high-risk women. Women who are
pregnant or in early parenting may be eligible
for the Wraparound Program which coordi-
nates informal and formal supports (Cailleaux
& Dechief, 2005). The Maxxine Wright Health
Centre, located in Surrey, BC, provides compre-
hensive women-centred care including drug and
alcohol counseling.

Aboriginal-specific programs are also available
to some degree in BC. The Northern Rockies

Aboriginal Women’s Society, headquartered in
Fort Nelson, provides support for early child-
hood development services for Aboriginal chil-
dren and their families, FAS/FAE prevention,
healthy pregnancy and infancy promotion, and
family and community supports. Interior Métis
Child and Family Services delivers a FASD pro-
gram that includes advertising and awareness
campaigns for the general public, community
forums and workshops, school-based education
programs, and facilitating FASD prevention
training for at risk women, particularly those
taking part in Pregnancy Outreach Programs.
Wider in geographic scope are the prenatal ser-
vices offered through a number of British Co-
lumbia’s local Friendship Centres, often through
the CPNP or POP program. Of the 24 Friend-
ship Centres located across the province, 11
appear to offer prenatal services. The Tillicum
Lelum Friendship Centre, the Wachiay Friend-
ship Centre, and the Quesnell Tillicum Friend-
ship Centre have additional programs that focus
on FASD prevention and intervention.

WHAT WOULD AN ABORIGINAL-
SPECIFIC HEALTHY CHOICES IN PREG-
NANCY PROGRAM LOOK LIKE?

The previous literature and the scope of existing
programs in BC suggest a general set of princi-
ples that would form the basis of an Aboriginal
Healthy Choices in Pregnancy program. Given
the diversity of Aboriginal peoples in British
Columbia, no single program design would be
applicable in all contexts and all communities.
This diversity is not only the result of distinct
cultural identities, it also stems from substan-
tially different contexts of Aboriginal commu-
nities in British Columbia, which range from
highly urbanized to remote and isolated. The
following principles, then, are broad rather than
focusing on specific program details.
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PRINCIPLES FOR BETTER PRACTICE

Programs should emphasize non-judgment
and respect for women who may be at risk
of having a child with FASD. Stigma or blame
may be barriers to treatment. Addressing the
determinants that contribute to poorer health
and addiction is a necessary part of an effective
Healthy Choices in Pregnancy program.

Alcohol use during pregnancy is not the sole is-
sue; it may be a symptom of other issues includ-
ing low income, education and employment.

A women-centred approach to services pro-
vides interventions for women within the social
and cultural context of their lives. This care is
holistic and comprehensive in nature and moves
beyond conventional medical interventions.
Appropriate treatment services are necessary.
The BC Women’s Hospital in Vancouver and
the Maxxine Wright Health Centre in Surrey
appear to be the only addiction treatment ser-
vices that accommodate both a woman and her

child or children.

Programs should be culturally appropriate,
community- and strengths-based. The diversity
of Aboriginal peoples in British Columbia pre-
cludes a single program. Rather, this diversity
requires more localized responses. Many Ab-
original peoples’ sense of self is strongly placed
within their families and their communities,
making community-based responses appropri-
ate. In the context of FASD programs, commu-
nity-level involvement is strength; traditional
Aboriginal values emphasizing the role

of the community in the healthy development
of children suggest a role for communities in
providing the most appropriate social, cultural

and linguistic context for prevention and inter-
vention programs.

Care must be co-ordinated. Women with alco-
hol abuse issues and who are pregnant may re-
quire a variety of both health and social services.
In instances where it is not feasible or practical
for services to be co-located, care coordination
or intensive case management, which provides

a ‘guide’ to help navigate other programs that
may be appropriate, will improve the integra-
tion and accessibility of services to women.

Rurality and Remoteness is generally over-
looked within the literature. Prevention efforts
in British Columbia will need to consider the
unique challenges presented by the rural and
remote nature of many of its communities.
Case management or community-based pro-
grams that can draw on traditional knowledge
and healing may be more appropriate where
local services are limited.

Health care providers play a critical role in help-
ing women become aware of the risks

that accompany alcohol consumption during
their pregnancy, yet women report often receiv-
ing no, little, or contradicting information from
physicians. There remains a lack of knowledge
and discomfort surrounding how to screen
women for alcohol use and how to counsel

and provide supports to women who many have
alcohol abuse issues. Greater education and
training for health care providers is
recommended to ensure that women are consis-
tently screened, and receive accurate and timely
information and brief interventions where
required.
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