Chapter 10

Consent

The Criminal Code defines an assault as the intentional application of
force to the person of another without his consent® and sets out various offences
and punishments for different types of assault. The civil as opposed to the
criminal law uses the technical term battery for this type of act and exposes the
perpetrator to liability in damages unless he is abie to show legal justification
for his act. In a situation involving immediate medical urgency where the
person treated is unconscious and his wishes cannot be consulted, consent may
not be necessary for a successful defence to a criminal charge or a civil action.
Where consent is necessary, it must be freely given by a person who is capable
of understanding the nature and effect of the act involved including the risks
and who is not otherwise legally incapable of giving a valid consent. In
addition, he must be provided with sufficient information to enable him to
make an informed decision. While there are express exceptions in the Code,
provided the above requirements are satisfied consent by a person who by the
civil law of the provinces is a minor is usually a defence where a person is
charged with an offence under the Criminal Code which requires the absence
of consent.?

The requirement of consent in the abortion law

Subsection 4 of section 251 of the Criminal Code provides the “thera-
peutic abortion exception™ to the offence of procuring a miscarriage under
subsection 1. Still, without the consent of the patient even a therapeutic
abortion would constitute an assault, In this case the consent of a minor alone
would appear to satisfy the general criminal law requirement of consent.
However, presumably to emphasize Parliament’s intent not to infringe upon
provineial jurisdiction over physicians and hospitals, subsection 7 of section 251
provides that:

i Criminal Caode, section 244(a).
2 B. Starkman, “The Control of Life: Unexamined Law and the Life Worth Living”, Osgoede Hall Law Journal
11 (1973): 175, note 17, p. 179.
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Nething in subsection (4) shall be construed as making unnecessary the
obtaining of any authorization or consent that is or may be required, otherwise
than under this Act, before any means are vsed for the purpose of carrying out
an intention to procure the miscarriage of a female person.

The effect of this subsection is to recognize all other consent requirements
including those contained in the civil law of the provinces, It is not always clear
under provincial law in what circumstances a valid consent to an abortion may
be given by a minor and when the substituted consent of a parent or guardian
must be sought. Nor does the law in the common law provinces provide any
enlightenment regarding any requirements to obtain the consent of the father
in addition to that of the woman seeking an abortion. Against this background,
the Committee was asked to ascertain the practice of hospitals in sceking
consent to abortions and to find out in accordance with its Terms of Reference
whether “therapeutic abortion commiitees require the consent of the father, or,
in the case of an unmarried minor, the consent of a parent.”

Hospital practices and consent

In practice the interpretation of the requirements governing the obtaining
of consent to all types of medical treatment including therapeutic abortions is
established by hospital boards and hospital administrators. On its visits to
hospitals across Canada and from the results of the national hospital survey,
the Committee found that in addition to variation resulting from the specific
types of treatment involved such as induced abortion, sterilization and con-
traceptive counselling, in the case of induced abortion there was a diversity of
consent requirements relating to the age of the woman and to the father,

The Minor. In seven provinces and the two territories there is no special
age of consent to medical treatment. In Newfoundland, New Brunswick, Nova
Scotia, the Yukon and the Northwest Territories, the age of majority is 19
years, while in Prince Edward Island, Manitoba, Saskatchewan and Alberta it
is 18 years. In Quebec and Ontario the age of majority is 18 years and in
British Columbia it is 19 years.? In these three provinces specific statutes or
regulations set lower ages of consent to medical treatment at 14 years for
Quebec and 16 years for Ontario and British Columbia.*. The provisions
dealing expressly with the age of consent to medical treatment have resulted in

3 Newfoundland, The Minors {Attainment of Majority) Act 1971, S.N. 1971, Na. 71, 5.6; New Brunswick, Age
of Majority Act, RSN.B. 1973, c.A-4, 5.1; Nova Scotis, Age of Majority Act, SN.S. 1970-71, ¢.10, .2;
Yuken, Age of Majority Ordinance, Y.T.O. 1972, c.A-01, s.3; Northwest Territories, Age of Mejority
Ordinance, N.-T.R.Q, 1974, c.A~1, 5.2; Prince Edward Island, Age of Majority Act, RS.P.EL 1974, cA-3, s.|;
Manitoba, The Age of Majority Act, .M. 1970, c.91, 5.1 Saskatchewan, The Age of Majority Act, 8.5, 1972,
c.1,5.2; Alberta, The Age of Majority Act, S.A. 1971, ¢.1, 5.10; Quebee, Civil Code, a. 246 and 324; Ontario,
The Age of Majority and Accountability Act 1971, 8.0. 1971, ¢.98, s.1; British Columbia, Age of Majority
Aet, 8.B.C. 1970, ¢.2,5.2.

+ Quebec, Public Health Protection Act, 8.Q. 1972, c.42, s.36; Ontario, O. Rep. 729, 5.49, R.R.O. 1970, as
amended by O. Reg. 100/74, s.t1, under the Public Hospitels Act, R.8.0. 1970, c.378; British Columbia,
Infants Acr, R8.B.C. 1960, ¢.193,5.23, as amended by 8.B.C. 1973 (1st Sess.)}, ¢.43. In Saskatchewan and New
Brunswick regulations under the Hospital Standards Act and the Public Hospitals Acr dealing with consent Lo
surgical operations use the ages of majority. The consent of the parent or guardian of a minor is required only if
the patient is comarried.
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much uncertainty among hospitals and physicians concerning the nature of
their obligations and the protection afforded them.

In five provinces (Prince Edward Island, Nova Scotia, New Brunswick,
Manitoba and Saskatchewan) and the two territories, all of the hospitals
which were visited used the age of legal majority as the required age of consent
for the performance of the abortion procedure. In the remaining five provinces,
the situation varied to a certain extent, particularly in the three provinces
which had statutes or regulations which set lower ages of conseat to medical
treatment.

In Newfoundland where the age of majority is 19 years, one hospital
which had a therapeutic abortion committee was prepared to approve abortion
applications beyond the age of 17 years, if in the judgment of the therapeutic
abortion committee a young woman was considered to be an “emancipated
minor”, that is, that she was living away from home and was earning her own
livelihood. This practice was also followed by one of the hospitals visited by the
Committee in Alberta where the legal age of majority is 18 years.

Of the 19 hospitals with therapeutic abortion committees which were
visited by the Committee in Quebec, five hospitals adopted the age of 14 years
in principle as the basis of consent for the abortion procedure in accordance
with the provisions of the Quebec Public Health Protection Act. The remain-
der of these hospitals, most of which did no induced abortions, adopted the age
of majority as the accepted level, In Ontario, 27 hospitals which did the
therapeutic abortion procedure which were visited by the Committee accepted
the consent of women who were 16 years or older, a decision which was based
on the Regulation under the Ontario Public Hospitals Act. Seven of the’
hospitals visited by the Committee in Ontario required the consent of parenis
for abortion patients up to the age of 18 years, the legal age of majority in that
province. All of the hospitals in British Columbia visited by the Committee
with one exception required the consent of parents for women who were under
19 years, or the age of majority, despite the fact that the Infants Act of that
province sets the age of consent to medical treatment at 16 years. In one
British Columbia hospital the consent of women who were 18 years of age was
accepted if these women lived away from their parents’ home and if they
earned their own livelihood.

The Father. The law in the common law provinces provides no guidance
regarding any requirement to obtain the consent of the father in addition to
that of the woman seeking an induced abortion. The law of Quebec deals with
the general right of married women to obtain medical treatment, though it does
not refer specifically to induced abortion. Section 114 of An Act Respecting
Health Services and Social Services provides that:

The consent of the consort shall not be required for the furnishing of services

in an establishment.’

In five provinces (Newfoundland, Prince Edward lIsland, Nova Scotia,
New Brunswick and Manitoba) and the two territories (Yukon and Northwest

$5.Q. 1971, c.48.  An establishment is defined in article 1{a) to include a hospital centre.

235




Territories), all of the hospitals visited by the Committee which did the
therapeutic abortion procedure required the signed comsent of a woman's
husband prior to the performance of this operation. In the remainder of the
provinces among the hospitals with therapeutic abortion committees which
were visited by the Committee, the proportion of hospitals requiring the
consent of a woman’s husband was: 68.5 percent, Quebec; 55.8 percent,
Ontario; 50.0 percent, Saskatchewan; 87.5 percent, Alberta; and 70.5 percent,
British Columbia. Many of these hospitals required the consent of a husband
prior to the performance of the abortion procedure.® Only three of these
hospitals required the consent of a husband from whom a woman was
separated or divorced and four hospitals required the consent of the father at
all times, even when the woman had never been married. In Quebec, hospitals
which required the husband’s consent despite the provincial law mentioned the
ambiguity of the consent requirement in subsection 7 of section 251 of the
Criminal Code and the fear of possible legal action against doctors and
hospitals as two of the most important reasons for the requirement,

Special provisions for lower ages of consent
to medical treatment

Two prominent Canadian legal scholars, Mr. H. Allan Leal, Q.C,,
Chairman of the Ontario Law Reform Commission, and Professor Horace
Krever, Q.C., now Mr. Justice Krever of the Ontario Supreme Court have
referred to the effect of the phenomenon of teenage sexuality in attracting
attention to the subject of consent to medical treatment of minors.” Concern
about medical treatment to minors resulted in statutory enactments in Quebec
and British Columbia and an amendment to a regulation in Ontario which
reduced the age of consent to medical treatment for minors. None dealt
expressly with induced abortion. The relevant provision of the Quebec Public
Health Protection Act in its original Bill form was made specificaily applicable
to the care and treatment of a minor who is pregnant, but it was considered
that this and other references to conditions requiring medical care might limit
the minor’s access to medical care and treatment without a requirement of
parental consent to the cases provided for in the Bill® On the other hand, a
Saskatchewan Bill which was not enacted proposed to put the age of consent to
medical treatment at 16 years and it excluded “the procurement of a miscar-
riage upon a female person.”

& In the national hospital survey among the 209 hospitals which had established therapeutic abortion committees,
143 or 68.4 percent required the consent of a husband prior to the abortion procedure, and 18.4 percent, the
consent of & husband from whom a woman was separated or divorced,

7 Proceedings of the Conference of Commissioners on Uniformity of Legislation in Canada, 1973, Appendix
H—"Report of the Ontario Commissioners on the Age of Consent to Medical, Surgical and Dental Treatment™,
page 228 (Leal); Minors and Consent for Medical Treatment—Lecture detivered at the University of Torento,
March 18th, 1974 (Krever).

B P.-A. Crépeau, “Le consentement du mineur en matiére de soins et traitements médicaux ou chirurgicaux selon
le droit civil canadien”, Canadian Bar Review 52 (1974); 247, pp. 252-253.

? Schedule 2 annexed to Appendix H of Proceedings, supra, note 7, p. 243.
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Quebec. The effect of the provisions of the Public Health Protection Act
of Quebec is that a minor 14 years or older may consent on his own to any care
and treatment required by his state of heaith. However, in two situations the
physician or the establishment must inform the person having paternal author-
ity: (1) where a minor is sheltered for more than 12 hours; and (2) in the case
of extended treatment. The obligation to inform is that of the physician or the
establishment and is not a condition of the validity of the minor’s consent.

On the one hand the Quebec legislation creates a presumption that the
minor at the age of 14 years is capable of understanding the implications of a
contract for medical treatment. On the other hand it has:

slightly modified the law’s general rules by determining the precise age where
a child becomes, as a rule, capable of entering into a medical contract on his
own, This law has in fact limited the minor’s capacity to contract. For the
child less than 14 years of age, the law has taken away his capacity to enter
into a medical contract on his own, even in the case where he would have
sufficient discernment to weigh the implications of such a contract.'

Ontario. The amendment to the Regulation under the Public Hospitals
Act provides for the acceptance of a consent in writing signed by a patient who
is 16 years of age or over, or who is married. As in the Quebec provision, the
Regulation limits the minor’s capacity to consent.

My fear is that this new amendment has given the impression and, perhaps, a
false sense of security, to members of the medical profession that a consent of
a child over 16 years is full authority to the physician, and that a child under
16 may, in no circumstances other than an emergency, be treated without
parental consent. My own view is, as I have indicated, that the amendment
accomplishes no such result."

The amendment to the Regulation under the Ontario Public Hospitals
Act appears to afford protection to hospitals which obtain the con-
sent of a minor over the age of 16 years, but the physictan is left without this
protection. The omission is due to the fact that the parent statute, the Ontario
Public Hospitals Act, deals exclusively with the regulation of hospitals. It does
not directly regulate a physician’s conduct or the nature of his liability. In
addition the Act purports to preclude public hospitals from permitting the
performance of a surgical operation upon a minor who is under the age of 16
years without obtaining the consent of the parent or guardian. If this is so,
hospitals can no longer rely on the common law capacity of a minor to consent.
At the same time a physician would still be free to raise the defence of the
common law capacity of a minor to consent because the physician’s conduct is
not directly governed or regulated by provisions which are either in the statute
or the regulations.

British Columbia. The statutory amendment to the Infants Act places

the age of consent to medical treatment of minors at 16 years. The Bill was
opposed in the legislature on the grounds that it would allow a 16 year old girl

0 A, Mayrand, L'inviolabilité de la personne humaine. (Montreal: Wilson & LaFleur, 1975), number 50, p. 62.
The author is a Judge of the Court of Appeal of the Province of Quebec.

W Minors and Consent for Medical Treatment, supra, note 7.
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to seek an induced abortion without her parents’ consent.’? Unlike the refer-
ence to the care and treatment of a minor who is pregnant in the original
Quebec Bill, this criticism of the British Columbia Bill was based on what was
presumably included in its general wording. The Act sets conditions on the
effectiveness of a minor’s consent (subsection 3), and provides (in subsection 5)
that the person treating the minor may inform the parent or guardian. In
contrast to the limitation on the general civil law capacity to contract by the
Quebec legislation, subsection 4 of the Infants Act preserves the common law
capacity of a minor to consent by providing that:

Nothing in this section shall be construed as making ineffective any consent
which would have been effective if this section had not been enacted.

The conditions in subsection 3 have been summarized in the Twelfth
Report of the British Columbia Royal Commission on Family and
Children’s Law."

The statute has reduced the age of consent to sixteen, but a doctor is still not
free to accept the young person's consent immediately. The practitioner must
“first”” make a “reasonable effort” to obtain the consent of the parents. In the
alternative, the doctor can get a written opinion from a second practitioner.
The two options are not equal choices because the attempt to get parental
consent is to be undertaken “first”. Both options can cause delay and may
inhibit the provision of early treatment.

1t has been pointed out that subsection 4 “was taken verbatim from its
English equivalent” in the Family Law Reform Act 1969.'* The English
provision in turn reflected the findings of the Committee on the Age of
Majority (The Latey Committece Report) which was presented to the Parlia-
ment of the United Kingdom in July, 1967.

There is no rigid rule of English law which renders a minor incapable of giving
his consent to an operation but there seems to be no direct judicial authority
establishing that the consent of such a person is valid.*®

From the findings of the Committee it would appear that British
Columbia hospitals with therapeutic abortion committees as a general rule did
not accept the minor’s consent to medical treatment. The question of whether
there could be at common law an age at which there is capacity to consent that
might be lower than the age provided in the legislation would seem unimpor-
tant in practice. The preservation of any common law capacity to consent is an
attempt to provide as much protection as possible to physicians, even at the
expense of incorporating uncertainty into the statute. It contains additional
uncertainty, for example the condition in subsection 3 which makes the
effectiveness of the consent conditional on the physician first having made “a
reasonable effort” to obtain the consent of the parent or guardian. The effect
of this uncertainty appears to be that many British Columbia hospitals with
therapeutic abortion committecs have sought protection in practice by using

12 R. Gosse, “Consent to Medical Treatment: A Minor Digression”, University of Britivh Columbia Law Review
9(1974): 56, at p. 73.

i1 “The Medical Consent of Minors”, Twelfth Report of the British Columbia Royal Commission on Family
and Children's Law, Vancouver, August 1975, p. 4.

14 (Gosse, Supra, note 12, p. 69, Family Law Reform Act 1969, <. 46,

15 Cmnd, No, 3342, p. 117, .
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the only certain standard they can find, the age of majority. It would appear
from the Committee’s findings that the Quebec statute and the Ontario
regulation provide sufficient certainty to encourage hospitals to accept the
consent to therapeutic abortions of minors who have reached the required age.

The uniform act

In view of the deeply held convictions about the issue of induced abortion,
it is hardly surprising that many physicians wish to have ascertainable stand-
ards for accepting the consent of minors. It is by no means certain that the
following provision of a Medical Consent of Minors Act recommended for
enactment as a Uniform Act by the Uniform Law Conference of Canada will
be used in induced abortion cases any more than is subsection 4 of the British
Columbia statute:

3.(1) The consent to medical treatment of a miner who has not attained the
age of sixteen years (the age of consent to medical treatment contained in
section 2) is as effective as it would be if he had attained the age of majority
where, in the opinion of a legally qualified medical practitioner or dentist
attending the minor, supported by the written opinion of one other legally
qualified medical practitioner or dentist, as the case may be,

(2) the minor is capable of understanding the nature and consequences of the
medical treatment, and

(b) the medical treatment and the procedure to be used is in the best interests
of the minor and his continuing health and weli-being.

A note to this recommended Uniform Act suggests that:

1. A jurisdiction considering enactment of this Act may wish to exclude
particular kinds of procedures from its scope, e.g. contraception, sterilization,
or procurement of miscarriage. In the case of any exclusions, however,
consideration must also be given as to whether or not the exclusion is to apply
generally or only with respect to section 3.%

While one can appreciate concern lest reference to specific types of
treatment limit the provision of general protection in the case of consents
obtained from minors, there appears to be no reason save fear of controversy
not to consider the question of minors’ consent to induced abortion separately
from consent to any other type of medical treatment. In light of the Commit-
tee’s findings that a statute which provides certainty promotes the acceptance
of a minor’s consent to abortion, presumably a provision which is certain and
made expressly applicable to therapeutic abortion would offer more acceptable
protection to physicians and hospitals reluctant to forsake the shelter of the age
of majority. A provision dealing specifically with consent to induced abortion
would make it unnecessary for hospitals to develop their own guidelines for
accepting consents, for example, justification based on the fact that the minor

16 Proceedings of the Uniform Law Conference of Canada, 1975, Appendix N, pp. 162-163.
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was near the age of majority, was living away from home and was earning her
owr livelihood. It would also make it unnecessary for legal advisors to consider
whether legal decisions in non-abortion cases where the consent of a “mature
minor” was accepted’’ are applicable to the case of induced abortion. The
so-called emancipated minor and mature minor exceptions seem superfluous
where the common faw capacity of a minor to consent remains in force.

Consent and contract

The provision of the Quebec Public Health Protection Act refers to the
capacity of the minor to enter into a contract for medical treatment. The
Ontario and British Columbia’ provisions, which use consent in the context of
the intentional application of force, do not mention contract. Yet it is impor-
tant to appreciate that the habit of looking to the age of majority for a
standard for consent has been influenced by the establishment of such an age
in the law of property and its subsequent acceptance for contractual capacity.
The acceptance of such an age in the law of contract made it necessary to
create an exception for necessaries, including contracts for necessary medical
treatment. It would be reasonable to assume that where a therapeutic abortion
committee has issued the required certificate stating that the continuation of
the pregnancy would be likely to endanger the life or health of the woman the
contract would be one for necessary medical treatment.'®

The common law capacity of a minor to consent survives from a time
when the influence of the age of majority had not acquired its later influence as
a standard for consent. If the age of 14 years in Quebec as opposed to 16 years
in the other two provinces {(Ontario and British Columbia) reflects the orienta-
tion of the Quebec civil law toward the lower ages traditionally accepted for
the contractual capacity of minors, then recognition of a basis in the common
law for the acceptance of a lower age of consent may make it possible to arrive
at a uniform age for all the provinces.

In the context of its Terms of Reference relating to consent to medical
care and treatment and based on its review of hospital practices in these
respects, the Committee concludes that:

1. Since the “therapeutic abortion exception” in the Abortion Law does
not specify any age of consent, a minor of any age who is not
otherwise legally incapable may give a valid consent to the procedure
for the purposes of the criminal law.

2. Since the “therapeatic abortion exception” in the Abortion Law does
not seek to infringe upon provincial jurisdiction over the matter of
consent to medical care and treatment, the uncertainties in the laws of
the provinces have been allowed to affect the consent requirements of
hospitais.

17 For example, Johnston v. Wellesiey Hospital, (1971) 2 O.R. 103 (H.C.1}.
# See A. Mayrand, supra, note 10, number 51, p. 65.
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3. While there is considerable variation in the practices of hospitals with
therapeutic abortion committees across the country, most of these
hespitals require the consent of a parent or guardian to a therapeutic
abortion on an unmarried minor. In provinces where the age of
consent to medical treatment was lower than the age of majority, a
substantial number of hospitais continued to use the age of majority as
a standard for consent.

4, Although there is no known legal requirement for the consent of the
father to a therapeutic abortion, mere than two-thirds of the hospitais
surveyed by the Committee (68.4 percent) which did the abortion
procedure required the consent of the husband. A few hospitals
required the consent of a husband from whom the woman was separat-
ed or divorced (18.4 percent) and the consent of the father where the
woman had never been married.
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Chapter 11

Hospital Committees

In its Terms of Reference the Committee was instructed to examine “‘the
criteria being applied by therapeutic abortion committees”. The Committee
drew upon two sources of information in its review of these terms. In the
national hospital survey, all hospitals with therapeutic abortion committees
were requested to provide information about: the staffing and the membership
of these committees; the requirements set for abortion patients; the guidelines
used in the review of applications for an abortion; and the disposition of patient
charts. Of the total of 271 hospitals across Canada in 1976 which had
established committees, 209 hospitals, or 77.1 percent, returned completed
questionnaires, The Committee also drew upon information about the opera-
tion of these committees from its site visits to 140 hospitals across Canada. On
these visits with senior hospital staff, the Committee met with the chairman
and/or members of each hospital’s therapeutic abortion committee. Like other
findings obtained by the Committee involving the views and experience of the
public, the opinions and patterns of practice of physicians, and the attributes of
induced abortion patients, there were consistent broader trends in how these
committees were organized and how they worked. To preclude the identifica-
tion of hospitals with committees in the Yukon and the Northwest Territories,
their replies were grouped with the findings obtained for British Columbia.

Size and specialty

The average membership of the therapeutic abortion committees from
which information was obtained was five physicians. There were marked
easi-to-west trends in the average size of the committees and their composition.
Committees were generally larger in eastern Canada than in western Canada,
with the average membership being almost six physicians (5.6 physicians) in
the Maritimes and about four physicians (3.9 physicians) in British Columbia.
There were regional differences in the composition of these committees by the
medical specialties of their members. In the Maritimes and Quebec, specialists
outnumbered family physicians by ratios of over 2 to 1 and 4 to 1 respectively.
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There was about an equal balance between family physicians and specialists on
these committees in Ontario hospitals. The trend shifted in the opposite
direction in the Prairies and British Columbia where family physicians usually
outnumbered specialists on hospital therapeutic abortion committees. In a
number of hospitals visited by the Committee, social workers and other
personnel served as working members of therapeutic abortion committees, and
on occasion had voting privileges in decisions abont abortion patient
applications.

What these trends about committee size and their composition show is
that there were regional differences in how hospitals across the country
interpreted their professional responsibilities relating to the review of abortion
applications. Not only were more physicians usually involved in this process in
eastern Canada, but this decision was less seldom entrusted to the judgment of
family physicians. In the eastern provinces there was a more frequent appoint-
ment of obstetrician-gynaecologists, psychiatrists, and other medical specialists
than was the case in the West, where fewer of these specialists were involved in
the review of abortion applications. The different composition of these cornmit-
tees across the country had implications for the types of decisions which were
reached concerning the disposition of abortion applications and in the extent to
which physicians in different specialties could be expected to have had first-
hand experience with the problems of women seeking abortions.

TABLE 11.1
MEMBERSHIP BY MEDICAL SPECIALTY OF COMMITTEES BY REGION

NATIONAL HOSPITAL SURVEY

Medical Specialty

Region Obstetrics Average
of Family & Gynae- Psy- General Other Size of
Country Medicine cology chiatry Surgery  Specialists Committee

Maritimes.. 24 0.6 0.9 0.2 1.5 5.6
Quebec ..o 1.2 1.4 0.6 0.4 1.6 5.2
Ontario ..o ecveneene 3.2 0.6 0.3 0.3 1.1 5.5
Prairies .....oovemrvrens 3.1 © 0.2 0.3 0.2 0.4 4.2
British Columbia ...... 2.5 0.1 0.2 03 0.8 19
CANADA ... 2.8 0.5 0.4 0.3 1.0 5.0

Two medical disciplines in particular are closely involved with induced
abortion patients. Because of the broad nature of their practices, family
physicians are often the first physicians to whom women turn who have
unwanied pregnancies. Obstetrician-gynaecologists are involved to a lesser
extent at this early stage. Their involvement with abortion patients usually
results from a referral and in the actual performance of the induced abortion
operation. Because the composition of the therapeutic abortion committees
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differed across the country, more physicians who reviewed abortion applica-
tions in eastern Canada had less likelihood of direct contact and involvement
with these patients than was the case in western Canada. The decisions which
were reached by these differently balanced committees and the guidelines
which were followed contributed in part to making this procedure more
accessible in western Canada than in eastern Canada.

Types of appointments

In virtually all hospitals medical staff appointments to committces are
made on the recommendations of medical advisory committees and on occasion
as in the case of therapeutic abortion committees, nominations are made by the
hospital administrators and the presidents of the medical staff. These nominees
arc then appointed by the hospital board, usually on an annual basis. In the
national hospital survey, 94.7 percent of the members of therapeutic abortion
committees were reported to have had annual appointments. Where this was
not the case, it usually reflected the fact that a hospital received few abortion
applications. In these instances such committees may be struck to review single
applications. A third of the therapeutic abortion committees in the Maritimes
(33.3 percent) and 1 out of 5 in Quebec (20.0 percent) followed this appoint-
ment procedure. It occurred in none of the other provinces among committees
for which information was obtained. About 2 out of 5 committees (40.9
percent} made provisions for alternate members in the event that a committee
member was absent. This procedure was done more often in Ontario (52.9
percent) and British Columbia (55.0 percent). It was more unusual in the
Prairies (22.7 percent) or the Maritimes (16.7 percent). This arrangement was
made in 40.0 percent of the committees which were surveyed in Quebec.

Another procedure, one done less often, was the appointment of a large
slate of committee members who served on a rotating basis. This arrangement
made by 32.9 percent of the committees was done either to share the work load
when many applications had to be reviewed or to provide an opportunity for
staff members who served on this rotating basis to perform therapeutic
abortions when they were not actually working as a committee member in
reviewing applications. This procedure was followed in several hospitals visited
by the Committee. When such appointments were made on an annual basis and
such medical staff performed abortions when they were not actually involved in
the review of abortion applications, this procedure raised a question about how
the intent of the Abortion Law was interpreted in these instances. The
Abortion Law stipulates that “a qualified medical practitioner, other than a
member of a therapeutic abortion committee for any hospital” may procure a
miscarriage if the approval for the abortion procedure has been made by a duly
constituted therapeutic abortion committee, When the arrangement occurs
involving a rotating membership with appointments made on an annual basis
and where physicians with such appointments perform abortions while not
being directly involved in the review of applications, this arrangement may
constitute a breach of the law. Because the members of the Committee were
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received as guests on their visits o hospitals, it was not feasible to review the
minutes of hospital board meetings to verify whether in all instances short-term
appointments to therapeutic abortion committees were ratified within the
requisite time period. The Commitiec has reasonable doubt that this was
always the case. As there has been no detailed recent review of the work and
appointment procedures of therapeutic abortion committees by provincial
health authorities, a step whose feasibility is allowed for in the Abortion Law,
there was no information from these sources on this matter.

In the national hospital survey, hospitals were asked if they had had any
organizational problems involving the work of therapeutic abortion commit-
tees. About a third of the hospitals {31.6 percent) had had none. Maost of the
hospitals which gave this answer were in the Maritimes (60.0 percent), Quebec
(37.5 percent), and Ontario (34.8 percent). In contrast, more hospitals in the
Prairies and British Columbia cited specific problems associated with the work
of these committees which in part reflected the larger volume of abortion
applications which were reviewed. Two out of five committees in British
Columbia (40.0 percent) said that there were too féw committee members
invoived in the review of abortion applications and for 1 out of 4 (23.5
percent), the frequency of committee meetings was a problem. In comparison,
in the Maritimes and Quebec where on an average fewer abortion applications
were reviewed, these problems either did not occur or were cited by only a few
of the hospitals. None of the hospitals which were surveyed in the Maritimes
had problems with the volume of work or the frequency of meetings, and for
only 7.1 percent, there were difficulties in making arrangements for the
scheduling and the sites of the meetings. Fewer than 1 out of 15 of the
hospitals with therapeutic abortion committees in Quebec cited these problems
(frequency of meetings, meeting site, volume of work, or small committee size).
About 1 out of 5 hospitals with committees in Ontario had difficulties involving
the frequency of committee meetings (19.2 percent} and the small membership
of the committee (17.1 percent). Reflecting the east-to-west increase in the
reported prevalence of therapeutic abortions which were performed and to an
extent the preater distances involved, hospitals in the Prairies had more
difficulties in scheduling committee meetings than eastern hospitals, but had
fewer problems in this respect than hospitals in British Columbia where the
highest proportional number of induced abortions were done. A third of the
hospitals with committees in Manitoba, Saskatchewan, and Alberta said there
had been problems with arranging committee meetings (32.1 percent). The
volume of work was an issue for 15.4 percent of these Prairic hospital
committees, and they had had about the average difficulties (7.7 percent) in
arranging a convenicnt site for committee meetings.

.. The therapeutic abortion committees at about 1 out of 10 hospitals visited
by the Committee did not routinely scheduie meetings which were attended by
committee members. In these instances several different courses were taken,
the most common being the review of abortion applications which were kept in
a central location where they were reviewed by physicians when they came to
the hospital, or alternately, these applications were routed to physicians’ offices
to be reviewed. In those cases where there was no discussion of abortion
applications and committee members held different views about the abortion
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procedure, there was an element of chance about the decision which was
reached about each application, one which depended upon the first three
physicians who happened to review an application. In some instances where one
or two physicians rejected an application, the chairman of the committee
telephoned members about the decision which had been reached.

The length of time which it took members of therapeutic abortion
committees to review applications varied greatly. At some of the hospitals
which were visited by the Committee, several hours were involved in the review
of each abortion application which had been submitted by a physician for a
woman seeking this operation. In one case such a review required several
meetings over a period of a week. At the other extreme there were a number of
hospitals where all of the applications which were received were virtually
automatically approved. In these cases where the acknowledged purpose of the
meetings was to meet the “letter of the law™, the review of abortion applica-
tions was a perfunctory ritual involving a minimal amount of time, usually just
enough to se¢ a case application and to affix the requisite signatures.

Interpretation of terms

The work of therapeutic abortion committees may involve guidelines upon
which decisions are based in the review of abortion applications, and require-
ments which may be set for patients to meet before their applications are
considered by these committees. In each instance these guidelines and require-
ments may result from an informal consensus reached among committee
members, or constitute endorsed writlen statements outlining specific proce-
dures to be followed. In the national hospital survey involving the work of
therapeutic abortion committees, 89.9 percent had requirements involving
patients and 83.5 percent used known guidelines in the review of abortion
applications.

The only criterion for the assessment of a request for a therapeutic
abortion given by the Abortion Law is that the continuation of the pregnancy
of a female person (who is secking an abortion) would or would be likely to
endanger her life or health. The interpretation of this criterion is left to the
members of a therapeutic abortion committee since paragraph 4(¢) of section
251 of the Criminal Code uses, referring to the decision of the therapeutic
abortion committee, the phrase “in its opinion”. The actual wording of this
criterion of assessment, and in particular the words: (1) would or would be
likely; (2) endanger; (3) life; and (4) health, aliows for a great breadth of
interpretation and considerable discretion in what is meant by these terms.
Considering the latitude of what these terms may mean in medical science and
the imprecise knowledge of what complications affecting a person's health may
be at stake, a variable emphasis can be, and in practice was, given in the
interpretation of thesec terms. These general terms which are not further
specified in the Abortion Law were seen and acted upon differently in various
parts of the country, often in a contrasting fashion by hospitals in the same
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locality, and even by the therapeutic abortion committee of a particular
hospital whenever its membership changed. How their scope was defined was
determined by the canons of local medical custom, and in turn, these norms
were broadly set by the varying social values relating to abortion in different
regions.

In its phrasing the Abortion Law uses the conditional tense, that a
committee considers whether the continuation of the pregnancy would or
would be likely to endanger a woman’s health. This phrasing allows for such a
threat to be seen in terms of its immediate consequences or its long-range
impact on health which may encompass a woman’s total life span. In practice,
the Committee found that the full range of the potential interpretations of this
phrase were adopted by different hospitals. There was no consensus on this
point either in the work of the therapeutic abortion committees for which
information was obtained or in the opinions of physicians which were obtained
in the national physician survey.

The verb to endanger in its common usage is often taken to mean that a
situation is serious enough to alter and to affect negatively the status quo.
When this word is used in the context of a person’s health, the idea of danger
suggests that complications may be involved now or in the future which will
result in risks or a deterioration of the existing state of a person’s health. Its
tmplications in terms of ensuing health complications may be immediate or
long-term. The probability of danger is also involved in the interpretation of
Abortion Law as the word Jikely is used which may range from being a virtual
certainty to an unknown and an infrequently occurring outcome. The interpre-
tation of this term as it relates to potential health complications can and does
vary according to different patterns of medical practice, and it is indelibly
affected in the case of induced abortion by the moral position and the
professional ethics of the members of a particular therapeutic abortion com-
mittee. What constitutes danger to a woman’s health in a review of her
application for an induced abortion lies very much in the eyes of the beholder.
There was no consensus among the members of the medical profession whose
opinions were obtained on this point, and in the case of what dangers might be
involved in the future, their actual proportions at the present time cannot be
established with any exactness on an @ priori basis.

In its work the Committee found that while its exact dimensions were
imprecise, there was broad unanimity about what was involved if the continua-
tion of a pregnancy posed a direct danger to a woman’s life. While it was felt
that in the past such a threat occurred more frequently, and in some instances
it was affected by associated disease symptoms, there was a consensus among
the hospitals which were visited, the reports received from other hospitals, and
in the opinion of physicians in the national physician survey that at the present
time the continuation of a pregnancy for the great majority of women posed
little immediate threat to their lives. This judgment was verified by the
declining maternal death rate in recent years in Canada, a change more
broadly affected by a rising standard of living, a national health care system
which is one of the most comprehensive in the world, earlier and more effective
medical treatment provided now than in the past by a larger number of
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obstetrician-gynaecologists, and in part, from the reduction of self-induced or
other illegally obtained abortions.

But it was in the definition of what was meant by health that there was
considerable ambiguity and a selective interpretation which was rarely more
apparent than when the issue of induced abortion was involved. In considering
the various aspects of health the Dictionnaire Robert for instance defines
health as the physiological soundness of the body or the regular and harmoni-
ous functioning of the human organism over an appreciable period of time.
This definition also includes the meaning of health as involving a balance and a
harmony of a person’s psychic life. The Oxford Universal Dictionary defines
health along similar lines as “the soundness of body™ or “that condition in
which its functions are duly discharged”. Derivative meanings included in this
lexical source relate to healing and the spiritual, moral, or mental soundness of
an individual.

‘Rape and “iricest are considered as indictable offenses in the Criminal
Code,' but are not specificaily mentioned in the Abortion Law as indications
for therapeutic abortion. However, in practice, if the consequences of these
actions were seen to affect a woman’s health, then these ethical reasons were
considered by most therapeutic abortion committees as a justification, depend-
ing upon the definition of health which was adopted, for the approval of a
request for the termination of a pregnancy.

The concept of health can also be understood in the sense that it affects
the health of a family. In this interpretation of the word, the idea of health
involves not only a pregnant woman, but the health of her partner and her
children. The Abortion Law does not explicitly recognize that the danger to the
health of the family of a pregnant woman may be a reason to justify the
approval for an induced abortion by a therapeutic abortion committee. Equal-
Iy, in the absence of an explicit definition of health and depending upon what
definition of health is adopted, this situation is not excluded.

Another possible indication which is not provided for in the Abortion Law
concerns the possibility of physical or mental abnormalities in the foetus, The
Committee was asked in its Terms of Reference to determine if “the likelihood
or certainty of defect in the foetus (was) being accepted as sufficient indication
for abortion”. In medical practice this condition cannot usually be established
with accuracy by means of amniocentesis at major hospital centres until about
the sixteenth week of gestation. Its determination requires medical technology
and specialist judgment which are not found in all Canadian hospitals. As the
possibility of this outcome can affect a mother’s mental health, when this
condition has been established, this assumption was made by some therapeutic
abortion commitiees as a sufficient reason for the approval of an abortion
application.

In general, the health professions and all levels of government endorse a
broad interpretation of health that encompasses the physical, menfal, and
social well-being of Canadians. This fact is manifest in the wide range of

1Criminal Code, s. 143, 144 and 145 (rape) and s. 150 (incest),
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programs which have been mounted in the public interest and which range
from a recognition of the need for comprehensive prenatal and postnatal care,
the complete rehabilitation of patients to the care of the elderly person. These
principles are anchored in the operation of social security measures and are
endorsed in the payment procedures of hospital and medical care insurance for
diseases which are physical, mental, and social in nature,

TaBLE 11.2

STATEMENTS ON DEFINITION OF HEALTH
BY PROVINCIAL AND FEDERAL HEALTH DEPARTMENTS

Statement of Operational

Level of Government Definition of Health

Newfoundland No formal statement. The World Health Organization
definition is referred to.

Prince Edward Isiand None.

Nova Scotia Uses World Health Organization definition.

New Brunswick Operational definition of health is that of the World
Health Organization.

Quebec No operational definition of health.

Ontario No general statement.

Manitoba !Jse of World Health Organization definition in all’
imstances.

Saskatchewan Nene.

Alberta No general statement.

British Columbia Uses World Health Organization definition.

Government of Canada The World Health Organization definition is considered

in a conceptual sense, but it is not formally ratified by
the Department of National Health and Welfare.

Sources: Replies to an inquiry by the Commitice which asked: “Does the Department have a general statement
and/or operational definition of the concept of healih?™

In its inquiry the Committee asked each provincial health authority and
the federal Department of National Health and Welfare if they endorsed a
formal definition of health upon which their program activities for the public
were derived. The provincial health programs in six provinces were not based
on such a known or stated principle. The word health in the tities of these
provincial agencies derived by implication from the scope of the services which
were provided, which in most instances were indeed broad in scope. In four
provinces, Nova Scotia, New Brunswick, Manitoba, and British Columbia, the
definition of health of the World Health Organization was used by provincial
heaith authorities.

The federal Department of National Health and Welfare considers the
World Health Organization’s definition “in a conceptual sense”, but the
Department “has not formally ratified” this definition, The federal Depart-
ment’s reply to the Committee on this point was:
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It would not be appropriate for the Department to adopt a definition of Health
in any formal or legalistic sense. In general, the World Health Organization
definition of Health is considered in a conceptual sense, although it is
recognized that its precise application is difficult. The acceptance of this
definition by the Department has not been formally ratified.

At the operational level regarding therapeutic abortion, the interpretation of
the word “health” is dependent on the meaning ascribed to it by members of a
hospital therapeutic committee. In some situations, guidelines may be provided
by the province or the hospital concerned to members of the therapeutic
abortion committee, in others, members may use their own judgment as to
what they consider to be the meaning of health. Some members of therapeutic
abortion committees consider that the words “social well-being™ should be
included as part of health, others feel differently. The final decision as to what
constitutes health is considered at provincial or hospital levels where the
operational components of the abortion services take place. In this context, the
interpretation of the word health has been intentionally left by those who
designed the legislation to the judgment of the members of a local hospital
therapeutic abortion committee.

On several occasions the General Council of the Canadian Medical
Association has considered the question of a definition of health. In 1972 for
instance that Association’s Council on Community Health was directed *“to
develop a suitable definition of health” for the purpose of the provision of
health services in Canada. Subsequently, a number of different definitions were
reviewed, none of which was endorsed, including one containing slight modifi-.
cations of the World Health Organization’s definition.?

As one of the founding members of the United Nations, Canada subse-
quently ratified the constitution of this international body’s kealth agency, the
World Health Organization. In taking this step the Government of Canada
acknowledged the following definition: “Health is a state of complete physical,
mental, and social weil-being and not merely the absence of disease or
infirmity.””> The Committee knows of no other formal definition of health
which has been endorsed by provincial legislatures.

The comprehensive definition of health of the World Health Organization
encompasses several levels of the functions of individuals including the follow-
ing states: physical, mental, social, ethical, family, and cugenic. Because each
of.these functions may be interrelated and affect each other, it is not always
possible in practice to distinguish where one factor affecting a person’s health
merges into another etiological cause. While there is broad agreement about
the general principles of what constitutes good health, there has often been the
feeling that specific definitions either may set nnattainable objectives or be
impractical in medical practice or the organization of health services. It is for
these reasons that there has been much difficulty in defining health more
explicitly.

2 Canadian Medical Association General Council Transactions, June, 1973 Definition of Health. The defeated
resolution was: “Health is the state of physical, mental, and social well-being, and not merely the absence of
disease and infirmity”. Where this last resolution differs from the World Health Organization’s definition is
indicated by the underlined sections, “Health is a state of complete physical, mental and sociat well-being and
not merely the absence of disease or infirmity.”

3 Constitution of the World Health Organization, ratified on July 22, 1946, and amended at the 12th World
Health Assembly, Resolution WHO, 12.43, which went in effect on October 25, 1960 o
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The anomaly has not been resolved that while Canada is spending
considerable sums of public monies on health care, these various programs are
defined in terms of the services which may or may not be provided, not in terms
of a clearcut statement of the state of good health which is to be achieved.
Considerable discretion at every stage of medica) treatment is left to decisions
about what hospital and medical services will or will not be paid for under
national health insurance, what conditions are classified by provincial medical
fee schedules or disease classification systems, and at the primary level of
medical care for what conditions physicians choose to provide medical treat-
ment. In this situation involving much ambiguity and in the absence of a
legislative definition, the word “health” which is used in the Abortion Law
may be considered to include the meaning of health defined in the Constitution
of the World Health Organization, and the amendments brought thereto.

Indications for induced abortion

The Committee obtained information from a broad cross-section of
Canadians on what they thought about the circumstances when an induced
abortion should be performed. Their replies were divided into nine categories
which ranged from the opinion that under no circumstances should an induced
abortion be done to the viewpoint that this operation should be permitted
whenever a woman requested it. The seven other indications included options
such as when the pregnancy had resulted from rape or incest, or where there
were felt to be physical, mental, and social circumstances which might
endanger a woman’s health and the possibility of a foetal abnormality.

Most of the women and men who were interviewed felt that induced
abortions should be permitted under certain circumstances, and most persons
endorsed more than two indications.

Number. of
Endorsed
Indications Women Men
% %
11.4 9.8
17.8 22.6
9.2 7.9
14.0 10.8
17.8 16.1
10,8 12.3
8.7 8.9
5.6 6.7
4.7 4.9
TOTAL............ 100.0 100.0

Individuals who held contrasting views on this issue were in the minority
across the country and among all groups whose opinions were obtained. About
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1 out of 10 women (11.4 percent) and men (9.8 percent) said that an induced
abortion should never be performed. More individuals, but still a minority,
held the opposite viewpoint. Among the individuals in the national population
survey, 15.8 percent of women and 23.2 percent of men said that an induced
abortion should be performed whenever such a request was made by a woman.
Taken together, these two contrasting viewpoints were held by about 1 out of 4
women (27.2 percent) and 1 out of 3 men (33.0 percent). Three-quarters of the
women and two-thirds of the men did not endorse either of these two positions,
but they felt that this operation should be performed under specific circum-
stances which were related to an assessment of the impact of an unwanted
pregnancy on a woman’s life or her health,

The indications which were given when an induced abortion should
performed, with minor variations, were simifar for women and men, With the
exception of persons who said that an induced abortion should never be
performed, individuals who answered this question chose one or more of the
eight listed categories.?

Indications for Induced Abortion Women Men
% %
danger to woman’s life ... 71.0 66.8
TFAPE, INCESE coocvuieteerrceie st e 61.7 58.7
danger to woman’s mental health ... 58.9 56.6
physicial deformity of the foetus ..o 53.2 49.4
on request when less than 12 weeks pregnant.............c..... 23.7 27.3
€COnomic CEIrCUMSLANCES .........co.eveeeceeeae, 21.8 217
to prevent an illegitimate birth.........cooiiiiee. 176 193
on request by a woman at any time ...........ocoereeveeninnnnn. 158 232
should never be done ... 114 9.8

Two physical and mental health indications were endorsed by over half of
all individuals in the survey, with two-thirds of the women and men giving
priority to an induced abortion being performed when it was felt her life would
be endangered, or when a pregnancy had resulted from rape or incest. Four
social health indications were endorsed by on an average of less than 1 out of 4
individuals. These indications were:

—when a women who was less than !2 weeks pregnant requesied an abortion;
—when there was an economic inability to support a child;

—to prevent the birth of an illegitimate child; and

ﬁwheﬁever a woman requested an induced abortion.

The Abortion Law makes no provision concerning the possibility of a
physical deformity or a congenital anomaly of a foetus. One of the Terms of
Reference for the Committee was: “to what extent is the condition of danger to

¢ For {his reason their answees total more than 160 percent.
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mental health being interpreted too liberally or in an overly-restrictive manner,
and is the likelihood or certainty of defect in the foetus being accepted as
sufficient indication for abortion?” Three out of five women and over half of
the men said that an induced abortion was indicated when it was felt that a
woman’s mental health was endangered. Half of the women and men felt this
operation should be done when there was a possibility of physical deformity of
the foetus.

Between the two polar views about induced abortion—that it shouid never
be done or it should be allowed whenever a woman requested it, there were two
broad categories of indications which were endorsed by most women and men
across the country. In each instance persons citing these indications endorsed
the principle that induced abortion should be permitted but under different
circumstances. These views were in support of: (1) physical and mental health:
and (2) social health indications. In a detailed statistical analysis of these views
on induced abortion®, it was found that assumptions which are commonly held
did not explain why people held these two different opinions. These two
different outlooks on induced abortion were influenced little in the aggregate
by a person’s age, sex, level of education or income, religious affiliation, the
usual language which was spoken or where they lived in the nation. These
traditional assumptions associated with differences in the opinions which
people hold did not explain why a majority of women and men in the national
population survey endorsed the seven indications either for physical and mental
health or for social health for an induced abortion.

What these results mean, based on these findings, is that the decision
about the indications which are endorsed for induced abortion are very much a
personal decision. Taking a person’s full circumstances into account, no easy
prediction can be made for the average wornan or man from whom this
information was obtained about their opinions on the indications for induced
abortion. Each of these two perspectives, support for physical health indica-
tions and social health indications, appear to command considerable support.
They account in part for the wide range of options which were found to exist in
the hospital practices involving the abortion procedure.

Requirements of committees

Most of the therapeutic abortion committees (89.9 percent) about which
the Committee had information had established requirements to be met by
women seeking approval for an induced abortion. Among the 209 hospitals
with therapeutic abortion committees which provided information to the
Committee, the average committec had four requirements (3.9) with the range
being from: 10.1 percent, none; 24.4 percent, 1 to 3 requirements; 50,2 percent,
4 to 6 requirements; and 15.3 percent, 7 to 11 requirements. Three hospitals
had nine requirements and one hospital had 11 requirements.

5 Appendix 1. Statistical Notes and Tables, Note 3,
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The hospitals with commitiees in Ontario on an average set the fewest
requirements (3.1) followed by: Newfoundland (3.4); Prince Edward Island
(3.5); Alberta {4.2); Nova Scotia (4.3); Saskatchewan (4.5); Quebec (4.6);
British Columbia (4.7); New Brunswick (5.0); and Manitoba (5.2). To the
extent that these requirements represented in each instance a different consen-
sus of medical judgment, and for the women concerned set fewer or more
conditions to be met, they directly determined the relative accessibility of the
abortion procedure in different regions of provinces and between different parts
of the country. The Committee found on its site visits to hospitals that how
closely these stipultated requirements were adhered to varied considerably
between hospitals which apparently had the same requirements, and that the
number of requirements by themselves were not a complete measure of how
abortion applications were reviewed.

Virtually all of the therapeutic abortion commiitees required written
documentation (97.8 percent) in their review of abortion applications. For the
few hospitals where this was not done, physicians who submitted applications
on behalf of their patients, and in some instances the patients themselves, gave
information orally to committee members when their applications were being
considered, Two-thirds of the hospitals (68.4 percent) required the consent of
the woman’s spouse and 1 out of 5 hospitals (18.4 percent) required the
consent of a spouse, if the couple was separated prior to the abortion
procedure being performed. Two out of five hospitals (38.2 percent) considered
only applications from women who were considered to reside within the
hospital’s usual service catchment area. Residential requirements and patient
quotas were more often adopted in the Maritimes (43.8 percent) and Quebec
(66.7 percent) than among hospitals elsewhere where about a third followed
this practice. Where the proportion of the hospitals with committees having
these residency or quota requirements was higher in a province or a region,
there were proportionately more women who went to the United States to
obtain induced abortions.

Among the hospitals which were visited by the Committee, the major
reasons for the setting of residency requirements or actual quotas on the
number of induced abortions to be done were to put limits on what was seen as '
an excessive use of the facilities, to maintain a balance between service and °
training functions, and less often, as a means of exerting pressure on other local
hospitals to do this procedure more extensively. In only a few instances did the
quota strategy serve its intent of persuading other local or regional hospitals
either to do the abortion procedure or to assume what was fell to be “their
share” of the abortion patients. In most cases where this happened, women
seeking an induced abortion either went directly to another urban centre, or
more often to the United States.

In one hospital visited by the Committee in the Maritimes, the residency
requirement was strictly invoked because the hospital had received a large
number of applications from the region. It was felt that il these applications
were approved, the balance of the hospital’s services would be destroyed. The
only exception to this rule at this hospital was when a personal request was
made by a physician whose practice was outside of the hospital’s defined
patient catchment area.
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All of the hospitals which did the majority of therapeutic abortions in
Quebec had established patient residency requirements, or had patient referral
patterns which had the same effect. Several of these hospitals had specific
quotas on the number of abortions which were done. One of these hospitals
accepted only patients who lived in its usual service catchment area. Applica-
tions with few exceptions at a second hospital were only considered on behalf of
patients who lived within a 60 mile radius of the hospital. This requirement
was on occasion breached by patients who knew of its existence and who, when
submitting an appiication to a physician, gave a local address. Two large
hospitals which until recently had accepted abortion patients from all parts of
Quebec as well as the Maritimes had introduced a residency requirement
which gave priority to the review of abortion applications to residents of the
local city. In effect, the change at these two hospitals limited the extent to
which the abortion procedure was done for women who lived outside of this
city. In the future, for instance, few applications will be considered at these
hospitals for patients who lived in the Maritimes where a substantial number of
women in the past had come for this operation.

Three hospitals which did the abortion procedure in Quebec did not have
formal residency requirements, but their patient referral procedures had the
same effect of limiting where these patients come from. At one of these
hospitals only patients referred directly to the therapeutic abortion committee
were considered (i.e., no referrals were considered from other hospitals), Two
hospitals required that the physicians who submitted abortion applications had
hospital staff appointments at these hospitals. Where this was not the case, the
applications of patients living in the hospital’s service arez but who were
referred by physicians without staff privileges at these two hospitals were not
considered.

Five of the hospitals doing the abortion procedure which were visited by
the Committee in Quebec had established quotas on the number of therapeutic
abortions which were done. At one of these hospitals where there was an
annual quota of 150 abortions, this limit had been established at the request of
the obstetrician-gynaecologists on the medical staff on the grounds that the
number of hospital beds for this service was limited and the hospital was a
university-affiliated teaching centre. The quota of five abortions per week had
been set at another hospital, according to the chief of obstetrics and gynaecolo-
gy, in terms of the staff and technical resources which were available. That
hospital’s administrator felt the quota had been established because of the
strong feelings of reluctance among the staff gynaccologists to do the abortion
procedure. At two other hospitals the quotas for the number of abortions done
were 15 and 50 per week respectively, limits which had been set relative to the
facilities and beds which were made available to do this procedure.

While fewer hospitals which were visited by the Committee in Qntario
than had been the case in the Maritimes or Quebec had explicit abortion
patient residency requirements, such restrictions were observed by some other
measures which were followed. Two hospitals which were visited did have
direct residency requirements. A third, while placing no limitations on the
number of patients who came from the province, refused to review applications
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submitted on behalf of women living in Quebec. The physicians submitting
abortion applications at three other hospitals were required to have hospital
staff admitting privileges. Five hospitals, all located in large urban centres, had
quotas on the number of therapeutic abortions which could be done. These
quotas were established either in absolute terms of how many induced abor-
tions could be done or on a basis of how many abortion operations could be
done by each staff gynaecologist. Three hospitals in the first category had
quotas of 12, 20 and 25 operations per week, while two hospitals set limits for
this procedure of four per week and 12 per month for each staff gynaecologist.

Only two hospitals in the Prairies which were visited by the Committee
had residency reguirements and none had abortion patient guotas. At one
hospital a geographical dividing line was drawn which was approximately half
way between the city where the hospital was located and another major centre
which had a hospital which did the abortion procedure. A directive had been
issued at another hospital asking the staff physicians not to refer abortion
patients who lived outside of the hospital’s usual service area. This decision was
based on the number of hospital beds which were made available for this
procedure.

Although none of the hospitals which were visited by the Committec in the
Prairies had quotas for abortion patients, the chief of obstetrics and gynaecolo-
gy at one major hospital had considered recommending this policy to the
hospital board. This specialist observed to the Committee:

To maintain our standards as a university teaching hospital and to offer a
valid and varied training to our interns and residents in gynaecology, the
hospital canrot do only induced abortions and tubal ligations,

None of the hospitals in British Cojumbia, the Yukon or the Northwest
Territories which were visited had quotas for abortion patients and only three
of these hospitals had residency requirements. At one of these hospitals the
medical staff bylaws stipulated that;

Patients eligibte to have a therapeutic abortion performed at must
either have resided in Schoo] Districts or for over three
consecutive months or have been for the past three months a patient of a
physician practising at

The requirement at this hospital had been established because it had been
feared that applications for abortion would be received from other regions. At
another hospital whose policy was to serve patients within its service area, it
was acknowledged that the residency requirement could not be readily enforced
as patieats, or their physicians on their behalf who were aware of this
requirement, altered the addresses to accord with this provision.

From its site visits to hospitals and the findings of the national hospital
survey the Committee found that where residency requirements and quotas on
the number of induced abortion patients had been adopted, almost without
exception these steps had been taken by large hospitals in major urban centres.
Most of these hospitals were active in doing a large number of therapeutic
abortions. For the most part their administrators and senior medical staff had
been reluctant to impose these limits, but they had done so to preserve what
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they felt was a necessary balance in the use of hospital gynaecological and
surgical treatment facilities. There was a strong current of resentment, often
voiced, that other hospitals which were eligible to do this procedure in terms of
the scope and the availability of their facilitics and the size and specialty
complement of their medical staff, were being socially irresponsible by not
providing this unwanted hospital service. 1t was asserted on several occasions
that such hospitals lacked courage. By “playing it safe”, it was asserted, they
were like ostriches with their professional heads in the sand. While recognizing
that in the short run the health and convenience of some patients might be
jeopardized by their decisions to impose limifs, the staff at many of these
hospitals which set residency requirements or imposed quotas felt their deci-
sions would serve to exert pressure on other hospitals or on provincial authori-
ties to make other eligible hospitals undertake the abortion procedure.

At the time of this inquiry, the strategy of these hospitals had not achieved
their intent. [t was the patients who were caught in the institutional squeeze-
play who were the most affected. Their decision to obtain an induced abortion
was seldom deterred, but the timing of when they obtained this operation was
delayed by their search for other available treatment centres. Many of these
patients ended up by going to the United States. In terms of the provincial
statutes governing hospital and medical care insurance, there may be reason-
able doubt about the validity of these residency requirements when they are
unilaterally extended concerning the accessibility by patients to hospital ser-
vices for a single procedure such as induced abortion. The Committee knows of
few other instances where similar provisions were made in this fashion by
hospitals.

With little regional variation most hospitals with therapeutic abortion
committees (87.4 percent) had requirements concerning the length of pregnan-
cy above which the abortion procedure would not be approved. The Abortion
Law does not set any maximum time limit within which the abortion procedure
can be done. To the Committee’s knowledge, from a legal point of view, no
laws in Canada have explicitly determined the moment in a pregnancy when a
foetus is considered to be viable. One province, Ontario, has a definition of-
abortion. This definition listed in Regulation 729 under the Public Hospitals
Act states that an abortion is the termination of a pregnancy before the
twentieth week of the period of gestation.® Several provinces have definitions of
a stillbirth which are provided for in their Vital Statistics Acts” These
definitions which are almost identical, define a stillbirth as the complete
expulsion or extraction from the mother after the twentieth week of pregnancy
of a foetus which did not at any time after being completely expelled or
extracted from the mother, show any signs of life. Some of these definitions
also take the weight of the foctus into consideration (more or less than 500

€ Ontario, Regtilation 729 under the Public Hospitals Act, s. 1{a).

T Alberta, The Vital Statistics Act, R.S.A. 1970, c. 384, 5. 2(21); British Cotumbia, The Vital Statistics Act,
S.B.C. 1962, ¢, 66, s. 2; Prince Edward Island, The Vital Sratistics Aer, RS.P.EL 1974 (Vol. 11), ¢ V-4, 5.
1{s); Manitoba, The ¥ital Statistics Act, RS.M. 1970, ¢. V-60, 5. 2{t}, as amended; Nova Scotia, The Vital
Stasistics Act, RSNS. 1969, c. 330, 5. [(u); Ontario, The Vital Statistics Act, R.S.0. 1970, c. 483 as
amended by S.0. 1973, <. $14, s. 1{v); North West Territories, Viral Statistics Ordinance, R. Q. 1974, ¢. V-4, s,
2{s}); Yukon, Vital Statistics Ordinance, R.O.Y.T. 1971, Consolidated to December 31, 1973, c. V-2, 5. 2(1)
Stillbirth.
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grams) as a criterion for assessment. In Quebec, section 1.101 of the regula-
tions adopted under the Public Health Protection Act* provides that a thera-
peutic abortion must be declared. Without specifying what is meant by
therapeutic abortion and stillbirth, information on the number of children of
previous pregnancies is requested in Quebec in the declarations of birth, and
for the stillborn infants, only those who were stillborn after twenty weeks of
pregnancy must be declared. The time which is allowed to transmit the
declaration of stilibirth after the confinement in Quebec differs according to
whether the foetus weighed more or less than 500 grams. What is implied but
not explicitly stated in the various provincial statutes is that a foetus is
considered to be viable from the twentieth week onward of pregnancy.

TaBLE 1.4

LENGTH OF GESTATION LIMITS SET BY COMMITTEES
IN REVIEW OF ABORTION APPLICATIONS:
BY REGION*

NATIONAL HOSPITAL SURVEY

Limits on Length of Gestation

Never 12 20
Region Approve Weeks Weeks No
of Appli- & 13-15 16 18-19 & Time
Country cations Under Weeks Weeks Weeks Under Limit Total
per cent

Maritimes .......ccccoees 6.7 40.0 0.0 0.0 6.7 266 200 1000
Quebec.......... 16.7 6l.1 535 0.0 0.0 16.7 0.0 1000
Ontario ... 2 46.0 4.8 32 9.5 15.9 17.4  100.0
Prairies ........... 0.0 46.4 7.1 0.0 0.0 322 143 1000
British Columbia ........ 3.1 40.6 9.4 9.4 9.4 219 6.2 1000
CANADA ... 4.5 46.2 5.8 32 6.4 211 126 100.0

* The number of hospitals with therapeutic abortion committees replying in the national hospital survey was 209,
In 1976, there were 27] hospitals listed by Statistics Canada which had established therapeutic abortien
committees,

Among the committees which provided information about their work, 4.5
percent indicated no induced abortion applications were approved and 46.2
percent did this procedure up to 12 weeks of gestation. The largest concentra-
tion of hospitals in these two categories was in Quebec where 16.7 percent of
reporting committees did no abortions and 61.1 percent did this operation up to
12 weeks of gestation. From statistics made available to the Committee by the
Quebec Department of Social Affairs, 41.1 percent of the 34 hospitals with
committees in that province in 1973 did not perform the abortion operation and
six hospitals, or 17.6 percent, each did one abortion that year. Among the
hospitals in other provinces there was a sharp division between about half
which limited this procedure to the 12-week period and about & third (33.9
percent) which either did the operation up to 20 weeks or which had no

3 public Health Protection Act, 5.Q., 1972, ¢. 42,
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specified time limit. About half of the hospitals with committees in the
Maritimes and the Prairies were in these two categories, while a third of the
hospitals in Ontario and British Columbia adopted these longer time limits.

Reflecting these differences in the time limits in the length of gestation set
for the abortion operation, there was a predictable inverse distribution among
the hospitals which required a specialist consultation for women who were
beyond 14 weeks of gestation. This requirement was less frequently set in the
Maritimes and Quebec where fewer hospitals did the induced abortion proce-
dure over 12 weeks, but the proportion rose in other parts of the country.
Conversely, more hospitals in eastern Canada than western Canada required
one or more specialist consultation by a woman seeking an abortion, and more
patients were required to have interviews, prior to the operation, with social
workers. At | out of 10 hospitals {12.4 percent) either a member of the
therapeutic abortion committee or the committee as a whole had interviews
with patients, a practice which was most commonly done in the Prairies (25.8
percent). With the exception of British Columbia where tests for congenital
damage were less often required (12.5 percent) if it was felt this was indicated,
about a third of the hospital committees endorsed this practice. Half of the
hospitals indicated (47.7 percent) that as a condition of performing the
abortion operation, patients were expected to receive contraceptive counseiling,

Reasons for approval of abortion applications

Virtually all hospitals with committees indicated that in their review of
abortion applications, the physical (98.1 percent) and mental health (97.5
percent) of the pregnant woman was considered. The only hospitals which did
not indicate that these criteria were used were a small number that had
established therapeutic abortion committees, but which never considered any
applications. In a large number of hospitals in the national hospital survey
(87.7 percent), the possibility of deformity or congenital malformation of the
foetus was considered in the review of a pregnant woman’s medical history,
although as indicated in the types of requirements foliowed by hospitals,
relatively few hospitals reported that such tests were required and these
procedures were only done if it was felt that they were indicated. Reflecting the
east-to-west differences in the length of gestation requirements, fewer hospitais
in the Maritimes and Quebec cited this guideline than elsewhere in the
country.

Pregnancy resulting from rape or incest was a consideration given high
priority by therapeutic abortion committees, most of which (80.6 percent)
considered their occurrence as valid reasons for the approval of a therapeutic
abortion. For this guideline, as well as the rest of the guidelines and reasons for
the approval of therapeutic abortion applications, there was a more widespread
endorsement in the western provinces than in eastern Canada. This east-to-
west shift reflected a far stronger emphasis on the social reasons affecting an
individual’s health in Ontario, Manitoba, Saskatchewan, Alberta and British
Columbia than among the five eastern provinces. In the former provinces more
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weight was given to a consideration of the continuance of a woman'’s pregnancy
on: the health of her famity; its economic implications; whether it had resulted
extramaritally for married women; and greater comsideration was given if
women were under age 18 or above 40 years old. A majority of the hospitals
(68.5 percent) were not prepared to support an abortion application solely on
the grounds to prevent an out-of-wedlock pregnancy.

Hospital case studies

In addition to information obtained from the 209 hospitals with therapeut-
ic abortion committees in the national hospital survey, the Committee visited
hospitals in all regions of the country to obtain firsthand accounts of how the
abortion procedure was being implemented. The Committee obtained a consid-
erable amount of information from these visits which verified and expanded in
their detail the broader findings of the national hospital survey. The vignettes
given here in some detail show the breadth of how the Abortion Law operated
and the latitude with which its terms were being interpreted. Almost all
possible combinations in the interpretation of the terms of the law such as
health, endanger, and would or would be likely were found.

MARITIMES
One hespital in this region had the following statement in its bylaws:

Therapeutic abortion may only be performed in a case where there is
a serious danger to the life of the mother, a danger that cannot be
treated by any other means.

In a subsequent amendment whichk was made to this hospital's bylaws, the
provision was added,

That the therapeutic abortion committee be extended to include the
approval of abortion in cases where there is proven scientific evidence
of congenital defects of the foetus coupled with the psychological
trauma of the mother because of this circumstance.

As a result of these bylaws which were known by the physicians who were in
local medical practice, this hospital had not received therapeutic abortion
applications since 1973. According to the hospital’s executive director, this
decrease did not result from the change in the bylaws, but from a strong
negative reaction which had been voiced by people in the community. A
somewhat different view was expressed by the past chairman of the therapeut-
ic abortion committee of that hospital who felt that the decision had merely
served to re-route women seeking induced abortions to a second hospital in
that community. At the second hospital the 12-week period of gestation was
adhered to and all abortion patients were required to have a psychiatric
consultation.

The therapeutic abortion committees of twd other hospitals visited in the
Maritimes had not established formal guidelines for the assessment of applica-
tions for induced abortion. According to the members of these commitiees,
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each case was individually assessed on its merit. Several cases were refused in
one hospital because of the negative recommendations of a consulting psychia-
trist, In the other hospital, according to the chairman of the committee,
approval of abortion applications was given where there was a physical
indication and where the mental health of the mother was felt to be endan-
gered. The committee said it was cautious in its interpretation of what
constituted a danger for the mental health of the patient. Therapeutic abor-
tions at another hospital were performed up to the thirteenth week of
pregnancy, and patients who were over this time limit were referred elsewhere,
usually to New York City.

The medical director of one hospital in the Maritimes who told the Committee
that its abortion policy was conservative, said that between 15 io 20 applica-
tions were reviewed annually and applications were approved for medical or
psychiatric indications, This hospital’s committee considered rape and proven
serious defects in the foctus as sufficient reasons justifying a therapeutic
abortion. The applications which were most often turned down came from
women between 16 and 35 years who, according to the chairman of the
committee, “should know better”.

QUEBEC

Most hospitals in Quebec did not have therapeutic abortion committees and
among those hospitals with committees, 95 percent of that province's induced
abortions in 1974 were done in five hospitals. Among the 19 hospitals with
therapeutic abortion committees which were visited by the Committee, there
were three categories of hospitals: (1) those which did no abortions; (2) those
which did one or two abortions annually or over a period of several years; and
(3} a smaller number where this operation was extensively performed.

Among the group of hospitals with therapeutic abortion committees which did
no abortions, one hospital which specialized in the treatment of cancer asked
in its review of abortion applications: “Can the treatment required for the
healing of the pathology be detayed without any major risk for the patient so
that the latter can give birth?” If an affirmative answer was given, the
application was not approved. At another hospital where approval had been
given for one case involving an abortion, the board of directors had passed the
following resolution:

The Board of Directors express unanimously that the approval of this
therapeutic abortion on account of the very exceptional circum-
stances, does not change in any way the policy of the hospital which
in principle is against this practice. In addition, the Board of
Directors emphasize the fact that in the event that intervention
would again be required, cach case shall be treated individually by
the therapeutic abortion committee and a detailed report on the
reasons involved for authorizing or refusing the therapeutic abortion
shall be presented to the Board of Directors,

¢« =

At another hospital in Quebec where no abortions had been done in the past
three years, the members of the department of gynaecology required that only




the cases where the life of the mother was in danger be approved by the
therapeutic abortion committee of the hospital and a gynaecologist, who might
be asked to perform the abortion, should have the right to refuse cases already
accepted by the committee, if he believed the indication which had been given
was insufficient. For this reason one of the cases which had been approved by
the committee at this hospital was transferred to another hospital in the
region, The position at this hospital was subsequently changed and more
abortion applications were being reviewed.

Al three other hospitals with committees in Quebec which did no abortions,
approval was given in principle for the criteria of the physical and mental
health of the pregnant woman. In one instance the committee said it would
require irrefutable proofl that the physical and mental health of a woman
would be in danger. At the two other hospitals the eommitiees indicated they
would be prepared to accept psycho-social reasons, but these indications were
interpreted as psychiatric conditions. The possibility of serious defects in the
foetus was not recognized as a reason to justify an abortion at these hospitals.

Among the small group of hospitals with commitices where most of the
reported induced abortions were performed in Quebec, most of these hospitals
endorsed the definition of health of the World Health Organization. Three of
these hospitals had written statements outlining their positions. After stating
that an induced abortion was the termination of pregnancy when the life or
health of a woman was in danger, one hospital had enumerated the following
guidelines for its therapeutic abortion committee.

Abortion “en demand” is not permitted.

Medical: when the life of the mother is in danger or when a serious
deterioration of her physical or mental health, or of her social
conditions is feared because of this pregnancy.

Remark: to determine if such a risk exists or not, the total,
actual or reasonably foreseeable environment of the patient
must be considered.

Social: in the cases where the pregnancy is the result of rape or
incest (refer to remark above).

Foetal, when the pregnancy would result in the birth of a child
presenting physical defects or mental disabilities.

The chairman of this hospital’s therapeutic abortion committee reported that
social indications were accepted as reasons for which approval was given only
if it was felt that the pregnancy constituted a permanent risk to the woman'’s
health.

The written indications of a second haspital were:

A therapeutic abortion is considered justified when the health of the
mother may be seriously jecpardized by the continuation of the
pregnancy.
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“Health” is understood to encompass total health—physical and
mental, etc., as defined by the World Health Organization and
adopted by the American Society of Obstetricians and
Gynaecologists.

Therapeutic abortion may be considered in the following situations:

a. Genetic factors or disease in the mother (parents) which indicate
a strong possibility of defective development of the foetus.

b. Rape and incest.

Each case must be considered on an individual basis.

At a hospital whose therapeutic abortion committee had not refused applica-
tiens since 1970, an extensive pre-screening of potential applicants was
reported to occur in the out-patient department where the initial review of
patients was done. About 25 percent of those patients secking an abortion who
were seen at the clinic were referred to the hospital’s committee. This
pre-screening, the Committee was told, occurred because of the limited
hospital facilities which were available. The patients whose applications were
referred for review were chosen on a “first come, first served” basis, The
guidelines followed at this hospital were:

1. that changes in the law represent an increased liberalization of
social values regarding abortion and an increased awareness of the
problems of the unwanted pregnancy. It appeared, in other words,
that society wished to have abortion made more easily available.

2. that the term ‘‘endangered health™ in the legistation was not
rigidly defined and that the World Health Organization definition
of health—*physical, social and emotional well-being and not
merely the absence of disease”™ —could be used in interpreting the
indication for therapeutic abortion.

3. that in the final analysis, safe and effective therapeutic abortion
should be made available to women who request it with the
exception of those who would be emotionally and physically
injured by this procedure.

«- o

Among the group of hospitals which did abortions but which did not have
written criteria, there was some variation in their guidelines for the review of
applications. At one hospital which had endorsed the World Health Organiza-
tion’s definition of health, the board of directors had asked the members of the
therapeutic abortion committee to keep in mind the rules of medical ethics and
to be cautious in their assessment of applicatians. This hospital board had also
stipulated that a more strict interpretation be followed when psychiatric and
social indications were considered. Few applications submitted to this hospi-
tal's committee were approved.

ONTARIO

Half of the hospilals with therapeutic abortion committees (53.1 percent)
which were visited by the Committee in Ontario endorsed the World Health
Organization’s definition of health. At only one of these hospitals was a
significant physical indication required as the basis for the approvai of an




abortion application. Most of the hospitals did not have written statements of
the guidelines followed by their committees. In one hospital where there had
been a decrease in the number of therapeutic abortions between 1974 and
19735, this decline was attributed to a general reluctance among the physicians
who felt it was preferabie to refer their patients to another hospital in the same
region, This hospital did not have a suction instrument. The physicians said
there were fewer risks for patients if induced abortions were done by the
suction procedure rather than by dilatation and curettage. No requests had
been made by the medical staff for the hospital to obtain this equipment.

. . »

Following a change in the membership of its therapeutic abortion commitiee,
the review guidelines of another hospital were modified with the intent of
approving more applications. While the committee was prepared to approve
most of the applications which it received, it continned to receive a relatively
small number. Many local physicians continued to refer their patients to the
United States and it was felt that patients themselves did not seek out the
services of this hospital because they wished to preserve their anonymity in
this small community. .

At several hospitals visited by the Committee in Ontario, all of the applica-
tions which were forwarded to therapeutic abortion committees were approved
with the exception of a few cases where the length of gestation was beyond the
maximum time limit set for the termination of a pregnancy. These limits
varied between 12 to 20 weeks. In its annual report, one of the therapentic
abortion committees concluded:

The work of the Committee remains snchanged from the report of
the previous year. Due o the type of screening procedure in the
offices of the referring physicians and the consultants, very few
requests to the abortion committee are turned down. The main
indication remains as in previous years—an assessment of socio-eco-
nomic conditions affecting the physical and mental health of the
mother., Many times, various kinds of contraceptive methods which
usually are considered reliable enter into the considerations.

Another hospital had a similar policy:

Patients considered not suitable candidates for therapeutic abortion
are turned down at the doctor’s office or in the gynaecological clinic.
Our committee does not feel it should be in the position of trying to
pive a second opinion regarding cases presented to it. Therefore, if
the application meets the criteria regarding gestation, age and a
satisfactory reason is given for the indication, approval is invariably
given.

The members of the therapeutic abortion committees of these hospitals
considered it was not their function 1o make judgments which, they felt, were
more of a moral than medical nature. In turn, they felt it was their responsibil-
ity to make certain that the “letter of the law™ on abortion was followed.

LI T 3

There were explicit policies about repeat abortions at some hospitals with
commitiees in Ontario which approved most first abortions. In such cases
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approval was given only if the therapeutic abortion committes had been
assured that the patient had conscientiously used a contraceptive method. The
members of these committees adopted the attitude that a first abortion could
be understood as a mistake, but they felt there was no justification to sanction
what they saw as the irresponsible attitude of women who had had a previous
abortion and who subsequently had not used contraception. One therapeutic
abortion committee refused to approve applications for second abortions unless
the patients consented to tubal ligation.

»

At several hospitals in Ontaric the members of the therapeutic abortion
committees did not meet to review patient applications. At one such hospital
for instance the assessment of the request for abortion was left fo the
conscience of each of the three physicians who individually studied the files of
patients. In this instance the ruies were unknown to ali participants—patients
and physicians. This situation did not precccupy the medical staff at this
hospital who felt that if an application were refused the patient could go to
another hospital in the same city. During 1975, 15 applications were turned
down, most of the cases invoiving married women in their twenties who had
one or two children.

In one hospital visited by the Committee in Ontario, therapeutic abortion was
approved only where there were significant physical indications of danger to
the health of the mother. The number of therapeutic abortions performed at
this hospital dropped subtantially between 1971 and 1975. This reduction
resulted from an increased reluctance through time by the physicians to
perform therapeutic abortions. According to the medical staff “two other
hospitals in this city do therapeutic abortions; it is nat necessary to do them
here”. According to the hospital’s chief of medical staff “of twenty gynaecolo-
gists practicing in this city, only three do therapeutic abortions. None of these
gynaecologists is an active member of the medical staff of this hospital.”

On several visits by the Committee to hospitals in Ontario it was emphasized
that the number of applications which a particular hospital received was anly
partly a result of the policies which were followed in the review of abortion
applications. It was felt that an extensive amount of pre-screening was done by
patients and physicians. This pre-screening was influenced by how physicians
saw the decisions of different therapeutic abortion committees, their own
ethical and professional position on abortion, and the wishes of some patients
to retain their anonymity. With three exceptions, most of the larger cities in
Ontario had hospitals with committees which performed a substantial number
of abortions. In the urban areas which were the exception to this trend, a
sizeable number of women secking an abortion by-passed local hospitals which
had established quotas, were known to have turned down a considerable
portion of applications, or whose review of application policies was based on
physical indications. Many women seeking abortions who lived in these centres
were known through the various surveys of the Committee either to go to other
cities in the province, or more often, directly to clinics in the United States.




PRAIRIES

The majority of the abortions done in these three provinces were performed in
the major urban centres. In one province where none of the hospitals had
formally adopted the World Health Organization's definition of health, and
none of the hospitals which were visited had written guidelines, all of the
hospitals which were visited by the Committee had endorsed a broad concept
of health. As with hospitals in other parts of Canada, the membership of the
therapeutic abortion committees affected the decisions which were reached. In
one instance where there had been a 3.8 percent increase in the number of
approved abortion applications between 1974 and 1975, this change according
to the hospital’s executive director had resulted from the nomination of a new
consulting psychiatrist to whom applicants were referred prior to their review
by the committee. The reverse result had occurred in another hospital when
the composition of its therapeutic abortion committee changed in January
1976. After that date, 50 percent of the abortion applications were refused
while before the change in committee membership over 95 percent had been
approved. According to a local referral agency, most of the women whose
applications had not been approved at this hospital subsequently went to
clinics in the northwestern United States. These trends had occurred in several
other hospitals in the Prairies.

The definition of health followed by hospital committees in the Prairies
encompassed the full range of possible interpretations. In several hospitals for
instance requests made on behalf of married women without children or for
women who had less than two children were not approved, At cne hospital the
therapeutic abortion committee required an extensive documentation of the
patient’s mental health prior to its review of an application. According to some
of the physicians whom the Committee met, this type of requirement leads a
woman whose mental health is satisfactory either to simulate a psychiatric
disorder, or more often, may involve a physician in writing a review letter to a
therapeutic abortion committee which he knows to be dishonest by giving a
false diagnosis.

. & @

The therapeutic abortion committec at one major centre had accepted the
World Health Organization’s definition of health, but it was- interpreted
differently by each member of the committee. One physician felt that no
approval should be given to women who requested a second abortion; the
chairman required detailed case presentations of the physical and mental
health indications. The remainder of the committee members were prepared to
accept social indications in their review of abortion applications. At this
hospital, so the Committec was told, it was often a matter of who attended
specific review meetings whether applications which were comparable in their
indications were approved or rejected.

At several of the hospitals which were visited in the Prairies, women were
required to agree to be sterilized if they wers seeking a repeat abortion. Where
this was not the case, this procedure was strongly recommended in several
instances.
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Most of the hospitals in the Prairies which were visited by the Committee
accepted social indications in their consideration of abortion applications. The
guidelines of one hospital are an example of this trend.

Health-—health is a state of complete physical and mental and social
well-being and not merely the absence of disease or infirmity.

Sacial well-being involved the familial and social situation of the
patient which may affect deleteriously the ability of the patient to
cope with the entire family unit, and in which this impairment to
care for the family may result in adverse effects on their physical,
emotional and functional well-being.

At two hospitals whose committees endorsed social indications, the diagnosis
which was invariably given was that of a reactive depression. The reason cited
for this diagnosis was that the physicians were uncertain about what was
permitted on this point by the Abortion Law. They also said they wished to
avoid criticism for approving what they considered 1o be abortion which was
given “‘on demand”. At another hospital where a phychiatric consultation was
required, the chairman of the therapeutic abortion committee indicated that
the entry of the fact of this consultation in the patient’s record was more
important than the consultation itself or the letter which resulted from it In
his words, “We do this to be seen to do it, not because it means anything to
our review,”

BRITISH COLUMBIA, YUKON, NORTHWEST TERRITORIES

The Committee visited several hospitals in different parts of British Columbia
as well as hospitals in the Yukon and the Northwest Territories. Most, but not
alt, of these hospitals endorsed physical health, mental health and social
indications as reasons for the approval of therapeutic abortions. At one
hospital which had not rejected an application since its therapeutic abortion
committee had been established, its bylaws stipulated:

The therapeutic abortion committee must be satisfied that in the
casc of an abortion, the reason for termination given by the attending
physician conforms to the provisions of section 237 of the Criminal
Code. It must be clear to the committee that the physician requesting
permission to do the abortion is acting in good faith and is of the
opinion that the continuation of pregnancy would, or would be likely
to endanger his patient’s life or health.

Among the hospital administrators and the senior medical siaff who were met
in this region, the Committee was consistently told that there was little
justification for women seeking an induced abortion to go to the United States
for this purpose. It was felt that a sufficient number of hospitals, often
unknown to each other in the extent to which the abortion procedure was
done, were performing a sufficient number of induced abortions to preclude
the need for women te leave the region for this purpose. When this happened,
it was suggested, it was because these women wished to have the operation
done promptly without the “hassle” of a committee review or they sought to
retain their anonymity.

Based on the information obtained in the surveys done by the Commitiee and
its site visits to other hospitals in the region, these reasons were not a sufficient




explanation. In many parts of the region hospitals either did not have
committees, or in some instances established hospital committees required
extensive documentation of physical and mental health indications. At one of
these hospitals the policy of the committee changed completely with the
appointment of a new chairman in carly 1976. Prior to this appointment, all
applications had been approved, while under the reconstituted committee only
specific physical and mental health indications were considered as valid
reasons for the approval of first abortions and no applications for second
abortions were approved. At another hospital which had had an established
committee for several years, no applications had been approved since the
departure of two staff physicians in 1973 who at that time were performing
induced abortions.

Disposition of patients’ charts

One concern frequently voiced by women seeking an induced abortion and
by physicians who in one way or another were involved in the procedure was
how to preserve the confidential nature of what was being done. This concern
reflects the widely held sense of stigma which is often associated with this
procedure and the curiosity which many individuals may have about its details.
At some of the hospitals which were visited by the Committee, special steps
were taken to hide the identity of abortion patients either by not listing this
procedure or substituting another diagnostic category on the list of surgery
which was posted daily. The procedure followed at one hospital for instance, if
it was requested by a woman, was that the patient became an official
“non-person”. No indication was given to visitors that these abortion patients
had been admitted to the hospital, they were not listed in the directory of
patients which was kept at the hospital’s reception desk, no telephone calls
were taken on their behalf, and their mail was returned stamped as “address
unknown”.

Particularly in smaller hospitals and in centres where there was only one
hospital in the locality, there was a heightened sense of concern among patients
and physicians about retaining their anonymity. It was for this reason that a
number of women living in smaller communities chose to by-pass their local
hospitals in favour of going to larger centres or to the United States to obtain
this operation. It was also partly for this reason that some physicians recom-
mended to their patients that they take these steps, which while serving to
maintain the anonymity of their patients also reduced their own invelvement in
the abortion procedure.

Because induced abortion is an issue which evokes more than a passing
interest among some medical and hospital staff who are not directly involved in
this procedure, some hospitals made special arrangements for the filing of
committee decisions, the storage of patient charts, and established guidelines
for the accessibility of these records for medical and hospital staff. These steps
which were taken were a tacit recognition that there was often an open
accessibility to patients” charts by a wide range of hospital personnel. In the
type of the special precautions which were taken by hospitals with therapeutic
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abortion committees, the concerns and the interests of physicians were more
recognized than those of abortion patients.

TabLE 11.6

DISPOSITION OF CHARTS OF THERAPEUTIC ABORTION PATIENTS
BY REGION

NATIONAL HOSPITAL SURVEY

Disposition of Patient Charts

Special Guidelines for

Region Special Files for Guidelines Accessibility

aof Storage Committee for Research by Hospital/

Country Arrangements Decisions Accessibility  Medical Staff

percent

Maritimes......oooooeeinneinnn 37.5 815 40.0 40.0
Quebec ... 47.1 93.8 529 333
Ontario ..o eveveverereenn 320 773 45.8 37.7
Prairies ..o 27.3 56.3 32.3 34.4
British Columbia .................. 124 714 41.2 37.1
CANADA ... 330 74.3 42,4 36.5

Note: Non-accumulative as cach committee could make several arrangements for the disposition of patient
charts.

Among hospitals with committees from which information was obtained, 3
out of 4 of these hospitals (74.3 percent) made special arrangements and kept
separate files of the decisions which were reached by committee members in
their review of abortion applications. Representing a more heightened concern
with this matter, these arrangements were more often made in the Maritimes
(87.5 percent) and Quebec (93.8 percent) than in the Prairies (56.3 percent) or
British Columbia (71.4 percent).

These special arrangements for the handling of the records of therapeutic
abortion committees took many forms. In one hospital in the Maritimes visited
by the Committee, only the executive secretary to the hospital administrator
handled these records which were stored in the administrator’s personal files.
Only these two individuals had keys to the files which contained the lists
through the years of physicians who had served on the therapeutic abortion
committee and the decisions which had been taken in the review of abortion
applications. At another hospital in the Prairies much the same arrangements
were followed, with the executive secretary to the administrator attending all
committee meetings, taking minutes, maintaining records, and preparing the
statistical reports which were subsequently sent to Statistics Canada. In this
instance the abortion records were directly accessible only to the administrator,
the executive secretary, and the chairman of the therapeutic abortion commit-
tee. They were kept in locked files in an alcove of the executive secretary’s
office.

By taking these unusual steps these hospitals recognized the socially
sensitive nature of the abortion procedure. These precautions were intended to
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safeguard the reputations of the physicians who were involved. But similar
steps were less often taken to protect the privacy and the interests of patients
who had induced abortions. In comparison with the special arrangements made
by 74.3 percent of the hospitals for the records and minutes of therapeutic
abortion committees, 33.0 percent of these hospitals took comparable precau-
tions involving the handling and the storage of the charts of induced abortion
patients. There was little variation in this respect across the country, After the
abortion operation had been done in two-thirds of the hospitals, these charts
devoid of the therapeutic abortion committee’s decision were stored along with
all other hospital records. In this respect these records were accessible on a
basis which was comparable for all other charts of patients to all medical and
hospital staff.

Few hospitals with therapeutic abortion committees had established either
special guidelines governing the accessibility to the charts of induced abortion
patients by staff (36.5 percent) or for their use for research purposes (42.4
percent). This matter touches upon the much broader issue of ethical research
standards involving the accessibility and the use of patient records. In the
Committee’s review of the few research studies which have been done in
Canada dealing with abortion, it was not always clear whether the consent of
patients had been obtained for these research purposes. This issuc may pese an
ethical dilemma particularly in hospitals (which are not affiliated with univer-
sities) where a stipulation of consent for teaching and research is not necessari-
ly signed when patients arc admitted to hospital. Many of the studics which
have been done do not appear to comply well in these respects with acceptable
ethical research standards governing the informed consent of patients, their
personal identification, or the disposition of research records. These studies
usually drew upon an accumulation of available hospital charts of induced
abortion patients and presented a mixture of statistical findings and on
occasion detailed clinical case studies. Dual standards obtain in this regard, for
comparable access is unknown to the Committee to have been given for
research involving the review of the work of therapeutic abortion committees
or for the analysis of the decisions reached by these committees on abortion
applications.

Interpretation of abortion law

Most of the larger hospitals which did a sizeable number of the abortions
accepted physical health, mental health, and social indications as the basis for
their decisions. It was more often the case that hospitals located in smaller
cities and towns limited their criteria to physical and mental health indications.
The meaning attributed to the diagnosis of mental health was varied and
diffuse. No clearcut distinction could be made by the Committee between
instances where this classification was valid, or was used to represent social
indications. The classification of mental disorders given in the International
Classification of Diseases, Eighth Revision, a classification system which is
used across Canada, lists disorders whose etiology is both physical, mental, and
social, or a combination of these in their origins. In the introduction to this
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classification, no specific definition is given, with the categories listed being
subsumed “‘where the main interest is in the mental state of the patient”. The
various mental disorders which are listed can assume any degree of gravity for
a particular patient whose usual state of mental health may be affected.

The Committee was asked to determine “to what extent is the condition of
danger to mental health being interpreted too liberally or in an overly
restrictive manner?” As the mental health of an individual includes a wide
range of conditions each of which can vary in its intensity, the a priori
assumption must be made that a woman’s state of mental health was fuily
known before she had her unwanted pregnancy. All of the information
obtained by the Committee points to the conclusion that women who were
seeking an abortion experienced an intense short-term anxiety which was not
relieved until the operation had been performed, and if this step was delayed,
the level of anxiety was further heightened.

If the assumption is accepted, which the Committee does, that a high
degree of anxiety is associated with the abortion procedure, then in the broad
understanding of the meaning of mental health, this condition is not being
interpreted too liberally for most, if not all, women seeking an induced
abortion operation. If the definition of mental health is restricted to psychia-
tric disorders associated with physical conditions, psychoses, or long-term
neuroses, then few abortion patients had these conditions. There is much
confusion in the use of these terms generally, a confusion which is further
compounded when it is lirked with the issue of induced abortion. Because the
diagnostic labelling practices varied so greatly across the country and between
hospitals within the same community, much of the general information which
is available on this point must be considered suspect, if not invalid,

The Committee was also asked to consider the question, “Is the likelihood
or certainty of defect in the foetus being accepted as a sufficient indication for
abortion?” The direct answer to this question is yes. Most of these committees
gave a high priority to this condition and would be prepared, were it so
indicated, to approve an abortion application on the grounds that it would
affect a woman’s health. In the few instances where it was reported to the
Committee that defects of the foetus were known to be present, the diagnosis
which was given related to the mother’s health as a consequence of the
potential birth of such a foetus.

Central to the understanding of the criteria applied by therapeutic abor-
tion committees is the definition of health adopted by the members of these
committees or stipulated by hospital boards. While most hospitals endorse a
broad definition of health, often acknowledging the Charter of the World
Health Organization as the basis for their general treatment activities, the
question of induced abortion draws a sharp dividing line in the recognition and
the application of this concept. How danger to the health of a woman seeking
an induced abortion was judged varied from the estimation that in no instance
was this operation justified, a great variety of intermediate interpretations, to
the broadest possibie definition which aliowed an abortion to be done when it
was requested by a woman. Based on these different understandings of the
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concept of health, a number of requirements were set for patients seeking this
procedure and a wide range of guidelines were used in the review of applica-
tions for induced abortions. If equity means the quality of being equal or
impartial, then the criteria (requirements and guidelines) used by hospital
therapeutic abortion committees across Canada were inequitable in their
application and their consequences for induced abortion patients.
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Chapter 12

Hospital Staff

With the change in the Abortion Law the work of some hospital staff was
altered by their more extensive care of women having induced abortions. This
change was true for many nurses and some social workers. The Committee
found there was considerable confusion, some strong views, and little documen-
tation about how the abortion procedure had affected these workers, how much
stress this new professional responsibility had involved, or the redefined nature
of the work procedures and job rights. One of the Committee’s Terms of
Reference was to determine, ““Are hospital employees required to participate in
therapeutic abortion procedures regardless of their views with respect to
abortion?”

The Committee obtained information during its site visits to hospitals
from hespital administrators, directors of nursing, and operating room nursing
supervisors about employment practices, work assignment procedures, and how
the performance of the abortion procedure had affected the morale of hospital
staff. In most instances there was a frank review of these policies. But in about
a third of the hospitals with therapeutic abortion committees, there was
considerable apprehension and a feeling that a delicate equilibrium had been
achieved which could be easily disrupted. The unstated policy at these hospitals
was to leave well enough alone. The fervent hope was that there would be no
outside intrusions or internal friction which would force a review of hospital
practices and policies about induced abortion.

Implicit in the assignment of hospital employees and their job rights
relative to the treatment of or the refusal to work with abortion patients is a
broader principle involving the employment practices which concerned all
hospital administrators. Epitomized in this issue is the question of who decides
what type of work is to be done—the employee or the employer. The general
policy of hospitals across Canada on this point has been that within designated
Job categories, employees are expected to accept the general duties assigned to
them. General duty staff nurses for instance, when they are recruited to work
in a particular nursing service such as orthopaedics, surgery, obstetrics, or
paediatrics, are expected to provide nursing care to all patients on the wards to
which they are assigned. According to widespread custom and the prevailing
policies of hospitals, it is not considered to be a nurse’s prerogative to “pick and
choose’ patients with whom she or he will or will not work.
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On its site visits to hospitals the Commitiee requested permission to
undertake a survey of the views and experience of hospital staff who were
involved in the abortion procedure. The focus of this survey dealt with the issue
of work rights, how these were dealt with and the feelings of nurses and social
workers toward their work with abortion patients. The means of collecting
information was not a random sampling design. That step was not feasibie
without extensive prior knowledge which the Commitice did not have of the
procedures which were involved at all hospitals. In the Committee’s judgment
that approach (random sampling) would not have been an appropriate way of
obtaining this information. On its initial site visits to hospitals the Committee
found that because many administrators and directors of nursing felt that
abortion was a divisive and sensitive issue, a mailed request to take part in such
an inquiry would likely be rejected. The alternative step taken was to seek
permission at the time of the visits to hospitals to do the survey. The senior
staff were asked to identify the group of nurses and social workers who were
involved in the abortion procedure and to circulate a questionnaire which
involved no personal identification of the respondent. The completed replies
were then to be mailed directly, without an internal review by the hospital
administration, to the Committee.

A total of 70 hospitals with therapeutic abortion coramittees in nine
provinces and two territories took part in the survey of hospital staff involved in
the abortion procedure. The location of these hospitals was: 1, Newfoundland,
4, New Brunswick; 2, Nova Scotia; 11, Quebec; 20, Ontario; 5, Manitoba; 3,
Saskatchewan; 9, Alberta; 13, British Columbia; I, Yukon; and 1, Northwest
Territories. A total of 1,589 replies were received of which 1,513 questionnaires
were fully completed and were used in this inquiry. Most of these hospital
staff were women (97.2 percent}); of the 24 men who replied to the question-
naire, a guarter were social workers and the remainder were nurses.

In addition to the survey of hospital personnel, the Committee asked
provincial health authorities for information regarding situations known to
them where guestions had been raised about hospital staff involved in the
abortion procedure. Similar requests for information were made to the Canadi-
an Nurses’ Association and the provincial human rights commissions.

Staff functions

The care of obstetrical patients is usually a popular work choice among
nurses. The presence of happy families and the excitement of newborn infants
is an appealing contrast to other hospital work, The increase in the number of
induced abortions in hospitals confronted nurses with an aspect of obstetrics
and gynaecology for which in many instances they were untrained and which in
some cases involved them in a procedurc to which they were morally opposed.
This shift in recent years in their work has posed a dilemma, especially for
nurses who have worked with mothers and infants for a long period of time.
They had to re-examine their ideas of health. In some instances nurses felt that
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therapeutic abortions were being performed for “health reasons” which fre-
guently did not coincide with their personal definition of health. Pregnancy and
motherhood in the past were considered a normal and essential experience for
every married woman. Yet this fact in the case of therapeutic abortion was
reversed, with motherhood being seen as a threat to a woman’s health. For
some nurses the consideration of pregnancy as a pathological condition was so
contrary to their personal beliefs that they chose to work in other settings.
Other nurses had resolved their feelings and were participating in work which
they saw as a necessary professional responsibility. A few nurses had chosen to
work primarily with women having therapeutic abortions and found it 2
rewarding experience.

Problems in the nursing care of abortion patients occurred more frequent-
ly when abortion services were based in the same unit as obstetrical services. In
these instances the nurses were expected to provide nursing care under sharply
contrasting circumstances: serving a mother and her new infant; a woman who
might have a spontaneous abortion; 2 woman being treated for infertility; and a
woman seeking to terminate her pregnancy. In this situation the nurse must
deal with a wide range of emotional experiences involving herself and her
patients. In half of the hospitals which participated in the hospital staff survey,
there was a nursery on the same unit as the induced abortion services. Many
nurses said they worked under much stress in this situation and felt that it
upset many patients who had induced abortions. Operating room nurses were
more often identified by supervisory personnel as having had difficulties or
having objected to working with hospital abortion services. In some hospitals
the nurses were hired specifically to work with women who were having
therapeutic abortions. These nurses were responsible for preparing women
physically and psychologically for the procedure, their physical nursing care,
and in some instances the provision of birth control instruction to these patients
before they were discharged from hospital.

How cxtensively nurses participated in the abortion services of hospitals
which had established therapeutic abortion committees varied with their area
of employment and the organization of abortion services at a particular
hospital. Some of these functions were:

The prior assessment and counselling of women who were about to have
therapeutic abortions;

Nursing duty at the time of the induced abortion;
Nursing care provided to women who had had therapeutic abortions;
Nursing care for women having second-trimester abortions;

The teaching of family planning to women before or after the induced abortion
operation.

The procedures in which the nursing staff were involved varied among
hospitals. Only first-trimester abortions were performed at some centres and in
these instances the staff had little or no contact with second-trimester proce-
dures. The staff in other centres were exposed to the full range of termination
methods, such as: suction aspiration; dilatation and curettage; saline injection;
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prostaglandin injection; and hysterotomy. About a third of the nurses in the
survey (30.9 percent) were involved about once a week with patients having an
abortion by the suction and dilatation/curettage procedures. While most of the
general duty staff were not under much stress as a result of this procedure, this
was in contrast to the experience of many operating room nurses. Some
operating room nurses refused to be present in the operating room when these
induced abortions were done. Arrangements were usually made among the
staff so that another nurse who was willing to take this work would assume this
responsibility. Among the nurses in the survey, 43.0 percent did not find this
procedure stressful, 37.7 percent found it only somewhat stressful, and 13.2
percent said it was highly stressful. The remainder (6.1 percent) gave no reply
on this point.

Because second-trimester abortions were less extensively done in most of
the hospitals in the staff survey, fewer of the nursing staff from whom replies
were received were involved in. the saline, prostaglandin, and hysterotomy
procedures. But the level of stress was high among those nurses who were
involved in caring for second-trimester patients. Nurses who were present when
a foetus was expelled experienced a great deal of personal anxiety. The more
advanced the pregnancy, the more difficult it was for the staff. The nurses in
the survey made extensive comments in their replies to the Committee about
their work with abortion patients. What some staff felt they had gained from
this experience was:

» Certain of the patients were very responsive and appreciative of the care given
them. Staff could see how the persen’s life situation might be relieved or
improved as a result of the abortion.

* Some felt they had become less judgmental and had learned to see and nurse
women more individually. By their understanding further a woman’s situation
and needs, they had increased their understanding of themselves. Many nurses
were satisfied when they had time or were able to talk with patients about
their experiences and concerns.

¢ Some nurses were pleased when they had counselled and taught patients about
family planning and birth control,

» The staff in certain hospitals found that the existence of the abortion services
had increased the extent of communication with other hospital members
through a discussion of their feelings and concerns. These discussions had
created a work environment which allowed staff to provide care and maintain
dignity for both staff and patients,

¢ Some staff felt that working on the abortion services had helped them come to
terms with their feelings about induced abortion and in other cases to have an
increased awareness and appreciation of the meaning of life itself.

In contrast, more nurses had had difficulties and frustrations associated
with their care of women who had had induced abortions. Some of these
general problems were:

+ The abortion procedure was seen to be immoral and unnecessary by many
nurses.
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* A number of nurses resented that they were unable to work on obstetrical-
eynaecological services at hospitals which did induced abortions if they
refused to participate in the treatment of these patients.

* The abortion procedure was seen to have increased the amount of work that
needed to be done by the same number of staff. Paper work had increased as
documents had to be checked before the procedure was carried out.

« The unwiilingness of certain hospitals to do induced abortions resulied in
delays that often brought patients into hospital late and under much stress.

* The overloading of the abortion procedure in certain hespitals resulted in what
the staff felt was an assembly-line process that was degrading to the staff and
patients. When this happened, it did not allow for optimal care since there was
a lack of time to teach and talk with patients.

* The existence of nurseries and obstetrical services in the same area with
treatment for induced abortion patients created considerable stress.

+ In certain situations there were negative feelings between the staff who did not
work with abortion patients and nurses who did. The latter group sometimes
felt that the staff who made these objections were not taking their share of
professional responsibility and a heavier work load fell on those individuals
who were willing to be involved.

» Lack of social worker counselling was cited as a difficuliy that added
responsibilites to the nursing staff who felt botk unqualified to take on this
work and lacked the time to do so.

Staff were concerned about the feelings of patients who had lost a pregnancy
or were unable to conceive,

Most staff found hysterotomies to be distressing, especially if signs of foetal
life occurred. The actual handling of a foetus was difficult for most staff.

* Some supervisors or head nurses had difficulties in making assignments and
assisting their staff in dealing with their feelings.

* Patients who nurses felt treated their abortions too lightly or who caused
disturbances were seen to be difficult. This concern was especially voiced
about adolescent females whom some staff felt they did not understand well.

In the hospital staff survey about half of the 70 hospitals (55.7 percent)
had secial workers who were involved in the review of abortion applications and
in the direct counselling of these patients. Of the 77 social workers involved in
this procedure who were identified by hospital administrators, 49, or 63.6
percent, returned completed questionnaires. On its visits fo hospitals, the
Committee found that while relatively few hospitals included social workers in
different aspects of the treatment of abortion patients, strong and contrary
opinions were held about the need for their services. In a few hospitals 2 foll
social service review of an applicant seeking an abortion was required. It was
on the basis of such a review that some committees made their decisions. In
other cases the equally strong opinion was held that this step was unnecessary
and for the women involved, it was a further intrusion into their privacy which
only extended the length of gestation. In most instances a social worker was
involved only when it was felt that a woman could benefit from such a

consultation,
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At the time of the survey, half (53.1 percent) of the social workers who
responded were involved in the assessment, the support, and the counselling of
women secking therapeutic abortions and 3 out of 5 (59.2 percent) took part in
the teaching of family planning. Half (51.0 percent) assisted in the follow-up
of women after an abortion had been done. One out of five said they had little
or no involvement with women who had therapeutic abortions. The general
functions identified by social workers which they felt they could provide to
women obtaining induced abortions were:

To assist a woman to reach a decision regarding her pregnancy;
To assess a woman's request for a therapeutic abortion;

To provide background information to the therapeutic abortion committee
regarding a woman’s request for a therapeutic abortion;

To provide support to a woman, and to provide her with instructions about the
procedure;

To make alternate arrangements for a woman if her application was rejected;

To make referrals to appropriate consultants or agencies when these were
indicated.

Staff recruitment and work assignment

In their patterns of work which are influenced by economic conditions but
even more by their personal circumstances, young women in the Canadian
labour force have been found in a number of studies to have relatively high job
turnover rates. Among a number of large organizations such as public services,
banks, and large corporations, the annual turnover rates vary between 20 to 40
percent. The average annual turnover rates of general staff nurses in Canadian
hospitals in the 1960s was of the order of 60 percent, a level which subsequent-
Iy dropped but which it is estimated had remained relatively high. It was in this
work setting of a rapid seeking or leaving of jobs that nurses worked when the
abortion legislation was amended and more nurses began to be involved with
women who had induced abortions.

Among the 70 hospitals in which the staff survey was done, the directors
of nursing of almost all of these hospitals (95.7 percent) said there had been no
change in the usual turnover of jobs as a result of the abortion procedure. In
the handful of cases where there had been a change, the turnover rate among
the nursing staff had dropped, but this change was attributed to the general
supply of nurses which in many parts of the country exceeded the demand for
their services. The administrative staff of 20 percent of the hospitals in the
survey of hospital personnel said that some nurses had left the hospital since
1970 because of the performance of the abortion procedure. From its visits to
these hospitals the Committee found that most of these instances had occurred
when the abortion procedure had been started and this turnover had involved
nursing staff who were already on the gynaecological services. Usually only a
few nurses had been involved. Six hospitals reported that one nurse had left for

286




these reasons, while eight hospitals indicated that two or more staff had been
involved, As the hospital services for induced abortions had become estab-
lished, different administrative arrangements evolved. There were few
instances of general duty nursing staff reported to the Committee who had
resigned on these grounds in recent years.

Moeost of the hospitais (97.1 percent) reported they had had ne recent
problems involved in the staff recruitmemt for the provision of abortion
services. A few hospitals had separate abortion or pregnancy termination units.
In some instances the nursing staff were hired specifically to work on these
services. There was usually more flexibility in the work assignments of the
operating room staff. Five hospitals which did not re-assign ward nurses
permitted the exchange of assignments for nurses working in the operating
room when the induced abortion operation was done. When staff resigned from
positions on obstetrical-gynaecological services, there was no difficulty in
filling their positions. In one hospital there was a waiting list of nurses who
wanted to work on this service. At another hospital, where the abortion unit
was separate and operated on an out-patient basis, the opportunity of working
days with no weekend duty was felt to be an attraction for staff members. In
13.0 percent of the bospitals, the staff were told nothing specific about the
abortion policies before their employment. In 21.4 percent of the hospitals the
staff were told that their duties would include the care of women having
abortions. If the potential employee objected, where possible, alternative work
assignments were made, In about 1 out of 4 hospitals (25.7 percent), a
description was given of the services without other options being made
available, 7.1 percent encouraged the prospective staff member to work with all
patients, and 15.7 percent did not employ staff who felt they could not provide
care to all patients.

In reviewing the question of the work rights of nurses who may be invoived
in the abortion procedure, the Canadian INurses’ Association considered a
motion in 1971 which proposed that the decision to obtain an induced abortion
be made by a woman and her physician. To be endorsed as a policy of the
national Association, this statement would have required the approval of the
majority of the affiliated provincial nursing associations. It was subsequently
endorsed by four provincial associations. The Canadian Nurses’ Association
requested information in 1973 from its provincial affiliates about instances
where the views of nurses about induced abortion were known to have affected
their jobs or seniority. No such cases were then documented. A year later the
Association requested statements about induced abortion. It received replies
from the provincial nursing associations in Nova Scotia, Ontario, and Alberta.

Registered Nurses’ Association of Nova Scotia:  In May 1971, the executive
of the association accepted and issued individual members of this association
the following statement: “The RNANS recognizes that nurses as individuals
may hold certain moral, religious or ethical beliefs about therapeutic zbortion
and may be in good conscience compelled to refuse involvement. The RNANS
supports the right of a nurse to withdraw from a situation without being
submitted 1o censure, coercion, termination of employment or other forms of
discipline, provided that in emergency situations the patient’s right to receive
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the necessary nursing care would take precedence over exercise of the nurse’s
individual beliefs and rights.”

Registered Nurses’ Association of Ontario: “The RNAOQ has taken the
position that no one should be discharged from staff and any transfer from one
department to another must be made at a comparable level. Many of our
members do not endorse the regulations governing abortion, but feel obliged to
work within the law. Many are not prepared to have this position used as a
means of being assigned more than their share of the assignments, though.”

Alberta Association of Registered Nurses: “lIt is recognized that nurses as
individuals may hold certain moral, religious or ethical beliefs about thera-
peutic abortion and may be, in good conscience, compelled to refuse involve-
ment. The AARN supports the rights of a nurse to withdraw from the
situation without being submitted to censure, coercion, termination of employ-
ment or other forms of discipline, provided that the patient’s right to receive
the necessary nursing care would take precedence over exercise of the nurse’s
individual beliefs and rights. The nurse has an obligation to communicate her
reluctance to become involved to her employer in order that a mutually
suitable solution may be reached in the provision of necessary nursing care.”

Up to the time of the inquiry the Canadian Association of Social Workers
had not received any formal complaints from its members. This Association’s
statement on the work rights of social workers was:

Individual social workers should have the right to engage or disengage from
family planning practice in accordance with his/her personal beliels or
convictions, but should ensure that adequate professional referral is made.

Provincial health authorities were asked if they had received complaints
from hospital personnel about the operation of the Abortion Law. In only one
province, Ontario, had a provincial health department had some written
complaints. Such complaints, if they were received, were not catalogued in
British Columbia, and for Quebec it was indicated that such information could
only be obtained by contacting directly each hospital. One instance which was
not registered as a formal complaint was known to have occurred in Newfound-
land. This instance involved a nurse who in 1970 had requested not to be
involved in the abortion procedure in an operating room. While no written
personal complaints had been received in Manitoba, the Department of Health
and Social Development had received a petition signed by hospital employees
protesting the establishment of a central abortion clinic. The Ontario Ministry
of Health had received a number of written complaints at the time when the
abortion legislation had been changed. These complaints, mostly from operat-
ing room nurses, dealt with the moral issue of abortion. Where problems on the
job had occurred, this situation had been resolved in most instances by the
nurses being re-assigned to other nursing duties. During the past several years,
the Ministry had received no further formal complaints.

With the exception of Ontario, the provincial human rights commissions
had received no complaints involving abortion from hospital personnel. The
Ontario Human Rights Commission had received two complaints from nurses
between 1971 and 1975. These complaints were reviewed within the terms of
the Commission’s Code, section 4(1), which states:
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No person shall refuse to ... recruit any person for employment ... discriminate
against any employee with regard to any term or condition of employment
because of the ... creed ... of such person or employee.

The Commission reviewed the two complaints to determine whether
discrimination in recruitment and employment had occurred in situations
where an employee’s privately held religious convictions might have prevented
him or her from performing the work which had been assigned. In the
settlements which were reached through conciliation, the nurses who were
invelved were transferred to other duties; their salary levels were kept close to
the amounts which they had previously earned.

The Committee received three accounts of work complaints involving the
abortion procedure, one of which had been published, while the others were
submitted statements.

A nurse, barred from the operating room of a hospital for refusing to
assist abortions, has lost her bid for financial compensation. The
Hospital turned down a request by the Human Rights Commission to
insert a “‘conscience clause” in their employment policy. The clause states that
a nurse who on religious or moral grounds cannot participate in abortion
surgery will be transferred to another area of the hospital without loss of pay.
The clause also states there would be no loss of remuneration because of the
transfer. The nurse’s case involved loss of extra pay for being on call one
weekend a month, steady day shift work and all weekends off. She now isina
medical wing doing 12 hour shifts with alternate weekends off.*

had been employed in the operating room at Hospital since
December 28, 1974, until November 24, 1975, When was hired in
December of 1974 to work in the operating room, no mention was made to her
by the Director of Nurses of abortion or of the necessity of assisting at such
operations as a condition of employment in thai department. said she
had been able to avoid being scheduled to assist at abortions for the first 11
months with the cooperation of the O.R. supervisor, who simply did not
schedule along with a few other O.R. staff who objected to assisting
with abortions, by simply not booking these individual nurses as the scrub
nurse for abortions. As a result of complaints from two other O.R. nurses to
against and the abortion issue, she was transferred to the
medical floor. admits that she did not explain to when she was
hired 11 months previously that she would be required to assist in abortions.

* s =

I worked in the Hospital operating room as a registered nurse from
March 1974 to October 1974, Before I was hired 1 was told therapeutic
abortions were being performed and was told 1 must scrub and circulate for
these abortions if 1 wished to be hired.

Over the 8 months [ would guess around 250 abortions were done. These were
mostly suction (Gompeo) type, next most common would be D & C. There
were several hysterotomy abortions and only one saline that 1 was aware of

V\ Dimensions in Health Service (Canadian Hospital Association) 52(1975): F8.
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and that got to the O.R. The D & C and suction abortions took about five
minutes to perform. They were always careful to have a patient history and
abortion committee signed slip on every patient chart. 1 believe 1 only saw one
abortion performed because the pregnancy was a direct threat to the mother’s
life—an older lady with severe heart and kidney disease.

I rarely talked to the patients who came for abortions but I did question one
19 year old university student who was there for her third abortion. I asked
her if she was aware of birth control and she answered that she would not take
the pill as it was “against her religion™!

I talked to the staff—the nurses said they didn't “like” assisting in abortions
but said: a) it really didn't bother them, and b) if they werent doing it,
somebody else would.

One anaesthetist stated—"they aren’t very nice but someone has to do them.”
Some doctors and anaesthetists refused to perform or assist with abortions,
nurses could not refuse and maintain their jobs in the Q.R,

I tried to refuse to serub for a hysterotomy and was told I must even though
there were other girls who would not have minded.

There are several sides to the disclosure of work complaints and the form
which these complaints may take. Few of these concerns have been publicly
voiced either to provincial health departments or provincial human rights
commissions. To take such a step usually represents considerable effort and a
breach of the work traditions and customs of hospital employment. Individuals
considering such a step for any reason may be constrained from doing so
because they may feel it represents unprofessional behaviour, or be restrained
from making a complaint out of fear that they may be identified as a
troublemaker. It is possible for these reasons that there was a sharp discrepan-
cy between the number of formal complaints which were known to provincial
governments and provincial human rights commissions and the number which
were acknowledged to have occurred by hospital administrators and directors
of nursing, and the reports received directly from staff nurses themselves.
Based on the stated hiring practices of some hospitals, their employment
procedures relating to the abortion procedure may not be in compliance with
the codes of provincial human rights commissions. Among the 1,513 hospital
staff employees in 70 hospitals, 65.1 percent felt they had had a free choice
involving their work with abortion patients, 30.5 percent said they did not have
this freedom of choice, and the remainder gave no reply. About a third of the
nurses (36,5 percent) were not prepared to leave their current positions which
involved them in some aspect of the abortion procedure, but they would have
preferred if they had the choice not to de this type of work. Most of these
nurses did not state why they had stayed in their present positions but among
those who did, 2.0 percent did not want a decrease in income; 3.1 percent felt
they would lose their job seniority; 5.9 percent did not want to go to less
desirable working conditions; for 3.1 percent it would have meant leaving their
friends; 4.1 percent were afraid of reprisals from the hospital administration;
and 9.2 percent knew of no job vacancies for which they could apply.

In the hospital staff survey, 1 ont of 13 (7.7 percent) of the nurses who
worked in 41 of tlic 70 hospitals (58,6 percent) said they knew of one or more

290




colleagues who had made a formal grievance reiated to the abortion procedure.
The distribution of the hospitals where these formal complaints were reported
to have been made were: 1 in Newfoundland, 2 in Nova Scotia, 3 in New
Brunswick, 6 in Quebec, 9 in Ontario, 4 in Manitoba, 1 in Saskatchewan, 8§ in
Alberta, 6 in British Columbia, 1 in the Yukon, and none in the Northwest
Territories.

How nurses define a formal grievance may be at variance with how this
step is usually considered in labour relations procedures. What the nurses may
have reported were requests for re-assignment which had been made to nursing
supervisors, but which had not gone beyond this level as a formal complaint.
While about a third of the nurses (36.5 percent) would have preferred not to
work with abortion patients, it was unknown how many of them actually voiced
these concerns when they were being hired. Based on reports received by the
Committee, none of these complaints had been taken to work grievance
procedures which were available at most of the hospitals (84.3 percent). Most
of the hospitals in the staff survey (82.9 percent) had union contracts with
nurses and 3 out of 5 (60.0 percent} had staff employee associations. These
results were for the 70 hospitals which participated in the hospital personnel
survey. Among the 209 hospitals with therapeutic abortion committees in the
national hospital survey which provided information to the Commitice, 81.8
percent had work grievance procedures, 71.8 percent had union contracts with
nurses, and 45.5 percent had staff associations. Reports received by senior
officials of national hospital employees’ unions indicated that the issue of
abortion had had a low profile in union contract negotiations with hospitals
across Canada.

For most of the nurses who may have had complaints about their
participation in the abortion procedure, the resources were available in the
" form of grievance procedures, union contracts, staff associations, or provincial
human rights commissions, if they chose to use them, te seek a conciliation to
resolve their concerns. What appears to have happened in most instances was
that these issues either were informally settled or the nurses were reluctant for
whatever reasons to register formal complaints. The tempo of the unionization
of nurses has increased in recent years. From its visits to hospitals, the
Committee learnt of no instance where contracts negotiated with nurses had at
their request contained a “conscience clause” concerning the involvement of
nursing staff with the abortion procedure.

Staff opinions

In the hospital staff survey, nurses and social workers gave their opinions
about the indications for abortion, their knowledge of the legislation, and their
reactions to women who were having induced abortions. In their definition of
health, the following components were cited: 87.3 percent, physical health; 79.0
percent, mental health; 38.9 percent, family health; 34.0 percent, social health;
79.8 percent, cthical reasons; and 78.1 percent, eugenic reasons. Three out of
five nurses {60.6 percent) felt that the interpretation by physicians of mental
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health was too liberal as it applied to the approval of applications for induced
abortions. Some of this group felt that mental health was being given as a
Justification for induced abortion which had little relationship to the actual
emotional state of women or to their needs for an abortion.

I feel 100 many abortions are granted on grounds of “reactive depression™
when the mother simply does not wish to bother having a child.

I find abortion hard to accept except in the case where it is done for health
(true health) of the mother, or if it is proven that the foetus is malformed. It
seems in our area of the province a pregnant woman just has to be emotionally
upset and she can have an abortion.

L

I feel it should only be permitted if the mother’s health, mental or physical, is
involved. I think it is disgusting when 13 year old girls and younger come into
the hospital. They should have the babies to show them sex is nothing to mess
around with,

Among the staff nurses the limit on the length of gestation was seen as too
liberal by 30.5 percent, about right by 60.6 percent, too restrictive by 2.7
percent, and no response was given by 6.2 percent. In terms of their knowledge
of the Abortion Law, 76.0 percent of the nurses and 91.8 percent of the social
workers said they knew the terms of this legislation. The accuracy with which
nurses actually knew this Act was not in keeping with their general replies, for
concerning the length of gestation stipulated in the Abortion Act, 34.1 percent
said the law set an upper time limit of 12 weeks, 13.5 percent indicated 16
weeks, 16.7 percent cited 20 weeks, and the remainder did not know this
information. It ‘was more likely that these answers represented the policies on
gestation set by the hospitals where these nurses worked, for few of them, like
most other health workers whom the Committee met on its site visits, had read
the legisiation.

As with the findings obtained from the public and physicians, the actual
accuracy of the nurses’ knowledge of the Abortion Law was not a factor
influencing what they thought the legislation stipulated nor how they saw the
abortion situation. Among the nurses, 37.4 percent felt the Abortion Law was
too liberal, 28.8 percent said it was about right, 28.3 percent said it was too
restrictive, and the remainder were undecided. Some of the views expressed by
the nurses were:

There is still a lot of ignorance about the legality of therapeutic abortions and
~the methods, This increased the stress on women tremendously.

The Government of Canada has no right to impose laws on husband and wife
as to whether they do or do not bring a child into the world, Mature decision
with the help of a doctor should be the criterion for a therapeutic abortion,
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I personally feel that the laws governing abortions are much too liberal, ! also
feel that doctors have no right in taking human lives.

« & =

The law as it now stands does not give the poor and lower socio-economic
levels the ability to have a safe abortion. .. stricter abortion laws tend to
strike the people who can least afford the burden of another child. People with
money and/or influence can get abortions by going elsewhere.

I feel the law is interpreted too liberally now. I think contraception should be
emphasized rather than abortion. I think if abortion were not so ecasily
obtained now—maybe contraception would be practiced more carefully.

The final decision should rest with the patient if she is of sound mind as she is
the one who will have to cope with her feelings and emotions concerning the
situation.

The opinions of the nurses in the hospital staff survey were also divided on
who should make the decision about an abortion. Their opinions on this point
were: 13.0 percent, the woman’s decision; 19.9 percent, the woman and her
doctor; 30.2 percent, the woman, her partner, and the doctor; 8.9 percent, the
woman and two doctors; 23.3 percent, a commitiee; and 4.7 percent gave no
reply. Almost 3 out of 4 of the nurses (72.0 percent) endorsed a method other
than the therapeutic abortion committee. While nurses are not involved with
the review of applications or the decision of therapeutic abortion committees,
many had opinions about how they worked, or in their opinion, should work.

Abortion is leading us to think less of life. Abortion committees are merely
rubber stamps and in many places never give individual consideration without
bias.

. L

I strongly feel that the abortion committee should be abolished along with
removing it from the Criminal Code. The abortion committee is only present
as a formality to satisfy the law and does nothing so that when it might be
possible to do a simple D & C, proceedings take so long that the patient ends
up waiting for a saline injection which is more traumatic to the patient.

- . =

A person who wants an abortion should have the consent of the husband and
pass a committee. The committee should be more strict so people will not be
coming back for another abortion.

1 am opposed to any procrastinating by committees that results in more second
trimester abortions.
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Abortion should definitely be a decision of a woman and her physician.
However, gunidance to her final decision should be made available by a
qualified person who is not prejudiced.

LI T }

The committees should have stricter guidelines.

LI I Y

I'do not feel that abortion should be an alternative to birth control. However, I
do feel that every child should be a wanted child and that it should be a
decision agreed on by husband and wife. [ do not think that physicians and
politicians should be “playing God” in deciding who can and who cannot have
an abortion,

More of the social workers in the hospital staff survey were in favour of
changing the Abortion Law than nurses or physicians. Among this group 8.3
percent felt the legislation was too liberal, 30.6 percent endorsed the present
terms, 57.1 percent said it was too restrictive, and the remainder were
undecided. Also, more social workers than nurses felt that the decision to
obtain an abortion should be made by a woman herself (30.6 percent); a third
(34.7 percent) said the decision should be made by 2 woman and her physician.
Social workers also more frequently felt that abortions should be given for
indications involving the ethical, family health, and social factors which were
associated with a woman’s circumstances.

The single aspect of their work which created the most stress among
nurses was how much direct contact they had with women having second or
third-trimester abortions and the products of conception. Not all nurses who
worked with women obtaining induced abortions were invoived in this phase of
the abortion procedure. Among the 68.7 percent of the nurses who were, the
frequency of their contact with the products of conception was: 6.2 percent
between 1 and 5 times a year; 2.0 percent, 6 to 10 times annually; 25.8 percent,
about once a month; 22.6 percent, about once a week; and 12.1 percent, daily.
One effect of increased contact with the products of conception for the staff
members was a significant decrease in their desire to work with abortion
patients. Some of the reasons given by operating room nurses why they
experienced stress were:

I feel as if my rights are transgressed—a doctor can refuse to abort any
patient he wishes-—I'm forced to nurse—and deliver—the patients having
abortions, Recently one of the doctors was present and helped deliver a foetus
following a saline induced abortion—he now says he’ll not do any more saline
injections—I’m not permitted to make this choice ... The death on our wunit
following a therapeutic abortion was very stressful to the staff (patient 18
years) and even now, 4 years later, that patient is still remembered. I am
pleased the Committee has taken the time to question nurses. It is the first
time I've been asked about my feelings. Thanks . ..

*« » a

... In 1968 we were doing anywhere from 16 to 30 therapeutic abortions per
month. At the present we do 1 to 2 per month . .. More stafl problems with
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the saline abortions than the D & C suctions or hysterotomies. The staff must
cope with the patient’s emotional stress of going thru a “mini” labour and also
“deliver” the foetus. Several nurses have limited experience in the labour
rooms and feel stressful when delivering the foetus and placenta. With the
saline abortion 1 find the staff stating “this is good for her, maybe she will
remember the next time she fools around”. The staff’s response I feel is a
detrimental one to giving good nursing care.

2 & &

... 1 had the misfortune of seeing a foetus that was very well formed and
much older than 16 weeks. This made me sick.

The foetus of any abortion, induced or otherwise, is not easy to emotionally
put aside. It is a hard and difficult specimen to witness but 1 would rather see
it than see a battered or unwanted child, which is neglected.

. e »

Some foetuses have cried and some certainly appear larger than 16 weck size.
In some cases two doctors’ histories have contradicted each other. In my
opinion no person should be given a second saline or prostaglandin injection.
Each case should be considered individually--there may be reason for a
second abortion before 12 weeks, but after 12 weeks, never.

I have been involved in operations where a foetus has moved. I find this
distressful and feel no government has a right to inflict this treatment or moral
responsibility on an individual.

... I walked into the delivery room one day to happen upon a saline induction
which failed. I saw a hand on the floor! You people don’t know the half of it!
That baby felt everything! The mother was given local anaesthesia, but what
about the baby? I sound as though it’s ugly. Do something about it.

... Personally 1 dislike assisting in abortions because it is uncomfortable for
me to remove parts of a so-called “torn up foetus™.

There have been instances of concern related to the punitive attitude of some
nurses insisting that the woman view the foetus . . .

Staff training

Nurses face several dilemmas in their work with abortion patients. The
first decision is the personal choice of whether or not they choose to do this
type of work, and if so, then what their role will be. The nursing care of women
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obtaining induced abortions can range from the provision of routine services to
a comprehensive counselling role involving the emotional and psychological
preparation of patients prior to an operation, supportive post-operative care,
and the provision of family planning and contraception education. What a
nurse does in this regard is a matter of personal choice, the priorities of a
hospital and the extent and type of training which she has received. Nurses are
increasingly being seen and expected to provide more rather than less care and
counsel to maternity patients and women obtaining induced abortions. Some
nurses who assumed these additional responsibilities had not had formal
preparation for this work and they relied on a mixture of work experience and
personal beliefs in what they have told patients who had induced abortions.

In its work the Committee drew on three sources of information about the
preparation and the counselling functions of nurses with abortion patients.
These sources were: (1) a survey of the curriculum relating to family planning
and the nursing of abortion patients of schools of nursing; (2) the in-service
training programs of hospitals in the hospital staff survey for nurses who
worked with women obtaining induced abortions; and (3) the type and the
extent of the preparation in these respects of nurses who worked with these
patients. In addition, 26 replies were received from 32 schools of social work
which were contacted.?

A total of 134 schools of nursing across Canada were requested to provide
the Committee with information about the scope of their instruction in family
planning and the preparation that student nurses received involving the care of
abortion patients. The replies received from 93 nursing schools (69.4 percent)
were from: 22 hospital nursing schools; 46 community colleges; 5 independent
schools; and 20 university programs. The distribution of these 93 nursing
schools was: 20.2 percent, Maritimes; 24.5 percent, Quebec; 26.6 percent,
Ontario; 20.2 percent, Prairies; and 8.5 percent, British Columbia. All of these
nursing schools reported that some aspect of family planning was given in their
curricula; 97.8 percent indicated that the topic of induced abortion was dealt
with. The amount of time which was actually spent on these topics varied.
About half of the programs (57.1 percent) had set aside time to allow nursing
students to explore their personal feelings and attitudes about therapeutic
abortion. This point was stressed by nurses who worked with these patients who
often felt they had been insufficiently prepared in these respects.

The availability of clinical facilities varied, with one-third of the nursing
schools indicating there was no access for the chinical training of students with
abortion patients. In 46.2 percent of the nursing schools, students had the
opportunity to provide care for women having first-trimester abortions and in
38.7 percent of the schools, students had access to facilitiecs where second-

? These programs consisted of 17 university programs, 8 commueity cobleges, and 1 polytechnical institute.
Family planning was included ameng Lhe courses which were offered at 84.6 percent of these schoois, most often
in the curriculum dealing with: social services, justice and social weifare, and human behaviour and the family.
Courses dealing directly with family planning were usually offered on an elective basis. Six of the schools of
social work had courses which provided some instruction on the counselling of women obtaining therapeutic
abortions and nine programs set aside time in the curriculum for students to discuss their feelings and views on
this topic. A majority of the social work schools (20 out of 26) had at least one student who was in training a1
apencies which offered assistance to women seeking induced abortions.
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trimester abortions were performed. Most of the clinical preparation of these
students was with patients on the wards. One nursing school did not provide for
the involvement of its students with patients obtaining induced abortions.
Among the university programs one nursing school had developed a specialized
diploma course in advanced obstetrical nursing in which special aitention was
paid to the nursing care of women having induced abortions.

Among the 70 hospitals participating in the hospital staff survey, 31
hospitals (44.3 percent) had some form of in-service training program for
nurses working with abortion patients. Some of these programs dealt with the
abortion legistation and provided a review of hospital policies on the abortion
procedure. About 1 out of 5 (17.1 percent) dealt with the nursing care of these
patients. From the site visits to these hospitals by the Commitiee, views ranged
from the need for these in-service training programs to the unsettling effects
they might have on the nursing staff who provided care to abortion patients.
Many of the senior nurses in hospital administration at the hospitals said that
while the current situation was ‘‘under control”, it could easily become
unsettled. In part, this reluctance grew out of the lack of experience in this
field of some of the supervisory staff, their uncertainty of how to deal with this
sensitive issue, and on occasion, their remoteness from pressures involved in
direct nursing care.

Some of these concerns were recognized by nurses in their written
comments to the Committee.

We feel that the present calmness of the situation arose from the decision not
to do abortions beyond 12 weeks.

Most of our abortions are done on a day care unit; there are no probiems. We
did have some problems when late abortions were done. There were also more
probiems when the abortions were on the same unit as obstetrics.

In the hospital staff survey the comments made by a substantial number
of nurses indicated their need for more information about their work with
women obtaining induced abortions and for the opportunity of discussing this
matler.

In this hospital abortion is pelitely ignored, as are the needs of particular
patients. Another nurse and myself sat down and drew up an outline for an
in-service program on therapeutic abortion and the feelings involved of staff
and patient. It was quietly squelched,

LI L]

Since this is probably the only time someone will give me the chance to express
my feelings on abortion, 1 will take this opportunity to state that as a whole, 1
disagree with the procedure. Thank you for letting me express how I feel.

These girls may have difficulty in ever conceiving again if they marry or
change partners.
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Staff should be given the chance to explore their own feelings about abortion
before the services are started at their place of work.

In-service for staff on floors working with therapeutic abortion patients would
be exceedingly helpful.

Therapeutic abortions are too easy to come by. These girls that have a
therapeutic abortion may have severe mental breakdowns after.

As a staff member in this hospital I have been told nothing about the ruies and
regulations of therapeutic abortions. I have no idea of the rules and regula-
tions of this hospital or city. Other places I have worked present these io you
to read.

I feel that aliowing therapeutic abortion has not decreased back alley ¢riminal
abortions.

1 wish the stigma of therapeutic abortions would or could be lessened. People
seem to treal these girls as something other than what most of them are:
frightened people who have made a mistake.

We have a policy that nurses do not indicate their views to patieats. Some
staff need counselling about expressing their pro life views to patients.

1 feel that in years to come a number of people will re.;ally have psychological
backlash.

1 don’t think staff members can really know how they feel morally until they
are personaily involved with the problem, either themselves or somebody close
to them.

Few nurses in the hospital staff survey (20.0 percent) said they had
received in-service training since the start of their hospital employment about

their work with abortion patients. Only a small group (8.7 percent) had had
preparation in the social and psychological aspect of the nursing care of these
patients. Most of the staff who had attended these training programs said they
had found them useful. These staff were concerned about the type of prepara-
tion and the counselling which patients received before and after their abortion
operations. They saw the need to provide more comprehensive immediate care
to these patients and more effective preparation in family planning and
contraceptive education.
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Chapter 13

Associated Complications

In general, the term complication is defined as a condition following an
iliness or surgery which may or may not be associated with it, but which
usually requires further medical care. A complication indicates a deviation
from the expected progression of events during the course of a disease or
condition already present and/or the occurrence of a subsequent illness or
event that would not have arisen in the absence of an earlier disease or
condition. Complications may take various forms, as for instance: a2 new discase
such as pulmonary thrombosis in the post-partum period; an exaggeration of an
expected event such as blood loss associated with an abortion; a prolonged and
severe depression after an otherwise normal pregnancy; or bowel obstruction
due to adhesions years after an abdominal operation.

The complication may become apparent soon after the onset of the
original disease or condition, or it may not be evident until much later when the
original illness has been long past. Complications may be regarded as minor or
unimportant when they do not alter the progression of the original disease
significantly. Major complications will delay a person’s rate of recovery or
introduce new difficuities. Some complications such as infection are common to
many diseases, while others are associated with particular organs or events.

How complications are defined by attending physicians and how these
events arc subsequently listed for statistical classification influence what is
known about their prevalence. Complications which may arise from childbirth
or induoced abortion may mot occur until sometime after these events have
occurred. As a result they may be considered and classified separately, with no
indication being given in official statistical reports as to what led to their
occurrence. It is for these reasons that the findings about complications
associated with pregnancy and induced abortion must be seen for what they
are—available, but not fully conclusive sources of information.

One of the Terms of Reference set for the Committee was to examine:
“the timeliness with which this procedure makes an abortion available in light
of what is desirable for the safety of the applicant” A related Term of
Reference was: “ ... to what extent has permitting the pregnancy to continue
affected the woman or her family...” In its review of these Terms, the
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Committee drew upon two sources of information. At the Committee’s request
Statistics Canada undertook a number of special tabulations dealing with
complications associated with induced abortion. This information depends upon
the assumption that there is a uniform interpretation of the term complication,
an assumption which is not wholly valid. Counterbalancing this caution which
applies equally to the reporting of all other health conditions listed in hospital
and medical care insurance statistics as well as to all vital statistics collected
for the nation, is that these sources of information are the best which are now
available. In considering the experience of large numbers of women, they are
relevant and necessary sources upon which to determine if consistent trends
occur. It is from this perspective that they were considered by the Committee.

A second source of information which was used in the review of complica-
tions associated with childbirth and abortion relates to the experience of
women in two provinces, Saskatchewan and Alberta. Because hospital and
medical care insurance programs in Saskatchewan antedated the start of these
measures elsewhere in Canada, they provide an unrivalled source of informa-
tion over a period of time about morbidity and utilization of health services’
trends. Both of these programs in Saskatchewan were in operation prior to the
1969 changes in the Abortion Law, thus providing a means of documenting
some of the legislation’s effects on the incidence of and complications associat-
ed with abortion. Obtained for other purposes, the research work involving
these provincial statistical records resulted in a 10 percent sample of the
Saskatchewan population which brought together for these individuals infor-
mation on their hospitalization experience, their use of medical care services,
and their income levels. This step was done by means of an individual
identification number for each person in the 10 percent sample whose overall
size, allowing for population mobility or death, was augmented annually over a
period of several years. In the original analysis there was no personal identifi-
cation of any individual involved.

Drawing upon this source of information involving the experience of a
representative 10 percent sample of the Saskatchewan population, special
tabulations were made of the women in this sample who had had deliveries,
spontaneous abortions, and therapeutic abortions in 1970 and 1971. The health
care experience of all women in these three categories was considered for a
year before and a year after their pregnancy-related experience. This informa-
tion included their experience in hospital, their before-and-after use of medical
services, and the reported associated health complications which they
experienced. While the number of the women in each of the three categories
was small, their experience was representative of what was happening in these
respects to other women in Saskatchewan.

Based on a request of the Committee, the Perinatal Committee of the
Alberta Medical Association, a committee approved by the Alberta Hospital
Association and the University of Alberta, took two samples of women from
the 1970 computer service records of the Alberta Health Care Insurance
Commission. These two groups of randomly selected women consisted of 101
women who had had induced abortions in 1970 who were matched by age with
100 women who had not had induced abortions that year. The health care
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experience of these two groups of women was traced over a period of five years.
A major difference between the groups of women whose health experience was
considered in Saskatchewan and Alberta were the characteristics of the women
in each instance with whom induced abortion patients were compared, In
Saskatchewan, the comparison group consisted of women who had had deliver-
ies or spontaneous abortions, that is, they had had pregnancy-related condi-
tions. This was not the case for the group of women with whom induced
abortion patients were compared in Alberta. The comparison group in this case
involved a cross-section of women, only some of whom had had pregnancies.

Independent viability

The fertilization of a female egg cell or ovum is the result of a union with
a male sperm. The engrafting of the fertilized ovum in the lining of the uterus
is known as implantation, The length of an ordinary pregnancy lasts about 40
weeks of gestation. It ends with a full-term birth. This process may end
anytime during the period of gestation, either spontaneously or by interruption.
Independent viability is a relative term implying that the newborn is able to
survive outside the womb. This viable state depends on life supports which may
be available after the birth of an infant. At the present time in Canada the
level of care which is needed for the optimum survival of the newborn infant
varies by the level of foetal development. Warmth and nourishment in most
instances are sufficient to ensure the survival of a foetus weighing 2,500 grams
or more., Below this weight the premature infant requires special care, the
complexity of which increases as the weight or maturity decreases. Five
hundred grams is widely considered to indicate the minimum stage of maturity
above which there is any possibility for the independent viability of the infant.
Feasible techniques for the prediction of foetal weight, such as ultrasound, can
predict within limits the defined abortion/prematurity point (500 grams) and
the premature/mature infant (2,500 grams). A more easily determined meas-
ure of infant maturity is the length of gestation. Although the measure of time
is not individually precise, the average stage of a pregnancy required to reach
500 grams is usually about 20 weeks and the length of the pregnancy which is
needed to reach 2,500 grams is about 37 weeks. The actual determination of
the time of conception is imprecise. It relies on the approximate date of the last
menses and the judgment of the physician in determining the size of a pregnant
woman’s uterus.

Abortion, derived from the latin abortio, meaning a miscarriage, can be
applied to the failure of inanimate as well as of arimate beings to progress to
maturity. Its most common usage is in connection with the outcome of
pregnancy, where it means that a foetus has failed to achieve or has not been
allowed to reach independent viability prior to separation from the uterus of a
woman. By international agreement, the separation of the products of concep-
tion is called an abortion if the separation takes place some time up to 28
completed weeks of gestation—that is, the point at which an infant is con-
sidered to be viable. Beyond 28 completed weeks, infants may be referred to as
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a premature or a full-term infant. Between 20 and 28 weeks the chances of
survival depend upon the length of gestation.

The viability of the female germ cell after its release from the ovary is
limited. If the ovum is not fertilized within a relatively short time (about 24
hours) after ovulation, it will degenerate and be re-absorbed or cxpelled from
the uterus. The male sperm on the other hand can survive for several days
within the female reproductive tract. The time of fertilization of the ovum
primarily depends upon the timing of ovulation rather than on the actual time
of coitus. The medical means which are available at present for the detection of
ovulation are retrospective, e.g., basal body temperatures, hormone estima-
tions,

The implantation of the fertilized ovum is delayed for up to eight days
after fertilization during which time the endometrial lning of the uterus is
being prepared to receive and nourish the dividing cells. The early detection of
the presence of a fertilized ovum depends upon the changes it brings about on
the maternal environment, or on the production of a unique hormone which is
absorbed into a mother’s circulation and excreted in her urine. Newer and
more sensitive laboratory techniques for the assay of this hormone of pregnan-
cy (chorionic gonadotrophin) have made it possible to detect a pregnancy as
early as two wecks after fertilization, before there are any detectable physical
changes in the uterus or in the other maternal organs. The usual pregnancy
tests done in laboratories, however, are not reliable until at least four weeks
after fertilization, or assuming a 28 to 30 day cycle, until two weeks after the
first missed menstrual flow.

Although an assay will determine the presence of an early pregnancy, it
does not provide a specific date upon which to base subsequent calculations of
the duration of the pregnancy. This fact still depends upon the nature of each
woman’s menstrual cycle and upon the accuracy of her recall of the date of her
last menstrual flow. A frequently used method to determine the expected time
of delivery is to identify the first day of the last menstrual flow, add seven days,
and count back three months (or forward nine months). This method, when
applied to the 28 day cycle, over-estimates the duration of a pregnancy by
about two weeks as compared to the more precise method of determining the
date of ovulation and counting forward between 266 and 270 days. If the
woman’s cycle is shorter or longer than 28 days, the difference between the two
methods becomes greater. The practical dividing line between an abortion and
a premature birth depends upon the method which is used to calculate the
duration of a pregnancy.

A similar issue relating to the difference between an abortion and con-
traception, and the role of treatments such as the “morning-after pill” and
menstrual extraction revolves around the problem of determining when a
pregnancy begins. The use of these techniques might involve several factors:

Prophylactic—e.g., the inhibition of ovulation, or the union of the sperm and

the ovum.

Interruptive—e.g., the inhibition of the implantation or the promotion of

sloughing-off of the fertilized ovum.

Unnecessary—e.g., their use in the absence of the Ovum, SPETm, Or pregnancy.
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Which of these outcomes is the case in any individual event is seldom, if ever,
known with certainty. The means are unavailable to get precise answers to two
basic questions: (1) When did the pregnancy begin?, and (2) When did the
foetus reach independent viability? Until there are more conclusive answers to
these questions, the query “What is an abortion?” can be answered in only a
general way. Only the weight can be determined with finality. This fact is only
known after the foetus has been delivered.

Methods of terminating pregnancy

Induced abortions may be done by an unqualified attendant, or by
qualified attendants who are able to prevent,or cope safely and effectively with
bleeding, infection, and tearing. Throughout a pregnancy and afterwards, there
are a number of risks such as bleeding, infection, torn muscles and others
which may be associated with child-bearing or which may occur at a later date.
Statistics Canada lists the complications associated with therapeutic abortion
as:

Haemorrhage

Infection

Laceration of the cervix
Perforation of the uterus
Retained products of conception
Death

Other

These complications are not associated solely with an abortion, whether
spontancous or induced, but can occur more or less immediately with labour,
delivery at term, or in connection with other diseases. The complications which
are specific to pregnancy involve the breaking down of vascular connections
between a mother and the foetus before, during, or after the removal of the
products of conception from the womb. This relationship is usually not
disturbed at term until after a baby is delivered. Then the aterine muscle
contracts on the lessened volume, the placenta is sheared off and separated
cleanly as a single mass, and the maternal vessels are tightly squeezed so that
bleeding is held to a minimum, There is wsually no need to introduce any
instrument into the uterus to assist this mechanism and the risk of infection
and trauma is small.

Spontaneous abortion occurs with a similar, but less cfficient sequence.
There is often some placental scparation before or during the contractions
which are needed to bring about the dilatation of the cervix and the expulsion
of the products of conception. This bleeding may be prolonged and excessive so
that it becomes necessary to dilate the cervix mechanically and remove the
uterine contents thus aliowing the muscle to constrict the maternal vessels and
reduce the bleeding. This procedure carries with it the risks of the laceration of
the cervix, the perforation of the uterus and the introduction of infection. The
incomplete emptying of the uterus is not unusual for two reasons:

1. The maternal/foetal division of the placenta is mot mature and the
placenta is more intimately connected to the uterus than it is at term.
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2. The procedure is done on a blind basis. The inner surface of the uterus is
not easily inspected for the removal of placental fragments,

As a result of these factors the products of conception may be left behind
or retained, adding further to the risks of haemorrhage and infection.

The problems associated with induced abortion are similar to those
associated with spontaneous abortion. In the absence of spontaneous contrac-
tions which cause the cervical dilatation and the spontaneous separation of the
products of conception, the risks become greater.

To understand the basis for the selection of the method which may be
most appropriate for emptying the uterus at different stages of pregnancy, the
procedure must be seen in the context of the changing relationships between
the products of conception and the uterus. The uterus has muscular and fibrous
walls the inner surface of which is covered by a membranous lining (the
endometrium) which in the non-pregnant state is shed and regenerated periodi-
cally. When the fertilized and developing ovum enters the cavity by either one
of the two tubal openings, it adheres to and then burrows into a small spot in
the endometrium, enlarging rapidly. It soon involves a large area of the
endometrium, While the invasive properties of the placental tissue permit it to
establish a firm connection to the uterus, it generally does not penetrate the
muscle layer to any significant depth.

As the pregnancy progresses and the uterus enlarges to accommodate the
foetus floating in its fluid-filled sac, the placental tissue becomes circumscribed
and occupies a relatively small proportion of the uterine wall. The muscle layer
of the body of the uterus thins as the pregnancy approaches maturity and the
cervix becomes softer and shorter. When normal labour begins, the time
required is relatively short for the muscular contractions of the body of the
uterus to dilate the cervix. Following the delivery of an infant, the muscular
walls contract still further so that the inner surface area becomes smaller. The
placenta which is of a fixed size is sheared off and pushed out by the force of
the uterine contractions. Simultaneously, the muscle fibres close down on the
maternal blood vessels which were supplying the placenta so that the biood loss
is minimized. In the large majority of pregnancies, this sequence progresses
efficiently and it does not require any assistance or interference.

The physical and mechanical relationships are not the only changes which
occur with time. The chemical and the normal changes in the uterus keep the
muscle layer quiet in the early stages, so that it is difficult to produce
coordinated and effective contractions by the use of drugs or other means.
Later, as the pregnancy approaches the mid-point, the uterus gradually
becomes more responsive to drugs such as oxytocin and prostaglandins which
are used for the slow dilatation of the cervix, and to changes in the fluid around
the foetus brought about by instilling hypertonic solutions of saline, glucose or
urea into the amniotic sac.

These physiological changes dictate the means by which the uterus can be
emptied most easily according to the stage of gestation. The pregnancy can be
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terminated by the use of mechanical techniques, drugs or'a combination of
these two means.

Mechanical
1. Dilatation

2. Dilatation and curettage (D & C)
(a) Menstrual extraction
(b) Suction
(c) Surgical

3. Hysterotomy

4. Hysterectomy

Medical (Drugs)

1. Prostaglandins

2. Oxytocin

Combination of Mechanical and Medical
1. Intra-amniotic injections

2. Curettage after intra-amniotic injection

The stimulation of labour by the slow dilatation of the cervix can be
attempted by mechanical dilatation or through the use of a laminaria tent
which is a tightly woven mesh of seaweed or cellulose which has recently
regained its popularity. Upon being introduced into the cervical canal, it
absorbs local fluids, swells and dilates the cervix over a period of several hours.

- Labour may or may not foliow. The laminaria tent is usually used concurrently
with other procedures to reduce the risk of tearing the cervix. Its use is
associated with some risk of infection.

In the earlier weeks of pregnancy the products of conception can be
removed through a small-diameter, flexible cannula or catheter. Suction from a
30 cc syringe is sufficient to remove the contents of the uterus. The technigue
of menstrual extraction for the removal of the endometrium from the uterus up
to seven weeks may be performed before the presence of the pregnancy is
confirmed. Little is known about the extent to which this procedure is used by
physicians in their offices or by women themselves, although there are indica-
tions from the national population survey that both occur in Canada. This
method carries with it the risk of infection and/or the risk of a perforation of
the uterus which are common to all invasive techniques, particularly when they
are carried out by unskilled persons under less than optimal conditions.

The very early diagnosis of pregnancy has been made possible through the
use of a recently developed sensitive and specific hormonal assay which
differentiates between the hormone of pregnancy (chorionic gonadotrophin)
and the chemically similar gonadotrophin produced by the pituitary gland.
This significant advance coupled with the use of the vacuum or suction curette
may lead to a lessening of the prevalence of complications. Because both the

305




suction and surgical curettage techmiques are done on a “blind” basis by a
physician, it is not always possible to be certain when all of the products of
conception have been removed. When the retained products of conception
remain, they may result in prolonged bleeding and/or infection. Precautions
are necessary if the complications of trauma, haemorrhage and infection are to
be reduced. The dilatation of the cervical canal to 2 diameter which is adeguate
for the passage of an insirument capable of scraping out (curetting) or
aspirating (sucking) the endometrium and the products of conception, is the
usual method for the termination of pregnancies prior to 13 weeks in length of
gestation. With the increasing mass of the pregnancy these methods become
less cffective and their use is associated with greater biood loss. Consequently,
they are usually replaced by techniques designed to stimulate the uterus to
contract,

The induction of labour during the second trimester, similar to that which
occurs at term, has been attempted to avoid excessive damage to the uterus.
This step has been done successfully by injecting hypertonic solutions into the
amniotic fluid around the foetus or by the use of a refatively new family of
drugs, the prostaglandins. These latter drugs can be given by mouth or
ihtravenously. Although these methods are successful, they bring new problems
and result in unpleasant side effects related to the drugs which are used (water
intoxication secondary to hypertonic solutions; nausea, vomiting and diarrhoea
associated with the prostaglandins) and to the techniques (intra-uterine infec-
tion and haemorrhage secondary to needle puncture of the uterus). There is an
increased risk of having retained products of conception in these mid-trimester
abortions, because the placenta is less easily separated from the wall of the
uterus at this time than at term and because the process of labour is longer and
less efficient. Thus it may be necessary to complete the abortion by surgical or
suction curettage.

The attempts to stimulate the uterus with drugs may be prolonged and
uncomfortable. Uterine and bowel cramps, nausea, vomiting and diarrhoea are
minor complications which are not listed separately. Water intoxication is a
rare occurrence associated with prolonged intravenous infusions and oxytocin.
Infection can be associated with intra-amniotic injections. When the uterus will
not respond to efforts to induce labour at this more advanced stage of
pregnancy, there is enly one recourse, a hysterotomy. This operation is similar
fo a caesarian section, but it often involves a greater blood loss. It leaves the
uterus weakened by a scar so that future pregnancies are accompanied by a
threat of uterine rupture which can only be circumvented by elective caesarian
section. Hysterotomies are often performed electively when a concurrent
surgical sterilization is to be performed. The removal of the entire uterus along
with the products of conception is an uncommon method which is used only as
a last resort, or when there is an accompanying condition which is an indication
for the removal of the uterus. As a pregnancy progresses, the complexity of the
methods required to empty the uterus becomes greater. The problems associat-
ed with the procedures which are used increase in mumber and severity.
Conversely, the earlier the termination is carried out, the simpler are the
methods which are required which in turn result in fewer immediate associated

complications.
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In more than three-quarters (78.4 percent) of the 209 hospitals with
therapeutic abortion committees which were surveyed by the Committee,
surgical dilatation and curettage was one of the procedures which was used for
therapeutic abortions. Nearly two-thirds (63.5 percent) had a suction curet-
tage available for induced abortions. In half (56.7 percent) of the hospitals
hysterotomies were performed, while intra-amniotic injections were carried out
in 34.1 percent of hospitals, Menstrual extractions were performed in 3.4
percent of these hospitals.

Complications of abortion

The complications which are recorded depend upon the prevailing atti-
tudes and customs of patients and the medical profession as well as the
definitions and regulations which are involved in the classification of diseases.
A haemorrhage for instance is a reportable complication, but the dividing line
between the amount of bleeding which is acceptable or may be expected, and
what constitutes a reportable event is a matter of subjective professional
evaluation. The techniques which are used to measure the actual amount of
blood which may be lost are cumbersome and unreliable, while the individual
estimates which are made by physicians may be contingent upon their experi-
ence and attitudes. A temperature elevation, an increased white blood cell
count, a purulent discharge, a local pain and tenderness and a rapid pulse rate
are all associated with an infection. However, an infection may or may not be
related to an induced abortion and an infected abortion may or may not
produce all of these signs and symptoms. A simple temperature elevation which
is treated immediately with antibiotics may suppress the development of other
symptoms or signs. In this event it is difficult to determine whether an abortion
has become infected, or whether there was an unrelated cause of the fever.
Subjective evaluations cloud the reliability of reports and mask the actual
incidence of the complications which are listed even under the best circum-
stances, their observation in hospital. When an induced abortion does not occur
in hospital, there is less opportunity for professional observation and the
reliability of the information which is obtained decreases. If the complication
occurs following the discharge of a patient from the hospital, her treatment
may be carried out in a private physician’s office, or if it is more serious it may
involve her re-admission to hospital.

The complications listed by Statistics Canada (haemorrhage, infection,
laceration of the cervix, perforation of the uterus, retained products of concep-
tion, death and other) include the immediate events associated with induced
abortion, Later complications which may be related to early difficulties
include:

Infertility and tubal pregnancies secondary to tubal adhesions or to partial or
complete obstruction after infection.

Premature delivery in subsequent pregnancies which may be related to the
laceration of the cervix and the later inability of the uterus fo retain an
increasing mass of a normally developing pregnancy.
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The reported prevalence of immediate and later complications associated
with induced abortion and the possibility of any of them occurring can be
influenced by one of several factors, including: (1) classification; {(2) method of
abortion; (3) gestational age of the pregnancy; (4) the chronological age of the
patient; (5) previous pregnancies; and (6) the characteristics of the hospitals
where induced abortions are done.

Classification. The incidence of complications associated with thera-
peutic abortion declined as the total number of these operations done in
Canadian hospitals increased between 1969 and 1974, This decrease occurred
in all provinces, but not to the same extent in each region. The initial
complication rates werc based upon incomplete information for the country.
The range for 1972 {7.3 per 100 abortions) was based on reports from six
provinces representing 13.1 percent of the induced abortions done that year in
Canada. The 1972 listing included three categories which were dropped from
the 1973 lists. These categories accounted for 2.8 of a total of 7.3 complica-
tions per 100 abortions. The rate of all complications for 1972 that should be
used for comparative purposes is closer to 4.5 per 100 abortions, if it is
restricted to the list that now is in use. This rate of 4.5 was little different from
the 4.2 per 100 reported in 1973 which again was based on incomplete national
information, representing some 26 percent of the therapeutic abortions done in
Canada during that year. A more significant change occurred in 1974 when
there was a decline to 3.1 complications per 100 abortions, a rate which was
based on almost. complete national information, ie., 85.8 percent of the
therapeutic abortions done in 1974, After this date, information which was not
yet available to this inquiry will be complete for the nation.

The terminology which is used in the classification of complications
affects the rates which may be reported in official statistics. The difference
between sepsis and infection for instance is one of degree. It is open to
individual professional interpretation. The term other in the listing of com-
plications is a “catch-all” category which may include many deviations from
the expected course of events. The recording of the complications assigned to
the other category is left up to the individual physician and the discretion of
the particular records librarian who codes the disease morbidity for a hospital.
The decline in the other rate from 1.6 in 1972 to 0.1 in 1974 more than
accounts for the total drop in the incidence of all of the rates combined for the
recorded listing of complications during this period. For this reason, while
there was an overall decline in the reported number of complications associated
with therapeutic abortions, a further examination of the trends in the rates of
individual complications is not indicated. Subsequent reference to complica-
tions is based on 1974 information only.

Induction Procedures. The initial complications associated with thera-
peutic abortions in 1974 listed by Statistics Canada varied by the induction
method which was used and the specific risks by types of complications which
resulted. In terms of the proportion of complications per 100 therapeutic
abortions, the rates for these procedures were: 0.6, menstrual extraction: 1.4,
suction dilatation and curettage; 1.6, surgical dilatation and curettage; 4.2,
hysterotomy; 7.4, hystercctomy; 11.2, urea; 18.4, saline; and 25.8, other and

308




unrelated combinations, Overall, there were 1,295 initial complications {or 3.1
per 100) associated with the therapeutic abortions done in Canadian hospitals
in 1974. Another way of looking at the prevalence of complications is by
making a comparison of the extent to which an induction method was used and
the overall proportional distribution of complications which were associated
with a given procedure.

Percent of
Surgical Procedure 1974 Therapeutic Percent of

Abortions Complications
Surgical D & C oo 20.8 10.5
Suction D & C ..o e 62.6 283
Hysterotomy ... 1i 4.1
Hysterectomy _.........cocoeicoeee i 0.4 10
SalNE. ..o 8.6 50.7
Urea..... 0.7 2.6
Prostaglandin ..o 0.2 0.9
Menstrual extraction ... 3.4 0.7
Other and unrelated
Combinations ..........c....cccoovveeeereerieicien, 02 1.2

TOTAL oo s 100.0 - 1000

Three methods, surgical dilatation and curettage, suction dilatation and
curettage, and menstrual extraction, accounted for 86.8 percent of procedures
used in therapeutic abortion operations. They resulfed in 39.5 percent of the
initial complications associated with induced abertions. For all other methods
the level of complications was higher than the extent to which the procedures
were done in 1974, and in particular, the salire procedure which was used for
8.6 percent of the therapeutic abortions accounted for over half (50.7 percent)
of the associated complications, This method, used in connection with second-
trimester abortions, indicates the risks associated with the increased length of
gestation. A total of 84.7 percent of the complications associated with the
saline procedure involved the retained products of conception. Overall, all types
of complications were: 13.4 percent, haemorrhage; 15.8 percent, infection; 10.5
percent, laceration of the uterus; 4.4 percent, perforation of the uterus; 51.8
percent, retained products of conception; 4.0 percent, other complications; and,
0.1 percent, death. The nature of these complications varied by the induction
methods which were used, with 65.1 percent of the haemorrhages associated
with surgical dilatation and cureitage and suction dilatation and curettage, as
well as these two procedures accounting for most of the lacerations of the
cervix (93.3 percent) and the perforations of the uterus (87.7 percent). There
was a higher rate of post-operative infections associated with hysterotomies
(49.0 percent) and hysterectomies (61.5 percent) than other induction
technigues.
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TABLE 13.]

COMPLICATIONS OF THERAPEUTIC ABORTION BY CHRONOLOGICAL AGE,
LENGTH OF GESTATION, AND SURGICAL PROCEDURE, 1974

STATISTICS CANADA

Therapeutic Abortions and Complications

Complication

Patient Attributes Number of Abortions with Rates per 100
and Surgical Therzpeutic Mention of Therapeutic
Procedure Abortions Complications Abortions
CHRONOLOGICAL AGE
pnder 15 years ..o 505 47 9.3
15-19 years oo 12,481 516 4.1
20-24 YRATS .o 12,081 334 2.8
25-29 YEATS ..o nane e 7.609 190 2.5
30-34 years ..o, 4,409 102 2.3
35-30 YeaATS i 2,783 74 26
40-44 years.... 1,217 30 2.5
45-49 Years ..ot 138 C2 1.4
50 years & over .......oieiienann. 4 — 0.0
LENGTH OF GESTATION
9 weeks & under .. 8,588 98 1.1
23,901 383 1.6
6,005 381 6.3
2,561 410 16.0
172 23 13.4
SURGICAL PROCEDURE
Surgical D& C ... 8,554 136 1.6
SuctionD & C....i 25,822 367 1.4
Hysterotomy ......ooooveeeeeeerceenanne 1,247 53 4.2
Hysterectaomy ........cocoooceeceirieunca 175 13 7.4
SAlNE .ot 3,565 656 18.4
Urea .o 302 34 11.2
Prostaglandin.............o.ooeeneeee 83 il 13.2
Menstrual Extraction ................ 1,417 8 0.6
Other and unrelated combina-
HIONS oevervarrenamsemrecens e cme e senon 62 I6 25.8

Gestational Age. The majority (58.0 percent} of all reported therapeutic
abortions which were done in Canada in 1974 were carried out between the
ninth and twelfth weeks of gestation. One out of five (20.8 percent) were done
prior to this time, 14.6 percent were done between 13 and 16 weeks, and 6.2
percent between 17 and 20 weeks. Of the 172 therapeutic abortions which were
done beyond the twentieth week of gestation in 1974, 158 were done between
21 and 24 weeks, 13 were done between 25 and 28 weeks, and one was done
after the twenty-eighth week. In a majority of the 10 provinces and two
territories, over three-quarters of the induced aborfions were ebtained before
12 weeks of gestation. The proportion of abortions done beyond 12 weeks of
gestation was higher in four provinces, namely, 44.6 percent for Newfound-
land; 32.0 perceni, Prince Edward Island; 34.8 percent, Nova Scotig; and 32.7
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percent, Mapitoba. These higher rates for women with longer periods of
gestation were associated with a smaller proportion of eligible hospitals which
had established therapeutic abortion committees.

The reported complications associated with induced abortion rose with
the increasing mass of a pregnancy. The complication rates per 100 abortions
by the length of gestation were: 1.1, under 9 weeks; 1.6, 9-12 weeks; 6.3, 13-16
weeks; 16.0, 17-20 weeks; and 13.4, 21 weeks and over. The retained products
of conception was the major complication among all age groups. The rate for
this problem as well as for lacerations of the cervix and for the perforation of
the uterus was higher in the earlier stages of pregnancy among women who
were 19 years or younger, most of whom were pregnant for the first time. This
shift may be related to the technical difficulties associated with the gaining of
access to the cavity of the uterus through a rigid cervix not previously dilated
by an earlier delivery.

Chronological Age. Among women who had therapeutic abortions in
1974, the frequency of reported complications was the highest among the
youngest group of females. These are women who were just about to enter into
the most fertile years of their lives, The abortion rates expressed as a rate per
100,000 women in each age group were highest among females between 15 and
19 years and 20 to 24 years of age. These rates decreased steadily with
increasing age. This trend is expected since the fertility rate follows much the
same pattern. A more reliable picture of the trend toward the use of induced
abortion to terminate unwanted pregnancies can be obtained from the abortion
rate expressed as the number of abortions per 100 live births by age group.
This rate was also high among females between 15 and 19 years, but it dropped
rapidly to its lowest point among women between 25 and 29 years. It then rose
steadily so that at age 40 to 44 years, the rate equalled that of women between
15 and 19 years. The pattern was similar in all provinces, but it was much less
pronounced in some such as Prince Edward Island, while there was a wider
disparity in others such as Ontaric and British Columbia.

The complication rate, when expressed as its frequency per 100,000
women, followed the same pattern as the abortion rate expressed in the same
way. A truer picture of the effects of age on the risks of abortion is abtained if
the reported complications are related to the number of abortions which are
done in the same age group. This comparison shows that the risks of complica-
tions associated with induced abortion were higher in the younger age groups:
9.3 per 100 for women between 10 and 14 years, and 4.1 per 100 for women
between 15 and 19 years. After this age, the ratio remained stable at between
2.3 to 2.8 per 100 until the 45 to 49 age group. For this older group of women
the number of abortions and complications were too small to attach much
significance to the lower ratio of 1.4 complications per 100 abortions.

Previous Pregnancies. Based on information from Statistics Canada,
over half of the women (57.2 percent) who had therapeutic abortions in 1974
had not had a previous delivery and 11.0 percent had had three or more
deliveries. A total of 15.1 percent had had a previous abortion—7.2 percent
had had spontaneous abortions, and 7.9 percent had had previous therapeutic
procedures. The nulliparous women had the highest complication rates in two
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of the three categories, suggesting possibly that a previous delivery or thera-
peutic abortion provided an element of protection, because it was easier to
dilate the cervix during the therapeutic abortion procedure. On the other hand,
previous spontancous abortions appeared to increase the risk of complications
associated with subsequent therapeutic abortions, particularly if there had been
more than one earlier spontaneous abortion. This increase in the number of
complications may be due to the more general or local causes of spontaneous
abortion, such as endocrine disease, uterine tumor or malformation. In addi-
tion, there was a higher proportion of older women who had had previous
spontaneous abortions (19.% percent) compared to women who had had
previous therapeutic abortions (6.7 percent). The complication rate in this age
group was high—4.8 percent after two spontaneous abortions and 7.6 percent
after three previous spontaneous abortions.

Hospitals Where Abortions Were Done. Statistics Canada classifies
hospitals which perform therapeutic abortions into four groups according to the
number of operations which arc done annually: 0-50; 51-100; 101-400; 401 and
over. The group of hospitals with the highest volume (401 or more operations)
which accounted for 70.7 percent of therapeutic abortions done in Canada in
1974 consisted of the larger, well-equipped, and more extensively staffed
institutions whose number included many university-affiliated teaching hospi-
tals. This group of hospitals had the lowest rate of complications (2.9 per 100
abortions), while hospitals which did the fewest abortion procedures had a rate
which was almost double {5.6 per 100 abortions). Hospitals which did between
51 and 100 procedures annually had the next highest rate (5.1 per 100), while
the hospitals doing 101 to 400 abortions had a rate comparable to the larger
institutions (3.1 per 100).

The hospitals performing the largest number of abortions had the lowest
complication rate in spite of carrying a larger case load of patients who were
in the later stages of gesfation when the complication rates for the nation were
known to be higher. The one out of five (21.7 percent) of the procedures done
after the twelfth week of gestation in hospitals doing over 400 abortions
contrasted to 14.9 percent among this group of patients who were treated at
hospitals doing less than one abortion per week (the 0-50 category per year).
The only patient who was aborted after 28 weeks of gestation was treated in
one of these hospitals which did under 50 such procedures annually. However,
the hospitals which did fewer induced abortions admitted more patients who
were at a higher risk in terms of their chronological age, those women who
were 19 years or younger, or who were over 34 years. These women accounted
for 52.5 percent of the admissions to the smaller-volume hospitals compared to
accounting for 38.8 percent of the abortion admissions to the larger-volume
hospitals. The differences in the rates of complications between the hospitals
with the largest and the smallest volume of abortions were in the three
categories of haemorrhage, infection, and other.

Other Complications. Because the national and regional information
from Statistics Canada was only available for the early physical complications
associated with therapeutic abortions, it was only possible to consider them in
detail from this source. Early and late psychiatric and social complications
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were not noted in these records, but are dealt with in the analysis of the
Saskatchewan and Alberta findings. Similarly, late physical sequelae associat-
ed with induced abortion in Canada have not been dealt with except by a few
individual researchers who have based their findings on unrepresentative
clinical groups of patients. Among the research studies which have been done,
there are indications that the physical problems of infection, laceration, and
repeated surgical procedures on the uterus can and do produce lasting effects
on the health of some women. In addition to the consequences of hysterotomy
which have been noted on the subsequent course of pregnancies, lacerations of
the cervix can result in scarring and distortion. Research results which are still
inconclusive suggest that these effects may lead to the inability of the uterus to
retain subsequent pregnancies so that late foetal loss or prematurity may occur.

When illegal abortions were more extensively dome, particularly by
unirained persons, infertility and chronic pelvic pain were on occasion attribut-
ed to the infections which subsequently resulted. This complication does not
occur so frequentily in hospital-induced abortions, but the infection rate is still
not insignificant, particularly among hospitals where the procedure was not
frequently done. The obliteration of the cavity of the uterus which is secondary
to infection and surgical trauma is a complication which is particularly
difficult to correct. Information on a national basis about the psychiatric and
social side effects of therapeutic abortions is scarce. Many abortions are done
because it is considered that a continuation of the pregnancy would constitute a
threat to the emotional health of a woman or affect her family. These patients
are frequently not followed up by the psychiatrist who examined them before
the:abortion operation or by the social worker who was assigned to counsel
them. Young single women make up the largest group having therapeutic
abortions. It will require time and diligent research to determine what effects
these events will have on their future attitudes toward marriage, the family,
and child-rearing. Likewise, there is little information about the nature of the
complications which may result involving Canadian women who have induced
abortions in the United States.

Before-and-after use of health services in Saskatchewan

The use of health services and the reasons why these services were used by
women who had deliveries, spontaneous abortions, therapeutic abortions, and
sterilizations were reviewed based on a 10 percent random sample of the
Saskatchewan population for 1970 and 1971. There is no other comparable
information recording system covering a large and representative group of the
population in Canada assembled on this basis for this period, or subsequently,
which is known to the Committee. For each of these pregnancy-related events,
an assessment was made of the hospital and medical care which was received
and reported for a year prior to the operation and for a year following this
procedure. The sample was initially taken to study the effects of the introduc-
tion of medical care insurance in Saskatchewan between 1963 and 1971. As
some persons dropped out of the original 10 percent sample, either by moving
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out of the pravince or by death, their number was replaced on a representative
sampling basis. In this sense the women in the sample were not, in the language
of survey research, a cohort, but a repeated-time sample by means of which it
was possible to trace their health care activities over a period of time.

This information was assembled to include the heaith experience of
persons in the 10 percent sample up to 1971, or two full calendar years after
the abortion legislation was amended. By this means, then, it was possible to
review in some detail the use of health services as it related to abortion for this
two-year period. The population sample included approximately 44,000 fami-
lies, or about 120,000 individuals out of the provincial population of 926,245
residents in 1971. While their numbers were small, the health care experiences
of women who had deliveries, spontancous abortions, therapeutic abortions,
and sterilizations can be considered to be representative of all of the women
who had these expericnces at that time in Saskatchewan.

The information was assembled by means of an information linkage
system, which while preserving the anonymity of each person in the 10 percent
sample, brought together their experience from hospitai and medical care
insurance records.

Trends in Deliveries and Abortions. The total number of deliveries with
and without associated complications decreased by 36.1 percent between 1959
and 1974. During this period the rate of hospital separations for ail categories
of abortion declined by 17.1 percent. The steady fall in births which began in
1962 subsequently continued, while the trends in abortions which had been
running parallel at that time to the curve for births reversed sharply after 1969,
Although there is a minor discrepancy in the numbers of all abortions supplied
by the Saskatchewan Health Services Plan and by the Medical Care Insurance
Commission, the resulting trends from both sources are the same, namely a
continuation of the downward curve from 1969 onward for the overall annual
total of abortions. The differences in the two sets of information reflect
differences in the medical and hospital records for the population but do not
alter the trends in any significant manner. The decline in abortions other than
those which were induced in hospital based on these sources becomes either
478 percent or 52.7 percent and exceeds the fall in births. These numbers
represent 10.4 percent and 9.1 percent respectively of the births and are little
different from the relationship which existed in 1959 (12.2 percent) or in 1969
(10.6 percent). The total number of abortions when expressed as a percentage
of the births for each year between 1970 and 1974 was: 12.5 percent; 15.8
percent, 16.6 percent; 16.8 percent; and 15.9 percent. These trends indicate
that the continued decline in the birth rate of Saskatchewan may have been
influenced in part by the increased number of induced abortions, a trend,
however, which may be offset by a displacement effect, namely a redesignation
of the labelling and coding of these various abortion procedures.

Family Size and Residence. Among single women the pumber of normal
deliveries increased from 0.9 percent to 6.5 percent of the total number of
deliveries between 1963 and 1968. After 1968 this proportion fell to 2.6 percent
and subsequently remained at about this level. Prior to 1969, induced abortions
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were more common among women who had families of four or more persons.
In 1969 for instance, 3 out of 5 women who had the abortion procedure were
from families with three members and the remainder of these women had
larger families. There was a shift which started in the early 1970s toward more
single women obtaining therapeutic abortions, with their number constituting
29.4 percent of the total group in 1970, a proportion which rose to 42.1 percent
in 1971, Until 1967 the largest group of women who had normal deliveries
came from families consisting of four or more members, while there was a shift
of the largest group involving families of three persons in 1968. Approximately
a third of deliveries and abortions in 1970 and 1971 involved women who had
families of five or more members.

In recent decades in Saskatchewan there has been an extensive outflow of
provincial residents to other parts of Canada and a gradual shift from a rural
to a more urban way of life. In 1971 over half of the provincial population lived
in cities, with the two largest centres, Regina and Saskatoon accounting for 28
percent of the total population. About a fifth of the people of Saskatchewan
then lived in towns and villages and about 1 out of 4 lived in rural farming
areas. While women who lived in cities in Saskatchewan in 1971 accounted for
about the same proportion of births as their residential distribution, almost
two-thirds of the therapeutic abortions {64.9 percent} were performed for
women living in urban centres.

Use of Health Services. The frequency with which health services are
used includes: the hospitalization of patients, their consultations with physi-
cians and the laboratory services which are prescribed for their care. In
particular, the number of laboratory services can have an inflating effect when
these trends are considered as units of service combined with care reccived
from physicians. The experience of women who had deliveries, spontaneous and
other abortions, therapeutic abortions and sterilizations was reviewed from
1970 and 1971 concerning their use of these services. In its work the Commit-
tee was advised by a number of experienced gynaecologists that as the
professional familiarity with a procedure increased, it could be expected to be
done more effectively and efficiently. If this is the case, then the 1971
information on therapeutic abortions which were done in Saskatchewan may be
considered to be more representative than the 1970 treatment patterns when
75.1 percent fewer therapeutic abortions were performed (131 in 1970 and 562
in 1971). In the sample of women having therapeutic abortions, they represent-
ed 16.0 percent of the provincial total in 1970 and 13.2 percent of the 1971
total.

Differences in the prior utilization of hospital and physicians’ services for
1970 and 1971 occurred for women having deliveries, spontaneous and other
abortions, therapeutic abortions and sterilizations. These differences were
relatively small except for the use of physicians’ services by patients having
therapeutic abortions. These women made the most use of physicians in each
year, but the rate dropped in 197! and approximated that of women who had
spontaneous and other abortions. Both groups of women who had different
types of abortions used the physicians’ services more extensively than did the
women who delivered babies.

315




TABLE 13.2

BEFORE AND AFTER USE OF HOSPITAL SERVICES BY AGE OF WOMEN FOR
SELECTED PROCEDURES: TIMES HOSPITALIZED PER PATIENT

Saskatchewan, 1971*

SASKATCHEWAN HOSPITAL SERVICES COMMISSION

Use of Hospital Services

One Year Before (1970) One Year After (1972)
Thera- Thera-
Age peutic  Other- peutic  Other
of De-  Abor- Abor- Sterili- De-  Abor-  Abor-  Sterili-
Women livery  tion  tions zation livery tion  tions zation
17 years & younger....... . 0.49 0.58 0.25 — 1.23 .00 1.00 —
18-23 years .. 048 0.39 0.63 1.00 1.14 1.23 1.40 1.00
24-39 years . 039 0.18 0.43 0.57 1.13 1.00 1.12 0.60
40 years & older ........coccv...e. 0.58 010 036 0.50 1.31 1.10 1.21 0.71
AVERAGE ....cccocvecvveeee. 0,43 0.32 0.43 0.58 114 i.12 1.20 0.63

* The number of women in cach category was: 1,537, delivery; 74, therapeutic abertion; 152, other abortions; and
231, sterilization,

TABLE 13.3

BEFORE AND AFTER USE OF HOSPITAL SERVICES BY WOMEN:
SELECTED DIAGNOSTIC CATEGORIES PER PATIENT

Saskatchewan, 1971*

SASKATCHEWAN HOSPITAL SERVICES COMMISSION

Use of Hospital Services
One Year Before {1970) One Year After (1972)
Thera- Thera-
peutic  Other peutic  Other
Diagnostic De-  Abor- Abor- Sterili- PDe-  Abor- Abor-  Sterili-
Categories livery tion  tions zation livery  tion tions  zation
Complications of Pregnan-
¢y, Childbirth, & Puer-
perium. e, (028 0.12 0.24 0.33 1.03 1.05 1.07 0.33
Diseases of Genito-urinary
System e 0.04 0.04 0.07 0.07 0.03 0.03 0.03 0.08
Diseases  of  Digestive
SYSem .coveveeree e . 0.07 0.03 0.02 0.04 — 0.03 0.04
Mental Disorders 0.01 0.0t 0.02 — — 002 0.04
Accidents, Poisonings, &
Violence ..o, 002 005 002 003 001 — 043 001

* Prior {0 their hospitalization, the five diagnostic categories constituted 86.2 percent of the diagroses for women
who had deliveries; 91.7 percent, therapeutic abortion; 83.1 percent, olher abortions; and 79.7 percent,
sterilization. In the same order, these five diagnostic categories during 1972 were: 96.5 percent, 96.4 percent,
97.8 percent, and 78.1 percent.
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TaBLE 13.4

BEFORE AND AFTER USE OF PHYSICIANS’ SERVICES
BY AGE OF WOMEN FOR SELECTED PROCEDURES:
NUMBER OF MEDICAL CONSULTATIONS AND SERVICES PER PATIENT

Saskatchewan, 1971%*

SASKATCHEWAN MEDICAL CARE INSURANCE COMMISSION

Use of Physicians’ Services

One Year Before (1970} One Year After (1972)
Thera- Thera-
Age peutic  Other peutic  Other
of De-  Abor- Abor- Sterili- De-  Abor-  Abor-  Sterili-
Women livery tion  tions zation livery tion  tions zation
17 years & younger.............. 8.00 1367 1175 — 3.87 2.92 3.63 ——
18-23 years.....uvrmieeininen 9.10 15.87 1402 2038 3.95 4717 5.84 5.25
24-39 YEATS ..o 784 1600 2225 14.t6 3.78 1.64 465 351
40 years & older ............c.... 9,09 1380 1071 13.82 564 280 450 358
AVERAGE oo, 8360 1511 12,52 1432 380 327 489 358

* The number of women in each category was: 1,525, delivery; 74, therapentic abortion; 142, ather abartions;
230, steritization.

TABLE 13.5

BEFORE AND AFTER USE OF PHYSICIANS' SERVICES BY WOMEN:
SELECTED DIAGNOSTIC CATEGORIES PER PATIENT

Saskatchewan, 1971¥*

SASKATCHEWAN MEDICAL CARE INSURANCE COMMISSION

Use of Physician's Services

One Year Before (1970) One Year After {1972)
Thera- Thera-
peutic  Other peutic  Other
Diagnostic De-  Abor- Abor- Sterili- De-  Abor- Abor-  Sterili-
Caiegories livery tion tions zation livery tion  tioms zation
Complications of Pregnan-
cy, Childbirth, & Puer-
PEIIUML...oocvveecce e anaes 1.60 135 222 0091 0.08 0.10 041 0.02
Diseases of Genito-urinary
System e 1.08 1.86 297 244 081 0.87 1.34  0.68
Diseases of  Digestive
SYSIEm o 020 023 020 067 023 001 017 047
Mental Disorders................ 025 021 067 0.6 016 027 030 025
Accidents, Poisonings, &
VI0lence .....vcoveceenmrccennennns 0.21 049 029 025 012 016 015 020

* During the year before their operation, the five diagnostic categories constituted 3%.9 percent of the diagnoses
for deliveries; 47.4 percent, for therapeutic abortion; 50.7 percent, other abortions; and 34.1 percent,
sterilization. In the same order these five diagnostic categories during the year after were: 35.8 percent, 40.5

percent, 35.1 pereent, and 36.9 percent.
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In the case of all of these women, the use of laboratory services is included
in these rates. As well, for women obtaining therapeutic abortions two addi-
tional factors contributed to their greater use of physicians’ services prior to the
abortion operation. Based on the estimates of the national patient survey, in
which 16.5 percent of abortion patients saw three physicians, 3.9 percent saw
four physicians, and 1.1 percent saw five physicians in their seeking of a
therapeutic abortion, 4.7 percent or more of the visits of Saskatchewan patients
can be accounted for by visits to physicians who were not prepared to assist
them. In addition, since the requirements of therapeutic abortion committees
usually call for at least two medical consultations prior to the submission of an
abortion application, 6.7 percent of their prior visits were involved in making
these visits, If these additional steps had not been involved, then the one-year
prior use of physicians® services by women who had therapeutic abortions in
Saskatchewan in 1971 would be reduced by 11.4 percent or to a jevel (13.39
services) more comparable to women who had spontaneous and other abortions
{12.52 services).

In contrast with women who had deliveries and spontaneous and other
abortions, the one year prior use of hospital services by women who had
therapeutic abortions was substantially lower, while the post-pregnancy use of
hospital services of the groups of women was comparable. However, during the
year following their pregnancy-related operations, women who had therapeutic
abortions in 1971 used physicians’ services 16.2 percent less than women who
had childbirth and 33.1 percent less than women who had spontaneous and
other abortions. What these trends indicate is that women who had therapeutic
abortions had less medical follow-up care than other women who had deliveries
and who had spontaneous and other abortions,

Reasons for the use of Health Services. Compared to the three other
groups of women, the women who had induced abortions in 1971 had been
hospitalized half as often prior to their operations for complications associated
with their pregnancy, but they had had more digestive disorders and double the
rate of accidents which had resulted in their hospitalization. Their prior
hospitalization for mental disorders was comparable to the experience of
women who subsequently had spontaneous and other abortions, During the
year following their induced abortion, the hospitalization of these women was
comparable in terms of complications associated with pregnancy, childbirth
and the puerperium to the prevalence of these disorders among women who
had deliveries and other types of abortions. Unlike the three other groups of
women, none of the abortion patients were hospitalized during the year after
their operation for digestive system problems, mental disorders, or as a result
of accidents or violence.

In their use of physicians’ services during the year prior to their operation,
in 1970, women who had therapeutic abortions in comparison to women who
had had deliveries had: fewer complications associated with their pregnancies;
more genito-urinary problems; about the same number of digestive system
problems; a comparable number of mental disorders; and double the number of
conditions resulting from accidents or violence which required medical treat-
ment. In contrast with women who had spontaneous and other types of
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abortions, during the year prior to their operation, the reasons why abortion
patients had consulted physicians were: about 40 percent less often for preg-
nancy-related conditions; two-thirds less often for the treatment of mental
disorders; and about twice as often for visits resulting from accidents or
violence.

During the year after their operation the women who had therapeutic
abortions were treated about as often as women who had deliveries for
pregnancy-related problems and disorders of the genito-urinary tract. But
unlike the women who had deliveries, these women were diagnosed by their
physicians 40.8 percent more often as having mental disorders and 25.0 percent
more often for the treatment of accidents or conditions resulting from viclence.
In comparison to women who had spontaneous and other abortions, substan-
tially fewer women who had induced abortions visited their physicians during
the year after their operation for pregnancy-related conditions or diseases of
the genito-urinary tract. During this period following the termination of their
pregnancies, the experience of the two groups of women who had abortions was
about comparable in terms of their use of physicians’ services for mental
disorders and requiring treatment for accidents.

While the number of women involved in each of the three pregnancy-relat-
ed operations was small, their experience with the use of hospital and medical
services and the complications which they experienced are considered to be
representative of women in Saskatchewan who had similar operations. In
considering these findings, it is known that they neither represent complica-
tions which may occur over a longer period of time nor the experience of
Saskatchewan women who obtained induced abortions in the United States.
Saskatchewan’s long-established background in the public provision of hospital
and medical care services may also affect the general health status of its people
“and how they use these services. As well there are differences among the
women in the three groups in terms of their age, marital status and parity.

Within the context of these unknown factors, what the findings indicate is
that womer who had therapeutic abortions appeared generally to be in good
health after their operations. In a small before-and-after stady in Saskatche-
wan during the year foliowing their operation, these women made slightly less
use of hespital services and had fewer consuitations with physicians than
women who had deliveries or spontaneous and other abortions. In terms of the
health services which they obtained, their level of mental health was compa-
rable to women who had spontaneous and other abortions, or whe had been
sterilized. These three groups on an average subsequently consulied physicians
twice as often for reasons related to mental health than wemen who had term
deliveries.

Five year follow-up in Alberta

In a five year retrospective study (1970 to 1974) a review was made of the
use of health services of a group of women who had had induced abortions in
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1970 compared to the experience of women who had not had this operation.
Involving 101 women who had had therapeutic abortions and 100 women who
were matched by age who had not had an induced abortion, the samples were
drawn from the records of the Alberta Health Care Insurance Commission; a
tabulation was made of the total reported use of hospital and medical services
of the two groups. Omitted from the analysis of each group were those women
who may have left the province during this five year interval. Because on an
average younger women, more of whom are single, obtain induced abortions,
this comparison involves a review of their health experience with a broader
range of women more of whom may have been married. Unlike the women
whose before-and-after use of health services was reviewed in Saskatchewan,
the findings for Alberta did not consider the prior use of services of both
groups of women, nor was there a matching of the two groups involving
pregnancy-related experiences (e.g., delivery, spontaneous abortion, therapeut-
ic abortion). It is in the context of how these findings were obtained and to
whom they relate that the trends which are observed must be interpreted.

In reviewing the hospitalization experience over five years of the two
groups of women, some of the findings from this exploratory study were:

» abortion patients had more subsequent hospitalizations (64 percent versus

52 percent).

abortion patients had more subsequeni abortions {12 percent versus 3

percent).

+ fewer abortion patients were subsequently sterilized (3 percent versus 10
percent in the control group).

* hospitalization for gynaecological problems—none of the abortion patients
subsequently had spontaneous abortions, while there were two in the control
group; seven abortion patients versus two control group patients had subse-
quent gynaecological bleeding problems; the incidence of inter-menstrual
bleeding was more than twice as high among abortion patients than among
other women, but the incidence of pelvic inflammatory disease was greater
among other women than among women who had had induced abortions.

* complications associated with pregnancy occurred among five abortion
patients one of whom had pre-eclampsia.

+ subsequent deliveries—22 percent, abortion patients; 32 percent, control
group of women. Eight patients in each group appear to have had difficult
deliveries.

» perinatal deaths—none among the control group; one stillbirth by a woman
who had a therapentic abortion.

+ newborns—no premature infants were born to women in the control group,
while there were two premature infants born to women who had had

induced abortions.
« psycholegical problems—13 percent of the women who had had therapeutic

. abortions were subscquently hospitalized with psychelogical problems, four
of which involved an overdose of drugs. Four percent of the women in the
control group were hospitalized with psychological problems one of whom
was an alcohelic,
other reasons for admission to hospital—38 percent, abortion patients; 25
percent, control group. The reasons for these admissions ranged from tensils
1o varicose veins. Four of the women who had abortions subsequently had
elective plastic surgery breast operations.
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In addition to the hospitalization experience of the two groups of women,
their use of the services of physicians was documented for the five-year period,
The major trends in their use of medical services were:

* visits to physicians—overall, a greater use by women who had an abortion
(29 percent) than among the other women (13 percent).

* gynaecological problems-—72 follow-up visits to physicians for women who
had had abortions compared to 47 visits for this purpose by other women.

* obstetrics—in 1975, nine women who had had induced abortions had
deliveries as did almost an equal number of other women (10 deliveries).

* psychological probiems--women who had therapeutic abortions subsequent-
ly made more visits to psychiatrists (25 percent) than other women (3
percent).

In considering the findings obtained in this small study of Alberta women,
it is important to recall that the experience of women who had induced
abortions was compared with the use of health services of a cross-section of
other women. The women in the matching (or the control) group were not
selected on a basis of having had a pregnancy-related experience, that is, a
delivery or a spontaneous and other abortion. For this reason the Committee
draws no conclusions from the findings of this study.

National trends

The studies of therapeutic abortion which were done in Saskatchewan and
Alberta are a useful beginning, but just that. A fuller understanding of what
might be involved will requirc a prospective analysis, one which in addition to
reviewing the use of health services considers the experience over a period of
time of women who had: (1) deliveries; (2) therapeutic abortions in Canada;
(3) induced abortions in the United States; (4) spontaneous and other abor-
tions; (5) unwanted pregnancies; and (6) single mothers. For each group of
these women such a prospective study should consider in more detail than was
possible in the Saskatchewan and Alberta studies their social circumstarices
and how they usually obtain health care. It is apparent for instance that womnen
who obtain therapeutic abortions are predominantly young and single. Many of
these women have difficulties in obtaining physician referrals for the procedure
or experience delays once such consultations have been made. In addition to
affecting their prior use of health services as well as influencing the diagnoses
which may be made by physicians (e.g., the widespread use of the medical
diagnosis of reactive depression), the stigma associated with induced abortion
can be expected to influence the subsequent use of hospital and medical
services of women who have therapeutic abortions and in turn, it may affect
how physicians whom these women consult provide treatment and the types of
diagnoses which may be used. Studies are needed which would provide
information to some of these questions. Such studies are methodologically
feasible. In terms of their costs such studies would constitute a fraction of the
heaith costs now spent directly on the treatment services for these problems.
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Based on the information collected by Statistics Canada certain trends
emerge involving the early physical complications of therapeutic abortion.
These trends are:

1. The risk of early phvsical complications increased:
* with the gestational age of pregnancy;
« if the woman was pregnant for the first time;
¢ if the woman had previous spontaneous abortions;
* among the youngest and oldest age groups;
* when the procedure was carried out in a hospital doing fewer than two
abortions per week.

2. There was no national information available to determine the nature and
frequency of the long-term physical complications and of the emotional
and social problems associated with therapeutic abortion. Such informa-
tion is not readily accessible by means of the current national reporting
system,

What these trends mean is that the number and types of complications
associated with therapeutic abortions might be reduced by: a decrease ir the
number of unwanted conceptions; the development and the broader use of safer
induction techniques; the performing of all therapeutic abortions at an earlier
stage of gestation; and concentrating the performance of the abortion proce-
dure into specialized units with a full range of required equipment and
facilities and staffed by experienced and specially trained purses and medical
personnel. The information which is available about therapeutic abortions and
the complications associated with this procedure represent 2 minimal reporting
system, but it is a largely unused resource for the surveillance of complications,
their regional distribution, their extent by the types of procedures used and by
the size of the hospitals doing these procedures. If these complex issues and
their resolution are to be more fully understood, more extensive, long-term and
interdisciplinary investigation is required. Obtaining such information and the
raising of the standards of health care do not come about easily or by
themselves. Their development requires firm and continuous public support,
Until this stage is reached, the knowledge about these issues will be partial and
it is likely that the problems posed will not be reduced or even contained.

The findings on complications associated with therapeutic abortions indi-
cate that their frequency was lower in the hospitals which did a higher annual
number of these procedures. The implications of these findings are that the
performance of therapeutic abortions, like the treatment of other conditions
requiring specialized facilities and staffing, could be effectively handled
through the principle of regional centres which would bring together the
required resources and incorporate into their functions interdisciplinary
research efforts. These means might focus on several problems which emerge
from the trends on abortion complications. More comprehensive and complete
information is required about the as yet unknown long-term physical effects of
the induction methods which are now being used and about the emotional and
social problems which may precede amd follow unwanted pregnancy and
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abortion. Minimal attention is now paid te finding ways to improve the use of
the techniques which are available for contraception and early induction, or to
finding more acceptable methods for these purposes.
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Chapter 14

Sexual Behaviour and Contraception

Sexual behaviour has two masks in Canadian society. Alternately, it is
private or public, sacred or profane, and wholesome or obscene. Reflecting a
gradual change in values, some aspects of sexual behaviour which a short while
ago were censored or considered to be criminal are now more widely accepted.
There has been much fantasy and ignorance and little fact about the changes in
sexual behaviour and contraceptive use which have taken place and what they
mean to our way of life. Dual standards are widespread. What an individual
might do and accept personally, he might not say in public or accept in
individuals who hold high public office. This conflict between private practice
and the public morality and the inconsistency of values held about usual sexual
behaviour is very much a part of how abortion is seen and dealt with in
Canadian society.

There has been a proliferation in the use of sexual images in almost every
aspect of daily life. In newspapers, television, and billboards, sexual glamour is
used either subtly or directly to sell merchandise, to stimulate ideas about
feminine and masculine roles, or on occasion, to promote public programs.
These changes have occurred so pradually, but have become so pervasive, that
they have minted new customs which are distinctive from those of the previous
generation, Despite these trends many Canadians from different walks of life
are uneasy when they discuss usual sexual behaviour and the use of contracep-
tion. Many persons either withdraw from a discussion of these issues, deal with
them in a bantering fashion or adopt in public values which are a masquerade
for what is actually done. So prevalent and one-sided is the emphasis on what it
takes to be seen to be fully feminine or masculine, that it is often forgotten
there is a negative social residue stemming from sexual activity.

While the image of the sexually active person is aroused by various means
as a desirable pursuit, the consequences of illegitimate birth or induced
abortion invoke a harsh stigma, and in general, are considered to be abhorrent
by society. While there may be greater tolerance about illegitimacy now than
in the past, few Canadians today enjoy being called by derogatory sexual
epithets. A great deal of public attention has dealt with the social cosmetics of
making men and women more stimulating and attractive to each other. But
little is known, and because there is much stigma involved, little has wanted to
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be known, about the socially rejected outcomes of sexual intercourse. Because
information about what is the usual experience in these respects is scarce, how
to deal with the unusual aspects of sexual behaviour is made more difficult for
the law and the healing professions. We know little about the extent of sexual
offences and the treatment, or the appropriate services for sexual offenders.
There is no accurate documentation of the prevalence of sex-related diseases
such as syphilis or gonorrhea, or their social implications for the Canadian
population. Many teenagers who are under the age of legal majority have
sexual intercourse. The mainstream of public morality in what is a collective
ethical fantasy ignores these events. Minors and their partners who have had
sexual intercourse are seldom charged under existing legal provisions. While
deploring illegitimacy and abortion, Canadian society has had a blind eye when
it comes to seeking an understanding of these issues and how they may be
resolved,

Tens of thousands of women and their pariners in Canada have had to
face up to the dilemma of an unwanted or an unexpected pregnancy. Many
women in this situation get married, or if they are married, give birth to
unwanted children. When this is not done, most single women who have an
unwanted pregnancy are faced with two socially condemned choices—the birth
of an illegitimate child or an induced abortion. Between 1970 and 1973 there
were 1,432,244 deliveries of which 130,543 were illegitimate births. During
these years there were 124,129 officially reported therapeutic abortions. To-
gether, illegitimate births and therapeutic abortions constituted 1 out of 6
(17.8 percent) of all deliveries in this four year period.

Because there is still much social ignominy associated with either out-
come, these women seek counsel from only a handful of relatives and fricnds.
Particularly for young women who are frightened by their dilerma, there is
often a delay in seeking professional advice. Seldom discussed except under
unusual circumstances, the fact of an illegitimate birth or an induced abortion
is recalled with deep emotion as an intense personal experience. It is often kept
as a life-long secret, one which is seldom shared because of an anxiety and a
fear that what has been done may become known and jeopardize a marriage or
a career at work.

The demographic contours of the Canadian population are well known in
terms of the array of measures which are commonly used to gauge its
composition. The birth rate has been declining, infant and maternal deaths are
substantially lower, the average size of families has been getting smalfer, and
Canadians as a people now live longer than in the past, The number of births
and the size of families vary by the social circumstances of individuals. The
general characteristics of women who obtain induced abortions in Canadian
hospitals are also known. In comparison with Canadian women giving birth in
the reproductive years, these women are younger and more of them are single.
But what is unknown in these vital statistics is precisely what it is that is vital
to effecting these differences.

The unstated assumptions upon which the analysis of population growth
and abortion are based are the facts of what is the usual sexual behaviour of
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people and what measures they take to limit their fertility. The indices used in
the study of population and abortion trends mean little unless it is known
whether they represent fundamental differences in what is the usual sexual
behaviour of individuals or in the nature of the birth control measures which
they use. Tt has long been known that fertility and sexual activity vary greatly
among individuals. In this context what is the experience of women who obtain
abortions? Are they more or less sexually active than the average Canadian
woman, or does the fact that they seck abortions mean they have had less
experience or knowledge of the means of contraception? The Terms of Refer-
ence set for the Committee asked the question: “To what extent are abortions
which are being performed in conformity with the present law seen to be the
result of a failure of, or ignorance of proper family planning?” Information
dealing with this question was taken from the national population survey and
the natienal patient survey.

Definitions of terms used

A number of terms with specific definitions were used in the analysis of
the sexual behaviour and the use of contraceptive means of women who have
had induced abortions. Sexual behaviour refers in this Report to sexual
intercourse, any means used to limit or prevent conception, and subsequent
steps which may be taken to alter the outcome such as interrupting a
pregnancy. The means of contraception which are commonly used include: oral
contraceptives (pills); condoms (safes, rubbers); intra-uterine device (LU.D.,
loop, coil); coitus interruptus (withdrawal, pulling out); rhythm (safe period);
vaginal spermicides (foam, cream, jelly or suppository); diaphragm (cap); or
sterilization (tubal ligation, vasectomy). The effectiveness of contraception
refers to the extent to which its use limits conception from occurring, and this
result can also be defined in terms of theoretical effectiveness versus their
effectiveness in actual use.

Fecundity and fertility are two related aspects of reproduction which refer
respectively to a woman’s biological capacity to conceive and to having had a
conception. An unknown number of women in Canada, sometimes ¢stimated to
be between 5 to 10 percent, cannot conceive. General studies of the population
usually consider the experience of women in the reproductive years between the
apges of 15 and 44 years. The fertility of these women is measured in terms of
the range of outcomes of conception, These outcomes of pregrancy calculated
in terms of frequency per 1,000 women involved include: (1) live births
(premature childbirth and full-term childbirth); (2) the death of the infant
(neonatal, perinatal, and infant deaths); (3) the death of mothers; (4) spon-
taneous abortions which are defined as the termination of a pregnancy from
natural causes; and (5) induced abortions. The difference between the potential
and the actual fertility rate is the total number of women who have conceived
minus the number of conceptions which do not result in the live birth of a child
{(infant deaths and abortions). :
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A woman’s fertility, or the fact of conception, can be limited by a number
of optional means. The moral imperatives of our way of life, while not
vigorously adhered to, sanction sexual intercourse between women and men
who are married to each other. For those individuals who abide by these values,
being single or the loss of a partner through death, separation or divorce, are
means of limiting their fertility. Their decision of abstinence effectively limits
their fertility. A major change in the reproductive behaviour of Canadians
whose repercussions have not been precisely documented in terms of fertility or
population policy has been the marked upsurge since the start of the 1960s in
the use of various means of contraception. In its work the Committce has
sought to document the distribution of contraceptive means, the extent to
which they are used, and by whom, and the implications of their use for women
who have had induced abortions. There is little accurate information on this
issue which is important to an understanding of changes in the nation’s birth
rate and in terms of population growth in the future. Sterilization, the tying of
the tubes, which prevents conception, has become an operation which is now
extensively done. So rapid has the change been in this respect that its
permanent impact on the size of the average Canadian family and on the total
size of the population are just now being recognized. The use of this permanent
means of contraception varies substantially from one region to another in the
- country, the extent to which it is used being inversely correlated with the values
which individuals hold about the propriety, the effectiveness, the safety or the
convenience of the use of other forms of contraception.

All categories of abortion are the final means by which the potential
fertility of women is limited. While spontaneous abortions are defined as
resulting from natural biological causes, that this is so is not readily apparent
from their uneven provincial distribution throughout Canada, their chang-
ing prevalence by the type of ownership of hospitals, or their variable frequency
among hospitals which have established or have not established therapeutic
abortion committees. In addition to spontaneous abortions and the sizeable
number of abortions not specified as induced or spontaneous which are
reported each year, the rising number of induced abortions serves to limit
directly the potential fertility of women in the reproductive years between 15
and 44 years.

Sexual behaviour of males

The sexual behaviour of males and their use of contraceptive means are
the unknown sides of the issue of induced abortion. The point is often tacitly
forgotten that sexual intercourse involving males and females frequently
includes the decision of both partners to use or not to use contraception. There
is no baseline study which establishes whether the sexual behaviour of men and
women in Canada has changed over the years. The rough indicators on this
point are contradictory in their implications: a falling birth rate which may
suggest less sexual activity contrasted to the recent higher sales of contracep-
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tives which would indicate a relatively frequent occurrence of coitus, What can
be said is that the sexual activity of many Canadians starts during their early
to mid-teens and continues over a period of several decades. Coupled with a
rising level of sexual activity, which increases with age and marriage, there is 2
selective increase in the use of contraception which varies by the different
social circumstances of men and women.

For all of the males in the national population survey, 16.0 percent said
they never had coitus, 21.1 percent had cottus once monthly or less often, 26.6
percent had coitus once weekly, and 36.3 percent had coitus several times each
week, Overall, males in the national population survey had coitus on an
average of 1.19 times each week. For males who were 15 vears, 30.0 percent
had had coitus of whom 25.0 percent had this experience once a month or less
often and 5.0 percent once a week. These proportions rose amoung males
between 16 and 17 years, with 41.6 percent having had sexual intercourse. The
frequency of coitus increased among this age group, with 27.3 percent of males
between 16 and 17 years having coitus once a month or less often, 8.4 percent
once a week, and 5.9 percent several times each week, Most of the young males
between 15 and 17 years were single and still attending high school. Because
the sample used in the national population survey was drawn to be representa-
tive of the Canadian population, these findings on the level of sexual activity of
young males are taken to be representative of the experience of other young
males in the population across Canada. Overall, the findings indicated that 2
out of 5 young males between 15 and 17 years in 1976 regularly had coitus.

As the age of young males rose, their level of sexual activity increased. For
many males this change coincided with their marriage. Among young adult
males between 18 and 23 years, 27.0 percent had not had coitus, 26.6 percent
had sexual intercourse monthly or less often, 20.5 percent weekly, and 25.9
percent several times each week. Between the ages of 24 and 49 years, males of
these ages had the highest levels of sexual activity among all the males who
were surveyed. Few males between 24 and 49 years had never had coitus (4.8
percent between 24 and 29 years, and 1.3 percent between 30 and 49 years)
and over 80.0 percent had coitus weekly or several times each week. This trend
declined for males 50 years and older, of whom 16.0 percent never had coitus,
34.3 percent had coitus once a month or less often, 32.5 percent once a week,
and 17.2 percent several times each week,

Combined with age, a malc’s marital status was the second major factor
accounting for differences in the levels of usual sexual activity. A third of
single men (36.2 percent), a majority of whom were teenagers or young adults,
never had coitus. A fifth of single males (20.1 percent) had coitus several times
each week. In contrast, 4,0 percent of married men never had coitus, while 33.5
perceni of married men had coitus once a week, and almost half, or 45.2
percent, had coitus several times each week. The sexual activity experience of
the once married men, those males who were widowed, divorced, or separated,
closely parallelled the level of frequency of coitus of single men.

Two characteristics of males——their age and marital status—accounted
for the major differences in the frequency of sexual intercourse among the
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Canadian men in the national population survey. None of the several other
social characteristics of males accounted for more than 1.0 percent of these
differences, and in some cases had even a more negligible effect. The attributes
of males which might be related to the usual frequency of sexual intercourse
were a male’s level of education, his type of work, the language he spoke or his
religious affiliation.! If each of these atiributes are considered separately, it
would appear that substantial differences might occur as for instance by a
male’s level of education or his religious affiliation. For the most part these
trends are spurious. They tend to disappear when they are analyzed by means
of the statistical procedure of multiple regression. Overriding most of these
apparent differences were a male’s age, his marital status and the extent to
which a means of contraception was used. Younger and single males fess often
had sexual intercourse than older married males, and among all males, the
frequency of sexual intercourse increased with the use of contraception. These
results tend to set aside certain popular myths about the particular virility of
one or ancther group in the population. They indicate that the sexual behaviour
of Canadian males is largely a function of maturation and marriage, regardless
of what other special attributes males may have.

Sexual behaviour of females

The overall frequency of coitus reported by women and men in the
national population survey was almost identical. Small-scale studies relying on
information from a selected group of individuals and some work done in other
countries have found on occasion not readily accountable differences in the
-overall frequency of sexual intercourse between the sexes. The weekly fre-
quency of coitus was 1.18 among females compared to 1.19 among males, or it
was essentiaily identical for both sexes representing an average frequency of
coitus five times each month,

Most of the females who were 15 years (91.7 percent) had not had coitus.
This proportion declined to 81.4 percent for females between 16 and 17 years.
The weekly frequency of coitus was 0.12 for females in this age group (15 to 17
years). This pattern changed sharply for young women between 18 and 23
years, 60.1 percent of whom had coitus and all women of these ages had coitus
on an average of once a week (0.98 times each week). Women between 24 and
29 years had the highest coital frequency among all age groups of both sexes of
1.87 times each week. One out of twenty women (5.1 percent) in this age group
never had coitus. This level of sexual activity was maintained by females
between the ages of 30 and 49 years, but declined sharply among women 50
years and older who had coitus on an average of once every two weeks. A third
of these older women (35.2 percent) never had coitus.

The bell-shaped distribution by age of coital experience among females, a
distribution which was initially low, then high, and followed by declining rates
as age increased, was comparable when the proportions of women who had

1 Appendix 1, Statistical Notes and Tables, Note 4.

330




coitus once a week and several times each week were considered. The propor-
tion of women in each age group who had coitus once a week or more often
was. 2.8 percent for females 15 years; 9.0 percent between 16 and 17 years;
42.9 percent between 18 and 23 years; 87.5 percent between 24 and 29 years;
82.0 percent between 30 and 49 years; and 31.2 percent for females who were
50 years and older.

The age of the sexual partners of young females between 15 and 17 years
was unknown. Among these females, 8.3 percent who were 15 years, and 18.6
percent between 16 and 17 years had had scxual intercourse. In these catego-
ries for brides and grooms in Canada in 1974, 0.05 percent of the females who
were married were under the age of 15 years, 0.31 percent were 15 years old,
and 1.78 percent were 16 years old. None of the males married in 1974 were
under 15 years, 0.001 percent were 15 years old, and 0.07 percent were 16
years old. On the basis of these rates by age of marriage and the usual
discrepancy in the ages of females and males at the time of marriage, it is
likely that most of the sexual partners of these young females were their age or
older.

The frequency of coitus varied directly with the marital status of females.
Almost two-thirds (63.9 percent) of single women never had coitus and the
average weekly frequency for these women was 0.44. The coital experience of
women who had once been married (widowed, divorced, separated) was similar
to single women, with both groups having coitus on an average of once every
two weeks (0.44 for single women; 0.49 for widowed, divorced, and separated
women). In contrast, almost all married women (97.3 percent) had coitus with
an average frequency of 1.57 times cach week. The proportion of women who
had coitus weekly or more often was: 21.6 percent for single women; 81.2
percent for married women; and 25.4 percent for women who were widowed,
divorced, or separated.

The frequency of coitus varied by the apes of women and men, a fact
largely accounted for by the social mores relating to the patterns of courtship
and marriage in Canada. It is a broadly held practice in courtship and
marriage that men are usvally slightly older than women. The age at marriage
of brides and grooms in Canada is an example of this trend. Of the women who
were married in 1974, 27.2 percent were between 15 and 19 years, 45.8 percent
between 20 and 24 years, 13.2 percent between 25 and 29 years, 8.6 percent
between 30 and 44 years, and the remainder, 5.2 percent, were 45 years and
older. In contrast, fewer young males were married but proportionately more
men who were older were married. Among the males who were married in
1974, 7.9 percent were between 15 and 19 years, 48.9 percent between 20 and
24 years, 23.0 percent between 25 and 29 years, 13.3 percent between 30 and
44 years, and 6.9 percent were 45 years and older. Overall, almost 3 out of 4
women (73.0 percent) who were married in 1974 were under the age of 25
years, while only slightly over half of the men {56.8 percent) were in this
younger age group. Conversely, fewer women (13.8 percent) than men (20.2
percent) were married who were 30 years or older.

With the exception of young females and maies between 15 and 17 years,
a majority of whom were single and still attending high school, the frequency
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of coitus of females and males parallelled the usual age differences at marriage
of members of both sexes. Women who were between the ages of 18 and 29
years had an overall 4.6 percent higher frequency of coitus than males of the
same age. For both sexes the highest frequency of coitus, averaging between
seven and seven and a half times a month, occurred for individuals between 24
and 29 years. The frequency of coitus decreased among older females and
males, with the trend among the younger individuals being reversed. Among
individuals who were 30 years or older, men had a 17.3 percent higher
frequency of coitus than women, a difference which is partly accounted for by
the usual difference in the ages of the couples.

As with males, the age and marital status of women were the major
factors which accounted for their frequency of sexual intercourse. None of the
other general attributes of a woman’s circumstances was related to differences
in the frequency of sexual intercourse. In a multiple regression a total of 25
variables were considered of which 21, such as education, religion, or language
usually spoken, each accounted for less than one percent of the variance.? What
these results of the regression analysis mean is that for the women from whom
information was obtained in a nationally representative sample of the popula-
tion, and within the context of the types of information which were available,
their frequency of sexual intercourse was highly correlated (49.8 percent) with
three attributes. These were: (1) maturation (age and marital status); (2)
availability of a sex partner; and (3) the reliability of the contraceptive method,
More young and single women never had coitus and among those who did their
frequency of sexual intercourse was substantiaily lower than among older and
married women. Predictably, the occurrence of coitus and its frequency were
the highest among married women in the child-bearing ages. These levels
declined with age and the loss of male partners. A third factor which accounted
for the occurrence and the frequency of coitus was the use of contraception.
These levels were significantly lower among those .women who either felt
contraceptive means were not needed or who used none. Their lack of use
served as a restraint to coitus. Again, as in the case of males, some popularly
held myths about the alleged characteristics of sexually active women are not
supported on the basis of these findings. 1t was a woman’s age, her marital
status, and her use of contraception (or by her partner), which accounted for
the occurrence and the frequency of sexual intercourse.

When these findings are considered in the context of the demographic
composition of the nation, certain predictable trends emerge. Broadly, these
trends are influenced by the ratio of women to men in each region, the relative
youthfulness of a region’s people, the proportion who are married and the
relative use or the non-usc of contraception. Across the country in 1971 there
was a marked east-to-west difference of 19.1 percent in the ratio of women to
men who were between the ages of 15 and 49 years, In the Maritimes for
instance, where there were more women than men in these age groups, the
ratio was 1:0.85, while the trend was reversed in British Columbia with men
outnumbering women by a ratio of 1:1.05. To the extent that these broader

2 See Appendix 1, Statistical Notes and Tables, Note 4,
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demographic differences occurred, there was almost a marketplace trend, but
only that, involving the proportion of females and males between the ages of 15
and 49 years and their general level of coital frequency. Where men in these
ages outnumbered women, there tended to be a higher weekly frequency of
coitus. Conversely, where women substantially outnumbered men, as in the
case of the Maritimes, the general frequency of coitus was lower. In the terms
of the ratio of women to men between 15 and 49 years in each drea, or for each
woman how many men there were, the regional distribution with the average
weekly frequency of coitus among women and men was;

Weekly Frequency

Ratio of Women of Coitus of Weekly Frequency
to Men Women of Coitus of Men
Region 15 to 49 Years 1510 49 Years 15 to 4% Years
Maritimes. ........o.coccoeven. 1:0.85 1.15 1.01
Quebec ..o 1:1.01 1.03 1.21
Ontario .. N 1:1.03 1.16 L.10
Prairies .............. . 1:1.03 1.18 1,50
British Columbia ............ 1:1.05 1.30 1.29

The Committee found no evidence 1o suggest that there were biological
differences affecting the prevalence of sterility among women and men in
different areas of the country. In the absence of such information, it is
concluded that three social factors accounted for the differences between the
fertility rates of women and their frequency of coitus. Based on their self-
reports, while females and males were more sexually active in the West than in
the East, a trend accounted for by different ratios of women to men, there was
no direct relation with these trends and the number of children who were born
in each region. Combined with different female-male regional distributions
which accounted for different levels of sexual activity, two intervening factors
masked the general fertility rates of women living in the five regions. These
factors were the prevalence of induced abortions which were obtained in each
area, a rate which was substantially lower in the East than in the West, and the
regional differences in the relative use of contraceptive means including
surgical sterilization.

Social meanings of sex

On the basis of previous work, much of which comes from the United
States and the United Kingdom and seldom from basic inquiries done in
Canada, it has been found that the accuracy of reporting of the sexual
behaviour of females and males varies by their social circumstances and their
satisfaction with the sexual partnership. In the case of some studies which have
been done in the United States, these trends have been based on “samples”
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which usually over-represent the experience of middle-income, married, and
college-educated whites. The explanation sometimes given to account for the
differences in the reported sexual behaviour of females and males is that there
is a broadly held myth that men may have stronger and more constant sexual
needs than women. According to this perspective women are expected to defer
to the wishes of their male partners, in short, to be more submissive and, if
married, to consider having coitus as part of their marital duties. Other studies
involving a handful of individuals have sugpested that the preferred frequency
of coitus may not be constant, but vary for both sexes by their sense of mutual
satisfaction and their degree of personal accommodation to each other. The
preference for the frequency of coitus may be similar between the sexes, higher
for women, or alternately, higher for men. The general conclusion, albeit a
tentative one, from much of this work sugpests that women report more
accurately than men about the nature of their sexual behaviour, and usuaily
more men than women say they prefer to have coitus more often. These
time-dated findings do not reflect the broad move toward social parity which is
occurring between the sexes in all respects, a trend which has been gaining
momentum and can be expected to reshape fundamentally how women and
men see sexual behaviour, what they expect from their partners, and the extent
to which they honestly discuss these socially sensitive issucs.

While the average frequency of coitus of females and males was the same
for individuals in the national population survey, there were some marked and
consistent differences. The average weekly frequency of coitus was substantial-
ly higher for males than females who were: young (0.12 females versus 0.18
males, or by 50.0 percent in the 15 to 17 year age group); single (0.44
females versus 0.7]1 males, or by 61.3 percent); or widowed, divorced or
separated (0.49 females versus 1.88 males, or by 283.6 percent). Overall, these
men said they had coitus more frequently than women who had similar social
circumstances. Conversely, substantially fewer men than women in each of
these categories said they had never had coitus. This difference was particular-
ly marked for young and single males, and males who were widowed, divorced
or separated.

With the exception of once-married males, married women and men had
the highest levels of coital frequency. Married women reported having coitus
slightly more often than married males, but the difference was negligible. Few
in each group never had coitus. Both single males and those men who had been
widowed, divorced, or separated had substantially higher rates of sexual
intercourse than women in these marital categories. Without considerable
additional analysis which goes beyond the scope of this inquiry, it is not
apparent why this is so, or indeed, if it is actually the case. For both of these
types of men, the young single males and the older once-married men, there
may be over-reporting of their actual coital experience, a fact which results
from their perspective of what it takes to be seen to be masculine,

Two ideas involving an individual’s memory—the length of recall and the
saliency of the event——may be relevant in accounting for some of the differ-
ences in the reported frequency of coitus of young males and older men which
was higher than the rates cited by women of comparable ages. The sexual
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values of Canadian society put considerable emphasis on the fact that having
coitus is integral to being masculine, Men more than women are prone to boast
about their sexual “conquests”. In the folkways of young males who socially
and physiologically are in transition between childhood and manhood, there is
much braggadocio about their sexual potency and their alleged sexual liaisons.
It is often thought that to be a man is to be sexually intrepid, and to be seen to
be s0. From the information obtained in the national population survey it is not
readily apparent from the higher rate of coitus of once-married men and young
males between 15 and 17 years than females, with whom sexual intercourse
occurred unless this happened extensively with older women by younger men

and between older men and

younger women.

Tasie 14.1

COITAL EXPERIENCE OF FEMALES AND MALES

NATIONAL POPULATION SURVEY

Coital Experience

Females Malies
Characteristics
of No No
Endividuals Coitus  Coitus Coitus  Coitus
percent percent

AGE

15 YEALS ooroooirscrrrccmreeree 91T 8.3 700 300

15-17 years. 814 18.6 58.4 41.6

18-23 years.... . 399 60,1 27.0 73.0

24-29 YEATS ...oooverirnrrererriens 5.1 94.9 48 95.2

3049 YEATS ..o 5.2 94.8 1.3 98.7

50 years & OVer ....ueieeens 35.2 64.8 16.0 84.0
EDUCATION

elementary ... 28.9 714 20.8 79.2

high school ..... 25.6 74.4 19.9 80.1

technical ............. e 20,0 80.0 5.0 95.0

college/university .........ccoe.. 217 78.3 10.8 892
MARITAL STATUS

7] L= E ORI X X 36.1 6.2 63.8

married ... 247 97.3 4.0 96.0

widowed, divorced, scparated  56.1 43.9 L5 68.5
RELIGIOUS AFFILIATION

Catholic .. 27,53 72.5 18.5 81.5

Jewish ... 75.0 4.5 95.5

Protestant ... i 76.1 15.8 84,2

Other. .o . 76.1 1.0 89.0

AVERAGE ... 24.6 75.4 16.0 84.0
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TamLe 14,2
WEEKLY FREQUENCY OF COITUS OF FEMALES AND MALES

NATIONAL POPULATION SURVEY

Characteristics Weekly Frequency of Coitus
of
Individuzls Females Males
AGE .
15-17 years. 0.12 0.18
18-23 years. oo, 0.98 0.95
24-29 years..... . [.87 1.77
30-49 years..... . 1.52 1.60
50 years & over ....cooeeecvnnn, 0.50 0,77
EDUCATION
elementary ..., 0.88 0.99
high school ..........c.ccccovnnn, 1.14 112
technical ................. 1.53 1.42
college /university ................ 1.27 1.30
MARITAL STATUS
SINRIE. .o, 0.44 0.71
Martied ..o, 1.57 1.48
widowed, divorced, separated 0.49 1.88
RELIGIOUS AFFILIATION
Catholic .......coooooveveeerer, 1.08 LI12
Jewish .......... 1.01 1.03
Protestant 1.19 L.15
Other............ 1.28 1.39
AVERAGE ..........c.co.o..... 1.18 1.1%

While many of the traditional values about the family in Canadian society
have disappeared or been reminted, there are still strong vestiges of the
patriarchal family which subtly persist, not the least of which involve the usual
age of marriage of women and men and their relative values about sexual
behaviour. The move toward social parity has resulted for some, but far from
all, individuals in profoundly changed ideas about sexual partnership and
marital relations. Values now more widely accepted emphasize for women a
sense of personal and social security between partners. While sexual compati-
bility is important to women, it may be less often an end in itself than a vital
component of female-male companionship, one which is integral to the mean-
ings of pregnancy and marriage.

As single women get older there is considerable social pressure, which is
real or felt, that equates femininity with having a durable female-male
companionship, or getting married. In contrast with men, women may tend to
see the act of coitus more in terms of what their partners may expect and its
long-term implications. Few women boast of their sexual “conquests”. To be
known as a sexually active single woman in Canadian society is still seen to be
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a social liability, one which may restrict a woman’s opportunities for marriage.
In the speech of every day there is a bundle of sex-related words which are
supposed not to be used in circles which consider themselves to be polite, but
whose meaning is widely known. These words are less important for themselves
than for what they subtly, sometimes insiduously, represent about the images
of females and males. For women, these words are often demeaning, one-sided.
They represent the male in Canadian society as the aggressor in sexual
relations, one who initiates sexual behaviour.

The meaning of sexual promiscuity is seen differently by women and men.
The values of our way of life make it more acceptable for males to talk openly
about sexual intercourse than is the case for women. Few sanctions apply with
any stringency to the sexually active male. This is not the case for women. If an
unexpected or unwanted pregnancy occurs, single women are faced with the
stigma of illegitimacy or of having an abortion. Even if this does not occur,
women more often than men maintain a sense of greater anonymity about the
nature of their sexual activity,

On the basis of these broad values about the meaning of coitus, males are
more likely than females to recall having had coitus, or what they may feel has
been sexual intercourse for a longer period of time. Particularly for young
males by whom it is considered a necessary initiation into manhood, this act
may have more importance for different reasons than for young females.
Because the act of coitus itself may be less important to young and older
females for whom it is not associated with marriage or childbirth, more women
at these ages may forget or be less accurate in their recall of having had sexual
intercourse. In contrast, not only did women and men between 18 and 29 years
have more frequent coitus than younger and older individuals, thus contribut-
ing to a more accurate recall, but for each sex, this was seen to be an important
experience involving parenthood and marriage. As the frequency of coitus rose,
occurring once a week or several times each week, there were minimal
differences in the frequency reported by females and males.

The general findings on the sexual behaviour of females and males, when
combined with information on the relative use of contraceptive means and the
volume of abortions, have fundamental implications for the size and the growth
of particular regions and provinces. For the nation as a whole, information
about the usual sexual behaviour, the contraceptive use, and volume of induced
abortions if coupied with changing external migration trends (immigration,
emigration), constitutes a necessary basis for the establishing of basic social
indicators for the health of Canadians, the supply and demand of public
services, and the changing shape of the economy. This information is the
necessary cornerstone to the consideration of national (or regional) population
policies.

Women who had abortions

In addition to the national population survey, information was obtained
about women having abortions in the national patient survey. These two studies
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obtained different types of information from different groups of individuals. By
including individuals of all age groups, the national population survey provided
a vignette of the sexual behaviour and the abortion experience of women over a
period of time, and in the case of induced abortions, where and by whom these
operations were done. For this reason the characteristics of the women who
obtained abortions were different from the attributes of the women from whom
information was obtained in the national patient survey. The women in this
second study represented a cross-section of patients who obtained abortions in
1976 in Canadian hospitals. By definition, this group was considerably younger
than the women in the national population survey who had had abortions. This
survey did not include women either who had illegal abortions or who obtained
abortions abroad,

Despite the differences in the two sources of information about women
who had abortions, several trends emerge. In comparison with all of the women
in the national population survey, women who have had abortions in general
had a higher level of education. In the national population survey, 82.2 percent
of all women had an elementary or high school education, while 17.8 percent
had technical, college, or university training. In contrast, 68.5 percent of
women in the national population survey who had abortions had an elementary
and high school education, while 31.5 percent had had technical and college
training. While the females in the national patient survey were considerably
younger than either group of women in the national population survey, their
level of education approximated that of women who had had abortions over a
longer period of time. A quarter of this group (25.5 percent) had attended
college or university. Considering the youthfulness of the women in the
national patient survey, and the fact that 21.7 percent were afraid that if they
had gone to term they would have had to stop going to school, it is probable
that the general level of academic training of these women will increase even
further in the future.

Consistently in both groups of women who had had abortions, there were
fewer Catholic women and an over-representation of members of other reli-
gious affiliations. The smaller proportion of Catholic women who had abortions
than their numbers in the population accords with Catholic ethics concerning
abortion. The proportion of Jewish women who had had abortions was higher
in both surveys than their representation in the national population survey.
There were more Protestant women who had had abortions in the national
population survey than their overall numbers, but their representation was
comparable in the national patient survey to the numbers of women in the
national population survey who had not had abortions. Women whose religious
affiliation was with smaller denominations or who had no stated faith were
substantially over-represented among both groups of females who had had
abortions.

In the national! patient survey the highest proportion of Catholic patients,
62.8 percent, lived in Quebec. Asian and non-western religions were more often
reported in British Columbia, and the proportion of patients who said they had
no religious affiliation was also higher in British Columbia than elsewhere.
About one-third of the patients in Ontario and the Maritimes were Catholic

338




and one-haif were Protestant. The patient survey was not a representative
sample of all women having abortions in 1976 in Canadian hospitals. Despite
this fact regional representation was achieved in the survey. It is estimated on
the basis of the annual rate of increase of therapeutic abortions done in Canada
that the women in this survey represented at least a third of the abortions done
in the nation at the time of the survey. With this reservation, the findings of
the two surveys may indicate trends in terms of the religious affiliation of
women who obtain induced abortions. There may be a decline in the number of
Protestant and Jewish women who obtain abortions and an increase in the
proportion of women who were Catholics or who belonged to other denomina-
tions who had this operation.

TanBLE 14.3

CHARACTERISTICS OF WOMEN WHO HAVE NOT HAD AN ABORTION
AND WOMEN WHO HAVE HAD AN ABORTION

NATIONAL POPULATION SURVEY & NATIONAL PATIENT SURVEY*

Experience with Abortion

Characteristics
. of Not Had an
individuals Abortion Had an Abortion  Had an Abortion
{Population) (Population) (Patient)
percent
AGE
15-17 YearS. .o eens 11.0 1.8 10,2
18-23 years. 15.6 16.6 42.6
24-29 years.... 16.9 315 28.3
30-49 YBATS o 383 46.3 18.8
50 years & OVeT ....ooccvevririrnriennne 18.2 7 0.1
EDUCATION
elementary ..........ccoecieneiicenees 16.0 10.6 19
high school ... 66.2 57.9 65.6
technical ..........ccovmeniiiricree, 6.3 10.5 *e
college/URIVETSILY ..o 11.5 21.0 25.5
MARITAL STATUS
SINELE .o 279 28.1 64.5
177:13 o U« SN 616 54.4 25.0
widowed, divorced, separated ...... 10.5 17.5 10.5
RELIGICUS AFFILIATION
Catholic ..ot 50.5 315 353
Jewish ..... 0.5 37 2.3
Protestant " 44.0 51.9 45.0
Other....omvncnrarerenemese e 5.0 12.9 17.4

* The age categories used by Statistics Canada and the percent of abortion patients in each category in 1974
were: 31 percent, under 20 years; 48 percent, 20-29 years; 17 percent, 30-39 years;, 3 percent, 40-49 years; and
less than 1 percent, 49 years and older. The 1974 pational distribution by marital slatus was: 58 percent singie;
31 percent married; and 10 percent other and unknown.

** The category of technical education was not used in the hospitai patient survey.
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Predictably, there was a substantial difference in the age distribution of
the women who had abortions in the two surveys. The national population
survey, as indicated, represented a cross-section of all ages in Canada while the
national patient survey measured a cross-section at one point in time. What
these findings indicate, when considered in conjunction with information about
the increasing volume of abortions which have been obtained during recent
years, is that more females at an earlier age are getting abortions now than in
the past. For the population was a whole in the national population survey, 11.0
percent of females were between 15 and 17 years of age and 1.9 percent in this
age group had had abortions. In contrast, almost an equal number of young
women in the national patient survey (10.2 percent) had had abortions as the
proportion of women in the national population survey (11.0 percent). If
women between the ages of 15 and 23 years are considered, they represented
26.6 percent of the females who had not had an abortion in the national
population survey and 52.8 percent of women in the national patient survey.

The national population survey took a sample of females in the reproduc-
tive years, and for this reason the proportion of women who had abortions who
were married was considerably higher than would be the case if a total
population survey had been taken. Over a quarter (27.9 percent) of females in
this survey were single, 61.6 percent married, and 10.5 percent were widowed,
divorced, or separated. The marital status of women in the national population
survey who had had abortions was somewhat comparable, with slightly fewer
being married and more who were once married. ¥n contrast, in the national
patient survey which provided a cross-section of females who had abortions in
1976, almost two-thirds of the patients were single (64.5 percent), 25.0 percent
were married, and 10.5 percent were widowed, divorced, or separated. This
distribution was of the same order as the marital status listed by Statistics
Canada for women who had abortions in 1974. These findings are indicative,
not conclusive. What they suggest is that many young single women who get
-abortions subsequently get married.

In the national patient survey, approximately a third of the patients were
foreign-born. In the Maritimes and the Prairies, most of the women (an
average of about 90.0 percent) had been born in Canada. Elsewhere, the
number of Canadian-born patients was between 63.2 and 67.8 percent. The
heavier concentration of foreign-born patients were: Asian and United King-
domn patients in British Columbia; women born in the West Indies and
Southern Europe in Quebec and Ontario. In British Columbia, Ontario, and
Quebec, the 13.3 percent of the patients whose primary language was neither
French nor English may have introduced an additional difficulty in their
seeking an abortion.

Most of the abortion patients (about three-quarters) assessed their health
as being “good”. The regional variations in this respect were slight, with 32.8
percent of the patients in the Maritimes saying they were in “average” or
“poor” health, In British Columbia, §1.2 percent of the patients had a family
doctor with this less often being the case for women living in the Prairies, (71.3
percent) and Ontario (72.0 percent). Among women living in Quebec and the
Maritimes, 55.2 percent and 61.9 percent respectively had family doctors. For
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these reasons the extent of continuity of care and medical follow-up after an
abortion operation was done, might be lower in those arcas where a family
doctor was not routinely responsible for the health care of these patients. In the
patient sample, nearly all of the women saw a doctor at least once a year, 25.1
percent saw a doctor twice a year, and 36.3 percent saw a doctor three or more
times annually. The medical consultation rates were lowest among the women
living in the Prairies and Quebec.

Previous contraceptive experience

Each respondent in the national patient survey was asked if she had “Ever
used any of these contraceptive methods?” This question was followed by a list
of the major techniques of conception control. More than 4 out of 5 of these
women had at one time used one or more techniques (84.8 percent).? The most
frequently reported methods which had ever previously been used were the oral
contraceptive (63.1 percent) and the condom (44.3 percent). The IUD was less
popular, having been used by 3.6 percent of the women. The use in the past of
other methods was 31.3 percent, withdrawal; 19.0 percent, foam and other
spermicides; 26.5 percent, rhythm; 6.1 percent, diaphragm; and a small propor-
tion of the patients had used other techniques. A large proportion of the women
(84.8 percent) who were seeking an induced abortion were contraceptively
experienced. It was factors other than their lack of knowledge or exposure to
contraceptives that were involved in accounting for their unwanted
pregnancies,

There was a positive association between the level of education and the
proportion of women who at one time had used each of the seven methods.
Over half (50.9 percent) of the women with an elementary schooling had used
the pill, but the proportion of university trained women who had once used an
oral contraceptive was higher (73.5 percent). There was the same range
involving the previous use of most of the other methods. The prior use of
condoms was 64.0 percent among university graduates, a level which was more
than double the rate (28.5 percent) of women who had had a high school
education. The overall level, and differences by education, were lower for
withdrawal and the previous use of the diaphragm. While overall the dia-
phragm had not been much used, this method was more often used in the past
by women with a university training. The use of withdrawal had been used at a
moderately high level by women of all levels of education. In spite of these
variations, the differences by education were relatively consistent for all
methods.

Whether a woman was working, living at home or was attending school
had a more modest effect on her previous contraceptive experience. It was only
with the previous use of the pill that clear differences occurred. Seven out of

3 The previous use of a variety of contraceptive methods was common among these patients with: 27.2 percent,
one method; 22.7 percent, two methods; 18.0 percent, three methods; 10,1 percent, four methods; 4.7 percent,
five metheds; and the remainder, six or more methods.
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ten of the women who were working or who lived at home had ence used the
pill compared to 2 out of 5 (38.3 percent) of those women who were still in
school. The use of condoms, withdrawal, rhythm and diaphragm showed no
major differences between the primary roles of being at school, work, or
housework. The previous use of the TUD and foam was modestly higher among
women who were at home or who were working.

The effects of age on the previous use of contraceptives was jess marked
than that of education. For females who were under 18 years, the use of
condoms was the commonest method of birth control; it remained the second
most popular method for each of the older age groups. After age 18, the pill
was the most popular method, with 49,7 percent of women between 18 and 19
years having previously used oral contraceptives. Among women between 25
and 29 years, the use of oral contraceptives increased to 79.9 percent, but
declined in each of the two older age groups so that 58.2 percent of the women
who were 35 years and older said they had ever used the pill. Overall, the
previous use of contraceptive methods was generally the highest among the
women who were between 25 and 29 years. However, the pattern for the prior
use of most of the methods was an increasing proportion of use up to that age
group and a not unexpected decline among women over age 30. For two
methods, rhythm and diaphragm, the increasing proportion of prior use
continued throughout the oldest age groups. The effects of age were moderate
in the prior use of condoms, withdrawal and rhythm, where the pattern was a
relatively high initial use at the earliest age which increased only slightly with
succeeding age groups.

The earlier use of the pill, diaphragm, foam and the TUD was the lowest
among single women, significantly higher for married women and- higher yet
for women who were widowed, separated or divorced. Over one-half of the
single women had used the pill, but their previous use of other methods was
considerably lower. About one-half of the women in each marital category had
ever used condoms, one-third had used withdrawal and slightly less had used
the rhythm method.

The regional variations in the previous use of contraceptive methods
among the women in the national patient survey were:

Previous Use of

Region Contraceptive Methods
Percent
Maritimes.........cuoveoceeen. 711
Quebee ..o, 85.6
Ontario ..o 85.1
Prairies ...oocooveovneveoireeereen 81.2
British Columbia .................... 88.5

The women in British Columbia in this survey had not only more often used a
contraceptive method before but a higher proportion had previously used each
method more often than women who lived in nearly all other regions. In
Quebec, the previous use of withdrawal and rhythm was higher than in any
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other area as was the use of withdrawal in the Maritimes. The prior use of oral
contraceptives was low in the Maritimes, where 52.2 percent of the patients
had wvsed this method compared to 69.1 percent of the patients in British
Columbia. The range was between 61.7 and 63.6 percent among women in the
other regions. About half of the patients in British Columbia (51.6 percent)
had used condoms as compared to the prior use of this method of between 40.1
to 44.2 percent in other regions.

A similar pattern was found for the previous use of the diaphragm and the
IUD , with patients in British Columbia reporting an 18.6 percent previous use
of the IUD compared to other areas which ranged between 10.1 to 13.4
percent. The corresponding figures for the prior use of the diaphragm were 9.7
percent versus 4.4 to 7.0 percent. There was less previous use of foam, rhythm
and withdrawal, but women in British Columbia also reported higher leveis of
having used these techniques. Taken together, these findings indicate that the
previous use of all types of contraception was the highest among the patients in
British Columbia, while patients who lived in other regions had a lower and
generally more uniform level of the previous use of birth control techniques.

Discontinuing the use of contraception

The general dislike of most methods of birth control among the women in
the national patient survey inhibited their more widespread use. For each
method there are known disadvantages which vary from physical and psycho-
logical side-effects, a reduction of sexual pleasure and spontaneity, and in some
instances, a lack of adequate control over accidental conception. Each patient
was asked if she liked, disliked or did not know each of seven methods of family
planning. Opinions about methods of conception control are likely to be
affected by the personal experiences which cach woman had had in use of each
method as well as the reports which they may have obtained from other
women, physicians, books and magazines or other sources. Accordingly, the
opinions of the women who had used any method were separated from thosc
women who had not used a particular contraceptive means.

Half of the patients (49.5 percent) who had used the pill said they liked
this method as did 46.1 percent of those who had used the IUD. Betwgen 25.7
and 32.4 percent of women who had previously used the condom, rhythm,
diaphragm and foam liked these methods. In contrast, 16.3 percent of women
who had used withdrawal said that they liked that method. Among the women
who had never used any method, 30.6 percent said they liked the pill and 10.5
percent liked the IUD. There was a small group of women whe liked other
methods which they had never used, but most women in this category were
undecided.

The social circumstances of the patients had a limited impact on their
opinions about each method of birth control. The effect of age, marital status,
primary social role and place of birth showed that for women who used the pill,
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the proportion who liked this method was inversely associated with their
education and age, Women who were younger and who had less education
more often said they Hked the pill as a method of birth control. More women
born in Southern Europe endorsed the use of condoms, while females born in
the United States and United Kingdom generally disliked this method. None of
a woman’s other social characteristics were related to her preferences about the
use of condoms or the IUD.

More women who had been born abroad held favourable opinions about
withdrawal and rhythm, while women who had been born in Canada had less
favourable views of these methods. Foreign-born women were also more likely
to approve the use of the diaphragm as a contraceptive. The proportion of
women who preferred the diaphragm increased with the level of education
among the patients. Despite these several trends, in general, the social and
demographic attributes of the patients who had abortions did not much
influence their opinions about these measures. Their age, their level of educa-
tion and where they lived were only partly related to their opinions about
contraceptive methods, These trends were neither strong nor consistent. More
important was their actual use of the various methods. When contraceptive
methods had been used, this fact sharply influenced their opinions about these
measures and transcended the effects of the social and demographic attributes
of the patients.

Because of their needs, experience and preferences, women at different
stages in their lives may and do change the types of contraceptive methods
which they use, or stop using these methods altogether. What is known from
fertility surveys which have been done in other nations is that the risks of an
accidental conception are increased during the intervals between the non-use of
methods and the initial stages of adopting new techniques. These higher risks
result from a lack of knowledge and experience with these new contraceptive
means and in some cases, they are inherent in the method itself as many
physicians, for instance, counsel their patients who use the pill and IUD to use
alternate methods during the initial phase of using these two means of
contraception.

In examining the reasons why a woman or her partner in the patient
survey stopped the use of birth control prior to conception which resulted in an
abortion, the Committee obtained information about the use of these methods,
the type of medical advice which had been given, and the perceived, changing
needs cited by these women for fertility control. The side-cffects associated
with the use of the pill and the TUD were mentioned by a large number of
abortion patients. A second reason often given for stopping the use of these
methods was the advice reported to have been given by a physician that a
woman should discontinue its use. A further reason involving oral contracep-
tives was that some women were afraid to continue the use of this method over
a considerable period of time. The hormonal effects of the pill have been raised
in the media. According to these patients, some physicians had advised them to
“take a rest” from the pill after they had used this method for a few years.
Stopping the use of condoms among abortion patients prior to conception was
assoctated with objections to its use which had been raised by the partners of
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some of these women. The unavailability of condoms was also cited by a few
women as a reason for stopping its use. Among some couples a further reason
for stopping the use of condoms was the belief that these women thought they
could not get pregnant by having sexual intercourse.

Many women who had stopped using the pill and the [UD said they had
made this decision because they had been advised to do so by their physicians
and because they were afraid of its long-term physical side-effects. The reasons
which were given for stopping the use of the condom were more closely tied to
the sexual rather than the medical dimensions of contraception. The females
who were still in school were more likely to have stopped the use of condoms.
Women who were living at home had high rates of discontinuing the use of the
IUD. More of the women who were working had previously used the pill. The
trend involving the discontinuation of the use of the pill was particularly high
in the Prairies, Ontario and the Maritimes, Of the 9.7 percent of the women in
the national patient survey who had discontinued the use of condoms, the rate
was the highest (17.3 percent) among the patients in the Maritimes. This trend
occurred particularly among women who were still in school in the Maritimes.
The pill was the method which previously had been the most commonly used
birth control measure in each region.

Reflecting the general patterns in the use of contraception, younger and
single women were more likely to have stopped the use of the pill, while women
over 25 years of age and those women who were married had previously used
other contraceptive methods. No strong regional patterns within the age
groupings emerged in the previous use of these methods. However, when a
woman'’s age, her marital status, her primary social role and the mumber of live
births which she had had were considered together, several trends emerged. A
significant proportion of the women between 16 and 25 years who were living
at home or were working had previously been using the pill. Beyond age 25,
there were no variations by their primary social role. Among the patients who
were under 25 years old, and who were still in school, a sizeable number had
relied on the use of the condom for protection against pregnancy. Among the
women who were single, a high proportion who were working or who were
living at home had been using the pill, while more of those females who were
still in school had been using the condom. There was no significant variation in
the methods which had been used by type of social role among the other
marital groupings. A single woman’s other social circumstances, such as her
number of live births or her level of education were not related to her prior use
of birth control methods. This was also the case among married women who
had stopped using contraceptive methods. Women over the age of 25, regard-
less of their marital status or their primary social roles, had no strong
preferences about the use of specific methods.

Motivation regarding pregnancy

To see if a woman’s level of motivation regarding her pregnancy had
changed since conception had occurred, each woman in the national patient
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survey was asked if she had wanted to become pregnant at the time of
conception, whether she did not want a child now but would want a pregnancy
later, or if she never wanted to be pregnant. In some fertility studies the extent
to which a pregnancy is wanted by a woman has been found to be a strong
indicator in limiting the frequency of coitus, If the extent to which a pregnancy
was wanted remained the same during the period of contraceptive use and
when conception occurred, it might be expected that more women who least
wanted to become pregnant might be using birth control measures more often,
and in addition, using methods which are recognized for their effectiveness.
There was no evidence in the findings of the national patient survey to support
this idea. To the conirary, there was a slight tendency for the use of the more
ineffective contraceptive methods as often among the abortion patients who
never wanted to be pregnant as among those women, a much smaller group,
who at the time of conception had wanted to become pregnant, The results did
not support the view that differences which may exist in the level of motivation
among the women who had abortions determined their use of effective methods
of contraception. Among the abortion patients, 7.8 percent of those women
who had previously stopped the use of contraception, said they had wanted to
become pregnant when conception occurred. These women, though few in
number, did not reflect “contraceptive failure”. Relatively little is known about
this group of women, why they changed their minds or the implications for
their medical care. It is equally unknown how many women who had not
wanted to become pregnant carried their pregnancies to term.

The time involved in resolving these decisions contributes both to the
postponement by some women in seeking out a physician at an eariy phase of
their pregnancies and is also a factor cited by many physicians why they
provide an interval between their initial contacts with abortion patients to allow
them time to reconsider their decisions. Final and irrevocable decisions about
an abortion may not be fully made until an operation has in fact been done.
This fact was tacitly recognized by the medical staff of some of the large
hospitals visited by the Committee. At some of these hospitals which did a high
volume of day surgery abortion operations,-there was an unstated and internal
policy of the “extra-booking™ of patients which was based on the premise that
some patients who had been approved for the operation would not turn up on
the day which had been scheduled for the operation. Some of these patients
may “double-book” applications at hospitals but the extent to which this may
happen is discounted by the time involved for appointments with physicians.
From the information received from women who went to the United States,
there was no indication that any of these women had had an abortion approved
at a Canadian hospital, and then gone to the United States for this purpose.

At 19 large hospitals in 1974, which did 35.8 percent of all abortions in
the country that year, there was a difference of 7.8 percent between the
number of approved abortion applications and the number of the abortion
operations which had been done at these hospitals. Once their application had
been approved to be done in a Canadian hospital, these “no-show” patients
represented the proportion of women who had changed their minds about
obtaining an induced abortion. When the aumber of women who withdrew from
having an abortion after obtaining approval from a hospital committee (7.8
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percent) are considered with the number of women who initially had wanted to
become pregnant and then decided to seek an abortion (7.8 percent), then 1
out of 6 women changed their decisions one way or another about having an
induced abortios.

Use of contraceptive means

One out of four females (24.6 percent) in the national population survey
did not have coitus. This finding does not mean that these females may not
have had coitus in the past or might not do so in the future. What this finding
means is that at the time of the 1976 survey these women in their present
circumstances never had sexual intercourse. Over half of these women used
contraceptive means (13.2 percent), a fact which indicates the possibility or
anticipation of coitus. The remainder (11.4 percent) never had coitus and did
not use contraceptive means.

In comparison with sexually active females, women who did not have
coitus were predominantly young and single. More of these women had an
elementary and a high school level of education and there were slightly more
Catholics than members of other religious denominations in this group.
Because they were sexually inactive, the women who never had coitus and did
not use contraceptive means are not considered in the review of the use of
contraceptive means. In epidemiological terms, these women were not “at risk”
of becoming pregnant. It is unknown whether the size of this group has
remained constant or has fluctuated over a period of time. Depending upen its
proportions and the direction of its incidence, the number of sexually inactive
females has implications for the rate of population growth and programs
involving family planning.

Three out of four females (75.4 percent) had sexual intercourse with a
frequency which ranged from a few times each year to more than four times
each week. The highest coital frequency was among women between 24 and 29
years and those who were married. Among sexually active women in the
national population survey slightly less than a fifth (17.8 percent) did not use
any form of contraception when they had coitus. The characteristics of females
in the national population survey who had coitus regularly but who did not use
contraceptive means varied by their social circumstances. In particular, more
females in the reproductive years who were young, single, and had an elemen-
tary and high school education never used contraceptive means. By age, the
proportions of sexually active women not using contraceptive means were: 33.3
percent, 15 years ; 17.2 percent, 16 to 17 years; 14.6 percent, 18 to 23 years;
11.4 percent, 24 to 29 years; and 16.6 percent, 30 to 49 years. Contraceptive
means were nof used by 28.2 percent of the sexually active single women.

Males used coniraceptive means slightly less often than females. The
experience of females and males was similar for those individuals who were
over 30 years. Young males and those with less formal education far less often
than females in these categories used contraceptive means. The general trend
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of this information indicates that women having coitus took more precautions
involving the use of contraceptive means, but the contraceptive practices of
young and single females and males made them a high-risk group in terms of
becoming pregnant.

TasLE 14.4

CHARACTERISTICS OF NON-USERS OF CONTRACEPTIVE
MEANS WHO HAVE COITUS

NATIONAL POPULATION SURYEY

Percent of Individuals Having

Coitus
Characteristics Who Do Not Use Contraceptive
of Individuals Means
Females Males
AGE percent
ES YEaTS e 333 66.7
1617 YERTS .o 17.2 28.1
18-23 years.. 14.6 217
24-29 years.. 11.4 15.1
30-49 years......... - 16.6 16.9
50 years & older ... 322 31.8
EpucaTion
elementary .. 25.1 33.0
high school .. 16.8 22.6
technical ............. “ 10.2 15.1
college/university .......c...... 14.5 13.8
MARITAL STATUS
SINBIE. 1o vve et 28.2 271
married.... 23.0 264
widowed, divorced, separated 14.5 4.0
RELIGIOUS AFFILIATION
Catholic ..ovvevrmecee e 18.8 24.1
Jewish ...... . 0.0 9.1
Protestant . 16.8 18.2
L0117 VSO 16.4 14.2
AVERAGE ..o 17.8 21.1

In the general research on coitus, contraception and pregnancy, several
different approaches have been used to estimate the frequency of pregnancy
relative to the frequency of unprotected coitus. In-depth and exact information
has on occasion been obtained from small groups of fecund women which in
general suggests that pregnancy results from approximately 2.0 percent of the
times when coitus occurs. Such detailed information was not obtained by the
Committee, but on the basis of the general information on the sexual behaviour
of females, somewhat lower rates were derived. Two general methods were
used. The first approach considered the average weekly frequency of coitus
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prorated to an annual rate by the proportion of females not using contracep-
tion. On this basis, for each 1,000 females, there were 61,360 times of coitus of
which 10,922 had not involved the use of contraception. On an age-specific
basis, the number of pregnancies for each 1,000 Canadian women between 15
and 49 years was calculated by taking into account the number of live births,
stillbirths, the total of all officially reported abortions (therapeutic, spontane-
ous, and other categories) and unreported abortions (illegal in Canada and
out-of-country). The rates per 1,000 women between 15 and 49 years in 1974
were; 60.6 live births, 0.63 stillbirths;, 11.9 reported abortions, and 1.7
unreported abortions for an accumulative total of 74.8 pregnancies per 1,000
women in these ages. On this basis, 0.12 percent of the frequency of coitus
resulted in pregnancy and when contraceptive means were not used, pregnancy
occurred 0.68 percent of the time. Put another way, there was one pregnancy
for every 820 times of coitus, and one pregnancy for every 146 times of coitus
when contraceptive means were not used,

The second approach took into account only the coital experience of
sexually active females. The frequency of pregnancy was lower among these
women, with the overall rate being 0.10, and for females not using contracep-
tive means, 0.59. In terms of becoming pregnant, for all sexually active women,
one pregnancy would be expected for every 1,028 times of coitus and among
those women who did not usc contraceptive means, one pregnancy for every
169 times of coitus. These findings outline general trends. It is recognized that
the biological capability to become pregnant varies particularly among younger
and older women in the reproductive years, and with the extent of the fertility
of males.

TanLe [4.5

FREQUENCY OF COITUS
BY THE TYPE OF CONTRACEPTIVE MEANS USED

NATIONAL POPULATION SURVEY

Frequency of Coitus

Females Males
Once Several Once Several

Type of a month times a month times
Contraceptive or less each or less each
Means None  often Weekly week None often Weekly week

221 | O 4.8 13.0 26.1 56.1 0.9 14.9 27.7 56.5
Condom* .....ccooocevrennn. 1.8 19.6 28.6 500 0.7 36.8 21.9 34.6
LUD....oiiviriienns 1.9 9.4 26.4 62.3 2.2 4.4 32.6 60.8
Withdrawal* ... 5.9 294 206 441 5.0 20.0 115 31.5
Rhythm .......... 2.1 14.9 319 51.1 3.2 32 16.1 71.5
Foam ........... w125 8.3 375 417 5.6 1t.1 222 6.1
Diaphragm ..ooooeenee. 0.0 25.0 20,0 55.0 0.0 16.7 58.3 25.0
Sterilization*.............. 23 6.8 321 58.8 0.6 7.2 30.5 61.7
Other oo 1322 15.8 368 34.2 10.0 200 400 30.0

* The use of these contraceplive methods refers to their use either by womer or men at the time of coitus.
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Two major types of contraception were used by women having coeitus. The
pill, or oral contraceptive, was used by 44.0 percent of these sexually active
women; 25.5 percent of these women or their partuers had been surgically
sterilized. These two methods accounted for 69.5 percent of the contraceptive
means used by sexually active women in the national population survey. Six
other methods, cach of which was less often used, were: 6.5 percent, condom;
6.2 percent, IUD (intra-uterine device}; 5.3 percent, rhythm; 3.8 percent,
withdrawal; 2.5 percent, foam; and 2.4 percent, diaphragm. Other unspecified
means were used by 3.8 percent of women having coitus

There was a direct association between the type of contraceptive means
which were used and the frequency of coitus. Among individuals who used
withdrawal, 35.3 percent seldom had sexual intercourse or did so only a few
times each year. This was also the case among females who used other,
unspecified contraceptive methods (29.0 percent). Conversely, the frequency of
coitus was highest among women who relied on sterilization, 90.9 percent of
whom had sexual intercourse once a week or more often. This higher frequency
of coitus (once a week or more often) was also the case for users of the IUD
(88.7 percent), the pill (82.2 percent), and the rhythm method (83.0 percent).

Several contraceptive methods such as the condom, withdrawal, and the
diaphragm were more extensively used by older rather than younger women or
their partners. Few young women used the rhythm method. While this means
was used by 5.3 percent of all women using contraceptive means, it was more
often used by older women (8.0 percent who were 50 years and older) and by
Catholics (8.0 percent). Withdrawal was least used by the partners of married
women, those individuals with a higher education, and females between 18 and
49 years. In contrast the partners of 13.8 percent of females 15 years and
younger and 16.0 percent of women who were 50 years and older used the
withdrawal method.

From information. which was available on the sales of pills and other
pharmaceutical and mechanical means and the volume of female sterilizations
done in Canadian hospitals, the two major methods were the use of pills and
surgical sterilization. These were also the methods most frequently used by the
wamen and their partners in the national population survey.

The women who had abortions from whom information was obtained in
the national patient survey can be divided into three broad groups on the basis
of their contraceptive usage. The first group of women (47.3 percent) reported
they were using birth control at the time of conception of the present
pregnancy. The second group of women (25.5 percent) discontinued use of
contraception some time before the present pregnancy. The third group of
women (27.2 percent) had not used contraception at any time.

The largest group of women, reporting use of contraception at the time of
conception, can be considered to be seeking an abortion as a result of a
contraceptive failure. The contraceptive methods used by these women at the
time of conception included: pill, 18.0 percent; condom, 26.2 percent; IUD, 9.9
percent; diaphragm, 4.3 percent; foam and rhythm, 15.3 and 14.9 percent
respectively, and the remainder, other methods. A proportion of these women
were using ineffective methods.
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The use of contraceptive methods among the patients obtaining induced
abortions was associated to a moderate extent with ethnic and religious factors.
The use of oral contraceptives was higher among Catholics (21.6 percent) than
all other religions (16.1 percent) and was particularly high among women born
in the West Indies (35.1 percent). The use of condoms was somewhat higher at
29.0 percent by the partners of Protestant women compared with 23.8 percent
among other religious groups, but it was much higher by the partners of
women born in India and Asia than for those females who were born elsewhere.
Both the IUD and diaphragm were popular methods among Jewish women and
for women born in the United States or United Kingdom. The use of rhythm
and withdrawal tended to be higher in Catholic women and among women who
were born in Southern Enrope.

The pill was more likely to be used by women in the national patient
survey: with eleven years or less of education; those between 18 and 24 years;
women who were working or at home; and those who were separated. The use
of condoms by the male partners of these women was more frequent among
females who were: 19 years and under; single women; and females who were
still in school. Both the IUD and diaphragm were used more frequently by
older wormen, those with more education and among women who had been
widowed, separated or divorced. The reliance upon withdrawal was the highest
among women under 17 years, females who were still in school, and women
who had eight years or less of schooling.

An unresolved question is why among women reporting the use of a
contraceptive method at the time of conception there should have been such a
high level of unwanted pregnancies associated with the use of the pill and 1UD.
Almost 1 out of 5 (18.0 percent) of the women said they were using the pilt and
another 9.9 percent the TUD at the time of conception. While there is not an
appropriate denominator for calculating failure rates for these methods, the
high levels of protection generally attributed to their use would suggest lower
failure rates. It is unknown whether the method failed, or whether it was used
incorrectly. In each instance even the most effective methods did not confer
protection from conception for these women.

There were some provincial variations in the use of contraceptive methods
among women in the national patient survey. Women who had had an abortion
in Quebec and the Maritimes used the rhythm method 21.3 and 24.0 percent
respectively in comparison with the use of this method at the time of concep-
tion by 13.0 percent of all other patients. The use of the pill and the condom
was higher among patients or their partners in the Prairies and Ontario than in
the other regions. When use of rhythm, withdrawal and other unspecified
methods were combined, 36.6 and 35.0 percent of the patients in Quebec and
the Maritimes respectively used these methods compared with 15.2 percent in
the Prairies, 27.1 percent in Ontario and 22.5 percent in British Columbia.
When the levels of the use of the pill and IUD were combined, there was no
significant variation between the provinces. The moderately cffective methods,
condom, vaginal spermicides, foam and diaphragm, were used by about
one-half of the women or their partners in British Columbia, the Prairies and
Ontario compared to 37.5 percent in the Maritimes and 37.0 percent in

Quebec,
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The use of specific contraceptive techniques among the patients by their
age, education, primary social roles and place of birth did not differ greatly for
any geographic region from the patterns which have been outlined. Within
each region married women or their partners were less likely to have used the
pill or condom and had higher rates of the use of the IUD and diaphragm than
single women. Women who were in school in each region were more likely to be
using condoms than those who were working or living at home. A high
proportion of patients who were young, single, and had an elementary and a
high school education had not used contraceptive means at the time of coitus.
Over half of the women (55.1 percent) felt they became pregnant easily,
although immediately after conception had occurred over a quarter (26.1
percent) did not think they were pregnant.

Previous abortions

The concern over the occurrence of repeat abortions stems from a number
of factors including: the effect of an abortion on a woman’s fertility; an
increased exposure of the patient to immediate and long-term psychological
and physical health risks; the increasing costs of health care assigned to
abortion services; and the possibility that some couples may use abortion as a
method of contraception. The experience of other nations suggest that in
general as abortion services have become more available, there has been a
reported increase in the number of second or repeat abortions. Reports for
instance from some centres in New York, California and elsewhere in the
United States indicate that a small group of women may be involved who have
second or more abortions. Based on the experience of these studies the total
number of women who have repeat abortions tends to increase as the pool of
women who have had a first abortion grows. In reviewing the experience at
these centres in the United States, the level of second abortions initially rose,
then reached a platean within eack group of patients. The point at which the
plateau was reached differed between areas and varied in part with the types of
abortion services which were then available.

For 17.9 percent of the patients in the 1976 national patient survey, the
abortion which they then obtained was their second (or more} induced termina-
tion of pregnancy. Exact information on the number of women who have had
more than one abortion is difficult to obtain. Unless there is specific medical
evidence of a prior induced abortion, the accuracy of reporting a second
induced abortion depends upon the willingness of women to provide this
information to physicians. In comparison to women either who have not had
abortions or for whom the abortion was their first termination of a pregnancy,
women who have had repeat abortions may have: an earlier onset of or a higher
frequency of sexual activity; a less effective use of contraception; and a higher
level of fecundity. Information from the national patient survey did not
document the changes through time in the levels of repeat abortions, but it
provided a measure of the extent of second or more abortions among a large
group of women who were interviewed in 1976. This source was relevant to
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distinguish the variations which may occur in the prevalence of repeat abor-
tions and it provides some insights into different abortion practices between the
regions of Canada.

Regional variations in the prevalence of previous abortions reported by
women in the national patient survey rose from 11.9 percent in the Prairies to
15.6 pereent in the Maritimes and to 157 percent in Ontario. The highest
prevalences of 20.7 and 24.4 percent were among the patients in Quebec and
British Columbia respectively. These regional trends were similar, but at a
higher level than the prevalence of second abortions reported by Statistics
Canada in 1974, At that time the proportion of women who had repeat
abortions of all women then having induced abortions was: 3.1 percent,
Maritimes; 9.8 percent, Quebec; 7.3 percent, Ontario; 5.0 percent, Prairies; and
11.2 percent, British Columbia. Assuming that the 1976 national patient
survey was generally comparable in its scope to the coverage given by Statistics
Canada in 1974, it would appear thai the proportion of women having repeat
abortions may have more than doubled across the nation (from 7.9 percent in
1974 to 17.9 percent in 1976) and risen substantially in each region. This
change may be wholly spurious. It could result from how the patients in the
1976 survey were selected and in this respect their experience may not
represent the actual situation for the country. But the trend would appear to
indicate that what may be happening in Canada is following broader trends
elsewhere involving an increase in the numbers of women secking repeat
abortions.

In the Committee’s judgment there is also another factor which may
account for this apparent increase in the proportion of women having repeat
abortions. How information is obtained from women who are in this situation
may significantly affect the accuracy with which this experience is documented
in official statistics. It may well be the case that official statistics substantially
under-represent the actual extent of repeat abortions.

In the case of the 1976 national patient survey, the information was
obtained directly from women about to have induced abortions. The informa-
tion was recorded on a confidential basis which assured the anonymity of these
patients. It was given freely without any suggestion that it might affect a
women’s chances of getting an induced abortion. These procedures contrast
with how this information is sometimes obtained as part of a medical consulta-
tion when such patients may assume, on occasicn accurately, that volunteering
such information either may jeopardize their chances of getting a second (or
more) induced abortion, or invoke a professional prerequisite of giving consent
to sterilization as a precondition to getting this operation. Many physicians
were reluciant to discuss this aspect of medical practice.

On its site visits to hospitals the Committee was told of a number of
instances where approval for abortion was contingent on receiving consent for
sterilization. These instances were not confined to any one province, but
occurred in nearly all of the provinces. The Committee was told of individual
physicians who would only perform abortions on women who agreed to be
sterilized. One hospital stated that when a woman had a second abortion
approved, she was told that if she wanted to have a third induced abortion she

355




would be required to be sterilized. The Committee was told at another hospital
that women who were to be sterilized when the abortion was performed were
not considered to be urgent cases because a hysterotomy was frequently the
procedure which was used in these instances. There may be longer delays for
these women. Information provided by Statistics Canada for 1974 indicates
that of the 3.0 percent of the women for whom the abortion procedure was a
hysterotomy, 83.2 percent of these women had concurrent sterilizations, On its
visits to some hospitals and community agencies, the Committee was told that
these pressures to have concurrent sterilizations usually came from referring
physicians and gynaecologists who performed abortions; this policy was never
stated explicitly as a requirement by therapeutic abortion committees.

The prevalence of repeat abortions did not differ much by the social
circumstances of the patients in the 1976 national patient survey. One out of
six {16.7 percent) of the women who did not have a college or university
education had had a prior abortion compared with 21.5 percent of the women
who had some university training. Predictably, fewer females (11.4 percent)
who attended high school had had a prior abortion compared to 19.5 percent of
the women who lived at home or who were working. Catholic and Protestant
patients had levels of 17.8 and 15.1 percent respectively, levels which were
lower than the prevalence of 22.8 to 27.1 percent among women who were
Jewish, of other faiths or who reported no religious affiliation.

The majority of patients in the survey were born in Canada and 16.7
percent of these women, as well as those who were born in India and Pakistan
had had previous abortions. Among the women who had been born in other
countries, such as in Europe, other parts of Asia, or elsewhere, the prevalence
varied between 19.6 and 23.3 percent.

The influence of marital status and number of live births on repeat
abortions was not marked. Married and single women were somewhat less
likely to have had prior abortions (between 17.8 and 16.8 percent respectively)
than those who were widowed, divorced or separated (24.3 percent). Women
who had had one or two previous live births were slightly more likely to have
been previously aborted, but the differences were not great compared to those
women who had had no live births. Not unexpectedly, the rate of repeat
abortions increased with age. For the youngest group of patients, females under
18 years, 5.9 percent had had an earlier abortion. The proportion of the women
who had had an earlier abortion rose to 11.3 percent among women between 18
to 19 years, and it was 19.7 and 25.8 percent respectively for women between
20 10 24 and 25 to 29 years. For those women who were 30 years and older, the
proportion of repeat abortions declined to 18.7 percent.

This information refers to the entire patient survey population and as
such, it provides a guide for understanding repeat abortions in the broader
population. A more detailed study of the factors which may affect the rates of
repeat abortions would require the use of a more restricted population.
Specifically, this step would involve an examination of those forces which
influence the prevalence of repeat abortions by eliminating from consideration
the experience of women who had not previously been pregnant. Such a study
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group, or population at risk, could be defined as those women who had had one
or more previous pregnancies who were obtaining a first or a subsequent
abortion.

About 1 out of 3 women in the national patient survey had had a prior
abortion. This group of women was fairly evenly divided between those women
who had had an earlier pregnancy (46.0 percent) and the slightly over half of
the women for whom this conception was the first recognized pregnancy.
Among those women who had been pregnant before, 33.6 percent had had a
previous abortion. Regional variations followed the patterns for all abortion
patients. In British Columbia 46.2 percent of the women who had previously
been pregnant and were having an abortion had had an earlier abortion. The
level was lower in Quebec at 37.1 percent, and declined further to between 25.8
and 28.7 percent among the abortion patients who lived in the remaining three
regions.

The level of earlier pregnancies and previous abortions was not uniform
across the sub-groups of the population in cach of the major geographic
regions. Although the number of young, previously pregnant women was small,
those women under age 20 in this group had a higher rate of prior abortions. In
British Columbia (59.3 percent) and Quebec (56.0 percent), this rate included
3 out of 5 of the women in this ape group. While the rate was still high in other
regions, it was lower involving about 2 out of 5 women. The rate among women
who were 20 years or younger for instance was 43.1 percent in Ontario. The
declines in previous abortion with age were regular and about one-third of the
wornen in British Columbia and Quebec between 30 and 24 years and
one-quarter or less of those who were 35 years and older had had a previous
abortion. In the other three regions the proportions were much lower at older
ages. The effect of marital status was similar as the highest previous abortion
level was among single women. There was some variability within each region,
but in general women who were married or had been married had similar levels
of previous abortion which was about a half of the rate for women who were
single. In each region about half of the single paticnts had had previous
abortions. Correspondingly, 83.4 percent of those women with no prior live
births had had a previous abortion compared with between 12.2 and 27.3
percent of women who had had one or more live births.

Among the women who had been pregnant before and who had had an
earlier abortion, the lowest number was among females who lived “at home”,
Among all of the women across the country who were living at home, 24.0
percent had had previous abortions. The prevalence of prior abortion among
previously pregnant women was higher among those females who were work-
ing. The level varied from a high of 50.0 percent in British Columbia, 42.7
percent in Quebec to between 31.7 and 39.3 percent in other areas. The
prevalence of prior abortion among previously pregnant women who attended
school was between 55.1 and 63.6 percent for all regions, except in the Prairies
where it was 31.8 percent.

With relatively few exceptions the influence of where these women had
been born was unimportant. The proportion of women who had had prior
abortions was relatively higher among women who had been born in the United
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States or United Kingdom and who at the time of the survey lived in British
Columbia. This pattern did not occur in other regions. In a similar manner the
prevalence was relatively higher among the women from the West Indies who
lived in Quebec, but this was not the case elsewhere.

There was a more direct and significant association between the years of
education and the prevalence of repeat abortions ameng the previously preg-
nant abortion patients. In each region the proportion rose with the level of a
patient’s education. The effect of schooling was strong in British Columbia
where 28.6 percent of femaies with an elementary school level of education
having had a prior abortion compared to 56.8 percent among women with a
university degree. As would be expected, the overall level varied between
regions, but the difference between women who had different levels of educa-
tion was unmistakable. The proportion was double in the highest education
category in contrast to women who had less formal education. There was no
association between having had a previous abortion and a woman’s length of
gestation.

Overall, the experience of the women who had been previously pregnant
and had had prior abortions differed from the majority of the women in the
national patient survey. More of these women were single, they had on an
average a higher level of education, more were working outside the home and
fewer had had previous live births. What these findings suggest is that there is
a discernible group of women who have somewhat similar backgrounds who
may be at a higher risk of having repeat abortions in the future. It is this group
of women as well as women having their first abortion whose patterns of sexual
behaviour and contraceptive practices need to be understood if birth control
programs are to be effective in reducing unwanted conceptions,

From the upward trend in induced abortions in Canada in recent years, it
is likely that the number of women obtaining repeat abortions will also increase
in the future until it reaches a plateau. A higher proportion of women who had
had second abortions (57.3 percent) than other abortion patients (46.7 percent)
had used a contraceptive means at the time of coitus when conception
occurred.* Like other patients their use of contraception was substantially
lower than among sexually active women in the general population (82.2
percent). Their use of contraceptive means rose by their age and level of
education. Among females between 16 and 17 years who had had second
abortions, 39.1 percent had used contraception. The rate with which these
measures were used was 58.1 percent for females between 18 and 23 years,
58.9 percent for females between 24 and 29 years, and 55.9 percent for females
who were 30 years and older. A third of women with an elementary school
education (32.2 percent) who had had second abortions used contraception in
contrast to 55.9 percent who had a high school education, and 68.1 percent
who had college or university training. The level of use of contraceptive means
varied little by the religious affiliation of Catholic, Jewish, and Protestant

4 The proportion of alf women in the national patient survey who used contraception at the time of conception
was 47.3 percent.
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females, but it was appreciably higher (65.8 percent) among women affiliated
with other denominations or who had no stated religious affiliation.

In contrast with all other groups of women, both females who had not had
abortions and those individuals who had had first abortions, a substantially
higher proportion of females who had had second abortions used oral con-
traceptives. Overall, among these females 80.5 percent had used the pill at the
time of conception; 4.4 percent, condom; 4.4 percent, intra-uterine device
(IUD); and 10.7 percent, other methods or a combination of contraceptive
means. More women (90.1 percent} between 18 and 23 years than females of
other ages had used the pill, while the use of the condom was the highest
among females between 16 and 17 years (20.0 percent) and women 30 years
and older (10.3 percent). There was a decrease in the use of the pill as the level
of education increased, a shift which was complemented by a higher use of the
condom and the IUD among women with more educational training,

The reasons why 42,7 percent of females who had had second abortions
did not use, or had discontinued, the use of contraception were basically similar
to the reasons cited by other abortion patients. A slightly higher proportion
(53.7 percent) were afraid of the hormonal side-effects of oral contraception.
Comparable proportions to other abortion patients had not used contraception
because they had left their partner, they were sexually inactive, or they had not
been prepared for coitus (27.6 percent). A quarter (25.3 percent) had discon-
tinued the use of contraception because they had been using a particular
method for a long time; and 21.1 percent of these women had stopped on the
basis of following their physicians’ recommendations. Almost 1 out of 5 (19.1
percent) had felt that they could not become pregnant at the time of coitus.
None of the younger females had discontinued the use of contraception because
they were afraid their parents would find out.

While fewer younger patients who were having their first abortions were
concerned with the side-effects of contraception, there was a uniform concern
among all age groups with this issue among patients who had had second
abortions. Among these younger patients, a substantially higher proportion had
not used contraception because, based on the assumption they were not
sexually active, they had been unprepared for coitus. Three out of ten women
(29.6 percent) between 30 and 49 years of age who had had second abortions
felt they could not become pregnant at the time of coitus.

More of the married women who had had second abortions than either
single or once-married females were concerned with the side-effects of the use
of contraceptive means., While fewer of these married women than other
females had stopped using contraception because they felt they had been
sexually inactive, almost a third of them had discontinued this measure on their
physician’s recommendation. There was a marked difference by the marital
status of patients who had second abortions in terms of the proportion who had
felt they could not become pregnant at the time of coitus. While few single
women (11.1 percent) said this was why they had not used contraception, 23.4
percent of married women gave this reply and 39.1 percent of once-married
women had made this assumption,
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Sterilization

The birth of a child, the experience of a therapeutic abortion and other
gynaecologic events can involve considerable emotional and physical stress for
a woman. This fact is also true of surgical sterilization. It marks the end of
reproduction for a woman. Sterilization may involve even more stress if it is
performed in conjunction with another critical event such as an abortion or a
delivery. To minimize these problems, it is the practice of some hospitals and
physicians to discourage the simultaneous undertaking of sterilization with a
delivery or an abortion. But from the opinions of some of the physicians in the
national physician survey and of some patients in the national patient survey, it
is apparent that an agreement to be sterilized has been used on occasion as a
prerequisite to obtaining an abortion. The emotional vuinerability and the
feeling of being under duress of a woman either at the time of a delivery or an
abortion makes it somewhat easier for her to agree or to be persuaded to have
the sterilization done at the time of these other procedures.

Information from Statistics Canada for 1974 indicated that 5,065 cases or
12.3 percent of the total terminations of pregnancy had been concurrently
sterilized. Tubal ligation was the leading surgical procedure used to sterilize
59.0 percent of the sterilized cases. This procedure was followed by tubal
coagulation {19.7 percent); bilateral salpingectomy (16.7 percent); hysterecto-
my {3.9 percent); and other procedures (0.7 percent) of the sterilized cases. For
the women who obtained abortions in 1974 for whom information was avail-
able, 57.3 percent of the women who were subsequently sterilized were under
35 years of age. The frequency with which this procedure was performed rose
directly with the number of previous deliveries which these women had had. It
was more often performed for patients who had their abortions done earlier in
their length of gestation.

The sterilization experience of the women in the 1976 national patient
survey parallelled many of the trends for 1974 documented by Statistics
Canada. The proportion of women who had a concurrent sterilization operation
at the time of their abortion rose directly with their age and the number of
their previous live births. Few women under age 25 had this operation. While
only 1.0 percent of the patients under age 20 were to be sterilized, this rate rose
t0 9.4 percent of women between 25 and 29 years, 26.8 percent between 30 and
34 vears, and 47.0 percent of women who were 35 years and older. This rate
closely approximated the 52.2 percent of the women over 35 years who had
concurrent sterilizations with their abortions in 1974 across Canada. Similarly,
it was only at the level of two or three or more previous live births that the
proportion of women who were to be sterilized rose to 24.5 and 47.1 percent
respectively.

Married, widowed, and divorced women were more likely to be sterilized.
A majority of the women having this operation said they lived at home and
were neither at school nor had a job. However, 38.8 percent of the women who
were to be sterilized were working. Protestant and Catholic women were both
moderately likely to be sterilized and those women who reported either no
religious faith or who were Jewish were slightly more likely to be sterilized.
Where 2 woman had been born made little difference. Among the women who
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had been born in Canada, 7.8 percent were to be sterilized. Women who had
been born in other countries did not differ greatly in this respect, except for
those who came from Southern Europe of whom 18.1 percent were to be
sterilized after the abortion operation. Women who had had a previous
abortion were no more likely to be sterilized than the women who were having
a first therapeutic abortion.

The level of education of women having induced abertions was inversely
related to the occurrence of sterilization, involving 17.7 percent of females
with an elementary school level of education, 9.4 percent who had attended
high school and 6.2 percent who had been to college or umiversity. The
prevalence of sterilization was significantly higher for those women who were
less well educated. Only 1.0 percent of the sterilizations were performed on
women under 20 years of age. The education of the women who were to be
sterilized was in most cases completed. Women who were to be sterilized in
British Columbia had the smallest range between the levels of education with
12.8 percent of women who had an elementary school education and 6.6
percent with a university education who had the operation. This gap by the
level of education of abortion patients and their concurrent sterilization was
greater in other regions with the Prairies and the Maritimes having the largest
discrepancies. In each region those women with fewer years of schooling were
more likely to be sterilized. Excluding British Columbia, the proportion of
womén with an elementary school level of education who were to be sterilized
varied between 16.7 and 21.7 percent, while the proportion of women with a
university education who were to be sterilized was between 2.9 and 8.3 percent.
Women with a high school education were between these levels, but they were
closer to the experience of university-trained women.

One-quarter of the women in the national patient survey were still
attending school. This fact might affect the relationship among the women
between their level of education and who was to be sterilized. A separate
analysis was done which reviewed the experience of the women who were to be
sterilized in each educational level by how old they were. Predictably, there
were significantly few sterilizations among women under age 20. For women
between 20 and 35 years there was a pronounced association between the
extent of sterilization and the level of education. Women who had a university
education were less likely to be sterilized than were those women who had an
elementary school education. The general proportion of women who were to be
sterilized increased with each age group, but within each age category the
trend was evident that less well educated women were consistently more likely
to be sterilized. For women between 20 and 24 years, the proportions rose from
1.1 percent of the women with university training to 10.4 percent of women
who had an elementary school education. The proportions of women who were
to be sterilized among the older age groups were 2.8 percent among university
graduates who were between 25 and 29 years and 13.2 percent for women of
these ages who had an elementary school education. Among women between
30 and 34 years, 19.3 percent who had university training and 46.3 percent
who had an elementary school education were to be sterilized. This trend by
education did not occur among women who were 35 years or older. For these
women, the proportion who were to be sterilized was relatively high at each
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educational level with no indication for any educational group to have a higher
prevalence.

' Several factors may account for the finding that the education of a woman
seeking an abortion had such a clear role in determining the probability of her
sterilization. The women who were less well educated may have had other
characteristics which acted in concert to increase the chances of their steriliza-
tion. It is also possible that their relative lack of education protected them less
from the advice which was given by physicians, who in deciding that these
women were less effective in controlling their fertility, may have more strongly
counselled their sterilization.

" While there were minor variations in the national patient survey in the
regional occurrence of the concurrent sterilization of women obtaining abor-
tions, there were substantial differences by the age and parity of these women.
There were also significant differences when the regional analysis was set aside
and the experience in this respect of the individual provinces was considered.
These several differences were influenced partly by the attributes of the women
who were involved, but a more important consideration was the nature of the
various guidelines set by the medical staff and the hospital boards in different
parts of Canada involving their sterilization policies of abortion patients.

Based on information provided by Statistics Canada about abortion
patients who were concurrently sterilized in 1974, the regional occurrence was:
8.3 percent, the Maritimes; 9.5 percent, Quebec; 13.4 percent, Ontario; 15.6
percent, the Prairies; and 9.7 percent, British Columbia, the Yukon and the
Northwest Territories. These broad regional groupings mask significant provin-
cial differences, such as the one-third (32.6 percent) of the women who
obtained abortions in Newfoundland in 1974 who were concurrently sterilized, -
or the 1 out of 5 such women (20.5 percent) in Manitoba who had both of these
operations done together. The proportion of the women who had abortions and
were concurrently sterilized for each province in 1974 was: 32.6 percent,
Newfoundland; 6.0 percent, Prince Edward Island; 5.4 percent, Nova Scotia;
5.5 percent, New Brunswick; 9.5 percent, Quebec; 13.4 percent, Ontario; 20.5
percent, Manitoba; 12.8 percent, Saskatchewan; 14.8 percent, Alberta; 9.8
percent, British Columbia; and 6.5 percent, the Yukon and the Northwest
Territories.

While there is a difference of two years between the 1974 information
provided by Statistics Canada and the 1976 national patient survey, it would
appear that among women who had a concurrent sterilization at the time of
their induced abortion, this experience was matched for the Maritimes and
British Columbia. There may have been cither an under-representation in the
1976 survey in other regions or an actual shift in the occurrence of this
procedure may have taken place.

Statistics National Patient
Canada, 1974 Survey, 1976

percent percent
Maritimes...ooovveeeeeencree e 8.3 9.2
Quebec ... 9.5 5.8
Ontario ... 134 9.2
Prairies .........ocoeee 15.6 9.8
British Columbia ..........cccccu.e.. 9.7 9.7
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There was greater regional ‘variation among the married women having
induced abortions of whom 45.9 percent were to be sterilized in the Maritimes
and in the Prairies where the corresponding level was 39.7 percent. The level'in
other areas was lower with 12.6 percent of married women who were obtaining
abortions in Quebec concurrently having the sterilization operation. Among the
women who were widowed or divorced, 27.6 percent were to be sterilized in
British Columbia and 28.6 percent in Ontario. These levels were twice the rates
for each of the remaining three regions. Fewer separated women were sterilized
at the time of their abortions. The influence of religion on the sterilization of
abortion patients in the survey was pronounced for Catholics in some regions.
In Quebec and the Maritimes, 5.0 and 4.7 percent respectively of the Catholic
women were to be sterilized compared to between 9.6 to 11.2 percent of the
Catholic women living in other areas. There was little variation in the
proportion of women who were scheduled to be sterilized by their religious
affiliation among women who lived in other regions. About 1 out of 10
Protestants, Jews and those women who reported no religious affiliation were
to be sterilized in each of the regions outside Quebec. However, 1 out of 20 of
the Protestant women in Quebec had this operation. These findings indicate
that there may be factors other than the religious affiliation of the women who
lived in Quebec which affected the extent to which they were sterilized.

Within each geographic region, sterilization was rare among younger and
low parity women. Beginning with the 25 and 29 age group and those women
who had two children, the proportion who were to be sterilized rose in the
regions outside Quebec. The proportion who were to be sterilized in the other
four regions was between 9.7 percent and 14.0 percent for women who were
between 25 and 29 years; it rose to between 47.2 percent and 67.6 percent
among women who were 35 years and older. The proportion of women who
were to be sterilized rose from a low of between 2.6 to 6.6 percent among
women who had had none or one birth to about 1 out of 3 of the women who
had had two live births who lived in Ontario, the Prairies and British
Columbia. About a half of the women who had had three or more live births
were to be sterilized in all regions except Quebec which performed fewer
sterilizations on any women who had had less than three live births and the
Maritimes where few women werc to be sterilized, except those who had had
three or more live births (57.1 percent).

The need for a further analysis of the effects of age, the number of live
births and marital status of women on the likelihood of sterilization is indicated
by these findings. On its site visits to hospitals, the Committee found that these
factors were given considerable weight in. the decision which was made to
sterilize a patient. Among the hospitals visited by the Committee, 44.9 percent
based the decision for sterilization on the agreement of a woman and her
physician, 23.1 percent used the “rule of 100” or the age of a woman
multiplied by the number of children to whom she had given birth, 20.5 percent
reviewed such requests before a hospital committee, and the remainder either
used other formulae or approved steriiization only for medical reasons. There
was a definite east-to-west trend in these review procedures, The age-parity
mathematical formula (e.g., age of woman—335 years x 3 children = 105; or
age 25 X 4 children = 100) was most extensively used in Quebec, where 55.6
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percent of the hospitals visited by the Committee followed this procedure’, The
decision that sterilization -was solely a matter between a woman and her
physician at the hospitals visited by the Committee was followed by: 40.0
percent, Maritimes; 25.9 percent, Quebec; 41.7 percent, Ontario; 59.1 percent,
Prairies; and 66.7 percent, British Columbia, the Yukon and the Northwest
Territories.

With the exception of Quebec, most hospitals in other provinces required
the consent of a married woman’s husband prior to her sterilization (65.4
percent), her former partner, if she was separated or divorced (3.8 percent) or
if she was single of her male partner (7.7 percent). In Quebec, about half of the
hospitals which were visited (44.4 percent) required only the consent of a
woman, while the extent of this requirement in other regions was: 12.5 percent,
Maritimes; 13.3 percent, Ontario; 20.0 percent, Prairies; and 15.8 percent,
British Columbia, the Yukon and the Northwest Territories.

Among the women in the national patient survey the proportion to be
sterilized according to the number of their previous pregnancies was analyzed
by their ages. For women under 20 years there had been 10 sterilizations, but
there were no trends in their distribution. Among the women who were over 20
years, there was a strong and consistent pattern of sterilization associated with
their number of prior live births, The prevalence of sterilization increased with
age and increased with the number of live births in each age category. For
women between 20 and 24 years, the proportion of sterilizations for those
females with none or one live birth was 1.1 percent. This rate rose sharply from
15.6 to 16.7 percent among women who had two or three and more children.
The same pattern occurred among women who were between 25 and 29 years,
The increase was from 2.8 percent of all women with none or one live birth to
approximately one-quarter of those women who had two or more live births,
The trends in the sterilization of the women who were over 30 years of age did
not display the same sharp increase among those who had two or more live
births. For these women the proportion who were to be sterilized was relatively
high, even if they had had no live births and rose to over half of those women
who had had threc or more previous live births. Twenty percent (20.0) of the
women with no live births and who were 35 years and older were to be
sterilized; the proportion of these women to be sterilized who had three or more
live births was 58.7 percent,

The effects of marital status were also examined. This factor had a less
pronounced effect, To explore the interaction of these factors a further
statistical analysis was undertaken.® The findings of this further analysis
support the results described above. In examining the relative impact of age
and the number of live births on the extent of sterilization, the findings from
the hospital patient survey indicate that a woman’s age was the most important
factor. Regardless of their number of live births, relatively few women were to
be sterilized at the time of their abortions who were under age 25. However,

$ This type of formula was used by relatively few of the hospitals visited by the Committee in other regions with
its overali occurrence being: 75.0 percent, Quebec; 4.2 percent, New Brunswick; 12.5 percent, Ontario; 8.3
percent, Saskatchewan.

6 See Appendix 1, Statistical Notes and Tables, Note 5.
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for women over age 35, a high proportion of the women who had had no
previous live births were scheduled to have the operation at the time of their
abortions. Married, widowed or divorced women were more likely to be
sterilized with those women who were separated being less likely to have the
operation, Between 1.1 and 2.0 percent of single women receiving an abortion
were to be sterilized compared with 22.6 to 45.9 percent of the married women
living outside Quebec. For married women in Quebec, the level was 12.6
percent.

Predictably, few women who were atiending school were to be sterilized.
Less certain was the level of sterilization among women who were working or
who lived at home. A comparison of the regional findings found that working
women were unlikely to have the operation. Most of those women who were to
be sterilized said that their main responsibility was “at home™ and their
regional distribution was: 12.1 percent, Quebec; 15.1 percent, British
Columbia; 20.8 percent, Ontario; 26.8 percent, Maritimes; and 27.8 percent,
the Prairies.

The findings on the sterilization of abortion patients showed consistent
patterns for a variety of social and demographic factors across the five regions -
in Canada. The typical woman having an abortion who was to be sterilized had
an elementary school level of edacation, spent most her time at home, was over
30 years of age and had two or more children. With the exception of Quebec, a
woman's religion played a less important role in determining who would be
sterilized. In general, the pattern in Quebec was consistently lower than the
rates in other areas in Canada for each of the groups which were considered.

Sexual behaviour and abortion

Among females in the national population survey, those women who had
had abortions were on an average more sexually active than the other women
in the survey. While 24.6 percent of women in their reproductive years did not
have coitus, 4.2 percent of women who had had abortions said that at the time
of the survey that they then never had sexual intercourse. In almost equal
proportions, 16.0 percent and 16.7 percent respectively, both groups of women
had coitus once a month or less often. Among women who had not had
abortions, 59.4 percent had coitus once a week or more often while 78.1
percent of women who had had abortions had sexual intercourse with this
weekly frequency. The overall weekly frequency of coitus for the two groups
was 1.18 for all women and 1.62 among women who had had abortions. The
difference in the usual frequency of coitus was 27.2 percent.

The difference in the frequency of coitus between women who had had
abortions and women who had not had abortions was consistent by their
marital status. In particular, single women (1.63 times per week) and once-
married women (1.35 times per week) who had had abortions were between 3
to 4 times more sexually active than all women in these categories (0.44 and
0.49 respectively) in the national population survey, while there was less of a
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difference between married women in each group (1.78, abortion; 1.57, no
abortion). Young women between 15 and 17 years who had had abortions were
the most sexually active (2.0 times per week) of all females whether they had
had or not had this operation. In comparison, the weekly coital frequency of
young females who had not had abortions was 0.12. A higher level of coital
frequency also characterized women between 18 and 23 years who had had
abortions. Beyond the age of 24 years the usual weekly frequency of coitus was
similar for both groups of women, a change which was related to a larper
number of women who had had abertions in these older age groups who were
married. This pattern remained about the same for all women over 23 years of
age including those individuals who were 50 years and older.

TapLE 14.8

CONTRACEPTIVE MEANS USED BY ABORTION EXPERIENCE
OF WOMEN WHO HAVE COITUS

NATIONAL POPULATION SURVEY & NATIONAL PATIENT SURVEY

Experience with Abortion

Type of
Contraceptive  Not Had an Had an Had an
Means Abortion Abortion Abortion
(Population) (Population) {Patient}
percent
Pill............... 44.0 47.0 18.0
Condom* 6.5 2.0 26.2
LUD. ... 6.2 9.8 9.9
Withdrawal® ... 38 9 9.4
Rhythm.....ooovvneee 53 5.9 £5.3
Foam........coveurvmer 2.5 39 15.3
Diaphragm.......... 24 2.0 43
Sterilization* ...... 25.5 25.5 0.4
Other................... 38 0.0 1.2
TOTAL ... 100.0 100.0 100.0

*The use of these contraceptive methods refers to their use ¢ither by women or
men at the time of coitus.

Four out of five women {82.2 percent) in the national population survey
who were sexually active used contraceptive means. Excluded from this group
of women were those females who at the time of the survey never had coitus. If
these women in the reproductive years are included, then 47.0 percent of all
women in the national population survey used contraceptives. In comparison
with all of the women in the national population survey, §6.0 percent of women
who had had abortions and who were sexually aciive at the time of the national
population survey were using contraceptive means, While the characteristics of
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both groups were generally compardble, a higher percentage of younger and
single females who had had abortions were using contraceptive means than was
the case for women of similar ages who had not had this operation. It is
unknown whether the women in the national population survey who had had
abortions had been using contraceptive means at the time of conception. What
is apparent from these findings is that their current use of confraceptive means
was higher than for all women in the national population survey.

TFhe type of contraceptive means vsed by the 47.3 percent of the patients
who had abortions in Canadian hospitals in 1976 differed from the contracep-
tive practices of women in the pational population survey whe had not had
abortions and of women who had previously had abortions. Less than 1 out of 5
(18.0 percent) of these patients used oral conmtraceptives, or the pill, a
proportion which contrasted with the 44,0 percent of women in the national
population survey who had not had abortions who used the pill and the 47.0
percent of women who had previously had abortions. In contrast with the two
other groups of women in the national population survey, the patients who had
had abortions in 1976 used: the diaphragm twice as often; their partners had
used the withdrawal method 2.4 times more often; the rhythm method about
three times more often; vaginal spermicides five times more often; and their
partners had used condoms above four times more often.

When the findings from the two national surveys are considered together,
what emerges are distinctive differences in the usunal sexual behaviour of
women who have not had abortions and women whoe have had abortions. These
differences are in terms of: (1) their usual level of coital frequency; and (2) the
types of contraceptive means which were used, in particular by young and
single females. What is needed in considering the patterns of sexual behaviour
involving women who have had abortions are in-depth studies done over a
period of time which compare what they do relative to the experience of other
women in terms of: their sexual experience; the attributes of their male
partners or marital cohabitational circumstances; and their use of contracep-
tion. The findings obtained by the Commitiee are only a first step in a
comparison of the sexual behaviour of these two groups of women.

Sources of information about contraception

In the national population survey women and men were asked from whom
they had obtained information about contraception. What the findings indicate
is that; a sizeable number of Canadians have had ne formal instruction on the
use of contraceptive means; the physician is seen as the chief source of such
information for women and men; and learning about these methods from all
other sources is very much a hit-or-miss affair in Canada. The findings on the
sources of information about contraception confirm from the perspective of
women and men whom these programs were intended to serve that there was
little coordination between these programs. Their impact has been diffuse and
minimal. From the receiving end—the people who were to be informed and
counselled—the work of voluntary associations, churches, schools, and public
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health units had reached about 1 out of 10 individuals. Overall, 4 out of 10
women and men looked to physicians for this type of information. An almost
equal number either did not know about the use of contraception or had been
informed, or misinformed, by casual and informal sources.

The major sources of information about contraception cited by the women
and men in the national population survey were:

Source Females Males Total
percent

physician 459 335 387
noReE............ 35.5 43.2 g4
SCROO! . 6.5 9.3 19
OLHEE v 55 6.7 6.0
multiple ... 3.2 33 33
church.....occeene. 2.2 18 2.0
community agency 0.6 1.2 0.9
public health ., ..o 0.6 1.0 0.8

Aimost half of the women (45.9 percent) and a third of the men (33.5
percent) said their main source of information about contraception was from
physicians. In recent years some Canadian medical schools have initiated
instruction on the usual sexual behaviour of women and men. Most of these
programs were started since 1970. In general, little curriculum time was
assigned to instruction on contraception, and there was no uniform syllabus
used by the 16 medical schools dealing with the full range of sex-related
medical issues. In some medical schools there was only minimal coordination
between the various academic departments in the development of a curriculum
on these issues. Because the formal academic instruction of medical students
on the sexual behaviour of women and men has only been recently started, a
majority of physicians now in medical practice in Canada have had no formal
preparation on these issues. This point was made by many physicians to the
Committee on its site visits to hospitals across Canada. For these reasons the
basis of the counsel on sexual behaviour and contraception use given by many
physicians to their patients may be a blend of professional experience and
personal views. These factors affect what type of advice is given, how it is
given, and when it is given.

In the naticnal survey of family physicians and obstetrician-gynaecolo-
gists, physicians were asked at what age they usually began to provide
contraceptive counselling to their patients. A small number of these physicians
said they would provide contraceptive counselling to patients regardless of their
age whenever in their professional judgment they felt such advice was required
{12.2 percent gynaecologists; 7.9 percent family physicians).” The ages of

7 This group of physicians is included in the listing of physicians who would provide contraceptive counselling to
females 13 years and under.

368




patients at which these two groups of physicians would start providing con-
traceptive counselling were!

Gynaccologists Family Physicians

percent
13 years and under .............. 13.8 12.8
Hyears ..o 16.5 19.6
15 years ... 12.0 13.3
16 years .......oueer.e 22.4 24.8
17 years and over........cccnerenns 347 27.6
never, non-applicable to typ
of medical practice ............... 0.6 1.9
TOTAL .., 160.0 100.0

Although there is considerable individual variation among females and
males by their ages when puberty starts, this change usually occurs for females
between 12 and 13 years and for males at about 14 years of age. About a third
of both groups of physicians (30.3 percent of gynaecologists and 32.4 percent
of family physicians) in the survey of physicians were prepared to provide
contraceptive counselling to teenagers who were 14 years and older. About 2
out of 5 physicians in each specialty (42.3 percent gynaecologists, 45.7 percent,
family physicians) would be prepared to start this type of counselling for
females who were 15 years and older. Two-thirds of the physicians (64.7
percent of gynaecologists and 70.5 percent of family physicians) were prepared
to give such information to teenagers who were 16 years and older. About a
third of the physicians were reluctant to provide contraceptive counselling to
young teenagers who were under 17 years because they were uncertain whether
such information could legally be given to minors, they did not want to do so
without parental knowledge or consent, or in some instances, they did not want
to contribute to what they felt was the promiscuous sexual behaviour of
teenagers,

Between the ages of 15 and 17 years, females in the national population
survey had coitus on an average of once every two months and males in this age
group once every {ive weeks. Among females between 15 and 17 years who had
had abortions, their average frequency of coitus was twice a week. A substan-
tial number of the females in this age group who had had abortions (national
paticnt survey) had not used contraceptive means. Many of these young
females, while having made one or more visits annually to physicians, had not
sought or received contraceptive counselling.

There were sharp differences in the sources of contraceptive information
which females had involving the use of contraception resulting from medical
consultation and their use of other methods. Approximately three-quarters of
women who used the pill (77.3 percent), the intra-uterine device (82.1 per-
cent), the diaphragm (68.2 percent), or who had been sterilized (71.1 percent)
said that physicians were their main source of contraceptive counselling.
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Other sources of information about these four methods had had little impact
and were not extensively cited by women in the national population survey. A
small number of women said they had had no advice from any source about
these methods,

In contrast with women who used the four methods requiring medical
consultation, about half of the females who used other means had not had
medical consultation on the use of these techniques. Despite the reports given
by public health and community agencies, few individuais in the national
population survey had obtained contraceptive information from these sources.
Less than half of the women (47.5 percent) whose partners used condoms
during coitus had obtained information from any formal public or community
program. A substantial number of females (44.0 percent) and males (55.0
percent) who used the withdrawal methed had had no formal instruction about
this means of contraception.

What these findings about the sources of information and the use of
contraception indicate is that a substantial number of women and men across
Canada have had no formal instruction about amy method of contraception.
Among the individuals who used a particular method, a large proportion had
had no instruction on its effective use. The physician was seen by the women
and men in the national population survey as the major source of contraceptive
advice. All other pregrams including those operated by schools, churches,
community agencies and public health departments were seldom cited as the
sources of contraceptive information. Notable by its absence was the role of
the mass media—newspapers, radio, and television. These sources of informa-
tion were seldom, if ever, mentioned. Overall, schools were cited by 7.9 percent
of women and men, the churches by 2.0 percent, community agencies by 0.9
percent, and public health programs by 0.8 percent. While some community
agencies have developed active family planning programs which include con-
traceptive counselling, in terms of the broad cross-section of the population
which was represented in the national population survey, these programs had
had a minimal impact on the individuals whom they were intended to serve.

In recent years federal and provincial programs of family planning have
become more extensive and have received increased financial support. Eight
provinces operated family planning programs in 1976; four of the provinces
had appointed full-time staff as family planning consultants or coordinators.
These provincial programs were intended to encourage the development of
family planning measures, increase the involvement of public health personnel
in this field, and on occasion, to provide contraceptive information and
counselling for the public.

The Committee received information from 137 provincial public units
about the different phases of their family planning activities which variously
involved: family planning counselling; pregnancy counselling; or the operation
of family planning clinics. The provincial distribution of these programs was:

370




Family Family Responses from

Planning Pregnancy Planning Provincial Health

Counselling Counselling Clinic Units/Programs
Newfoundland .........c..ooveene. — — — —
Prince Edward Island ......... 1 1 — 1
Nova Scotia ............. 5 4 2 5
New Brunswick .........cooceeee. 3 2 3
Quebec ..o 13 14 8 25
Ontario ..o 31 27 23 34
Manitoba ..o 11 10 4 11
Saskatchewan . 9 9 2 9
Alberta oo 26 20 2 27
British Columbia .................. 15 15 5 18
Northwest Territories .......... 3 3 2 4
TOTAL .o 117 105 48 137

Based on the replies which were received from the 137 public health units,
their administrators felt that sex education programs were inadequate in 93
regions served by these units. Many of these programs involved the distribution
of pamphlets, instruction given at pre-natal classes by public health nurses,
visiting on maternity wards by public health nurses, or programs combining
health promotion with other health services. Taken together, these public
health programs were not associated directly as a source of contraceptive
counselling for the women and men in the national population survey. Not only
were these public health programs not reaching a sizable number of individu-
als, but among senior hospital staff including physicians, nurses and adminis-
trators whom the Committee met with across the country, these programs were
often secen to be expensive and ineffective. Many of these provincial and
municipal programs were located in difficult-to-reach sites, scheduled their
family planning clinics at times which were convenient for staff but not for
individuals to be served, or combined these efforts with other programs such as
venereal disease clinics. There was seldom any coordination between these
public health programs and the family planning work done in hospitals. Little
effort was evident to effect such an integration. Likewise, there was often little
coordination between the churches, the schools, or the community agencies
which were involved in family planning. In some instances there was an open
hostility between public health programs and community agencies, a conflict
based on establishing or maintaining a territorial imperative of an institution
rather than achieving an accommodation to usc effectively scarce resources to
assist individuals whom it was intended to serve.

Relatively few of the hospitals visited by the Committee had established
family planning clinics or programs. While there was a much broader interest
expressed by hospital administrators and senior medical staff about the need
for such programs, the reason usually given why they had not been started
were the constraints of existing health budgets. The few hospitals which had
started family planning programs have had some difficulty in their operation
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and the medical and nursing stafl have not been satisfied with their effective-
ness. The work of two hospital clinics illustrates how the programs are organ-
ized and some of their difficulties.

Hospital One

Our clinic has operated weekly throughout the year except for the month of
August and is held each Wednesday evening from 7:00 p.m. in the Outpatient
Gynaecology Clinic, The medical and nursing staff were initially volunteers
from the Department of Obstetrics and Gynaecology including fellows and
residents from the Department assisted by a small group of volunteer regis-
tered nurses. Through the active assistance of the Medical Officer of Health
representations were made to the Board of Health for financial support as it
was soon realized that an ongoing and growing facility could not indefinitely
stirvive as a volunteer operation.

It was our early impression that we would attract several types of patients,
namely the hospital-clinic-oriented patient, the patient who either lacked a
family physician or, having one, was not finding her needs in this area met by
him; the young woman who would not approach the family physician, new-
comers already accustomed to clinic programs in their own homeland, All
applicants without regard to race, colour or creed, with or without insurance
and regardless of ability to pay are welcomed.

From the outset we have tried to draw a clear distinction between “Family
Planning” and “Therapeutic Abortion”. Patients attending our clinic under
the impression that they could obtain an abortion have been referred to
morning gynaecology clinic. Patients have come from a number of sources. No
actual advertising program has ever been used. Our major sonrce has been
patient referrals from the gynaecology clinic, the postnatal clinic and, latterly,
referrals from the therapeutic abortion program. A number of patients used to
be referred from the Planned Parenthood Association and from the university,
Both of these sources have ceased. A number of cases have come from outside
physicians; a surprising number came from outside, A fairly large number are
now simply self referred.

The number of patients who have been seen are:

VISITS TO CLINIC
New Patients Totals
591 1,592
679 1,749
628 1,546
713 1,589
798 1,874
671 1,790
589 1,615

On arrival, a patient is registered and interviewed by the public health nurses.
We use a film about family planning as an educational aid. Brochures and
other reading material are provided as part of the educational program.
Interviewing and counselling are provided by the public health nurses. The
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patient is then called by name in order of arrival for an interview by the
physician. The medical history is reviewed along with the hospital record, if
any.

Initial examination consists of a brief general physical and a detailed gynaeco-
logica! examination. Pap smears are done routinely on an annual basis.
Vaginal cultures for G.C. etc,, are carried oul as indicated. Any general
medical or surgical condition encountered is referred to the appropriate
specialty clinic, family practice, general surgery, urology, etc. Simple gynaeco-
logical problems are treated in the clinic but major gynaecalogical problems
are referred to morning gynaecology clinics or admitted as an in-patient to our
service.

From discussion with and examination of the patient, the physician selects the
appropriate contraceptive method desired and/or indicated along with expla-
nation, advice and a return appointment. If further explanations are desired
the patient is referred back to the public health nurse.

Follow-up of cases needing further supervision and who fail to keep appoint-
ments has been and remains difficult, frustrating and disappointing. Cases
most in need of this service are the ones least likely to make use of it.

Operating under the above constraints of time and space, our clinic appears to
have reached a plateau in attendance figures. Family planning services though
needed in the community continue to be hampered by apathy, inertia, fear and
suspicion on the part of potential users of these services. Nor are we being
helped by the negative nature of publicity we have been receiving.

Efforts to provide post-operative follow-up and supervision of the patients
coming through the therapeutic abortion program have so far been ineffectual.
Although these patients are most in need of contraceptive counselling, between
70 and 80 percent of the appointments made for these women are not kept.
This occurs in spite of an in-hospital educational program being provided by
our department of these as well as post-natal patients. The substantial
numbers of “repeat offenders” now seeking another abortion is evidence of the
magnitude of this unsolved problem requiring more attention and effort on our
part.

Hospital Two

The system was designed to produce what we hoped was a maximum impact
on continuing contraception for the individual seeking termination and also to
allow a realistic amount of pre and post-abortion counselling to go on. We
found that this activity along with post-partum contraceptive counselling could
in fact keep one individual busy full-time. Consequently, for the past three
years we have utilized the services of a full-time family planning nurse in this
role. The majority of our therapeutic abortions are undertaken through our
clinic representing probably the lower socio-economic class in the community.

The therapeutic abortion and family planning clinic is held in a relatively new
facility. The personne! consists of a nurse in charge, a family planning nurse
who does zll the counselling, a secretary and part-time nursing aide. Other
things go on in this clinic in that we have special diagnostic services such as
colposcopy and endocrinology, infertility, and so on, but at different hours.
The family planning nurse has a small office for private counselling. There is 2
generous waiting room, a secretarial post, and four consulting and examining
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rooms. Immediately adjacent is our uitrasound facility which is primarily
designed for research and the clinical management of high risk pregnancy.

The hospital renovated this area in 1972, the personnel are paid by the
hospital and alsc by the active obstetrical staff. The active obstetrical staff
through its staff association also provides monies for equipping this and the
high risk pregnancy unit.

Our current financial commitment to this is in the order of $30,000 per year.
My own feeling is that this method of financing is the best of both worlds. 1t is
apparent in the private sector that provincial health insurance will not support
by itself an extensive counselling or follow-up mechanism. Also, the hospital
budgets will not support the extra personnel which are required to produce this
kind of service. Hence, the cooperative agreement between staff and hospital
to produce funds from both professional services and hospital budget produced
this capability.

We accept patients on referral and on direct application by patients them-
selves. The patient who comes to our clinic is registered by our secretary and is
seen first by our family planning nurse. She discusses with them the reasons
for seeking termination and the attitude of the patient and her husband if he
also attends. She notes a short social history on the chart, and at the same
time begins to introduce some family planning education in the form of a
contraceptive choice.

The patient is then seen by the professional staff. This professional staff in our
clinic consists of a professional staff member, a resident, and a junior or clerk
who is there for educational purposes occasionally. The social history is noted
and clarified by discussing this with the professional staff. A physical exami-
nation is undertaken with the usual smears, cultures, and so on and the dating
of the gestation. If the circumstances are such that the professional staff is
going to recommend termination, such a recommendation is made at the time,
and the patient is made aware of such a recommendation. In view of the fact
that house staff do change, we felt it important to have a consistent attitude
towards this and have a local house rule that no patient is sent from the clinic
without a recommendation for termination unless this is confirmed by the
attending staff member. In other words, it is the attending staff who produce a
consistency of attitude. No house staff is reguired to undertake an abortion
which they are not willing to recommend. If the rare occasion arises that house
staff members aren’t willing to make a recommendation and a staff member is
willing to make 2 recommendation, then the procedure is done by the staff
member.

Following this portion, the patient is once again seen by the family planning
nurse who informs her of the therapeutic abortion committee procedure, the
time of ifs meeting and gets all the details (on how to contact the patient
quickly). Our clinics are held Mondays and Wednesdays, and the therapeutic
abortion committee meets on Thursdays. Also, the particular procedure
recommended is explained to the patient and her hospital stay is also
explained.

The therapeutic abortion committee then meets and the family planning nurse
attends this meeting to bring to the committee the full range of information
available on the patient. If a recommendation is made for termination by the
committee, the family planning nurse then contacts the patient and through
the resident staff, arranges for her admission and her procedure.




When the patient is admitted to the hospital, the family planning nurse visits
her before or after the operation. The morning following the procedure she
holds her class on contraception where the particular method prescribed for
the patient is discussed and explained. This will al times occur on a private
basis at the bedside of the patient if she is reticent to join a group. The
contraception, usually the pill or [UD, is initiated immediately. The follow-up
visit is then given.

The patient is requested to return to our family planning clinic for our
follow-up in six weeks time. Once again, when she comes she is seen by the
family planning nurse who reviews her first six weeks experience with the
method of contraception and she is then seen by the professional staff who do
her post-operative check, and appropriate continuance or changing of her
contraception method is undertaken.

Following this visit, the patient is then followed on an annual basis, either by
her family physician or at our clinic, whatever is her choice.

The system is designed, of course, to put one knowledgeable person with some
rapport as the prime and continuing contact with the patient. We felt that this
would assure a more reasonable follow-up and acceptance. We have been
somewhat disappointed since our follow-up rate does not yet equal 50 percent.
We sometimes make ourselves feel better that the patients are being followed
up by their family physicians, but 1 think this is a phenomenon commeon to
many units, that once the procedure is done, the patient is loath to return for
follow-up.

In addition to the clinic patients about ten therapeutic abortions are done
weekly, generated by 11 staff physicians. These patients are almost always on
referral from general practitioners and the physician does his own assessment,
makes the recommendation and undertakes the procedure. The family plan-
ning nurse visits these patients while they are in hospital, discusses their
contraception and gives them their class on family planning. They are,
however, followed by the private physician. It is my feeling that the follow-up
in this group, which is largely middie-class, is greater than in our clinic.

It is obvious to us all, I think, that the family planning nurse is the key person
in the operation of this facility. The technrology is largely at hand in any well
organized gynaecology department, but in this particular therapeutic situation,
an extensive amount of patient contact, time and counselling is required, This
is best done by a person who is skilled and interested in this, and particularly
well done by a2 woman. The family planning nurse’s activity is also extended to
our post-partum patients to undergo family planning education during their
post-partum stay. It has been our feeling that probably one of the most
sensitive times to introduce responsible contraception to patients is at the time
of a recently completed pregnancy either by childbirth or abortion. In addition,
our family planning nurse also is responsible for organizing the childbirth
education program in the hospital. All in all, we feel that she makes about
3,000 interventions in a year in the field of contraceptive counselling informa-
tion and family planning in general.

It is my feeling that if municipalities are going to get into the business of
spending money on family planning, they had best forget about renting or
building shining edifices full of examining tables and doctors. The technology
and the facility to provide this is already at hand for the most part. The
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funding is also readily at hand for this activity through provincial health
insurance. What is not available through this means or hospital sources is the
provision of key counselling personnel of this type who can be spotted in key
places.

The number of accidental pregnancies reported in fertility surveys and the
volume of requests for induced abortion have prompted some experimental
programs which are aimed at reducing unwanted conception by the promotion
of contraceptive education. The assumption on which these programs were
based is that the level of motivation for use of methods of fertility control and
the knowledge of human sexual behaviour and contraception were low among
many individuals in the population. The general intent of these programs is to
increase these levels of motivation and knowledge so that the likelihood of
unwanted pregnancies could be reduced. There are significant implications in
terms of costs in time and the allocation of personnel and money if such
measures were to be implemented more broadly on a regional or national basis.
Before embarking on such ambitious programs, it would be necessary to review
the effectiveness of the programs which are underway. The findings of the
national patient survey may have a bearing on the effectiveness of current
programs. Questions were included about whether a women had had sex
education in school, and if that curriculum had included contraceptive
education.

Method Used at Had School Sex Not Had School
Time of Education Sex Education

Conception Program Program

percent percent
Pl 19.5 17.0
condom ... 275 253
| L) b N 8.8 10.6
withdrawal .. 37 4.7
rhythm ..., 15.0 15.0
diaphragm .. .. 1i.3 8.2
foam ..o 13.1 16.6
other ..., 1.0 2.6

Overall, there was a slight trend, but just that, which indicated that sex
education which had been received in school by women in the national patient
survey led to their greater use of more effective methods of contraception such
as the pill, the condom and the diaphragm when conception occurred. But in
looking at the experience of the women who had abortions and who had no sex
education in school, their use was marginally higher of the IUD, withdrawal,
foam and other contraceptive means. The findings indicate a slight trend
toward the use of more effective contraceptive means, but the major conclusion
is that for the women who had such programs in school, they had made little
real difference to their subsequent use of contraception. In almest equal
numbers, women who were having induced abortions whe had no instruction
used the same types of contraception as the women who had such instruction
in schools. The findings for these women do not lead support for the usefulness
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of current contraceptive and family life education programs undertaken at
schools across Canada.

Among individuals in the national population survey, most sexually active
women and men used a contraceptive method during coitus. The number of
women who had abortions was considerably higher, particularly for younger
females, among those women who never used contraception. This was a
predictable outcome. But a substantial number of women in the national
patient survey had used a contraceptive means at the time of coitus when
conception occurred. Why the use of this preventive measure had failed was
accounted for by the fact that these women and their male partners had not
known enough how to use effectively these contraceptive means. A sizeable
number of other women who had abortions either were afraid of the side-
effects of the use of contraception, or they had been counselled by their
physicians not to use such methods.

Many women and men had no formal instruction on the use of contracep-
tive methods, By having coitus under these circumstances, the chznces of an
unexpected, and for many women, an unwanted pregnancy were sharply
raised. This fact stands out starkly as a major factor contributing to the
number of induced abortions acress Canada. Like Russian roulette, by not
using contraception, or by not knowing how fo use the means which were tried,
many Canadian women and men took chances which had profound implica-
tions for themselves and for society.

The options are few concerning induced abortion. There is no evidence
that its volume is decreasing. To the contrary, its reported incidence has
increased in recent years. Believing or wishing it were otherwise will not
change this situation. The critical secial choices are between two sensitive
issues, induced abortion and family planning. In the Committee’s judgment,
the evidence is conclusive. When effective contraceptive means are appropri-
ately used, the chances of conception occurring are sharply reduced, if not
eliminated, for most women. The extent of induced abortions in the futare can
be expected to remain the same as at the present time, and it may gradually
rise, unless there are effective changes made in the contraceptive practices of
Canadians, particularly among high risk groups. Made in the context of known
family planning and population policies, these changes may be brought about
by increased efforts through research to find more effective and acceptabie
methods of contraception and by coordinated programs of public education
and health promotion. There is no surety that such steps will be fully effective,
but without taking them, there is virtvually no likelikood that the volume of
induced abortion will be reduced, or even contained, at its present level.
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Chapter 15

Cost of Health Services

More than in the past a growing number of voluntary community associa-
tions and programs paid for by all levels of government are dealing with issues
affecting population growth. There is usually a sharp distinction made in most
public programs in Canada between services and programs involving abortion,
contraceptive counselling and services, and general family planning programs.
These services and programs relate to the knowledge and practices which
enable couples either to avoid or to terminate unwanted pregnancies or to bring
about wanted births,

The health costs associated with induced abortions may include: (1) the
personal expenses for a woman who may travel some distance to a hospital or
who may lose income while being away from work; (2) additional medical
expenses, if extra-billing is involved; (3) the medical and hospital costs which
are paid for under national health insurance; and (4) for women who go
abroad, the total direct costs of travel and the surgical operation. Health costs
are one factor which influence the decisions made by women about where they
obtain abortions in Canada or abroad. In considering the health costs associat-
ed with induced abortions, it is relevant to compare these expenditures with the
costs of related programs, and where additional charges are involved, whether
these are apportioned equitably by the social circumstances of the women.

In its work the Committee found that many patients, physicians, and
hospital administrators were reluctant to discuss the issue of health costs
associated with induced abortion. The reluctance of some abortion centres in
the United States to provide information on their monetary charges and the
number of Canadian patients whom they treated may have stemmed in part
from a concern that such information might be used for the purposes of income
tax calculation. There was an initial concern among some of the hospitals
involved in the national patient survey that the doctor-patient relationship
might be affected if private patients were to be included (for most hospitals,
they were) and if information about the medical costs to these patients was
obtained.

The Terms of Reference set for the Committee included the stipulation to
determine “What types of women are successful and what types unsuccessful
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in obtaining legal abortions in Canada?” Information is given here about the
economic circumstances involved in obtaining an induced abortion in Canada
and abroad, and a comparison is made between the relative costs of induced
abortion, childbirth, and family planning programs.

Non-profit voluntary associations

National non-profit voluntary associations concerned with various aspects
of family planning have been active over a period of several decades. Their
growth has increased in recent years to include a broad spectrum of interests.
The primary concerns of most of these non-profit associations were with the
dissernination of information about family planning and the counselling of
women and men about critical family choices. Their involvement in abortion
may be part of these general activities, but it was seldom their central purpose,
From its survey of these agencies the Committee found that most reported
there were no direct cost charges involved in providing these services. When
costs were involved (10.7 percent), these were intended to cover the expenses of
clinical testing services and, on occasion, were considered a donation or
involved a membership fee. Depending upon the type of services provided, the
fees charged by the community referral agencies were:

No Ability Fixed Average
Charge to Pay Fee Fee
percent percent percent dollars
Pregnancy Counselling .......cooconvnerno. 96.1 — 39 2.25
Contraceptive Counselling .......................... 96.2 1.9 1.9 2.50
Abortion Referral ............. 98.0 2.0 — —
Clinical Services ........co.cocccoo..... 10.0 — 90.0 N

Approximately 1 out of 5 women in the national patient survey had
contacted one or more community referral agencies prior to obtaining their
abortions. These women were asked if they had paid any charges for these
services, and if so, how much had been paid. There was a discrepancy between
the reports of these patients and the information provided by the community
referral agencies which suggests that while these services may have been based
on a non-profit principle, there were still attendant costs for some women who
turned to them for assistance. Among the women in the national patient survey
who used each resource, the proportion who said they had paid for the services
was: 3.1 percent, school nurse; 10.5 percent, social service agency; 8.2 percent,
Planned Parenthood; 9.4 percent, Birthright; and 37.4 percent, abortion refer-
ral agencies.

The charges paid by the women obtaining abortions whe had used
non-profit community referral resources varied by their social circumstances
and where they lived in Canada. About 1 out of 5 of the women in the national
patient survey who lived in Ontario (21.0 percent) and British Columbia (18.1
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percent) had paid when they had contacted these agencies. Making such
payments was unusual elsewhere (0.0 percent, Maritimes; 1.2 percent, Quebec;
and 1.6 percent, Prairies). Younger patients, women who were bern abroad,
and womer who had more formal education more often made such payments.
One out of ten women {12.4 percent) who were 19 years or younger had paid
for this assistance while the experience among women who were older was:
12.5 percent, 20-24 years; 8.6 percent, 25-29 years; and 6.3 percent, 30 years
and older. Almost 1 out of 5 (19.8 percent) of the women who had been born in
other countries had paid for these services, a proportion double that of women
who had been born in Canada (9.2 percent). There was a direct association
between the level of education of these women and the payment of charges.
One out of twenty women (5.9 percent) who had an clementary school
education said they had made such payments, while this was the case for 10.3
percent of the women who had been to high school and 13.2 percent of the
patients with college and university training.

TABLE 15.1

FEES AND/OR CHARGES PAID BY WOMEN USING NON-PROFIT
COMMUNITY AGENCIES

NATIONAL PATIENT SURVEY

31-315 $16-330 $31-845 $46-380 580+

percent
School NUISE ...ocovreveeeericercceeane 31 0.0 0.0 0.0 0.0
Social Service Agency ... 10.5 0.0 0.0 0.0 0.0
Planned Parenthood ... 7.8 0.4 0.0 0.0 0.0
Birthright ..o 6.3 3.4 0.0 0.0 0.0
Abortion Referral Agency ............ 8.4 1.1 253 2.1 0.5

The non-profit voluntary associations dealing with family planning have
an important responsibility in serving the needs of individuals who seek their
assistance. Most of these agencies relied upon the dedication and the substan-
tial effort of volunteers, and their services were provided free without regard to
a woman’s circumstances. In the case of the women obtaining abortions in the
national patient survey, where some form of payment was involved, these
charges were not evenly distributed.

Commercial abortion referral agencies

The Committee obtained information on commercial abortion referral
agencies from several sources, but when these are put together, only an
incomplete summary of their work is possible. They were cautious to divulge
information which might be of use to competitors, professional regulatory
agencies, or government inquiries. Since they were in this work as profit-mak-
ing enterprises, most of these commercial abortion referral agencies neither
kept full records of what they did, nor were they prepared to release detailed
information -about the scope of their work. Much of the Committee’s informa-
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tion about these commercial enterprises came from secondary sources which
included: provincial government health departments; the registrars of provin-
cial medical licensing authorities (colleges of physicians and surgeons); direct
reports from women who had used these agencies; the results of the survey
done by the Committee of abortion clinics in the United States and the
national patient survey; and site visits to hospitals across Canada made by the
Committee. From these sources of information as well as a review of advertise-
ments in newspapers of all major cities across Canada and a search of
telephone directory listings of all cities with a population of 10,000 or above, a
total of 13 commercial abortion referral agencies were identified. The use of
the word abortion only occurred in the white pages of the telephone directories
of larger cities, and in particular, was used by American agencies which
advertised their abortion services in Canadian telephone directories. In some
instances these agencies provided a toll-free long-distance telephone number
which could be used. Newspaper advertisements were usually listed in two or
three lines in the personal columns; in a few instances these announcements
were commercially drafted larger advertisements.

One provincial health department had obtained extensive statistical infor-
mation with the cooperation of the director of one commercial agency. None of
the other provincial health authoritics had any direct information about the
work of these agencies or the types of services which were provided, Like
provincial health departments, the professional medical licensing authorities
had little first-hand information about the work of commercial abortion
referral agencies. From the information obtained from the registrars of the
provincial colleges of physicians and surgeons, a brief social history of these
enterprises emerged. Most of these commercial agencies had started in the
mid-1960s or later and their work had become more visible with the change in
the abortion legislation in the United States. Their number and the scope of
their work was directly related to the existence of alternative sources of public
information about family planning. Where other sources of information were
more extensive and better known to the public, there were few, if any,
commercial agencies, While a number of commercial abortion referral agencies
had been started, most of these had been closed. The enterprises which
remained were located in a few major cities. The continued existence of these
agencies was a relative measure of the existence or the non-existence of other
active and known sources of information about family planning, and in
particular about abortion,

The commercial agencies which were known to be in operation in 1975-76
were requested by the Committee to provide information about their work on
the same basis as non-profit volunteer associations. It was indicated that the
information to be obtained would be used for the purpose of assembling a
statistical summary and there would be no identification of any agency. With
one exception, an agency which had a trained professional staff, strong ties
with a local university, and whose director had been a consultant to
government,! none of these agencies provided detailed statistics about their

VIn its principies of counselling, the training of its staff and its carefully assembled records, this commercial
agency was the exception. The genera} findings about commercial agencies do not apply in this instaace.
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operations, their services, or the costs which were charged. Some of the
information about these agencies, while incomplete, was assembled from the
various secondary sources contacted by the Committee. No information was
obtained about the operations of three commercial agencies, two of which used
telephone answering services. One agency which had been established by an
abortion clinic in upstate New York had subsequently closed.

At several of the commercial agencies clients were routinely told that
obtaining an abortion was illegal in Canada, misinformation was given about
the actual costs involved, and alleged trained counsellors were paid on a
commission basis. Nine of these agencies routinely referred women who were
seeking an abortion to clinics across the border in the United States. The staff
members of one semi-commercial agency were privately employed by a group
of physicians who performed abortions in two Canadian hospitals. This agency
did not directly charge fees, but received most of its referrals through the
agency from physicians. How these arrangements were sometimes made with
these commercial agencies is illustrated by the experience of one woman who
obtained an abortion in the United States.

I contacted Mrs. by phone. She insisted that there was no charge to
the women who called her number asking for assistance and it very much
depended upen what they asked, what information they were given in return.
She repeatedly insisted, “goodness of her heart”. She said that she was not
receiving a salary from anyone and that her service was not supported by
agency funds. There was one other woman present who also did counselling,
She at one point said she received a salary from the doctors.

I was told that it was understandable that I didn’t want to have the abortion in
where 1 lived because there were “too many people”™. She was
referring to the abortion committee which I would have to go through.

I was asked if I planned to drive or to fly to . I'said that I would fly
and was told that I should use a flight connecting with airport. The
fee for the abortion was $150 and 1 must stay in the office for two to three
hours.

The woman then said that our connection was poor and she would have to
hang up and call me back. In about 30 minutes, a different woman, whose
name was and who was a receptionist at the office, returned the call.
She gave me the address of the office and told me that 1 must bring $150 in
American currency {cash or money order).

Since my pregnancy was about 12 weeks, it was necessary that I come the next
day at 9:00 a.m. for the abortion. She had told me befare that they could only
do the abortion up to 12 weeks. 1 was told that if I was between 12 and 13
weeks 1 could still have the abortion done but it would cost $225. Since my
pregnancy was on the “borderline” of 12/13 weeks, she advised that I bring an
extra §75.

Nine of the commercial abortion referral agencies had made special
arrangements with American clinics and operated on a cost-sharing basis. At
each of these agencies the full fee was paid prior to a woman leaving a
Canadian centre to obtain an abortion. The average fee for a first-trimester
abortion was $250 and for abortions done between 13 and 16 weeks of
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gestation the amount varied between $325 and $350. In some instances travel
costs were included while for other agencies the charge for a chartered bus or
limousine service was an optior amounting to $50. The costs of one referral
agency which had been established in conjunction with an American clinic
operated on an “at cost™ basis were $130, which included transportation to
New York City and the charges for a first-trimester abortion.

The owner of one busy American clinic located near the Canadian border
provided the Committee with a breakdown of that centre’s operating costs.
This clinic which performed between 75 and 100 abortions each week had
several gynaecologists on its staff. The attending physicians were paid $35 for
each abortion operation; the costs for administration, personnel, and mainte-
nance amounted to $35, and a profit was made of $80. The fee for each patient
was subsequently raised from $150 in 1975 to $160 in 1976.

In its survey of abortion centres used by Canadian women in the United
States, the average cost of a first-trimester abortion was $163.75 and for
second-trimester abortions, $438.88. Among the American abortion clinics to
which most patients were referred by commercial agencies in Canada, the costs
for patients—had they gone directly without using a commercial agency—were
between $140 and $190. The most common charge was $160. Based on the
location of these agencies, the average return bus fare to reach the American
clinics to which Canadian women were referred by commercial agencies was
from $11.20, $12.20, to $20.55. Depending upon the nature of the financial
arrangements which were made between Canadian commercial agencies and
abortion clinics in the United States to which they referred women, the average
profit made directly by the commercial agencies was at least $75 per client.

From the review of all referral and counselling agencies across Canada, it
was estimated that non-profit associations referred some 3,500 Canadian
women each year to abortion clinics in the United States. The number which it
is estimated were referred by commercial abortion agencies was approximately
3,200. The Committee calculated that approximately 9,627 Canadian women
obtained abortions each year in the United States. The difference between the
number of patients referred by the two groups of agencies and the estimated
total of all Canadian women who went to the United States for this purpose is
accounted for by referrals made by physicians or direct contacts made with the
clinics by women themselves. In terms of the average annual costs involved for
the women routed to American clinics by commercial agencies, these women
spent approximately $780,000, while patients who contacted these clinics
through other sources paid $1,028,320 for a combined total of $1,808,320.

From information received by the Committee, few complaints had been
made to provincial colleges of physicians and surgeons about the commercial
abortion referral agencies. For the most part it was felt by these provincial
medical licensing bodies that they had no direct authority to obtain such
information or to monitor the activities of these agencies. Established to
supervise the licensing of physicians and to monitor the operation of statutory
professional medical codes, a central concern of these professional colleges was
to enforce the requirement that no person should engage in the practice of
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medicine who had not been licensed by a provincial college. Under the
statutory authority of these colleges, only licensed physicians are entitled to
make a diagnosis of pregnancy. Once such a confirmed medical dianosis has
been made by a licensed physician, the counselling of individuals was not a
field restricted to the medical profession. These professional statutory regula-
tions were breached only when a diagnosis of pregnancy was made by
individuals other than physicians prior to a medical consultation and when
based on this non-medical diagnosis a fee was charged for this service and a
referral was made to a physician.

In the context of the regulatory powers of provincial colleges of physicians
and surgeons, there is reasonable doubt about the propriety of the work of most
commercial abortion referral agencies. In one respect these agencies, like many
voluntary family planning programs which are staffed by non-professionals,
and like drugstores, provide pregnancy testing services whose main purpose is
diagnostic, There is a fine distinction between indicating that the results of
such tests are positive or negative and telling a woman that she is or is not
pregnant, a step which constitutes making a diagnosis. In practice no such
distinction is made. Acting upon the results of this simple laboratory test,
women seeking an abortion are accordingly referred to clinics or hospitals,
While the full extent of this practice is unknown, it is so widespread that it has
become an accepted custom, one which may contravene the statutory respon-
sibilities of provincial medical licensing bodies.

In a second respect there is reasonable doubt about the propriety of the
work of commercial abortion referral agencies. This concern is with the
practice of referring clients for abortion without consultation with a physician
and charging a fee for this service, The major service provided by commercial
abortion referral agencies was a link-up function between women seeking an
abortion and abortion clinics, most of which were located in the United States.
With the exception of one professionally staffed agency, the clients of these
agencies got little or no counselling. The advice which was given was provided
by individuals who neither had long experiecnce nor professional qualifications.
For an average profit of at least $75 obtained from each client, a sum which
the Committee estimates to be the minimum amount gained, some of these
agencies did not seek a confirmation of pregnancy by medical consultation but
made a lay diagnosis for which a fee was charged. The essential services
provided for by this payment were the arrangements for transportation and an
appointment which was booked with an American abortion clinic with which
these agencies had a continuous affiliation.

Several allegations have been made in the mass media that commercial
abortion referral agencies may be storefronts for abortion clinics in the United
States. Based on information received by the Committee, these assertions
neither can be confirmed nor refuted. But what is known is that the client
referral patterns were so consistent that they were not a matter of chance.
Most of these agencies (with the two exceptions which were cited) had special
cost-sharing arrangements with American abortion clinics.

Some of these agencies fostered an illicit atmosphere about abortion, a
stance which contributed to their continued operation on a profitable basis.
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These commercial abortion referral agencies existed opportunistically, at a
stiff price for their clients. There was reasonable doubt about the propriety of
their work, They existed because there was a demand for their services which
was not otherwise being met. Because of the stigma associated with abortion,
there have been few direct complaints made by the clients of these agencies
either about the charges which were levied or the quality of the services which
were provided,

Physician income and induced abortion

Under the financial arrangemenis for national health insurance in
Canada, there is a central statistical accounting for each medical or surgical
service provided to patients by physicians. The physician reimbursement
formulae vary between the provinces according to the amount of the fees listed
in medical fee schedules which are paid for by the provincial governments. A
majority of physicians in the country have “opted in”, that is, they have
accepted the payments made for their services by government health insurance
programs as the full payment for the services which they provide to patients. 1t
is on the basis of this information, not the total earnings of physicians, that the
proportion of income derived by physicians from performing induced abortions
has been calculated here. This information does not list the earnings of
physicians who treated patients who had spontaneous abortions or the number
of patients who had abortions not indicated as being induced or spontaneous.
This information provides a summary for nine provinces for 1974-75, the last

TABLE 15.2

PAYMENTS FOR THERAPEUTIC ABORTIONS AS A
PERCENTAGE OF TOTAL PROVINCIAL PLAN PAYMENTS
TO PHYSICIANS PERFORMING ABORTIONS

Fiscal Year 1974-75

DEPARTMENT OF NATIONAL HEALTH AND WELFARE

Province Percentage

2.99
3.81
2.90
2.21
2.05
2.37
447
2.39
0.86

AVERAGE ......ooicmrcececniinsece st sres e 382

* First half on Fiscal Year 1974-75
** Fiscal Year 1973-74
*** Firs{ half of Fiscal Year 1975-76
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financial year for which a complete tabulation was available. The special
tabulation was commissioned by the Committee from the Health Insurance
and Resources Directorate of the Department of National Health and Welfare.

On an average, physicians whe performed therapeutic abortions during
1974-75 earned 3.8 percent of their total incomes from doing this surgical
procedure. For the nine provinces for which information was available, the
proportion of incomes of physicians who performed induced abortions ranged
between 0.86 to 4.47 percent. The Committee was provided with information
on the average health insurance payments to obstetrician-gynaecologists who
performed and who did not perform therapeutic abortions in eight provinces.
The average annual income derived from national health insurance payments
of physicians in eight provinces who performed therapeutic abortions was
substantially higher than the reported average annual income of physicians
who did not do this surgical operation. Owverall, obstetrician-gynaecologists
who did 20 or fewer therapeutic abortions during 1974-75 earned slightly less
money from medical care insurance sources than the 48.9 percent of the
members of this medical specialty whe did not do this operation. The 323
gynaecologists, or 30.0 percent of the active specialists in this field in eight
provinces who did 20 or more abortions, earned on an average $18,099 more
that year than their medical colleagues who did no therapeutic abortion
operations. Gynaecologists who did between 21 and 25 of these operations
annually had incomes which were $7,448 higher than for members of this
speciality who did none, ar amount which rose to $31,066 above the specialty’s
average income for 95 gynaecologists who did over 100 abortions each year,

The decision to perform or not to perform therapeutic abortions is based
on the specialization within obstetrics-gynaecology and on the professional and
ethical decisions made by physicians about the issue of therapeutic abortion.
While overall the average contribution to the annual incomes of gynaecologists
involved in this operation was 3.8 percent, because many gynaecologists did
none or a limited number, the reported incomes from medical care insurance
sources of the specialists who did this procedure more often were considerably
higher. As the difference in these incomes is not accounted for by income
earned directly from fees paid for this operation, it is concluded that these
physicians were in general more active than their colleagues in doing general
surgical procedures as gynaecologists than in providing medical services as
obstetricians.

Extra-billing of medical fees

Consisting of three major parts which were introduced over a period of
two decades, coverage under national health insurance became virtually univer-
sal when the Northwest Territories entered this federal-provincial cost-sharing
program on April 1, 1971, The National Health Grants Program was started in
1948, the Hospital Insurance and Diagnostic Services Act was introduced in
1958, and the Medical Care Act went into effect in 1968, Under the four terms
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of the Medical Care Act, coverage for insured individuals was to be compre-
hensive, universally available, portable, and the programs were to be operated
on a non-profit basis. By comprehensive care was meant the inclusion of ali
medically required services provided by physicians for individuals who were
insured. The program was intended to be widely available, or to be universal to
the extent that 95 percent of the population in a province were to be insured.
The third requirement, that insurance benefits be portable, allowed for the
continued coverage of individuals who might move between provinces. The
programs were to be administered on a non-profit basis and be accountable for
their financial operations to provincial governments.

Extra-billing is a sensitive and divisive matter for the public and the
medical profession. When it is coupled with the issue of therapeutic abortion, it
assumes emotive proportions. This fact was made clear to the Committee on its
visits to hospitals across the nation and from some of the written replies from
doctors who responded to the national physician survey. The extra-billing of
medical fees poses a dilemma for a number of groups which may be concerned
with this practice. In 2 out of 10 provinces the extra-billing for insured medical
services was allowed, while elsewhere if physicians participated in provincial
medical care insurance programs, with minor exceptions, extra-billing was not
permitted. How extra-billing was seen by the medical profession varied be-
tween regions, by medical specialties, and by the type of work or hospital
privileges which physicians had. In some instances this practice was well
accepted and was widespread. Traditionally, a high quality of medical service
has been associated with high medical charges, as for example the costs of
treatment at several distinguished medical centres with international reputa-
tions. From another perspective the extra-billing of patients was seen as
. unnecessary, unethical, and in some instances, illegal. At a number of presti-
gious medical centres visited by the Committee, concern was expressed that
extra-billing, if it occurred, would tarnish the public reputation of the medical
specialty involved and of the hospital where it occurred.

When this practice involved patients who were treated at a hospital, and if
a decision in principle had been made to curb or eliminate this practice, the
administration and the senior medical staff had little or no direct authority to
do so. This was the case at a number of hospitals visited by the Committee as
extra-billing related to patients seeking or obtaining therapeutic abortions. The
position of a majority of physicians who held hospital appointments in Canada,
with the exception of physicians who were paid on a full-time basis, is
analogous to that of being working guests. The hospital is the workplace where
much of their medical practice is doere. The quality of medical practice which
is done in hospitals may be subject to professional review, a principle which
underlies the accreditation of hospitals by the Canadian Council on Hospital
Accreditation, But the hospital has no authority to audit directly the billing
practices of its medical staff. Such a review, were it to be attempted, would be
regarded as an unwarranted intrusion of individual and professional rights.

Some regional and provincial medical associations have considered the
issue of medical fee extra-billing, and in some instances, resolutions have been
passed about the practice. But as with the administration of hospitals, these

389




assaciations have little direct authority to monitor the effects of their decisions.
In a similar fashion, while provincial medical! care insurance authorities
variously audited reported charges for insured medical services, they were
seldom provided with full information about extra-billing by physicians. Such
information was not considered to be in the public domain. In some cases
extra-billing could have implications for income tax, or such practices could be
illegal when done by physicians participating in some provincial medical care
insurance programs which do not make provisions for this practice by par-
ticipating physicians. Few of the senior administrators of provincial health
departments whom the Committee met across Canada were aware of the
extent of extra-billing of abortion patients. In some cases it was concluded that
it did not occur, or if it did, it involved a handful of cases.

For their part, patients, unless they are directly asked and even then
except under unusual circumstances, are unlikely to volunteer easily such
information. This is particularly the case when the treatment for which they
seek medical counsel is one about which there is much apprehension, or as in
the case of induced abortion, involves much social stigma. Little is known for
these reasons about the extent of extra-billing, how it affects the accessibility
of patients to medical treatment or whether the extra charges which are made
were equitably apportioned by the social circumstances of the patients
involved. The personal account given by one woman who had an abortion
illustrates the patient’s dilemma.

In 1974, shortly after being fitted with a Lippes Loop, I found myself
pregnant ... A doctor referred me to the women’s clinic at the hospital. He
assured me that my insurance would cover all costs ... The actual abortion
was horrifying. My husband, who was suffering through this decision also, was
literally shoved aside by a cold hospital staff who paused with us just long
enough to insist on a $52 fee (which [provincial medical insurance] refused to
reimburse).

At 24 hospitals visited by the Committee, administrators, senior medical
staff, or directors of nursing services reported that the extra-billing of abortion
patients occurred, How this medical billing practice was seen varied from one
region to another. A number of senior gynaecologists, including specialists who
followed and did not follow this custom, felt that the usual fee for a therapeutic
abortion was too low for the amount of work which was involved. One
gynaecologist noted that in his practice the fee which was charged included
services for: (1) between half an hour to an hour spent with each patient on an
initial visit; {2) the time involved in the surgical operation; and (3) the
follow-up visit. Another physician told the Commitice that most gynaecologists
who did therapeutic abortions did this procedure out of a sense of professional
obligation to their patients. There were other services, this physician noted,
upon which members of this specialty could spend their time more profitably.
In his words, “Financially, these operations are a loser.”

Indirect income benefits accruing from performing therapeutic abortions
were cited by a number of gynaecologists. The augmented income of these
physicians, it was suggested, did not result from direct or additional charges
from doing this operation, but came about because some abortion patients
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continued to consult these physicians for other gynaecological services. The
collection of additional fee charges was often dome prior to the operation,
sometimes by a mailed invoice, while on occasion the assistance of the nursing
staff was involved. Several examples were reported to the Committee by
directors of nursing services of family physicians, gynaecologists, or anaesthe-
tists who asked the nurses in the operating rooms or the day-care surgical units
to collect fees from patients. In one instance this custom was discontinued after
the director of nursing requested a review be made by the hospital’s chief of
medical staff, At another hospital the nursing director of the operating room
reported it was customary for abortion patients to pay physicians in cash
immediately prior to the operation.

At half a dozen large university-affiliated teaching hospitals, the chairmen
of departments of obstetrics and gynaecology considered the extra-billing of
abortions to be unethical professional behaviour. The major dilemma raised by
these senior gynaecologists was the difficulty of obtaining exact information on
the extent to which this practice occurred among their medical colleagues,
particularly those physicians who had part-time staff appointments. At one
major university hospital, the chairman had reviewed this issue at several staff
meetings. It had been decided at this hospital that if this practice became too
extensive, the hospital privileges would be revoked for the physicians who were
involved. But it was recognized at this hospital that it was inappropriate for the
hospital administration to seek to review directly the medical fee charges which
were made by medical staff colleagues. At another major hospital which was
affiliated with a faculty of medicine, the medical advisory committece had
endorsed a resolution that there would be no extra-billing of abortion patients.
The chairman of the medical staff subsequently wrote to each physician about
this decision adding the proviso that if the extra-billing of abortion patients
continved, the hospital staff appointments and privileges of the physicians
involved would be cancelled.

In their written replies returned to the Committee in the national physi-
cian survey, a number of obstetrician-gynaecologists and family physicians
commented on the practice of extra-billing and the costs involved in induced
abortions.

As far as fee is concerned, it should be as is done in plastic surgery, for
example, with the physician obtaining fees set out by fee schedule only.

Reduce the fee and the number of abortions would be reduced . .. (provincial
health insurance) should not pay this fee, nor should it pay for voluntary
sterilization—this has become a rape of the provincial taxpayers’ money.

I do abortions, but I find them an unpleasant part of my practice. Every
abortion is a failure of birth control. Even when I do them I don’t like doing
them, as they are dangerous, difficult, messy, and not satisfying. Since the
Gavernment pays so little for doctors' services, one of the benefits we do get
that the government can’t tax is the pleasure of doing something for a
patient—a healthy baby is much more pleasant to give a patient than an
abortion.
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Colleagues are unscrupulous in recommending and performing for financial
gain , ..

It should not necessarily be paid for by medical plans and hospital insurance.
But payment should not be an issue. T don’t believe any blanket statements can
apply in medicine or abortion. Some patients’ cases are valid, others, particu-
larly the very young, often regard abortion as an extension of birth control.
Last year in we had an abortion bill of over $1,000,000. The hospital
beds and physicians’ time involved are often wasted by too liberal
interpretation.

- - L]

Far too costly to the taxpayer; where affordable it should not be covered by
{provincial health insurance). It has no place in publicly supported hospitals.
Far, far too liberal.

The fee for this service should be small—or the same as for a D & C. Many
patients are ripped off by unscrupulous practitioners.

1 know of no physician doing abortions who does not extra bill 100 percent to
200 percent of the fee schedule in advance. Surely, this is taking advantage of
a person in distress . . .

The Committee would do well to investigate the structure, and financial
support of anti-abortion groups. Several physicians participate and add their
names to such organizations, subjecting their colleagues to tasteless, sensation-
alistic anti-abortion propaganda (photos of aborted foetuses, etc.).

"+

Abortion makes up for a large portion of income of pynaecologists who
extra-bill for this procedure.

Therapeutic abortion blackmail is abhorrent. Patients have encountered large
surcharges payable in advance. One doctor asks the patient to bring $100 on
the first visit as his charge over and above . In the past, patients
referred to England were charged $400 for the minor operation of abortion.
Other patients I have referred for abortion have encountered delays for many
weeks until a simple suction procedure will no longer suffice. They have then
been subjected to hysterotomy, which is 100 times as hazardous, but of course
is more fucrative for the doctor. The restrictive abortion law in Canada has not
brought out the best in the medical profession. It has resulted at times in
undignified scrambling for control of public facilities where abortions are
permitted.




When Canada’s 50,000 abortions annually must be done by law in hospital, an
unnecessary expense is incurred by the taxpayer. A few years ago the average
hospital stay in abortion cases was four days. At present, with more proce-
dures being done in ambulatory care facilities at the hospital, the average stay
is likely two days. Hospital care costs about $300 per patient, therefore, or $15
million annually of the taxpayers’ money in unnecessary expense. Is this
prudent?

The provinces made payments to physicians under the terms of the
Medical Care Act which were variously set at between 85 percent or above the
designated provincial schedule of medical fees. The assumption on which these
reimbursement arrangements were made was that participating or “opted-in”
physicians would have a reduced cost overhead in the collection of their fees,
and losses incurred through the non-payment of bills would be reduced or
eliminated. Regulations governing the payment of physicians who work under
national health insurance vary agross Canada. In all provinces there is a statute
in the medical care legislation specifying that physicians who practice outside
these plans retain their full billing prerogatives. These private practitioners
with the consent of their patients may bill for their medical services on the
basis of the schedule of fees drawn up by regional or provincial medical
societies, or they may charge above these recommended fee levels. The
majority of the members of the medical profession have “opted in”, that is,
they work within the provincial regulations under which provincial medical
care insurance programs operate. Like other facets of Canadian society, and in
particular provincial legislation, there is a broad diversity in these regulations
which establish slightly different conditions for medical practice and the
payment of physicians in each province,

In eight of the ten provinces, physicians who participate in provincial
medical care insurance programs with minor exceptions accept as payment in
full the fees for their medical services which are set out in the designated
schedule of fees.” In these eight provinces (excluding Nova Scotia and Alber-
ta), the extra-billing of patients by physicians is allowed only under special
circumstances which usually involve patients who are not referred to specialists
by family physicians, the provision of treatment which is deemed not to be
medically necessary, or work which is particularly unusual or time-consuming.

In Newfoundiand specialists may extra-bill patients who have not been
referred to them by other physicians. The two conditions under which extra-
billing is allowed in Prince Edward Island are for services which are not
deemed to be medically necessary, or where an insured patient does not supply

2 The Newfoundland Medical Care Insurance Act, R.S.N. 1970, c. 265 as amended.
Prince Edward Island, Health Services Payment Act, R.S.P.E.L 1974, c.H-2.

New Brunswick, Regulation 70-124 under the Medical Services Payment Act, consolidated to April 30,
1975,

Quebec, Health Insurance Act, S.Q. 1970, ¢.37 as amended.

Ontario, An Act Respecting Health Insurance, 8,0, 1972, ¢.91 as amended.
Manitoba, The Health Services Insurance Act, R.S.M. 1970, ¢.H-35 as amended.
The Saskarchewan Medical Care Insurance Act, R.S.8. 1965, ¢.255 as amended,

British Columbia, Regulations 5.04, 5.10 and 5.11, Division 5 under Ar Act Respecting Medical Services as
amended.
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a physician with his medical care insurance identification number within 30
days of having received treatment. In New Brunswick when a participating
specialist in obstetrics provides obstetrical delivery service including pre-natal
and post-natal care, he may charge a patient up to $43.50 in addition to the
amount paid for under provincial health insurance. No allowance is made for
the extra-billing by physicians participating in provincial medical care insur-
ance programs in Quebec, Ontario, Manitoba, or British Columbia. In Manito-
ba the provincial agency may reimburse at its discretion the higher charges
which have been made to patients by physicians working outside the public
health insurance program. In most of these provinces if insured patients are
served by physicians who work outside the programs, either they or the
physicians are reimbursed for these charges according to the designated
schedule of fees,

The situation in Saskatchewan is somewhat different in terms of the
options for the modes of medical practice but comparable in their consequences
for the payment of physicians. This province, the first to start a universal and
comprehensive public program of medical care insurance in 1962, allows for
four methods of payment for medical practice.’ These means of payment of
physicians are: (1) private agreement—where a practitioner advises a benefici-
ary that he wishes to treat him on a private basis and the patient agrees, an
itemized statement submitted to the Commission is not required and extra-bill-
ing may occur; {2) direct payment to physicians—accounts are submitted
directly to the Commission and except for certain authorized charges, physi-
cians working under this method accept the Commission payment as reim-
bursement in full for their medical services; (3} payment through an approved
health agency—if the patient and the physician are members of the same
approved health agency which involved an enrolment charge for patients,
accounts submitted to the Commission by the agency which are reimbursed to
physicians are taken as payment in full; and (4) payment to patients—insured
patients who submit physicians’ bills to the Commission are reimbursed at
designated rates, and pay their medical bills which may involve extra-billing.
In 1975, of $49,316,809 paid for medical services in Saskatchewan, 77.6
percent were direct payments to physicians (method 2), 19.4 percent were
through approved health agencies or community health associations (method
3), and 3.0 percent were paymenis to patients (method 4). Under these
different payment arrangements, 3.0 percent of physicians who received indi-
rect reimbursement from the Commission (method 4) were eligible to extra-bill
their patients,

Allowance is made in provincial medical care insurance statutes in Nova
Scotia and Alberta for the medical fee extra-billing of patients by physicians
participating in these public programs. In Nova Scotia® a participating physi-
cian who provides an insured medical service to a patient may extra-bill if: (1)
prior to giving the service, he gave reascnable notice to the patient of his
intention to do so; (2) the patient, or someone acting on the patient’s behalf,

3 Saskatchewan Medical Care Commission, Annual Report 1975 (Regina: Government of Saskatchewan,
February 1976).
4 Nova Scotia Health Services and Insurance Act, S N.S. 1973, as amended by S.N.S. 1974, c.31,
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consents in writing to the extra charge; and (3) the amount of the extra charge
is made known to the Commission. Participating physicians in Alberta who
provide a basic insured health service may charge in excess of the amount of
the benefits payable by the provincial Commission, if the receipt provided to
patients clearly shows the amount of the benefits payable by the Commission

for that service.}

TABLE 15.4

PARTICIPATION OF PHYSICIANS IN NATIONAL HEALTH INSURANCE
AND THE EXTRA-BILLING OF MEDICAL FEES

DEPARTMENT OF NATIONAL HEALTH AND WELFARE

Participation and Extra-Billing

Province 1974% 1975%*
Newfoundland ..o 4 opted out. 3 opted out.
Prince Edward Island .. None opted out, Nene opted out.
Extra-billing: Extra-billing: less than
0.5 percent (1.5 percent
Nova Scotia ....c.cooccooermnee. Extra-billing: 2 opted out:

ORArio ..o
Manitoba ......covcvveriiirineene

Saskatchewan ...........cceveee

ATDETta e

British Columbia .........cc..c..

YUKOR ..o
Northwest Territories ..........

3.1 percent of
payments (1971-72).

4 opted out.

7 specialists and 3 family doc-
tors opted out.

9 percent opted out.
5 percent opted out.

3 to 4 percent opted out.
None opted out.

Extra-billing allowed
certain circumstances.

under

None opted out.

2.9 percent extra-
billing {1972-73).

4 opted out.
1.7 percent claims by patients.

53 specialists and 17 family
doctors opted out,

9.8 percent opted out.
3 percent opted out.

2.4 percent of claims submitted
by patients.

None opted out.
Extra-billing allowed,

None opted out.
Nonge opted out,
None opted out.

* Maurice LeClair, “The Canadian Health Care System™, in S. Andreopolous, ed., Natioral Health Insurance;
Can We Learn From Canada? (New York: John Wiley & Sons, 1975}, pp. 54-56. Af the time of this report, Dr.
LeClair was Deputy Minister of Health, Department of National Health and Welfare, Canada.

** Health Insurance and Resources Directorate, Department of National Health and Welfare, Ottawa, June
1976,

The Health Insurance and Resources Directorate of the Department of
National Health and Welfare estimated that in 1975 over 90 percent of
physicians across the nation were participating in provincial medical care
insurance programs, or had “opted in”. In most instances these participating
physicians agreed to accept as reimbursement in full the prorated fec schedule

s The Alberta Health Care Insurance Act, R.8.A. 1970, ¢.166 as amended.
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payments established by provincial health authorities for each category of
medical service provided to insured patients. The extent to which the opting-
out of physicians and the practice of extra-billing of patients eccurred varied
across the country in 1975, In general, few physicians in eastern Canada
followed either practice. Almost all of the physicians in Newfoundland, Prince
Edward Island, Nova Scotia, New Brunswick, and Quebec participated in
provincial medical care insurance programs. It was estimated that less than 0.5
percent of physicians in Prince Edward Island and 2.9 percent of physicians in
Nova Scotia (1972-73) extra-billed their patients under the provisions allowed
for in provincial medical care insurance statutes. The Health Insurance and
Resources Directorate made no estimate of the extent of extra-billing in eight
provinces. The trend toward an increased proportion of physicians who had
opted out rose in Ontario and two of the Prairie provinces. The proportion of
physicians who practiced outside these provincial medical care insurance
programs in 1975 was: 9.8 percent in Ontario; 3 percent in Manitoba; and
about 2.4 percent in Saskatchewan. All of the physicians in active medical
practice in Alberta and British Columbia participated in the public insurance
programs, and in Alberta, physicians could extra-bill patients under certain
circumstances.

The issue of extra-billing was reviewed by the Committee on ifs visits to
provincial health departments and hospitals across the nation. There were no
reports of this practice in five provinces. In Nova Scotia, Ontario, Manitoba,
Alberta, and British Columbia, while it was known that extra-billing ocourred,
its proportions were seldom known to the senior staff of provincial health
departments. The Saskatchewan Medical Care Insurance Commission pro-
vided the Committee with information about extra-billing for therapeutic
abortions for that province.

On the basis of the provincial medical care insurance statutes, information
about the extent of physicians participating in these programs and the reported
prevalence of extra-billing, few extra charges would be expected to be made to
patients seeking induced abortions in Newfoundland, Prince Edward Island,
New Brunswick, Quebec, or British Columbia. In provinces where more
physicians did not participate directly in these public programs such as
Ontario, Manitoba, or Saskatchewan, or where as in the case of Nova Scotia
and Alberta, additional charges were allowed, the extent of extra-billing of
abortion patients might be expected to be more extensive. The ratio for each
province of the number of physicians who did not participate in provincial
medical care insurance plans or who were eligible to extra-bill patients was
calculated on the basis of the number of physicians in active medical practice
listed by the Canada Health Manpower Inventory 1975. On this basis the
extra-billing for medical services, if this practice was uniformly distributed
among physicians and patients, would be: 0.6 percent in Quebec; 9.8 percent in
Ontario; 3.0 percent in Manitoba; about 2.4 percent in Saskatchewan; and
none in British Columbia. In the case of Ontario, this proportion rose to about
15 percent as between April 1974 and April 1975, the number of obstetrician-
gynaecologists who had opted out of the provincial health insurance plan varied
between 10 and 21 percent. In Manitoba in 1975, 5.17 percent of obstetrician-
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gynaecologists and 3.85 percent of family physicians and general surgeons
practiced outside the provincial plan,

Where precise information was not available, these ratios were based on
the number of physicians known to be working outside the provincial medical
care insurance programs relative to the total number of physicians in active
medical practice in that province (e.g., 70 “opted-out” physicians in Quebec
out of a 1974 total of 11,051 active physicians). In two provinces, Nova Scotia
and Alberta, where extra-billing was allowed by participating physicians, the
rates were calculated in the case of Nova Scotia on the known rate of 44,8
percent extra-billing of induced abortion services (1975-76)¢ and for Alberta,
this rate was set at its potential maximum of 100 percent. The rate for New
Brunswick was based on the proportion of claims submitted by patients for
incurred services to all claims including those submitted for payment directly
by physicians. The rates for two provinces, Newfoundland and Prince Edward
Island, were not derived as these provinces were not included in the national
patient survey.

Patients from whom information was obtained in the national patient
survey were asked if they had health insurance, if the costs of the abortion were
completely paid for by health insurance, and, if this was not the case, if they
had to pay extra and how much they had to pay. When these findings are
compared for the eight provinces included in this survey with the extent to
which additional charges might have been expected on the basis of the number
of physicians who had “opted-out” or who were eligible to extra-bill patients,
on an average a higher than expected number of patients who obtained
therapeutic abortions had been extra-billed for this surgical procedure, The
provincial rates for the extra-billing of patients were calculated on the basis of
the number of patients in this category compared to the total number of
patients in that province who had abortions and who were included in the 1976
national patient survey.

When the expected and the actual rates of the medical fee extra-billing of
abortion patients are compared, on a national average women who had this
operation were extra-billed more offen than might be expected in 5 out of 8
provinces and this situation likely occurred in a sixth province. This practice
was most frequent in Alberta which allows extra-billing and where 91.6
percent of abortion patients reported paying extra charges. In Nova Scotia
where on an average 2.9 percent of medical services involved extra-billing in
1972-73, the reported extra-billing of women having induced abortions in
1975-76 involved 44.8 percent of these patients. This level then is considerably
higher than would be expected for all patients consulting physicians for other
services. In the national patient survey, 20.1 percent of abortion patients were
extra-billed. The extent of extra-billing of abortion patients in New Brunswick
was over twice the expected rate of extra-billing. Participating physicians in
New Brunswick have the right to choose not to participate or to participate for

¢ Of a total of 958 therapeutic abortions for 1975-76, there were additional charges for 429 of these operations.
Of 768 abortions done by obstetrician-gynaccologists, 423 had extra charges; of 130 abortions performed by
family physicians, 6 had extra charges; and none of the remainder (60) done by other specialists involved extra
charges.

397




a particular service. When participating obstetricians in this province provide
obstetrical delivery service including pre-natal and post-natal care, an addition-
al charge of $43.50 can be charged the patient which is in addition to the
amount paid for under provincial medical care insurance.
TABLE 15.5
EXTRA-BILLING OF ABORTION PATIENTS IN EIGHT PROVINCES, 1575

NATIONAL PATIENT SURVEY

Proportion of

Abortion

Expected Patients who
Province Extra-Billing were

Rate* Exira-Billed

percent

Nova Scobia .o 44.8 (2.9) 17.0
New Brunswick .. . 1.7 3.9
Quebec ........... . 0.6 1.4
Ontario ... . 15.0 18.3
Manitoba ..o 8.2 1.0
Saskatchewan ... 2.4 329
Alberta ... . 1000 9l.6
British Columbia 0.0 12.9

* This rate is based for six provinces on the number of physicians not participat-
ing in provincial medical care insurance programs compared to the lotal number
of physicians in active medical practice in a province. For Nova Scolia a rate of
44.3 percent was reported for 1975-76, while the number of “opted-out”
physicians was estimated to be considerably lower (2.9 parcent}. The rate for
Alberta was the potential maximum of extra-billing.

The extent of extra-billing of abortion patients in Quebec and Ontario
were respectively 2.3 and 0.2 times above the expected rates. Extra-billing was
reported by obstetrician-gynaecologists at 12 of the hospitals visited by the
Committee in Ontario; it was alleged to be extensive at one hospital in Quebec.
In Quebec, as none of the “opted-in™ physicians were eligible to extra-bill
patients and as most physicians participated in the provincial health insurance
program, it would appear that many of these extra charges may not be in
accord with provincial policies. In Ontario the 1975 fee schedule for specialists
performing abortion services for patients was: $60, abortion incomplete and
including dilatation and curettage; $75, therapeutic abortion/intra-ammiotic
injection of saline; $10, ammiocentesis; $35, genetic ammiocentesis (within 16
weeks of pregnancy); and $150, hysterotomy. Based on information received by
the Committee, the fees were listed of 25 identified obstetrician-gynaecologists
affiliated with hospitals which performed 22.9 percent of the province’s
therapeutic abortions in 1974. The charges of these 25 physicians indicated
that in most instances abortion patients were extra-billed over the provincial
schedule of fees for which payments were prorated at 90 percent. Eighteen of
these physicians requested payment in cash or a certified cheque at the time of
a patient’s first visit or prior to the operation.
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TaBLE 15.6

FEE BILLING PRACTICES OF 25 PHYSICIANS IN ONTARIO

Abortion Services and Fee Charges

Uple .
12 Tubal Without Ontario Health

Weeks Saline Ligation Insurance Plan (OHIP)
$125.00 $125.00 $100.00 3125, + 3169./day + anaesthetic
$£110.00 $110.00 $13500  $110. + $169./day + anaesthetic
$100.60 $100.00 $100.00  §$100. + $169./day 4 anacsthetic
$ 67.50 — — —

$150.00 $150.00 $150.00  $150. + $187./day + anaesthetic
$125.00 — —_ —

$150.00 e $150.00  $150. + $i87./day + anaesthetic
OHIP OHIP CHIP + $187./day -+ anaesthetic
$125.00 — $150.00  $125. + $169./day + anaesthetic
$100.00 — $125.00  $100. + $169./day + anaesthetic
$125.00 — — —

$100.00 $100.00 $100.00 3100 + $169./day + anaesthetic
$150.00 — $150.0 $150. + 3187./day + anaesthetic
$200.00 200.00 $175.00  $200. + 3187./day + anaesthetic
§125.00 — — —
$200.00 $200.00 $175.00  $200. + 3187./day + anaesthetic
$100,00 §100.00 $100.00  $100. + $169./day + anaesthetic
$150.00 $150.00 315000  $150. + $169./day + anaesthetic
$125.00 — —_ —
$190.00 $250.00 $250.00  $190. + $169./day + anacsthetic
$200.00 $200.00 §175.00  $200. + $187./day + anaesthetic
$125.00 — — —

$220.00 — $150.00  $220. + $187./day + anaesthetic
$350.00 - $350.00  $350. + $187./day -+ anacsthetic
$ 67.50 — — —

Source: Community service agency survey and hospital site visits by Commitiee

With the exception of Alberta where extra-billing occurred extensively,
Manitoba was the only province where the extent of extra-billing of abortion
patients was subsantially lower than might have been anticipated on the basis
of the number of physicians who did not participate in the provincial medical

care insurance program.

The extent of extra-billing of abortion patients in Saskatchewan was 13.7
times the expected rate. The payment schedule used by the Saskatchewan
Medical Care Insurance Commission for therapeutic abortions and related

procedures in 1975 was:

Family

Specialists Physicians
Therapeutic Abartion ....... § 64.00 § 51.00
Dilatation and curettage... 38.30 38.30
Hysterotomy—abdominal 128.00 £02.00
Hysterotomy—vaginal ..... . 115.00 92.00
AMDIGCENLESIS Loovvrvererreee e erimsemsinesrneneencas. 25.50 25.50
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Information provided to the Committee by the Commission Listed 253
services to therapeutic abortion patients in 1975 where extra-billing had
occurred. The average amount billed for therapeutic abortion services was
$86.09 and the average amount paid by the Commission was $61.04. The
average amount involved in the extra-billing was 41.0 percent above the
customary charges paid for by the Commission. In some instances these
amounts were considerably higher as in the case of one bill for $150 which was
reimbursed by the Commission at the fee schedule amount of $64.

The practice of extra-billing which was allowed under provincial legisla-
tion in Alberta extended to most patients in that province who had induced
abortions and who were included in the hospital abortion survey. Nine out of
ten (91.6 percent) of these patients paid extra charges for this operation.

In British Columbia the Medical Services Act stipulates that extra-billing
is allowed where a practitioner has treated a patient “who requires unusual
time-consuming service over and beyond ordinary required care”, if the
practitioner complies with the regulations. The 1975 Approved Schedule of
Fees in British Columbia listed the gross fees paid for the methods used for
therapeutic abortion as: $56.65, operation only—therapeutic abortion (vaginal)
by whatever means, less than 12 weeks of gestation; and $113.30, therapentic
abortion over 12 weeks of gestation. In the autumn of 1975 the Executive of
the British Columbia Medical Association reviewed the question of medical
fees for patients obtaining abortions with members of the Section of Obstetrics
and Gynaecology. It was then indicated that the extra-billing of patients by
physicians participating in the public program was contrary to the regulations
of the Medical Services Act. At that time none of the physicians in active
medical practice had opted out of the provincial health insurance program.

According to information received from the British Columbia Department
of Health, this review was effective as since that time only a small number of
claims made by abortion patients indicated extra-billing. In the national
patient survey undertaken in 1976, 12.9 percent of abortion patients from
whom information was obtained in British Columbia were extra-billed on an
average of $85.39 for medical services, Among the patients who were extra-
billed, on an accumulative basis, 8.6 percent were charged over $200; 11.5
percent over $150; and 35.6 percent, over $100.

Members of several medical specialties are involved in the performance of
therapeutic abortions. These specialties include: obstetrics-gynaecology, family
medicine, general surgery, and anaesthesiology. In addition, other physicians
such as psychiatrists who are required as consultants may be involved prior to
the review of an application by a hospital’s therapeutic abortion committee.
Based on information received from provincial health authorities, obstetrician-
gynaecologists did 84.9 percent of the reported abortions in seven provinces in
1974-75, followed by family physicians who did 13.0 percent, general surgeons
who did 2.0 percent, and other medical specialists, 0.1 percent. It is estimated
that this pattern was similar for the remaining provinces where the
majority of therapeutic abortion services were done by specialists in obstetrics-
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gynaecology. At its June 1971 meeting, the Society of Obstetricians and
Gynaecologists of Canada passed the following resolution:

That for the time being the fees for the performance of termination of
pregnancy should not exceed that set in the local and provincial fee schedules.

On the basis of the findings of the national patient survey, this resolution does
not seem to have been fully adhered to in 1976 by some members of this
medical specialty.

In the 1976 national patient survey undertaken in 24 hospitals in eight
provinces (Newfoundland and Prince Edward lIsland were not involved),
patients were asked whether they had health insurance coverage and if they
had to pay extra fee charges for the abortion operation. At some of these
hospitals there was a concern among medical staff members that information
about physician’s fee charges would be obtained. At several of the hospitals
included in the survey a distinction was made between public and private
patients, with some of the latter being excluded from the group of patients
from whom information was obtained. Despite this fact, information was
obtained from a substantial number of public and private in-patients at each of
these medical centres. The information obtained on the extent of extra-billing
in the national patient survey is a minimal estimate. The actual proportion of
extra-billing, if the total experience of hospitals where extra charges were
involved had been documented, would lead 1o a projection on an average basis
of at least 10 percent higher than the reported rate.

At 6 of the 24 hospitals included in the national patient survey, there was
no extra-billing of abortion patients. The provincial distribution of these
hospitals was: 1, New Brunswick; 2, Quebec; 2, Ontario; and I, Manitoba.
There was medical fee extra-billing of abortion patients at the 18 other
hospitals which were located in each of the eight provinces included in the
survey (Nova Scotia, New Brunswick, Quebec, Ontario, Manitoba, Saskatche-
wan, Alberta, and British Columbia).

While it is known from provincial medical care insurance annual reports
that over 95 percent of the Canadian population is enrolled in these public
programs, there has been no national review of the extent to which this
coverage may extend to all Canadians or how participation may vary among
groups in the population. In the national patient survey, 96.3 percent of
abortion patients said they had health insurance. At this high level of public
participation not much variation could be expected, but this in fact did occur
on the basis of self-reported coverage among these patients, Almost all of the
abortion patients (99.2 percent) in the Maritimes were enrolled in provincial
medical care insurance programs, while only 92.8 percent of abortion patients
in British Columbia said they had health insurance coverage. Representing
their inclusion as family members, all abortion patients who were 15 years or
younger had health insurance. There was a predictable dip in the extent of
health insurance coverage followed by an increase as the ages of the patients
rose. Among women who were between 18 and 19 years, 94.9 percent were
enrolled in these public programs, a trend which may represent an uncertainty
about their health insurance status, or a time of transition in their coverage
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between the enrolment provided for them by their parents and when they
started to work or got married.

Participation in medical care insurance programs was associated with
where abortion patients had been born, again an expected trend which was
partly contingent upon the length of residence in Canada and an individual’s
familiarity with the nature of social security and health insurance measures.
Among abortion patients who had been born in Canada, 97.4 percent had
healith insurance, while the proportions were lower for all groups of women who
were born abroad. The distribution of health insurance coverage by place of
birth was: 96.6 percent, Europe; 94.3 percent, India; 93.3 percent, United
Kingdom and United States; 90.7 percent, West Indies; and 92.0 percent for all
other individuals.

At one hospital which was visited by the Committee, the chief of obstetrics
and gynaecology observed that medical fee extra-billing by his colleagues
varied by the social circumstances of the patient. Most physicians, this senior
specialist noted, considered the issue of abortion with distaste, if not repug-
nance. The physicians who performed this operation did so out of a deeply held
sense of professional obligation. But the personal outlook and background of
physicians affected how they reached their decisions on this matter, decisions
which were not made solely on the basis of impartial professional judgment. “If
a woman is physically attractive, well educated, and can otherwise relate,” this
physician observed, “then the fee is sometimes reduced.” In the context of the
1 out of 5 abortion patients (20.1 percent) who were extra-billed, this observa-
tion was partially valid.

Patients in the national patient survey were asked if they had to pay extra
money which involved a sum over the usual and customary charges for the
abortion operation. There was substantial variation among the patients who
were extra-billed by: their age, level of education, religion, and where they
lived. One-third (33.3 percent) of teenage females who were 15 years or
younger paid extra medical charges in contrast to 13.3 percent of women who
were 33 years or older. When abortion patients of all ages are considered, there
is a direct decrease by the ape of patients and the proportions who were
extra-billed by physicians. Consistent with this finding, but representing a
difference of smaller proportions, fewer married women were extra-billed than
either singie women or women who were widowed, divorced, or separated. The
proportion of women with college or university training who were extra-billed
(22.0 percent) was double that of women who had an elementary school level
of education (10.9 percent). Fewer Jewish and Catholic patients and more
Protestants and women affiliated with other faiihs were extra-billed.

The average amount which abortion patients in the eight provinces were
extra-billed was $73.71. Among the fifth of all patients who had extra medical
fee charges, 16.2 percent paid up to $30; 29.4 percent, $31 to $63; 32.5
percent, $66 to $90; 15.7 percent, $91 to $150; 3.1 percent, $151 to $200; and
3.1 percent, $200 to $300. The distribution of these charges among abortion
patients was different from the distribution of attributes of all of the women
who were extra-billed. While considerably more younger abortion patients had

402




TaABLE 15.7

HEALTH INSURANCE COVERAGE AND MEDICAL FEE EXTRA-BILLING
OF ABORTION PATIENTS

NATIONAL PATIENT SURVEY

Health Insurance Coverage and Extra-Billing

Characteristics Have Health Proportion of Average Sum
of Insurance Patients Who Were Paid for
Patients Coverage Extra-Billed Extra-Billing
percent percent dottars
AGE
15 years and under ................... 100.0 333 76.09
16-17 years............. 96.8 24.4 74.69
18-19 years ... 94.9 26.3 78.32
20-24 years... 95.3 19.9 75.83
25-29 YEars .vvvereerinn. 96.6 173 75.60
30-34 years ..o 98.1 14.5 71.63
35 years and above ... 97.4 133 7316
COUNTRY OF BIRTH
Canada ..o 974 211 7212
EUFOPE v 96.6 15.6 86.25
India ....cocneee. 94.3 14.4 78.33
U.K. and U.S.A. 93.3 20.5 75.23
West Indies ... 90.7 17.7 102.52
Other.. i 92.0 194 78.76
EDUCATION
elementary school ..o, 96.5 10.9 79.06
high school .............. 96.3 205 74.12
college /UnIversity ..o 96.2 22.0 71.96
MARITAL STATUS
SINGIE .o 5.7 210 74.18
(TR ST D ONU O 97.8 16.2 67.88
widowed, divorced, separated...... 96.2 220 78.47
REGION
MAritimes. ... 99.2 13.7 2597
Quebec ... 96.8 1.8 78.50
Ontario..... 96.9 18.4 75.49
Prairies ... 97.3 58.8 74.95
British Columbia ... 92.8 113 85.39
RELIGION
Catholic ..o 96.1 i4.1 79.09
Jewish ....... 85.5 1.7 101.72
Protestant. 97.0 29.0 70.45
OREL..ccooivrreec e 95.0 18.0 76.92
AVERAGE ..., 96.3 20.1 73.71

been extra-billed, there was little difference by the ages of the patients in the
actual sums involved. The reverse trends were the case by the level of education
and religious affiliation of abortion patients. While fewer women with an
elementary school education were extra-billed, the women with less education
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who actually paid extra charges had an average bill of $79.06, while women
with college and university training paid on an average $71.96, or a difference
of 11.0 percent. While fewer Jewish and Catholic women than Protestant
women were extra-billed, among the patients who paid extra medical charges,
there were sizeable differences by their religious affiliations. Protestant women
on an average paid $70.45, Catholic women $79.09, and Jewish women
$101.72, or an amount which was 30,7 percent more than for Protestant
women. The usual charge for married women was less than for single women or
women who were widowed, separated, or divorced.

There was a difference of 29.7 percent in the average extra-billing charges
between abortion patients who had been born in Canada, who paid $72.12, and
women from the West Indies, who on an average were extra-billed by $102.52.
The extra-billing charges for women born in other countries were: $86.25,
Europe; $78.33, India; $75.23, United Kingdom and United States; and
$78.76, individuals from other countries.

In its Review of Health Services in Canada, 1975 the Department of
National Health and Welfare indicated that:

Utilization charges at the time of service are not precluded by the federal
legislation if they do not impede, either by their amount or by the manner of
their application, reasonable access to necessary medical care, particularly for
low-income groups.?

Seven of the 12 provincial (or territorial) medical plans finance their share of
the cost frem general revenues only and in those plans there is virtually no
direct cost to families, apart from additional billing that doctors may impose
in some instances .. . It should be noted that alf provinces permit specialists to
extra-bill for non-referred care if the specialist rate is higher than the rate the
plan will pay for such services.®

In reviewing the establishment and the operation of the Canadian health
care system, Maurice LeClair, then Deputy Minister of Health of the Depart-
ment of National Health and Welfare, concluded in 1975 that:

The greatest benefit has been the provision of financial accessibility to health
care.. . : no longer do people wait to seek care because they cannot afford it
and a sudden illness or accident is not a financial catastrophe for an individual
or a family. It is a fact though that the very poor are still not utilizing the
system as much as they could for a variety of reasons: lack of a baby-sitter,
taxi, or bus fares, etc.’

In a health insurance system with no direct financial burden on the patient,
the only deterrents to seeking care are the time and trouble involved, and there
is a large untapped reserve of “beneficial™ services which can be offered.'

‘There has been no comprehensive national review of the extent to which
the extra-billing of medical fees may occur across Canada, the specialties of

? Review of Health Services in Canada, 1975 (Ottawa: Health Beonomics and Statistics Division, Health
Programs, Department of National Health and Wetfare, 1975), p-4

¢ Ibid., p. 24.

? Maurice LeClair, “The Canadian Health Care System™ in S. Andreopolous, ed,, Nartional Health Insurance:
Can We Learn From Canada? (New York: John Wiley & Sons, 1975), p. 42,

10 Ibid., p. 79.
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the physicians who adopt this practice, what types of health conditions or
diseases may be involved, or the social attributes of patients who pay extra
medical fee charges. The conclusion that there are no financial deterrents to
obtaining health services was not valid for the 20.1 percent of 4,754 women
who had therapeutic abortions in eight provinces in 1976. Between a quarter to
a third of young abortion patients were extra-billed. There were sharp regional
differences in this practice and in the actual amounts of money whick many
women were charged. In general, women who had less education and who had
not been born in Canada had to pay more. The direct impact of these charges
influenced the relative accessibility by the social circumstances of women to
these medical services. The combined consequences of either the largest fee
charges or the most extensive extra-billing involved abortion patients who
were the most socially vulnerabiz: young women; newcomers io Canada; and
the least well educated.

Medical and hospital costs of induced abortion

The calculation of the financial costs attributable to therapeutic abortion
which are paid for directly by national health insurance involves various
provincial accounting procedures and rests upon a number of assumptions.
There is some variation between provincial programs in how medical fee
schedule items are coded and paid for, in the timing of the financial year which
is used for accounting purposes, and the extent to which all medical and
hospital services associated with the therapeutic abortion procedure are com-
pletely documented and indicated as relating to this operation in terms of their
costs to the public purse. In the context of the different provincial health
systems and their cost-accounting procedures, there is much variation in the
average per diem costs of hospital care for patients, differences in the provin-
cial fee schedules for medical procedures which are involved in the surgical
operation of therapeutic abortion, and different styles of medical practice for
the procedure of first-trimester induced abortions which may be done on a
day-care (out-patient) basis or involve one or more days of in-patient hospital
treatment.

While the Committee received information from provincial departments of
health on the medical care insurance costs and medical fee payments made for
therapeutic abortion procedures, this information involved different and non-
comparable periods of time in the listing of abortion procedures and due to
different accounting procedures these sources were not complete for 1974-75.
In January of 1975, the Health Economics and Statistics Division, Policy
Development and Coordination Directorate of the Department of National
Health and Welfare completed a review of the known direct costs associated
with the total number of therapeutic abortions done in Canada in 1973. This
review was subsequently updated to 1974 at the request of the Committee. This
analysis indicated the general nature of public expenditures for this surgical
operation. In terms of subsequent increases in the cost of living, the informa-
tion for 1973 and 1974 provided a comparison which is still valid in the
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analysis of the relative costs of therapeutic abortion and the health costs which
would have been incurred if these pregnancies had not been terminated. These
cost estimates dealt only with monies paid from the public purse. Excluded
from these estimates were the personal costs incurred by women who obtained
induced abortions, the payment of medical fee charges which were made by
patients in addition to the various medical care insurance fee reimbursement
schedules, or the costs involved for women who obtained abortions in the
United States.

Several assumptions were made in calculating the cost estimates for
therapeutic abortions in 1973 and 1974. Included in these expenditures were
the direct costs of medical and hospital care including related anaesthetic
services. Medical care cost estimates were based on the quarterly medical care
utilization information provided by the provinces to the Department of Nation-
al Health and Welfare. No estimates were developed to determine the costs of
medical complications which might develop following induced abortion. Allow-
ance was made in deriving medical care costs for different rates established in
provincial medical care payment schedules. These charges varied between the
provinces by 33.2 percent, being on an average $50.68 for 1973 in British
Columbia and $67.50 in Newfoundland.

The calculation of hospital costs was based upon the valid assumption that
a majority of therapeutic abortions were done in larger rather than smaller
hospitals and per diem patient costs were derived on this basis, Like medical
care costs, average per diem hospital costs in 1973 varied across the country:
by 77.9 percent from $60.95 in New Brunswick to $108.45 in Nova Scotia.

With the exception of Ontario, Manitoba, and British Columbia, there
was an inverse relation among the seven other provinces between the average
medical care costs and the average per diem hospital costs. For those provinces
whose medical care costs were higher in 1973, average per diem hospital costs
were considerably lower, The reverse situation obtained as where there were
higher hospital costs, the average medical care costs were lower, The broad
regional cost differences resulted from different health priorities set by the
provinces, coupled with different patterns of medical care which were followed
throughout the nation. There were differences between the provinces in the
average number of annual visits made by patients to physicians and in the
average length of hospitalization for specific hospital treatment procedures.
These differences in how provincial health services were organized affected the
health costs involved in the payment for therapeutic abortions under national
health insurance.

More complete information on the experience of women who had thera-
peutic abortions was available for eight provinces in 1973 and information was
available for all provinces in 1974, In 1973 the average length of hospital stay
of patients having induced abortions was 2.5 days, a level which dropped
slightly to 2.4 days by 1974, This level was then uniform for all provinces but
where major differences occurred was in the proportion of patients who were
treated on a day-care basis or as in-patients in hospitals. Almost all of the
induced abortion patients in two provinces were treated in hospital and these
two provinces predictably accounted for the highest average health costs per
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abortion patient. In general, the experience of the other provinces showed that
there was an association with average health costs involved with the abortion
procedure by the extent to which these patients were hospitalized. The estimat-
ed health costs arising from the combined medical and hospital services
provided for each therapeutic abortion patient in Canada was $284.17 in 1973.
In terms of national expenditures for all reported therapeutic abortions, the
estimated total costs of therapeutic abortions for that year were $12,242,000 of
which $3,296,700 were medical care costs and $8,945,300 resulted from
hospital services. Total average health costs for each therapeutic abortion
patient varied between the provinces from $199.12 to $418.13. By 1974, the
average hospital and medical care costs for the treatment of each woman
having a therapeutic abortion drepped to $270.76, or by 4.7 percent. The range
between the 10 provinces was between $195.45 and $320.00, or a variation in
health costs of 61.1 percent.

Differences in health care costs may be associated with the types of
procedures which are performed, whether services are provided by family
physicians or medical specialists, whether treatment is given on an in-patient or
out-patient basis, and by a difficult-to-measure factor, the quality of medical
care which is given to patients. Many different standards have been used to
measure the quality of medical care. These measures have included: optimal
standards of care; the assessment of the health needs of patients or a popula-
tion; the average pattern of medical services; and the use of outcome indices
which may involve the number of deaths associated with a disease, related
morbidity, physical and social functioning measures, or subsequent complica-
tions refated to a specific medical or surgical procedure. Information on two of
these indices related to therapeutic abortion was available. Only one death
associated with abortion occurred in Canada in 1973. The assessment of
medical complications associated with therapeutic abortions depends upon how
such complications are defined, whether they are recorded in connection with
this procedure, and whether they are measured as short-term or long-term
sequelac, There is no information available to determine if there are different
means used across the country in the listing of complications associated with
therapeutic abortions. This may be the case, for there are substantial variations
in the complication rates per 100 therapeutic abortions between provinces
which are geographically adjacent. Until much more is known about the
definition and the codification of abortion complications, their analysis must be
seen with some reservation. It is within this context that they are considered
here in conjunction with health costs.

In 1973 there were on an average 4.2 complications per 100 therapeutic
abortions which were done in the eight provinces for which health cost
information was available relating to therapeutic abortion. This rate of report-
ed complications declined to 3.1 per 100 therapeutic abortions in 1974, but this
rate was based on the experience of more provinces for that year and for
Ontario from May to December of 1974.

In 1974 the complication rate per 100 therapeutic abortions among the
provinces ranged from 2.0 to 8.0. Allowing for the difficulties involved in
interpreting what medical complications may mean, on the basis of officially
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reported morbidity information, there was no apparent association between
different provincial complication rates and the average length of hospital stay
of patients who had therapeutic abortions, the proportion who were treated on
an out-patient or in-patient basis, or the average health costs which were paid
for the medical and hespital services which were required by this procedure,

TaABLE 15.8

MEDICAL AND HOSPITAL COSTS, PROPORTION OF PATIENTS HOSPITALIZED,
AND COMPLICATIONS ASSOCIATED WITH THERAPEUTIC ABORTION:
BY PROVINCE, 1974*

Services Associated with Therapeutic Abortion

Proportion of

Average Abortion Patients Complication Rate
Health Costs Who Were per 100 Therapeutic
Province per Patient Hospitalized, Abortions,
1973 1974 1974 1974%*
dollars percent percent
I 343.90 320.00 98.0 2.0
2. 418.13 315.22 97.3 38
3. 349.36 289.07 55.6 8.0
4. 392.93 279.14 66.8 5.5
5. 293.68 275.30 76.0 2.2
6.... 233.91 268.56 73.4 2.
T.... 314.52 264.46 76.7 4.2
8. 266.40 253.25 79.3 4.7
9. 258.70 23530 47.5 5.9
10 199.12 195.45 52.0 1.4
CANADA. ... 284.17 270,76 70.5 31

* Health care cost information is based upon information from Health Economics and Statistics Division, Policy
Development and Coordination Directorate, Health and Welfare Canada, Ottawa, 1976; the average length of
hospital stay and complications associated with therapeutic abortions come from Statistics Canada.

** Relates to first complications onty.

The health costs which would have been incurred if all of the reportet
therapeutic abortions in 1973 and 1974 had not been performed in Canadian
hospitals, that is, if these pregnancies had been allowed to come to term, were
estimated by the Health Economics and Statistics Division of the Department
of National Health and Welfare. Allowance was made in these estimates for
the expected number of foetal losses (stillbirths and spentaneous abortions)
and the lenpth of gestation in the calculation of the number of pregnancies
which would have gone to term. No cost estimates were made of the cxpendi-
tures involved in the treatment of patients who had had foetal losses or of the
costs paid for by government for the transportation of patients in northern
Canada. Likewise, no estimates were developed of the costs of pre-natal and
posi-natal care, the costs of well-baby care outside the hospital, or the
treatment of special conditions such as congenital anomalies, premature births,
or of other conditions of the newborn, or of women requiring further treatment.
For these reasons the cost estimates associated with childbirth represented
minimum expenditures.
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In 1973 the total medical and hospital care expenditures involved (aliow-
ing for foetal losses), had the therapeutic abortions that year gone to term,
would have been $27,164,000% This expenditure would have included $6,114,-
000 in medical care costs and $21,050,000 in hospital costs, or an average cost
per patient of $728.22. In comparison with the estimated average cost of
$284.17 in 1973 of performing a therapeutic abortion in eight provinces, there
was a difference of $444.05 if routine treatment for pregnancy care had been
provided, In 1974 the average cost per therapeutic abortion patient was
$270.76 and the cost, allowing for stillbirths, if these pregnancies had con-
tinued to term, was estimated to be $865.47.

Cost of Therapeutic Abortion 1973 1974
Total Estimate ...ooovvinirmnneecioniinnns $12,242,000 513,030,000
Cost per Case $284.17 $270.76

Costs Incurred in Routine

Pregnancy Care of These

Induced Abortion Patients
Total ESHMALE ovcccocvvevmriscrvcerecmec. 527,164,000 $36,064,000
Cost per Case .....oovveveneeecncniccciiiine §728.22 $865.47

The costs involved from hospital and medical care insurance payments on
a per capita basis for 22,095,000 individuals in Canada in 1973 were $0.55 per
person for the therapeutic abortions done that year in Canadian hospitals. If
the pregnancies of these women had gonme to term, the cost would have been
$1.23 for each person in the country. In 1974 this cost for each Canadian was
$0.58 for all induced abortions, or $1.61 if these pregnancies had gone {o term.

Contraceptive sales

In terms of information received by the Committee, the national sales of
the various categories of contraceptive means to pharmacies and hospitals in
1975 were estimated to total $29,187,000. With an estimated price markup to
the consumer, these sales amounted to $41,528,666. The volume of sales of
contraceptives was distributed between six major categories, with oral con-
traceptives being the major component.

Percent of

Contraceptive Means Sales, 1975
Qral Contraceptives ... 86.5
Condoms........ooorvveiiecee e 8.3
Vaginal Foams... 2.4
Creams, Gels ..o 1.5
DHaphragms ..o 0.3
Intra-Uterine Devices .........ccoeo.e. 1.0
160.0
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The usual price markup for oral contraceptives was 33.3 percent, while the
customary markup for other contraceptive means was 50 percent or higher.
The average oral contraceptive costs to a woman were $3.00 per cycle, which
on an annual basis averaged between $36 and $40. Between 1974 and 1975,
sales of condoms showed a 50 percent greater increase than sales for other
types of contraceptives combined. Sales of oral contraceptives showed the next
highest increase over this period. Relatively few condoms were sold through
vending machines, with the majority being available at retail pharmacies,
through which some of the largest distributors exclusively made their sales,
The four remaining contraceptive means together accounted for 5.2 percent of
this market in 1975, with the sales of vaginal foam decreasing by 18 percent
between 1974 and 1975. The sales of intra-uterine devices in 1975 represented
between 50,000 and 60,000 new users of this device during that year, but these
sales did not include their distribution to surgical supply companies which sold
directly to physicians.

TABLE 15.9

CONTRACEPTIVE SALES IN CANADA, 1975
DOLLAR SALES TO RETAIL PHARMACIES AND HOSPITALS

Dollar Sales Estimated
Type of Contraceptive to Pharmacies Consurer
and Hospitals Expenditures

33! percent markup

Oral Contraceptive .......couvvrvermvimimsseesesier e $25,268,000 =$33,690,666
50 percent markup

CONAOMS.........ovevverirrrreecee s res s $2,418,000 =$4,836,000
50 percent markup
Vaginal FORM ..ot $691,000 =$1,382,000
50 percent markup
Spermicidal Creams & Gels......oovvinccviinniinnnn, $430,000 =$860,000
50 percent markup
DIaphragm ..o $80,000 =3$160,000
50 percent markup
Intra-uterine Device ... $300,000 =%$600,000
TOTAL ..o ce ettt ss st e $29,187,000 $41,528,666

Source: Commitiee survey, 1976.

In terms of sales of the contraceptive means used by women, and if only
women between the ages of 15 and 49 years are considered, the average
consumer expenditure was $6.14. The per capita costs paid by Canadians in
1974 for the use of contraceptives was $1.85.

Expenditures on family planning

There has usually been a distinction made in public programs in Canada
between services and programs involving: (1) abortion; (2) contraceptive
counselling and services; and (3) family planning programs. The service and
programs involved in family planning programs relate to the knowledge and
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practices which enable individuals either to avoid or to terminate unwanted
pregnancies, or to bring about wanted births.

Information about expenditures on family planning programs was
obtained from the provincial and federal governments. No information on these
types of programs was obtained from municipalities. A limited amount of
information was available on the expenditures of a number of voluntary
non-profit associations or organizations. The information which is available
about the designated expenditures on family planning programs of the federal
and provincial governments indicates the broad dimensions of what these
activities cost. How health budgets approved by legislatures were administered
and categorized varied between the provinces. In some instances specific family
planning programs were identified, while in other cases public health staff were
assumed to have the requisite competence in this field and family planning
programs were included in the general operating budgets of public health
agencies.

Newfoundland did not have a family planning program. While the provin-
cial government had officially supported the Family Planning Association of
Newfoundland, no direct financial support was granted to this agency. There
was no designated program, separate staffing, or special budget for family
planning in Prince Edward Island. It was reported that these activities were
carried out by public health nurses in connection with pre-natal classes and
post-natal visits to mothers.

The Nova Scotia Department of Public Health did not have separate
staffing or a budget for family planning. As in Prince Edward Island, a family
planning education program was undertaken by public health nurses which
involved the distribution of pamphlets and the use of teaching aids. The Nova
Scotia Department of Social Services made an annua! grant of $10,000 to the
Metro Area Family Planning Association. In New Brunswick the family
planning program was carried out in the context of health promotion as part of
the program of the Public Health Services Division. An annual grant of $4,000
was made to the Planned Parenthood Association of New Brunswick,

The organization of the Quebec Ministry of Social Affairs in 1976 was not
structured on the basis of specialized programs. In conjunction with six senior
professionals, one staff member had the designated responsibility for the review
of family planning programs. While the Ministry had no annual budget
specifically allotted to family planning, the Program for Preventive Informa-
tion in Schools was assigned $122,629 in 1973, $176,000 in 1974, and
$256,000 in 1975. A policy developed in 1972 committed the Ministry to
finance a quarter of any funds which were granted to community associations
from other sources. Amounts above these norms were granted from the second
year onward of the operation of the programs. In 1974-75 the Ministry made
the following grants for family planning.

Quebec Family Planning Association ......ccoeevvcccnnn § 72,600
T3] (7 USROS . 27,750
S.0.8, GrOSEEESE ..ot 12,500

TOTAL vt $112,850
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Based on a statement of the Minister of Health in December 1974, the
provincial family planning program of the Ministry of Health of Ontario
sought to promote comprehensive services in this field by providing financial
support to local health agencies. All administrative units were included in the
provincial program in 1976, with the interests of local communities and how
they saw their needs in this field reflected in the scope of family planning
services which were offered. An annual budget for family planning of $2,000,-
000 in 1976 was allocated for distribution to local public health agencies.
Among the provineial health units, 34 had counselling services and 28 provided
some clinical services. Local health units at their discretion either could
operate directly these family planning programs or provide financial support
for this purpose to non-profit community associations. By 1976 this type of
liaison had been established in five areas of Ontario.

A set of guidelines for the development of a family planning program was
approved in 1970 in Manitoba. The Manitoba Department of Health and
Social Development considered family planning information and counselling as
an integral part of the more comprehensive services provided by public health
nurses and social workers. Contraceptive devices were distributed, if requested,
to low-income individuals through local health units, Where feasible, family
planning clinics had been established in local health units, A full-time health
educator was employed to arrange training sessions for Departmental person-
nel. The Department had no designated or separate budget items for its family
planning activities. A grant of $15,000 was made in 1975 to the Family
Planning Association of Manitoba.

The appointment of a family planning coordinator in the Saskatchewan
Department of Public Health was made in March 1974. The provincial
government’s program in this field was started in the fiscal year 1973-74, At
that time an advisory committee was appointed which subsequently tabled its
report with policy recommendations for programs in the future. The 1975-76
budget for family planning was $93,120. In addition, the Family Planning
Association of Saskatchewan received $25,337 in 1974-75.

The Alberta Minister of Health and Social Development approved a
general statement on family planning policy in 1976, It was then estimated that
the provincial Department would allocate $250,000 in 1976-77 to continue the
family planning projects which had been previously funded by the federal
government. The Department’s Division of Local Health Services provided,
when requested, the services of a medical consultant and a nursing consultant
to community groups and agencies. Two community family planning associa-
tions were funded for an amount of $49,185 by the province’s Preventive Social
Services Program.

The Family Planning Program of the British Columbia Department of
Health Services and Hospital Insurance had a budget of $100,000 in 1976 of
which $20,000 was granted to the Planned Parenthood Association of British
Columbia. This support was provided in order that the Association could seck
federal funding for its educational and’ service programs. The Assecciation
established and staffed family planning clinics throughout the province whose
operating expenses were paid for by the provincial government.
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TaBLE 15.10

FEDERAL AND PROVINCIAL GOVERNMENT
DESIGNATED FAMILY PLANNING EXPENDITURES:
1975-1976*

Family Planning Expenditures

Branch of Government Community
Government Department  Agencies Total
dollars
Newfoundiand ... — — —

Prince Edward Island.

— 10,000 10,000

Nova Scotia..... ...
New Brunswick — 4,000 4,000
Quebec........ 256,000 112,850 368,850
Ontario™ ...ooveveoiiiinns 2,000,000 — 2,000,000
Manitoba......... — 15,000 15,000
Saskatchewan .. 93,120 25,337 118,457
Alberta ..o 250,000 49,185 299,185
British Columbia ... 80,000 20,000 100,000
Canada:
(1) Grants*** ... 668,000 1,750,000 2,418,000
(2) International****
(IDRC) ..o — (1,108,798)  (1,108,798)
TOTAL ..o 3,347,120 1,986,372 5,333,492

* Rased on information provided by federal and provincial health departments.
These sources did not designate the costs of family planning programs which
were considered to be integral to other health services' programs (e.8. public
health nursing, health promotion).

*#+ Allocated to programs operated by local health units and/or commiunity
agencies.

*+* Designated expenditures for 1974-75.

#*%% [niernational Development Research Centre (IDRC) expenditures are
excluded from the total as this represents support given to other nations.

The Family Planning Grants Program of the Department of National
Health and Welfare was established in May 1972. By April 1976 the staff of
this program consisted of 8.5 positions and the program had an operating
budget of $668,000. The senior staff of the federai program consisted of a
director, a principal program. officer, three consultants (nursing, community
education, social work), and a resource centre officer. This program provided
grants to assist the programs of national and local voluntary associations,
universities, and provincial and municipal governments to develop and extend
their family planning services. These grants were based on the principle of
providing short-term “start-up” funds; the agencies which were supported were
expected to obtain ongoing operating funds from provincial governments,
philanthropic sources, or fund-raising campaigns.

The grants made under this federal program were in five categories:
demonstration, fellowship, research, service, and training. In 1972-73 the
program had a budget of $1,150,000, an amount which increased to $1,750,000
in 1974-75. In addition to this designated budget, the federal government
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shared in the costs of family planning activities which were paid for under the
federal-provincial cost-sharing programs of hospital and medical care insur-
ance. The Department of National Health and Welfare in 1974 circulated
1,207,255 pamphlets on family planning. A total of 1,186,641 of these pam-
phlets was distributed in 1975. The objectives of the Family Planning Grants
Program were:

1. to inform Canadians about the purpose and methods of family planning so
that the exercise of free individual choice in this area will be based on
adequate knowledge,

2. to promote the training of health and welfare professionals and other staff
involved in family planning services,

3. to promote relevant research in family planning, inclading population
studies,

4. to aid family planning programs operating under public and voluntary
auspices through federal grants-in-aid and joint federal-provincial shared-
cost programs.

The training and research grants program of the Department of National
Health and Welfare is intended to advance the concepts of family planning.

There is no specific administrative division in the Department dealing with
abortion. The reasons for this apparent deficiency may not appear clear
initially; however, a review of the departmental position would serve to point
out the “raison d’étre”. There is a full-time physician who maintains familiari-
ty with current issues and problems and public reaction to the functions of
existing abortion programs. In addition, statistical information on abortion is
kept on file and up-to-date.

The Federal Government does not regard therapeutic abortion as an
acceptable method of birth control. It does, however, support the concept of
family planning whereby a couple may decide, according to their own beliefs
and consciences, whether they want to use family planning methods to prevent
unwanted pregnancies. To this end, the Department has a Family Planning
Directorate, and supports a program directed to advancing the concepts of
family planning practices in the general population across Canada.

The Federal Government recognizes that unwanted pregnancies may
accur as a result of failure to abide by good family planning practices. In these
situations, the pregnancy may have given rise to a condition which, in the
opinion of a therapentic abortion committee of an accredited or approved
hospital, provides appropriate reasons for termination of the pregnancy in
accordance with the terms of Section 251 of the Criminal Code regarding
abortion,

As a health matter, abortion comes under provincial jurisdiction. The
administation and operation of such programs and their implementation are
responsibilities of the provinces. It should be added that the decision to
establish or not establish a therapeutic abortion committee in an individual
hospital is left 1o the discretion of the board of that hospital and the
authorities of the province in which the hospital is located. This may explain,
in part, the unevenness in distribution of hospital facilities for therapentic
abortion.
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The Hezlth Insurance Directorate, Department of National Health and
Welfare, receives requests from the provinces for shared medical costs under
the terms of the Hospital Insurance and Diagnostic Services and Medical Care
Acts. The charges for therapeutic abortions, when considered by a province to
be a required medical service, would come, among others, under the terms of
the shared Federal-Provincial Health Insurance Program. To date, all prov-
inces consider therapeutic abortion as a required medical service. Under these
circumstances, and considering the Departmental role, as described, it is not
considered that there is any immediate need for a separate division of the
Health Department to become involved solely in the subject of therapeutic
abortion.

The review of grants which were made between 1972 and 1975 under the
Family Planning Grants Program indicates that of a total of $4,029,203
disbursed during this period, $62,428, or 1.6 percent, dealt directly with three
projects involving demonstration services for or research on induced abortion.
One demonstration project which was funded at a university-affiliated teaching
hospital was intended to assess the impact of professional counselling on the
prevention of unwanted pregnancies. Two other projects dealt with the counsei-
ling or the follow-up of women who had induced abortions. From August 1973
to August 1974 the Department of National Health and Welfare received 204
requests for information on abortion, a number which dropped to 125 requests
in 1975.

Two national voluntary associations, the Planned Parenthood Federation
of Canada and Service de Régulation des Naissances (Séréna), were awarded
the largest portion of the funds available under the Family Planning Grants
Program. Between 1972 and 1975 these two national associations accounted
for 50.6 percent of the federal program’s funds, a proportion which declined
from 58.4 percent in 1972-73 to 44.6 percent in 1974-75. The funds assigned to
other national associations were $45,956 between 1972 and 1975, or 1.1
percent of the available funds. These two major national voluntary associations
used the federal funds to establish and maintain their national headquarters
and assigned funds obtained from the federal government to support the work
of affiliated provincial and local programs. The two associations prepared
annual reports which documented their services and expenditures. Much of
their work during these years was contingent upon federal support. While
extensive educational and counselling services were provided by these associa-
tions, little is known beyond the actual listing of these services about their
immediate or long-range impact on the public whom they were intended to
serve. There has been no independent audit of their public impact, nor is it
apparent once the short-term federal funding has served its start-up function
where replacement funding will be obtained.

Based on the findings of the national population survey and the national
patient survey done for this inquiry, the services provided by these national
agencies and their provincial affiliates had had little direct impact on the
public. Their services had not been extensively used in terms of the total
population to obtain information about family planning and contraception, or
for advice and referral for abortion. This problem is not unique as it concerns
the work of these two assocations. It poses the question faced by other public
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programs of what is to be expected, how much, and over what length of time
from designated public expenditures.

The remainder of the budget of the Family Planning Grants Program
which had not been assigned to national associations was used to support a
range of grant applications which were funded on a competitive review basis.
In terms of regional averages involving the number of applications which had
been approved, or rejected/withdrawn between 1972 and 1975, the craftsman-
ship in the preparation and the seeking of these grants was more effective in
some parts of the country than in others. Of a total of 185 formal applications
between 1972 and 1975, 57.3 percent were approved. The remainder were
either rejected or withdrawn. Among the 10 provinces and two territories, the
percentages of approved grants to all applications which had been submitted
were: Yukon and the Northwest Territories, 0.0 percent; Saskatchewan, 33.3
percent; and Quebec, 34.9 percent. A larger proportion of applications for
family planning projects had been approved for British Columbia (70.0 per-
cent), Alberta (65.9 percent), Ontario (65.3 percent), and New Brunswick
{63.6 percent),

Calculated on the basis of the 1974 population of Canada, the average per
capita amount of 9 cents for family planning grants involving competitively
reviewed applications had been funded by the Department of National Health
and Welfare between 1972 and 1975. The amounts of grants on a per capita
basis among the provinces were: 5 cents, Newfoundland; 14 cents, Prince
Edward Island; 7 cents, Nova Scotia; 16 cents, New Brunswick; 8 cents,
Quebec; 7 cents, Ontario; 9 cents, Manitoba; ¢ cents, Saskatchewan; 18 cents,
Alberta; 9 cents, British Columbia; and none, Yukon and the Northwest

Territories.
TaBLE 15.11

DISTRIBUTION OF FAMILY PLANNING GRANTS PROGRAM
INVOLVING COMPETITIVE REVIEW OF APPLICATIONS
1972-1975*

DEPARTMENT OF NATIONAL HEALTH AND WELFARE

Competitively Judged Grants

Province Rejected/ ‘Percent Per Capita
or Approved Withdrawn Approved  Dollar Amount

Territory Applications  Appiications  Applications  Approved**
Newfoundland ... 2 2 50.0 5 cents
Prince Edward Island ... 1 1 50.0 14 cents
Nova Scotia ..o 5 4 55.6 7 cents
New Brunswick .. 7 4 63.6 16 cents
Quebec ............ 8 15 34.9 8 cents
Oatario ..... . 32 17 65.3 7 cents
Manitoba ..o 5 4 55.6 9 cents
Saskatchewan .....cooomcnnnen. 5 10 313 9 cents
Alberta ................ . 21 14 65.9 18 cents
British Columbia ....c..ccoooeoreiie 14 6 70.0 9 cents
Yukoen, Northwest Territories ........ 0 2 0.0 0 cents
CANADA ... 106 79 573 9 cents

* Social Service Programs Branch, Department of National Health and Wellare, Ottawa, December 1975,
Support for national assocations is excluded.

** Calculated on the basis of 1974 provincial population listing.
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In its terms of reference and its objectives, the federal Family Planning
Grants Program excludes abortion from its definition of family planning. In its
work the Committee became aware of two sides of this situation. On the one
hand, the virtual absence of federally supported projects which dealt directly
with induced abortion resulted in part from the fact that there were relatively
few projects dealing with this topic which had been submitted for review and
potential funding. Between 1969 and 1975, 3 out of 7 submissions dealing
directly with some aspect of induced abortion were funded. On the other hand,
it was apparent that in its definition of family planning and how the operation
of the federal program was seen by some professionals and agencies across
Canada, applications dealing with induced abortion were not seen to have been
encouraged.

On its site visits to hospitals across the country and in its meetings with
experienced investigators, the Committee found there was considerable dis-
satisfaction that there was so little public support for demonstration programs
and research dealing with induced abortion. Most of the provinces did not have
a health grants research program. The Medical Research Council of Canada
which provides support for basic medical research and graduate training
fellowships had not received nor had it funded any projects dealing directly
with induced abortion. This issue had not been supported by Canadian
philanthropic foundations. In accord with its mandate, the federal Family
Planning Grants Program was seen by many capable researchers as not dealing
with induced abortion.

Several examples were cited to the Committee by researchers who said
that they had been asked, if their projects dealt with induced abortion, to revise
their submissions to granting sources. It was also alleged that senior civil
servants were often put in a difficult position. If they became interested or
* developed competence in the field of induced abortion, they were likely to be
re-assigned to other posts. As a result of the sensitive nature of the issue, it was
asserted that the support which was given by federal and provincial agencies
was allocated to socially safe stand-by scrvices which did not deal directly with
demonstration programs and research involving induced abortion or with the
basic issues in family planning. These programs, it was suggested, had effec-
tively pre-empted the field. For these several reasons the existing funding
programs had little respect among many experienced researchers.

One senior researcher with an established international reputation and
who had obtained a number of sizeable research grants observed to the
Committee: “The situation for research and effective demonstration programs
is a closed shop in Canada. If support for relevant work is to be obtained, the
funding has to come from outside the country.” This observer further noted:
“It is easy to turn down grant applications on the basis that they are
methodologically unsound. But until competence is built up, it is difficult to see
how this can be otherwise. And competent researchers will not submit applica-
tions, because they know they have no chance of being funded.”

In addition to monies made available under the Family Planning Grants
Program of the Department of National Health and Welfare, $3,824,727 was
funded for 22 international projects between September 1971 and March 1976
by the International Development Research Centre (IDRC}. As part of
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Canada’s foreign aid program, these projects dealt directly with different
aspects of family planning, abortion, and fertility regulation in 13 nations
(Colombia, 1; Dominica, 1; Egypt, 3; India, 1, Mali, 1; Mexico, 2; Nigeria, 1;
Philippines, 2; Singapore, 2; Thailand, 2; United States, Population Council, 2;
West Indies, 1; and West Malaysia, 1). In addition, two grants had been made
to the World Health Organization to support that United Nations agency in its
work on human reproduction and fertility control. Two grants had been made
by IDRC to the Canadian Committee on Fertility Research (affiliated with the
World Health Organization) to develop a scientific advisory committee for the
design and implementation of research studies and for the administration of an
international collaborative research program on fertility control.

This foreign aid program provided direct financial support and, where
appropriate, consultants to family planning programs of national and local
health departments, universities, and voluntary agencies in these nations.
Among the projects supported by the IDRC were:

+ development of a national family planning program;

+ assessment of the costs resulting from the use of different contraceptive
means and from their long-term use;

*» health promotion programs for fertility regulation;

¢ the effectiveness of different types of health workers and laymen in mater-
nal and child health programs and family planning programs;

* the development of designated research centres for fertility research;

= epidemiological research on the extent of induced abortions;

¢ research on the social, clinical, and pathological factors involved in subfer-
tility and infertility;

+ study of the morbidity and martality rates associated with early induced
abortion;

e the impact of abortion on mothers and the family unit;

¢ the morbidity and mortality rates and the side effects of tubal ligation;

» the clinical trials of the use and effectiveness of various contraceptive
means;

« the production of films on different aspects of family planning;
o the establishment of clinics and training programs in family planning.

While this exemplary foreign aid program provided assistance to other
nations to develop training and research centres, to support demonstration
projects, and to provide a broad range of research inquiries dealing with family
planning, including abertion, for most of the topics for which foreign aid was
given there were no comparable programs in Canada. Repeatedly in its work
the Committee was told by experts about service programs or research which
had been done abroad, but seldom about comparable work in Canada. If such
studies were available dealing with the Canadian experience, they dealt with a
small number of individuals or represented special circumstances. This point
was verified by the search of the available research literature dealing with
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family planning, the use of contraception, or induced abortion involving
Canadians. Many of these reports were general statements, often having a
charged intent. There were few studies which fully merited the designation of
well undertaken scientific inquiries in terms of the research methods which had
been used.

In its work abroad Canada has helped to initiate on a cooperative basis
with other nations the components of a comprehensive family planning pro-
gram. This endeavour stands in sharp contrast to the efforts in these respects
which have been undertaken in this country, The work of this inquiry would
have been facilitated at every stage had similar information been available
dealing with family planning and abortion for which Canada has given
assistance to other nations. The research work to date in Canada has been
fragmentary; most of the relevant questions have not been studied.

Allocation of expenditures

The review of health costs and expenditures associated with pregnancy,
family planning, and abortion provides an overview of general trends. Not all
of the sources of the information on these points are complete. In the case of
women who obtained induced abortions, no cost estimates were made for
individuals who obtained abortions from illegal sources or the costs associated -
with room and board and transportation when this operation was obtained out
of the country. Likewise, in the calculation of the costs involved in childbirth,
only the immediate expenditures were considered. No estimates for instance
were made of the subsequent health costs which might be incurred or the costs
resulting from specialized post-natal care. Because health accounting proce-
dures vary, only the expenditures which were directly designated for family
planning activitics by government were listed. It was not fully known how
much money was spent directly by individuals or voluntary community associa-
tions on these activities. It is within the context of these reservations that the
general trends in the expenditures on family planning and induced abortion are
considered.

From what is known about the expenditures on childbirth, family plan-
ning, and abortion, more money from the public purse was spent on providing
treatment services and facilities for abortion patients than on the pablic effort
te undertake effective preventive measures. In the broad terms of per capita
expenditares it was estimated that $0.58 was spent by each Canadian in 1974
to pay for the costs of therapeutic abortions and $1.61 for the immediate costs
associated with normal childbirth. At the same time from designated expendi-
tures, $0.24 was spent on federal and provincial family planning measures.

The dilemma of providing a balance in expenditures and effort between
treatment services and preventive measures has been long known. All too often,
because the former presents an immediate problem which has to be resolved, it
receives most of the public attention and garners most of the available
resources. This has been the case in the distribution of pubtic resources and
expenditures for induced abortion. Most of the public funds have been allocat-
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ed to provide treatment services for these patients, while considerably less
public support has been turned to the reduction of unwanted pregnancies.

In A New Perspective on the Health of Canadians: A Working Document,
a series of national health priorities were set for the future. This document
recognized the complex interplay between social forces, the distribution of
disease, and the life styles of individuals. On the point of establishing a balance
between treatment and prevention services, this document observed:

One point on which no quarter can be given is that difficulties in categorizing
the contributing factors to a given health problem are no excuse for putting
the problem aside; the problem does not disappear because of the difficulties in
fitting it nicely into a conceptual framework.

«if the incidence of sickness can be reduced by prevention, then the cost of
present services will go down, or at least the rate of increase will diminish.
This will make money available to extend health insurance to more and more
services and to provide needed facilities, such as ambulatory care centres and
extended care institutions. To a considerable extent, therefore, the increased
availability of health care services to Canadians depends upon the success that
can be achicved in preventing illness through measures taken in human
biology, environment and life style.”

These observations are relevant to the issue of therapeutic abortion. Hs
current prevalence is not likely to disappear by itself or to be reduced in the
absence of public measures. There is an imbalance between the expenditures
and effort in this field. The resources which are devoted to its treatment in no
way are matched by comparable public support for programs mounted for its
prevention. As long as this situation involving induced abortion persists, there
is little likelihood that there will be a reduction in its velume or its costs.

" Hon, Marc Lalonde, 4 New Perspective on the Health of Canadians: A Working Document (Qttawa:
Government of Canada, April 1974), pp. 36-37.
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Appendix 1
STATISTICAL NOTES AND TABLES

STATISTICAL NOTES

1. Time taken to obtain a therapeutic abortion (Chapter 7)

The multiple regression' relating to the time taken to obtain an abortion
included variables which related to a woman's demographic characteristics
{(age, religion, level of education and marital status) and the use of health
services (the time taken to see a physician, the number of physicians who were
consulted, and the time from the initial medical contact to the abortion
operation).

The results of the multiple regression excluded all variables which con-
tributed less than 1 percent to the r? of the dependent variable (the total length
of the pregnancy). In all cases the simple r indicated a positive relationship,
i.e., that the delay in obtaining the induced abortion was increased if the
variables increased in value. The results were:

Indepeadent Variable r? {contrib) r? (cum)
Time taken by @ woman to see a physician....... 123 123
Number of physicians seen about a
PTEEMANCY ......ooovvimmieecreassesescenrncsnseserenss s sonnens 097 220
Time from initial medical consultation to
abortion Operation ..o, 315 735

n - 4,221
for 73.5 percent of the variance.

For the women in this study who obtained therapeutic abortions in
Canadian hospitals, almost three-quarters (73.5 percent) of the delay was
attributable to health system factors. The relative importance of the demo-
graphic characteristics was, in all cases, below the 1 percent r? level. These
results indicate that the impact of demographic characteristics of women
seeking abortion on the length of time taken must be gauged by the ways in
which these factors influence their access to the appropriate pathways in the
medical care delivery system. While the group only included women who had
obtained therapeutic abortions, the findings indicate that the delays which they
had as a direct result of their demographic characteristics were negligible. It
was the factors which occurred after a physician had been initially consulted
which accounted for a significant proportion of the time, factors which went
well beyond the individual attributes of the women who were involved.

I All references to regression imply multiple linear regression in Statistical Notes.
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2. Physicians’ attitudes toward abortion (Chapter 9)

To investigate the factors which might be associated with the attitudes of
physicians toward induced abortion, an analysis which was comparable to the
method used in the national population survey (Statistical Note 3) was used.
The questions which were asked in the national physician survey were similar
to those asked in the national population survey, but provided for more detailed
replies. The questions asked were in the form “would you support a request for
a therapeutic abortion under specified conditions™ which were:

1. detrimental to the physical health of the mother;
. detrimental to the mental health of the mother;
. possibility of physical deformity in the baby;

. pregnancy the resuit of rape or incest;

. an econornic inability to support the child;

. to prevent the birth of an illegitimate child;

b = A S . T N I R N Y

. whenever an application is made for a therapeutic abortion during the first
trimester of a pregnancy.

The first six of the conditions were divided into: (a) first trimester; (b)
beyond first trimester length of gestation.

A three-point scale was used to evaluate the responses (O=refusal; I =first-
trimester support; 2=beyond first-trimester support) only after analogous
procedures using point dichotomous (YES/NO) coding had been run. The
point dichotomous coding was more rigourous than the use of the three-point
scale, but the use of the three-point scale was felt to be more directly aligned to
the original phrasing of the questions.

The results of the factor analysis of the attitudes of physicians toward
induced abortions were comparable to the results of the national population
survey. The first four conditions constituting the physical-mental health factor
accounted for 17.9 percent of the variance, while the three social indications
held 82.1 percent of the variance. The comparison between the findings of the
two analyses was:

FACTOR 1 FACTOR 2
Social Physical-menial
National ..o 823 16.7
Physicians.....c..cooooorcemmrronnriviennnann, 82.1 17.9

n=3129
The two factors were defined (mathematically) in essentially the same
way.

A series of follow-up analyses was done to complement the results of the
factor analysis technique. The first of these was the reconstruction of the two
factor-scales in a form which would allow their use as dependent variables for
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multiple regression analytic techniques. The independent variables (used here
as well as throughout this statistical note) were:

1. Religion;

. Region of residence;

. Marital status;

. Sex;

. Primary language spoken;

. Organization of practice;

2

3

4

5

6. Type of medical practice;
7

8. Age;

9

. Size of the community of practice;
10. Specialty training (general practitioner, obstetrician-gynaecologist).

Where the original variables were nominal or ordinal, standard dummy-
variable techniques were used. Consequently, religion, marital status, sex,
language, region of residence, type and organization of medical practice were
reconstructed in a point-dichotomous fashion, while the age of the respondent
and the size of the community of practice were left in their original categorical
form. As a result of this recoding, 16 technically separate variables were
derived and used. The previously established criterion was used of excluding
any and all variables which did not make at least a 1 percent contribution to
the final 12 of the dependent variable. The cumulative 12 in each instance was
based solely on these variables. '

The first regression was run on the social health factor. The results were:

Independent Variable r? (contrib) r? {cum)
Catholic ......ocovcvemvenrine e .147 147
Age of physician .... 036 183
Quebec residence ..., 016 .199

For this and other results in this section, n = 2,570
for 19.9 percent of the variance.

Investigation of the simple r revealed that all of the three “variables”, if
present, decreased the likelihood of support for induced abortion (regarding
age, the older the physician, the less the likelihood of support).

The second analysis considered indications involving the physical-mental
health factor.

Independent Variable r? {conirib) 1 (cum)
Catholic ...t 040 040
Protestant ......cccouevieuencteeee e 021 061
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Two factors accounted for 6.1 percent of the variance. The simple r
revealed that Catholic physicians were not likely to support induced abortions
on these grounds, while Protestant physicians were more likely to do so. The
low r? (6.1 percent) revealed, however, that while a relationship existed, 93.9
percent of the support for induced abortion on physical-mental health indica-
tions was not related to the religion of the physician (Catholic or Protestant).

The third analysis found that four variables related to the indication of
“mental health” interpreted in relation to abortion accounted for 9.8 percent of
the variance.

Independent Variable r? (contrib) r? (cum)
Catholic ..o, 032 032
Quebec residence ....... 048 077
Age of physician ....... 011 .088
JeWish o e 010 .098

The zero-order correlation (simple r) revealed that Catholic physicians
and older physicians felt the indication of mental health was interpreted too
liberally, while Jewish physicians and physicians who practiced in Quebec felt
the issue was interpreted too restrictively. (The mathematical independence of
these variables indicated that: e.g., Quebec Catholic physicians were more
likely to find the interpretation more restrictive than Catholic physicians in
other parts of the country,)

Abortion as a human right was the fourth analysis. Three variables
accounted for 11.8 percent of the variance.

Independent Variable r? (contrib) r? (cum)
CAthOlHC v 067 .067
Quebec residence........c..oocovevvveeerceiecee, 041 108

Age of physician ..o 010 JA18

The simple r revealed that Catholic physicians and older physicians were
more likely to disagree with the statement, while Quebec physicians in the
national physician survey were more likely to agree.

The fifth analysis involving three variables which dealt with the view of
physicians whether abortion lowers the value of human life accounted for 12.1
percent of the variance.

Independent Variable 2 (contrib) 12 {cum)}
Catholic .o 074 074
Quebec residence .... 027 A01
Age of physician ... 020 A21

The simple r revealed that Catholic, Quebec residents and older physicians
tended to agree with this statement.
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Three variables accounted for 18.5 percent of the variance in the
responses to the question about whether abortion is preferable to an unwanted
child.

Independent Variable r? {contrib) 12 {cum)
Catholic ..o 155 155
Age of physician .. 017 172
Quebec residence ......cocooeveveveceecee 013 .IB5

The simple r revealed that Catholics, older physicians and Quebec resi-
dents were more likely to disagree with this statement.

The single variable which accounted for 1.2 percent of the variance was
related te whether physicians said they were willing to serve on a therapeutic
abortion committee.

Independent Variable r? (contrib) 2 (cum)

Catholic ...t 012 012

However, the age of the physician was 0.9 percent in both cases. Being
Catholic or an older physician showed a trend toward being less willing to serve
on a therapeutic abortion committee.

In the remaining analyses considered in this statistical note, the seven
general indications (four physical-mental health and three social health) were
considered individually in relation to the extent of their association with
physician attributes.

1. Detrimental to the phystcal health of the mother.

Independent Variable r2 (contrib} 12 (cum)
Catholic ..o 17 117
Age of physician ... - 041 158
ADglophone ..., .019 177

Three variables accounted for 17,7 percent of the variance. The simple r
showed that older physicians and Catholic physicians were less likely to
support this indication, while anglophone physicians were more likely to do so.

2. Detrimental to the mental health of the mother.

Independent Variable 12 (contrib) r? (cum)
Catholic ..o 148 148
Age of physician ... .022 170

Two variables accounted for 17.0 percent of the variance. Younger
physicians and Catholic physicians were less likely to support this indication.
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3. Possibility of physical deformity in the baby.

Independent Variable r? {contrib) 12 (cum}
CathoHe oo 108 108
Age of physician . .033 141
Quebee Tesidence ..o 020 161

Three variables accounted for 16.1 percent of the variance. Catholics,
older physicians and Quebec residents were less likely to support this
indication.

4, Pregnancy the result of rape or incest.

Independent Variable r? (contrib)  r? (cum)

Catholic ...y ese e 15 J15
Age of physician _. 021 136
Quebec residence ..o 014 150

Three variables accounted for 15.0 percent of the variance, Catholics,
older physicians and Quebec residents were less likely to support this
indication.

5. An economic inability to support the child.

Independent Variable r? (conirib) r? (cum)
Catholic .ot .088 .088
Age of physiCian .....o.cceoveveveeeeeee e .017 .105

Two variables accounted for 10.5 percent of the variance. Catholics and
older physicians were less likely to support this indication.

6. To prevent the birth of an illegitimate child.

Independent Variable 2 {contrib) 12 {cum)
Catholic ..o sare s 040 .040
JEWISH .ovec e 016 056

Two variables accounted for 5.6 percent of the variance. For most
physicians none of their attributes which were inciuded in the analysis were
related to their responses to this indication. There was a trend toward Catholic
physicians being less likely to support this indication while the reverse held for
Jewish physicians.

7. Whenever an application is made for a therapeutic abortion during the
first trimester of a pregnancy.

Independent Variable 2 {contrib) 2 (cum)
JEWISH oot 022 022
Quebeg residence ..., 011 033
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Two variables accounted for 3.3 percent of the variance. There was a
trend for Jewish physicians and physicians living in Quebec to be more likely to
support this indication.

8. Whenever an application is made for a therapeutic abortion.

Independent Variable r? (contrib) 2 (cum)
021 021
.010 031
017 048

Three variables accounted for 4.8 percent of the variance. As was the case
for support for the other six indications, most of the variance was unaccounted
for (95.2 percent). Jewish physicians and physicians living in Quebec were
more likely to support this indication while Catholic physicians were less likely
to do so.

9. In your opinion is the current abortion legislation: (1} too liberal; (2)
about right; (3) too restrictive; (4) no opinion.

Independent Variable r? (comtrib) 2 {cum)
Catholic ... 031 .031
Quebec residence. 070 101
Age of physician ..o, 019 120

Three variables accounted for 12.0 percent of the variance. Catholic
physicians and physicians who were older were more likely to state that the
abortion legislation was too liberal while more Quebec physicians found it was
too restrictive,

From the preceding analyses of multiple regression, the r? component
fluctuated from a low of 3.3 percent to a high of 19.9 percent (excluding the
question relating to the willingness to serve on a therapeutic abortion commit-
tee). What emerged sharply was the low r? in all cases. The results of the
regression technique indicate that while the social and demographic attributes
of physicians in the national survey such as age, religion and province of
residence had a part in the “prediction” of certain of their attitudes toward
induced abortion, the majority of the differences {from a minimum of 80.1
percent to over 96 percent) were not related to their stated views about these
issues or in the extent of their support or non-support of indications for induced
abortion. In terms of the variables which were used, the physicians in the
national physician survey had attitudes toward induced abortion which were
demographically transcendent, i.e., they cut across the attributes which are
often assumed to be related to stated views of the medical profession toward
induced abortion. For the physicians in the national physician survey, what
these findings mean is that their opinions on this issue are not readily
categorized in terms of their personal or medical practice attributes.
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3. Public attitudes roward abortion (Chapter 11)

To determine what factors might be related to the attitudes toward
induced abortion of the individuals in the national population survey, the factor
analysis technique which was used was that of the iterated principal compo-
nents variety, using the varimax criterion to control orthogonal rotation. The
results of the factor analysis showed that the two positions of “abortion on
demand” and “never willing to support abortion” were polar to each other, but
also defined an endpoint to a second dichotomization, i.e., the “polar™ versus
the “usual” view of support to induced abortion. The remaining questions
(which were run separately to determine the impact of excluding the “polar”
position) fell into two major clusters.

The first factor accounted for 80.6 percent of the variance. Its principal
components were: the support of an abortion request with gestation under 12
weeks; the support for abortion to prevent illegitimate birth; and the support of
abortion for reasons of financial hardship. This factor was labelled the social
health indication factor. The second factor (which accounted for 19.4 percent
of the variance in the replies to the questions) was labelled physical and mental
health indication factor. The principal components of this factor were the
questions which indicated: support for abortion if the pregnancy was the result
of rape or incest; support for abortion if the baby might be physically
deformed; and support if the continuation of the pregnancy might endanger the
physical or mental health of the mother (asked as two separate questions).

The repetition of this factor analysis, leaving out the questions designated
as “polar” produced the following results. The social factor on the restricted set
of attitudinal questions accounted for 83.3 percent of the total variance of the
remaining seven attitudinal questions, while the physical-mental health factor
was reduced to 16.7 percent. To isolate the regional variants of these attitude
clusters, individual factor analyses were generated for each of the five geo-
graphical regions in the country. The five regional factor analyses produced the
following resuits.

Percent Variance Percent Variance

Due to Social Health  Due to Physical-Mental

Region Indication Factor =~ Health Indication Factor
Maritimes . 82.5 17.5
Quebec... 81.7 18.3
Ontario ... 83.8 16.2
Prairies .............. 80.8 19.2
British Columbia .. 833 16.7
CANADA ... 83.3 16.7

n=4,128
It was assumed that the factors might be useful to distinguish demograph-
icalty distinct groups in the population. For reasons of parsimony, only the
national sample was used, with the regional variation of attitudes being
included through the use of a dummy variable muitiple-regression approach to
the analysis of variance within these factors.
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Although this approach was statistically significant, what was found was
intuitively irrelevant, Using the two generated factors of social and physical-
mental support for abortion as the dependent variables, attempts were made to
predict the variations in these factors by the use of multiple regression. The
dummy variable technique was used to indicate the sex, region, religion, and
language of the respondents, while the variables of age (coded as “year of
birth™), community size, and educational experience were entered as they were.
Using this approach, the total r for the social health factor was 5.5 percent,
while that for the physical-mental health factor was 5.4 percent.

The combination of the factor analytic results with the multiple regression
results indicated that while two distinct attitudinal groups existed in relation to
the abortion issue, the attitudes themselves cut across the demographic lines of
demarcation which are often assumed to “‘explain™ or “to account for™ the
reasons why individuals hold a specific viewpoint. In both cases, the “accepted”
or “stereotypic” relationships were found, and found to be of high statistical
significance. But in each case, this high significance was more an artifact of the
sample size than a reflection of the utility of these demographic factors as
predictors of the attitudes which were held. In both cases, nearly 95 percent of
the “‘reasons’ for holding one of the two positions about the issue of induced
abortion could not be traced back to the traditionally employed assumptions
regarding this issue.

4, Sexual behaviour (Chapter 14)

To isolate the principal factors associated with the frequency of coitus of
individuais in the national population survey, the statistical technique used was
multiple regression. This approach used dummy variable replacements for
those variables which did not meet the assumption of interval level data. All of
the socio-economic variables available were used, as well as those relating to
the use of contraception. The results reported were produced by an additional
application of the multiple regression technique, this time excluding all vari-
ables which made up less than a 1 percent contribution to the final r? of the
model. All of the terms of the model were linear except for the variable which
designated the interaction of age and marital status. This interaction indicated
that the impact of age could be most adequately pauged (relating to the
frequency of sexual intercourse) if the individual was married.

The contributions to the overall variation were:

2 (contrib) 12 (cum)

Age-married (interaction) ..., 394 391
Use of birth control pills ..o 029 420
No use of contraceptives (any type) ... 015 435
No need for contraceptives ......cocoeeececce 011 446

n = 3437

which yielded a total of 44.6 percent of the variance of the frequency of sexual
intercourse.
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No checks were made to allow for a distinction between heterosexual and
homosexual contacts or to measure the extent of extra-marital intercourse,
What this model provides is an estimate (44.6 percent) of the importance of:
(a) the availability of a sex partner: and (b) the reliability of the contraceptive
method perceived by the participants.

5. Sterilization and induced abortion (Chapter 14)

To analyze the multiple effects for women in the national patient survey of
their marital status, their age and the number of previous live births, a mulftiple
regression analysis was performed. Because a considerable degree of inter-
action between the age of those patients who had abortions and the number of
live births was expected, a multiplicative model was adopted. As a further step
in the analysis, partial correlations of sterilization and demographic factors
were examined. Each of these analyses supported the conclusion that the
number of previous live births was the major demographic factor determining
whether a woman having an induced abortion was to be sterilized,

The multiple regression analysis was done in several steps beginning with
age, number of live births and the dichotomized married-other marital status
variables introduced alone. During the second stage these variables Wwere Cross
multiplied and introduced into the equations. The cross-multiplied products
were highly skewed, but had higher correlation coefficients and F-ratios with
the dependent variable than did the single predictor items.

The proportion of explained variance in sterilization, which can be
estimated by the square of the multiple-correlation coefficient (r?), was not
greatly increased in the interactive model. The three single criterion variables
accounted for 27.0 percent of the variance in sterilization compared to 29.2
percent in the more complex model. The interaction between live births and
age was evident and this variable contributed most significantly to the explana-
tion of sterilization in the mixed single criterion—multiplicative items equa-
tion. The introduction of the multiple criterion items to estimate the degree of
interaction between the single criterion predictors reduced the influence of age
and number of live births to below the 1 percent level of contribution to the
total 12 When the effects of interaction were controlled, the independent
influence of marital status was seen more clearly:

2 (contrib) 12 {cum)

Live births ..o .240 240
Age o, .020 .260
Married-other ..o 010 270

n=3817

for 27.0 percent of the variance.
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r? {contrib} 2 {cum)

Live births-age 270 270
Age-married..... 011 281
Married-cther .011 292

n =387
for 29.2 percent of the variance.

For the women having therapeutic abortions from whom information was
obtained in the national patient survey, the analysis emphasizes the interaction
of their age and the number of their previous live births in the decision about
their surgical sterilization.

Investigation of the zero-order correlation (simple r) indicates that the
likelihood of sterilization is augmented with increases in all of these variables.
Interpreted more literally, among the women in the national patient survey,
there was a greater likelihood of sterilization among older women, those
women who had more live births, and women who were widowed, divorced or
separated. The interaction model showed that the number of previous live
births, age and age-married variables did not alter from this pattern. (Increases
in both the number of live births and a woman’s age, or older married women
are more likely to be sterilized.) The second (interaction) model contained all
of the original variables. The absence of the “age™ and “live births” variables
indicated that the inclusion of the interaction variables reduced their contribu-
tion to a value below 1 percent of the total %
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STATISTICAL TABLES

TaBLE |

NATIONAL HOSPITAL SURVEY AND
HOSPITAL SITE VISITS BY COMMITTEE

Eligible Hospitals
Region Response to Site Visited
of Mational Hospital by
Country Survey Committes
percent
Newfoundiand ................ 90.9 27.3
Prince Edward Island ... 833 333
Nova Scotia ..........o......... 87.5 29.2
New Brunswick 62.5 25.0
Quebec ......... 63.4 29.7
Ontario ...... 859 29.6
Manitoba .. 79.5 20.5
Saskatchewan . 91.3 347
Alberta ............ 81.7 20.7
British Columbia ............ 70.0 22.5
Yukon and
Northwest Territories .... 66.6 333
CANADA ... 71.4 250
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TABLE 2

CANADIAN POPULATION AND
NATIONAL POPULATION SURVEY

CHARACTERISTICS
Canadian Abortion
Population Canadian Institute Study
Characteristics Population! Sample Sample?

AGE
1829 Years. ..o 31.1 29 315
30-49 years.......... 348 40 40.8
50 years and over 341 31 21.7
AREA
ATANLC. e 9.6 10 10.5
Quebec 28.0 28 291
Ontario . 358 36 344
Prairies ..o 16.5 16 15.0
British Columbia ..........cooocooieiie, 10.1 10 11.0
COMMUNITY S1ZE
Over 100,000 ..o 48 47 46.4
10,000-100,000 ..o 17 17 18.1
Under 10,000 rural and farm.......... a5 36 35.5
SEX
Male ..o 50.1 50 46.2
Female 49.9 50 53.8

! The Canadian Institute of Public Opinion uses 1971 Canadian Census information as the basis for popuiation
sampling.

2 Excludes 554 individuals hetween ages 15-17 years in a special sub-sample.
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NUMBER OF HOSPITALS BY ABORTION RANGES AND BY PROVINCE,
1970 AND 1974

TABLE 5

STATISTICS CANADA

Qver
Area Totai 0 1-20 23-50  51-100 1061-200  201-400 400
Number of Hospitals
Newfoundland 1970 4 2 2 — — — — —
1974 6 1 4 e — 1 — _
Prince Edward

Island 1970 2 — 2 — — — — —
1974 2 - 1 i —_ — — .
Nova Scotia 1970 6 2 3 — 1 —_— — —
1974 12 i 5 2 1 —_— 1
New Brunswick 1970 7 4 3 — - — — —
1974 8 3 2 1 1 —_ 1 —
Québec 1970 16 6 8 — 2 — — _
1974 27 12 7 i 2 i 1 3
Ontario* 1970 48 10 21 9 4 1 1 2
1974 110 21 24 18 11 15 6 15
Manitoba 1970 4 — 3 — 1 — — —
1974 9 3 2 1 1 — — 2
Saskatchewan 1970 8 1 5 2 — —_ — —
1974 10 — 4 1 2 _ 1
Alberta 1970 18 6 6 4 2 — — —
1974 25 — 12 1 3 4 1 4
British Columbia 1970 29 — i7 8 1 2 — 1
1974 54 5 0 1 14 3 4 7
Yukon 1970 1 — 1 — — _ - —_
1974 I - = = 1 — — _

Northwest Terri-
tories 1970 —_ - — — — — —_ _
1974 i — e H — — _ —
CANADA 1970 143 31 71 23 3 3 1 3
1974 265 46 71 38 37 25 15 13

*For the year 1974, the province of Ontario reported by hospital for the period April to December only.
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NUMBER OF HOSPITALS BY ABORTION RANGES AND BY PROVINCE,
1970 AND 1974

TABLE 6

STATISTICS CANADA
Over
Area Total 0 20 21-50 51-100 108-200  20§-400 400
Percent distribution of hospitals
Newfoundland 1970 106 50 50 — —_ _ — —_
1974 100 17 67 — —_ 17 — —_
Prince Edward

Island 1970 100 — 100 — — —_ — —
1974 100 — 50 50 —_ — —_ _
Nova Scotia 1970 100 33 50 — 17 —_ —_ —
1974 100 1B 42 17 17 8 — 8
New Brunswick 1970 100 57 43 - —_— — —_— —
1974 100 38 25 12 12 — 12 —
Québec 1970 100 38 50 — 12 — — -
1974 100 44 26 4 7 4 4 11
Ontario* 1970 1060 21 44 19 8 2 2 4
1974 100 19 22 16 10 14 5 14
Manitoba 1970 100 — 75 — 25 — —_ —
1974 100 33 22 11 11 —_ — 22
Saskatchewan 1970 100 12 62 25 — —_— — —
1974 100 — 40 10 20 — 20 10
Alberta 1970 100 33 33 22 11 — —_ —
1974 100 — 48 4 12 16 16
British Columbia 1970 100  — 59 28 3 7 — 3
1974 100 9 i8 20 26 6 7 13
Yukon 1970 106 — 100 — — — — —
1974 100 — —_ — 100 — —_ f—

Northwest Terri-
tories 1970 — — —_ — — — —
1974 100 — — 100 — — — —
CANADA 1970 1006 22 50 16 8 2 I 2
1974 100 17 27 14 14 9 6 i2

*For the year 1974, the province of Ontario reported by hospital for the peried April to December only.
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TABLE 7

NUMBER OF ABORTIONS BY ABORTION RANGES AND BY PROVINCE,
1970 AND 1974

STATISTICS CANADA

Over
Area Total i-20 21-30 51-100 101-200  20:i-400 400
Number of abortions

Newfoundland 1970 9 9 — — — s —
1974 158 18 —_ - 140 — _

Prince Edward
Island 1970 12 12 — — _— e —_
1974 45 13 32 —_ —_ — —
Nova Scotia 1970 111 13 — 98 — — —
18974 1,065 68 49 155 11l — 682
New Brunswick 1970 31 31 o — — — —
1974 415 35 24 72 e 284 —
Québec 1970 181 27 _ 154 — _— —_
1974 4,460 58 32 146 102 354 3,768
Ontario* 1970 2,249 157 256 261 123 261 1,191
1974 18,629 249 609 714 2,454 1,560 12,983
Manitoba 1970 109 27 — 82 —_ — —
1974 1,417 11 42 53 — — 1,311
Saskatchewan 1970 91 23 68 — — — —
1974 1,144 47 27 145 — 488 437
Alberta 1970 318 29 136 153 — — e
1974 4,462 86 36 242 631 215 3,252
British Columbia 1970 1,260 94 279 17 328 — 482
1974 10,084 121 353 942 460 1,248 6,960
Yukon 19760 4 4 — — — — —_
1974 63 —_ —_ 63 — — ——
Northwest Territories 1970 — — — — — — —_
1974 41 - 4] — — — —
CANADA 1970 4,375 426 739 825 451 261 1,673

1974 41,983 706 1,245 2,592 3,898 4,149 29,393

* For the year 1974, the province of Oatario reported by hospital for the period April to December only.
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TABLE 8

NUMBER OF ABORTIONS BY ABORTION RANGES AND BY PROVINCE,
1970 AND 1974,

STATISTICS CANADA

Over
Area Total 1-20 2150 51-100  101-200 201-400 400
Percent distribution of abortions

Newfoundland 1970 100 100 — —_ — — _
1974 100 11 — — 89 — —

Prince Edward
island 1970 100 100 — — — — —
1974 100 29 71 meemn 00 00 00
Nova Scotia 1970 100 12 — 88 — — —
1974 100 6 5 14 j14] — 64
New Brunswick 1970 100 100 — —_ — _ _
1974 100 B 6 17 _ 68 _
Québec 1970 100 15 — 85 — — —
1974 100 1 1 3 2 8 84
Ontario* 1970 100 T 11 12 5 12 53
1974 100 1 3 4 13 8 70
Magnitoba 1970 10 25 —_ 75 — — J—
1974 100 1 3 4 — — 92
Saskatchewan 1970 100 25 75 —_ —_ —_ —
1974 100 4 2 13 — 43 38
Alberta 1970 100 9 43 48 —_ — —
1974 100 2 1 5 14 5 73
British Columbia 1970 100 7 22 6 26 — 38
1974 100 1 4 9 4 12 69
Yukon 1970 100 100 — — — —_ —
1974 100 — — 100 — — —
Northwest Territories 1970 —_ — — — — — —
1974 100 — 100 — — _ _
CANADA 1970 100 10 17 19 10 6 38
1974 100 2 3 6 9 i0 70

*For the year 1974, the province of Ontario reported by hospital for the period Aprit to December only.
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TABLE &

RESIDENCE OF WOMEN OBTAINING INDUCED ABORTION ON IN-HOSPITAL
BASIS BY LOCATION OF HOSPITALS IN NEW BRUNSWICK, 1974

STATISTICS CANADA

Induced Abortion by Residence

Census Local Not Local Total
District No. % No. % No. %
e 0.0 5 100.0 5 100.0
— 0.0 8 100.0 8 100.0
—_ 0.0 2 100.0 2 100.0
— 0.0 12 100.0 12 100.0
— 0.0 9 100.0 9 100.0
— 0.0 14 100.0 14 100.0
2 222 7 71.8 9 100.0
7 87.5 1 12.5 8 100.0
16 94.1 1 5.9 17 100.0
10 83.3 2 16.7 12 100.0
— 0.0 — 0.0 — 0.0
87 100.0 _— 0.0 87 100.0
54 98.2 1 18 55 100.0
TOTAL ..o 176 738 62 26.1 238 100.0
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TABLE 10

RESIDENCE OF WOMEN OBTAINING INDUCED ABORTIONS ON IN-HOSPITAL
BASIS BY LOCATION OF HOSPITALS IN QUEBEC, 1974

STATISTICS CANADA

induced Abortion by Residence Induced Abortion by Residence
Census : Census

District Local  Not Local Total Bistrict Local  Not Local Total
— 1 7 31 — 11 11
— 18 18 32 — 5 5
] 1 2 33 — 2 2
—_ 1 i 34 — 2 2
— 6 6 35 — i I
— 2 2 36 1 3 4
— 8 B 37 —_ 19 19
— 1 1 a8 —_ 2 2
— g 8 39 — 1 1
— 153 153 40 — & 6
— 6 6 41 — 1 1
— 21 21 42 — 46 46
- 16 16 43 —_— 6 6
— 21 21 44 — 3 kK
—_ 2 2 45 — 5 5
— 13 13 46 —_ 3 3
— 2 2 47 — 14 14
s 6 6 48 _— 13 13
— 2 2 49 — 1 1
— 10 10 50 . 6 6
— 15 15 51 1 12 13
— 8 8 52 16 22 38
3 3 53 — 2 2
2,113 2 2,115 54 — 8 8
3 3 55 — 7 7
—_ 1l 11 56 — 3 3
1 1 57 — 54 54
- 7 7 58 — 6 6
—_ 1 1 59 e 6 4]

_ 38 38

TOTAL 2,132 (local) 663 (not local) 2,795 {total)
PERCENTAGE 76.3 (local) 23.7 (not local} 100.0 (total)

Residence unknown for 118 induced abortion patients,
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TABLE 11

RESIDENCE OF WOMEN OBTAINING INDUCED ABORTIONS ON IN-HOSPITAL
BASIS BY LOCATION OF HOSPITAL IN SASKATCHEWAN, 1974

STATISTICS CANADA

Abortion by Residence

Census Local Not Local Total
District No. % Nao. % No. %
— 0 21 100.0 21 100.0
— 0 0 100.0 9 100.0
12 70.5 5 29.5 17 100.0
—_ 0 17 100.0 17 100.0
e 0 9 100.0 9 100.0
—_ [H 12 100.0 12 100.0
12 14.1 73 85.9 85 100.0
56 78.9 15 21.1 71 100.0
— 0 30 100.0 30 100.0
5 19.2 21 80.8 26 100.0
— i} 12 100.0 12 100.0
293 99.0 3 1.0 296 100.0
- 0 28 100.0 28 100.0
— 0 29 100.0 29 100.0
—_ 0 38 100.0 38 1000
56.0 44 44.0 100.0 100.0
15 31.3 33 68.7 43 100.0
8 222 28 77.8 36 100.0
— 0 9 100.0 9 100.0
TOTAL ..., 457 51.2 436 48.8 $93 100.0
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TABLE 12

RESIDENCE OF WOMEN OBTAINING INDUCED ABORTIONS ON IN-HOSPITAL
BASIS BY LOCATION OF HOSPITALS IN BRITISH COLUMEIA, 1974

STATISTICE CANADA

Abortion by Residence

Census Local Not Local Total

District No. No. % No. %
— 0 81 100.0 81 100.0
— 0 i 100.0 1 100.0
i3 50.0 13 50.0 26 100.0
16 43.2 21 56.8 37 100.0
148 94.9 8 51 156 100.0
75 96.2 3 38 78 160.0
67 78.8 i8 22 85 100.0
103 72.5 39 27.5 142 100.0
15 62.5 8 375 24 100.0
45 90.0 5 10.0 50 100.0
69 92.0 6 8.0 75 100.0
38 38.4 61 61.6 99 100.0
49 80.3 12 19.7 6l 100.0
85 92.4 7 7.6 92 100.0
14 56.0 11 44.0 25 100.0
72 91.1 7 89. 79 100.0
2,855 99.5 15 0.5 2,370 100.0
104 92.0 9 8.0 113 1000
43 935 3 6.5 46 100.0
- 0 23 100.0 23 100.0
17 73.9 6 26.1 23 100.0
6 22.2 24 77.8 27 100.0
48 90.6 3 9.4 51 100.0
47 85.5 8 14.5 55 100.0
30 71.4 12 28.6 42 100.0
17 315 37 68.5 54 100.0
— 0 12 100.0 12 100.0
[ 50.0 6 50.0 12 100.0
54 87.0 8 13.0 62 100.0
TOTAL ..o 4,036 89.7 465 10.3 4,501 100.0
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LEGAL STATUS OF INDUCED ABORTION:

TaBLE 13

OPINIONS OF WOMEN AND MEN

NATIONAL POPULATION SURVEY

Legal Status of Induced Abortion

Characteristics Women Men
of
Individuals Don'’t Don’t
Legal Ilegal Know Legal Tiegal Know
AGE....oiv e percent percent
19 years & under.................. 34 48.2 20.4 323 46.5 21.2
20-29 YIS .cvverensrsrnieennns 41.9 46.3 11.8 39.1 50,6 10.3
30-39 years.... 41.3 46.6 12.1 42.2 48.4 9.4
40-49 years..... 335 50.1 16.4 41.0 50.6 8.4
50-59 Years.......cooooeerervervnnnns 30.0 43.1 219 377 51.8 10.5
60 years & older ... 218 433 28.9 30.3 55.7 14.0
EDUCATION
clementary ..o, 20,8 52.8 26,4 23.7 59.0 17.3
high school ..... 359 41.2 16.9 34.0 50.8 15.2
technical college.... 46.8 47.6 5.6 41.0 52.2 6.8
college/university .............. 51.8 390 9.2 54.8 40.7 4.5
LANGUAGE
English ....ccoocervvivevicrrereee. 45,9 358 18.3 45,1 423 12.6
French......ocoooiveeeereeecnnn 16.9 69.0 14,1 22.1 67.4 10.5
MARITAL STATUS
SINEIE .o 317 51.2 17.1 36.3 46.8 16.9
married .........ooovoveievenreceea 369 46.8 16.3 37.7 52,1 10.2
widowed, divorced,
separated ..., 384 40.9 20.7 36.5 49.2 14.3
REGION
Maritimes.....ccoooev e 337 47.7 18.6 30.2 55.0 14.8
Quebec ....c.ccccvcveeevene. 169 68.6 14.5 22.0 67.9 10.1
Ontario .... 46.2 35.7 - 181 45.3 40.6 14.1
Prairies ........... 320 47,2 20.8 41.2 46.8 12.0
British Columbia ................ 60,0 26.2 13.8 524 334 14.2
RELIGION
Catholic ..o 36.4 164 27.2 292 54.2 16.6
Jewish...... 23.9 59.8 16.3 25.7 61.6 12.7
Protestant .......coccvevicieeeee. 48,5 334 18.1 46.0 41.6 12.4
AVERAGE ... 35.9 47.3 16.8 37.5 503 12,2
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TABLE 14

OPINIONS ON THE ACCESSIBILITY OF ABORTION TREATMENT SERVICES

NATIONAL POPULATION SURVEY

Accessibility of Services

WOMEN MEN
Characteristics o T = 2 Zoe =
=L ‘@ - =
o 5 2% & 0§ 3 3§ & 8
Individuals o 8 g8 .3 = g g8 g8 o 3 &
o o ‘a
c2 24 EE 28 &< 22 EE Z6
AGE e percent percent
[9 years & under . . 10.5 15.6 162 517 4.4 14.6 143 667
20-29 years ........... . 10.0 19.8 217 48.5 7.4 17.5 22.1 53.0
30-39 years ... y 11.3 211 189 487 7.5 184 213 52.8
4()-49 years ... 13.6 17.1 12.1 57.2 93 213 19.8 496
50-59 years ....... . 1.6 14.2 124 618 9.1 17.9 14.8 58.2
60 years & older ................ 12.0 [2.5 5.7 69.8 10.5 11.5 142 6338
EDUCATION
elementary.........ccocovciennn 8.0 9.7 100 723 8.4 133 126 637
high school ..o 1L.1 19.1 162 536 7.5 14.4 18.7 59.4
technical college ............... 112 18.4 17.6 528 59 224 17.6 541
college/university ............. 158 225 207 41.0 9.1 248 224 436
LANGUAGE
English.......ccoovreevrrmiiiies 11.7 21.0 13.5 53.8 7.1 18.0 159 590
French ..o 8.9 11.8 226 56,7 6.6 170 240 524
MARITAL STATUS
SINBlE oo 9.5 17.5 19.1 53.9 42 17.2 186  60.0
married .. 12,6 17.2 152 3550 9.7 17.4 174 555
widowed, divorced,
separated ......o.ooooriiicnenn. 8.1 19.7 12.8 59.4 8.1 129 290 500
REGION
Maritimes ..o 8.1 116 227 576 74 14.7 153 626
Quebec....... 6.8 122 247 563 6.9 17.3 264 494
Ontario .. 135 204 12.4 537 1.5 16.5 157 603
Prairies ............. 12.7 14.4 114 6ES 10.0 12.8 13.6 636
British Columbia .............. 16.3 1.7 44 476 8.1 25.1 142 52,6
RELIGION
Catholic ...cirmimreieieneecnns 11.1 12,6 17.8 58.5 93 15.2 192 56.3
Jewish 9.0 0.0 455 453 0.0 166 417 417
Protestant ..o 1t2 235 126 527 T 18.6 143 60.0
AVERAGE..........c... [1.2 17.7 16.1 55.0 7.7 17.3 184  56.6
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TasBLE 15

OPINIONS OF THE ABORTION LAW

NATIONAL POPULATION SURVEY

Opinions of the Abortion Law

WOMEN MEN
Characteristics g E.
of E = = - _@. =) E -
Individuals 35 8% g8 T2 £ 25 of %i
Foo22 &2 &% &3 2@ && &S
AGE i percent percent
1% years & under .............. 11.3 29.0 19.7 40.0 7.8 19.6 314 412
20-29 years ..o, 119 22.9 384 26.8 1.6 19.4 44.0 25.0
30-39 years ... 17.7 28.0 29.7 24.6 9.2 288 42.2 19.8
40-49 years ....... . 9.1 211 23.8 30,0 1.9 23.9 36.6 21.6
50 years & older............... 231 179 21.0 380 157 254 320 269
EDUCATION
clementary...........ccoooooee..... 15.6 14.3 14.6 55.5 17.7 21.1 21.1 40.1
high school _...... 159 271 256 314 120 216 344 320
technical college ................ 17.8 29.0 371 16,1 7.9 28.1 443 19.7
college/university ............. 15.0 29.7 40.3 15.0 i2.5 26.1 474 14,0
LANGUAGE
English..ccccovvvnieniininn. 155 28.3 26.8 294 11.1 24.7 38.0 26,2
French oo 16.0 21.0 27.3 35.7 14.2 2.1 331 30.6
MARITAL STATUS
SINRLE oo 115 26.0 28.1 344 8.7 18.9 38.6 338
marsied ..o, 18.4 24.6 26.2 308 15.2 252 34.5 25.1
widowed, divorced,
separated ..o 138 25.0 228 384 49 26.2 36.1 32.8
REGION
Maritimes ...........cccoerveenne 12.1 24.2 26.3 374 15.0 22.5 33.7 28.8
Quebec..... 148 20.9 28.5 358 13.7 217 355 29.1
Ontario ... 17.4 25.7 248 21 8.5 23.4 37.2 29.9
Prairies ..., 154 212 238 336 6.5  21.3 325 297
British Columbia .............. 18.8 318 27.8 214 10.9 28.0 38.9 22.2
RELIGION
Catholic....covvccceerccnene 18.2 229 233 35.6 16.1 22,1 289 329
Jewish 9.1 0.0 818 9.1 42 333 41.7 20.8
Protestant 13.9 293 26.0 30.8 10.5 255 384 256
AVERAGE.......... 16.2 24.9 26.5 324 12.8 23.0 36.6 27.6
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DISTRIBUTION OF PHYSICIANS BY SPECIALTY, 1974*

TABLE 16

Medical Specialty
Province Obstetrics-
Family Gynae- General

Medicine cology Surpery Total

Newfoundland ........c....cceoeevereenne. 344 13 a5 192
Prince Edward Island ... 73 5 8 86
Nova Scotia ...oveennn 714 25 95 834
New Brunswick 360 25 62 447
Quebec ............ 3,680 347 638 4,665
OMATI0 ..o 6,265 503 850 7,618
Manitoba ... 866 53 100 1,019
Saskatchewan . 625 28 58 3!
Alberta ... 1,312 100 143 1,555
British Columbia................ 2,153 118 253 2,524
Yukon, Northwest Territories ........ 47 2 5 54
CANADA e, 16,439 1,219 2,247 19,905

* Canada Health Manpower Inventory, 1975 (Ottawa: Health and Welfare Canada, 1976).
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TaBLE 17

DISTRIBUTION OF PHYSICIANS BY SPECIALTY
PER 1000 POPULATION 1974*

Medical Specialty
Province Obstetrics-
Family Gynae- General

Medicine cology Surgery Total

Newfoundland ...............ccceveieoe 1:1587 1:41993 1:15600 1:1393
Prince Edward Island .. 1:1613 1:23552 1:14720 1:1369
Nova Scotia .............. 1:1142 1:32604 1; 8580 1 977
New Brunswick .........ocoovocievivieren. 1:1861 1:26804 1:10808 1:1499
Quebec ........... 1:1676 117770 1: 9665 1:1322
[0, 117:0 4 s ST TU O YOOI 1:1305 1:16253 1: 9618 1:1073
Manitoba ..o 1;1178 1:19240 1:10197 1:100}
Saskatchewan ..., 1:1483 1:33123 1:15990 1:1304
AJberta ..o 1:1332 1:17479 1:12223 1:1124
British Columbia ........occcovienvicennin 1:1134 1:20698 1: 9660 1: 968
Yukon, Northwest Territories ........ 1:1217 1:28605 1:11442 1:1059
CANADA ..o 11378 1:18579 1:10079 1:1138

* Ratios calculated from Canade Health Manpower Inventory, 1975 (Ottawa: Heaith and Wellare Canada,
1976).
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TABLE 18

INDICATIONS FOR INDUCED ABORTION:
OPINIONS OF WOMEN

NATIONAL POPULATION SURVEY

Indications for Induced Abortion

Characteristics g
of Fi s 5 3
ivi 2w SEn 28 & 8
Individuals 5o . =a 2 % %ﬁ .:4‘; § z E g = .
BO o @ = = 50 &, B 27 B t=r o
= &8 8§ $L -2 3.5 & E 5
A =25 3¢ A o4 wmi E <0 Z.
percent
AGE
19 years & under . 67.6 64.0 56.3 45.8 235 15.6 18.5 i6.1 14.0
20-29 years ........... 774 66.3 63.6 58.8 31.1 28.0 17.4 20.5 7.2
30-39 years ........... 74.8 66.2 6l.5 57.6 27.0 229 17.0 i8.1 7.7
40-49 years ........... 70.8 60.1 56,7 54.4 20.4 20.7 18.1 13.6 13.3
50-59 years .......... 68.4 59.4 60.2 51.2 17.2 7.2 18.4 10.7 13.5
60 years & older... 572 433 49.5 43.3 13.5 16.3 16.3 9.1 18.8
EDUCATION
elementary............ 57.8 44.1 471 44.7 15.5 13.1 13.7 [2.5 21.6
high schaol .......... 72,9 65.5 60.4 54.3 233 2.2 18.1 14.8 9.9
technical college ... 83.2 66.4 72.0 60.8 32.0 23.2 20.8 20.0 4.8
college/umiversity . 73.0 64.3 60.9 54.3 35.7 300 19.1 27.7 7.8
LANGUAGE
English......cc.ccoun 723 65.1 60.6 51.0 28.7 23.6 19.6 [7.5 8.0
" French ocoocoeveveennen 69.7 58.3 51.5 57.8 15.1 20.5 16.1 14.3 16.1
MARITAL STATUS
single .o 673 62.8 57.6 46.0 259 23.0 18.3 18.7 12.8
married ... 73.5 62.6 59.4 56.5 23.0 20.8 17.3 14.5 10.8
widowed, divorced,
separated .........o.c.e.. 64.1 55.1 57.6 51.4 24.1 23.7 19.6 17.6 114
REGION
Maritimes ............. 720 57.5 50.0 43,5 210 19.0 17.5 15.0 10.5
Quebec........cocoeeee. 68.5 58.6 57.3 59.3 16.3 20.1 16.6 14.2 16.1
Ontario ... 68.2 61.5 57.5 47.5 27.6 210 17.4 17.4 10.8
Prairies ... 74.3 61.7 60.5 52.% 20.6 215 17.4 14.1 9.3
British Columbia .. 78.1 72.8 70.2 62.7 38.6 31t 22.8 20.2 39
RELIGION
Catholic... 64.5 55.2 52.3 49.6 15.8 16.5 14.2 12.9 17.3
Jewish ... 81.8 2.1 81.8 72.7 63.6 54.5 36.4 54.5 0.0
Protestant 77.7 68.8 64.8 55.9 299 26.0 21.1 17.0 54
AVERAGE.... 71.0 61.7 58.9 53.2 23.7 21.8 17.6 15.8 il.4

Note: Non-accumulalive as more than one category could be sefected.
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TABLE 19

INDICATIONS FOR INDUCED ABORTION:

OPINIONS OF MEN

NATIONAL POPULATION SURVEY

Indications for Induced Abortion

Characteristi 7 g oy B
aracteristics n Q @
of £e 552 24 0§ o3
Individuals g5 s+ S5 ET 858 EE 3 EE
52 Ef 53 §£ Zg% B2 0§ 2 B
£2 «®f S A% o442 48 = <6  zZ
percent
AGE
15 years & under . 60.5 58.1 498 40.2 27,2 15.6 18.9 31.2 9.6
20-29 years ......_.... 70.5 63.1 60.8 514 320 217 16.7 26,1 0.8
30-39 years ... 753 65.6 64.9 56.8 29.5 26.9 i9.5 20.5 7.8
40-49 years .. 68.0 56.7 56.7 51.6 258 21.5 229 222 10,9
50-59 years ........... 65.4 55.6 57.1 48.8 21.0 18.0 20,0 19.5 10.7
50 years & older... 56.5 470 45.2 45.7 22.6 14.3 20.0 15.2 16.1
EDUCATION
clementary............. 56.9 47.1 451 43.5 18.0 133 17.6 1.4 19.2
high school .......... 66.0 58.8 553 48.3 26.7 20.1 19.0 243 9.5
technical college ... 70,0 61.9 61.4 54.3 310 25.2 21.0 276 6.2
college/university , 75.0 65.7 66.9 55.7 36.1 3le6 223 26.8 5.1
LANGUAGE
English................... 68.0 61.6 59.7 326 24.0 215 26.3 1.2
French .................. 658 56.2 53.8 51.1 9.9 19.2 18.5 19.4 13.9
MARITAL STATUS
single ..o, 63.6 58.2 54.4 45.8 32.1 23.1 18.5 293 8.3
married ... 68.4 58.8 57.4 51.6 24.8 21.4 19.9 19.7 10.6
widowed, divorced,
separated ............... 69.8 54.0 60,3 50.8 33.3 17,5 254 27.0 19
REGION
Maritimes ............. 65.3 49.2 534 39.9 26.4 16.1 15.0 18.7 13,5
Quebec.................. 65.5 56.5 533 51.4 19.4 19.0 177 10.0 13.4
Ontarijo ... 67.0 60.0 58.2 50.7 313.7 26.0 22.1 27.0 1.6
Prairies ............... 67.7 59.9 56.0 47.5 26.8 20.2 19.1 21.4 10.1
British Columbia . 68.1 65.3 62.0 52.6 333 23.5 21.6 27.2 23
RELIGION
Catholic................ 64.7 537 51.0 46,3 19.6 16.1 14.7 16.9 15.3
Jewish ... . 520 48.0 48.0 44.0 32.0 28.0 28.0 520 4.0
Protestant 69.2 62.8 61.3 52,5 33.6 24.9 236 26.9 5.4
AVERAGE .. 66.8 58.7 56.6 49.4 213 217 19.3 23.2 9.8

Note: Non-accumutative as more than one category could be selecied.
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Appendix 3
THE ABORTION LAW

Criminal Code, Revised Statutes of Canada 1970, Chapter c-34, Section
251.

251. (1) Every one who, with intent to procure the miscarriage of a female
person, whether or not she is pregnant, uses any means for the purpose of
carrying out his intention is guilty of an indictable offence and is liable to
imprisonment for life.

{2) Every female person who, being pregnant, with intent to procure her
own miscarriage, uses any mecans or permits any means to be used for the
purpose of carrying out her intention is guilty of an indictable offence and is
liable to imprisonment for two years.

(3) In this section, “means” includes
(a) the administration of a drug or other noxious thing,
(b) the use of an instrument, and

{¢) manipulation of any kind.

(4) Subsections (1) and (2) do not apply to

{a) a qualified medical practitioner, other than a member of a
therapeutic abortion committee for any hospital, who in good
faith uses in an aceredited or approved hospital any means for
the purpose of carrying out his intention to procure the miscar-
riage of a female person, or

{b) a female person who, being pregnant, permits a qualified medical
practitoner to use in an accredited or approved hospital any
means described in paragraph (a) for the purpose of carrying out
her intention to procure her own miscarriage,

if, before the use of those means, the therapeutic abortion committee for that
accredited or approved hospital, by a majority of the members of the commit-
tee and at a meeting of the committee at which the case of such female person
has been reviewed,

(c) has by certificate in writing stated that in its opinion the continua-
tion of the pregnancy of such female person would or would be
likely to endanger her life or health, and
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(d) has caused a copy of such certificate to be gi:ven to the qualified
medical practitioner.

(5) The Minister of Health of a province may by order

(a) require a therapeutic abortion committee for any hospital in that
province, or any member thereof, to furnish to him a copy of any
certificate described in paragraph (4) (¢) issued by that commit-
tee, together with such other information relating to the circum-
stances surrounding the issue of that certificate as he may
require, or

(b) require a medical practitioner who, in that province, has procured
the miscarriage of any female person named in a certificate
described in paragraph (4) (¢), to furnish to him a copy of that
certificate, together with such other information relating to the
procuring of the miscarriage as he may require.

(6) For the purposes of subsections (4} and (5} and this subsection

“accredited hospital” means a hospital accredited by the Canadian Coun-
cil on Hospital Accreditation in which diagnostic services and medical, surgical
and obstetrical treatment arc provided;

“approved hospital” means a hospital in a province approved for the
purposes of this section by the Minister of Health of that province;

“board” means the board of povernors, management or directors, or the
trustees, commission or other person or group of persons having the control and
management of an accredited or approved hospital;

“Minister of Health” means

(@) in the Provinces of Ontario, Quebec, New Brunswick, Manitoba,
Alberta, Newfoundland and Prince Edward Island, the Minister
of Health,

(b) in the Province of British Columbia, the Minister of Health
Services and Hospital Insurance,

(¢) in the Provinces of Nova Scotia and Saskatchewan, the Minister
of Public Health, and

(d) in the Yukon Territory and the Northwest Territories, the
Minister of National Health and Welfare;

“qualified medical practitioner” means a person entitled to engage in the
practice of medicine under the laws of the province in which the hospital
referred to in subsection (4} is situated;

“therapeutic abortion committee” for any hospitai means a committee,
comprised of not less than three members each of whom is a qualified medical
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practitioner, appointed by the board of that hospital for the purpose of
considering and determining questions relating to terminations of pregnancy
within that hospital.

(7) Nothing in subsection (4) shall be construed as making unnecessary
the obtaining of any authorization or consent that is or may be required,
otherwise than under this Act, before any means are used for the purpose of
carrying out an intention to procure the miscarriage of a female person.
1953-54, c. 51, 5. 237; 1968-69, c. 38, 5. 18,
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