Access to abortion services
Background information
In accordance with the 1988 Supreme Court of Canada decision Canada v. Morgentaler, there are no criminal laws
restricting access to abortion in Canada. In Canada, the provincial governments are responsible for the administration,
organization and delivery of health care. The federal government has constitutional spending power, which enables it
to fund the health systems under provincial jurisdiction, subject to provincial compliance with certain requirements
set out in the 1984 Canada Health Act. It regulates the conditions to which provincial and territorial health insurance
programs must adhere in order to receive the full amount of the Canada Health Transfer cash contribution. The Act
states that provinces and territories must provide universal coverage for all insured persons for all medically necessary
hospital and physician services, which abortion is considered to be.
Still, the lack of access to safe abortion services is an ongoing obstacle and barrier for those who choose to terminate
their pregnancies, particularly for individuals living in rural or remote areas. A 2006 study found that only 1 in 6
hospitals provide abortion services in Canada, the majority of which, like free standing sexual health clinics, are disproportionately dispersed across Canada, with most located in urban areas.1 The overall limited availability of abortion
services through clinics and hospitals is compounded by other barriers related to wait times, age, financial resources
and geographic location, migration status,2 and physicians refusing to provide the services on moral and religious
grounds,3 among others.
Unexpected travel time is a significant factor for individuals having to travel out of town or province, especially for later term abortions, delaying access to abortion services. Unforeseen monetary expenses such as travel, accommodation,
lost wages, childcare, eldercare and possible procedural costs (in cases where no reciprocal billing agreement within the
provincial or territorial health systems exists) disproportionately impact low‐income individuals. Young people may
also face disproportionate barriers in accessing abortion services due to limited access to resources and ability to travel
independently, among other factors. They may also choose to delay or choose not to seek abortion services due to social
stigma or concerns over violations of privacy or confidentiality by health professionals or their staff. In some provinces,
adolescents are not able to obtain an abortion without parental consent, adding yet another requirement that restricts
their autonomy in accessing services they might need.
The low number of abortion providers in Canada contributes to the poor availability of services adding to barriers
related to geographic location. According to Medical Students for Choice, 40% of schools surveyed did not teach any
aspect of abortion in preclinical years; abortion and counselling on pregnancy options is not included as a standard component of preclinical education.4 Adding to this, there are many doctors who refuse to provide the service on moral
or religious grounds or who cannot add abortion services to their practice for other reasons including workload and
quotas. Another challenge is the reality that the vast majority of current abortion providers across Canada are over 50
years of age; many of whom will retire in the coming years. Recognizing these challenges, the Government is required
to take active steps in working with the provinces and territories to ensure access to this essential medical procedure.
Reciprocal billing agreements require that individuals who are outside their province or
territory of residence (either travelling, studying or changing their residence) and who
need a specific medically necessary service or procedure are to be either covered or reimbursed in full for the monetary costs by their provincial or territorial health system. In the
case that an individual decides to change their provincial or territorial residence, reciprocal billing will cover their costs for up to three months before bureaucratic changes have
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been completed and the new provincial or territorial healthcare plan comes into function.
Abortion is included on the List of Excluded Services under the Reciprocal Billing Agreement.5 While some provinces have developed bilateral agreements allowing abortion services to be covered under reciprocal billing, five provinces and one territory continue to
exclude abortion from their list of services to be covered under reciprocal billing.6 Individuals coming from such provinces or territories who are in need of an abortion have to
incur the expense of paying up front for the procedure, without an opportunity for reimbursement. This disproportionately impacts low-income individuals.

Discrepancies across provinces
Despite having the necessary power, responsibility and authority to ensure that abortion services are provided without
financial or other barriers, the Government of Canada has not taken any action to address the discriminatory abortion
policies of provinces that contravene the Act. No other medically necessary service faces these administrative restrictions.
In PEI, there are no abortion providers.7 This is the only province in Canada that is still refusing to offer abortion
services, in turn violating its obligations set by the Act. The only provinces to which they can travel, funded by their
provincial government, are Nova Scotia and New Brunswick. In order to access a funded abortion in Nova Scotia,8
individuals must be referred by both a PEI physician and the Department of Health and Social Services, and the abortion procedure must be done in a hospital (clinic abortion services are not eligible for funding in PEI). This process
must also be completed within 16 gestational weeks. Due to stigma related to abortion, there is a lack of physicians
in PEI who are willing to make the referrals and requests for funding.9 In addition, healthcare providers are often unwilling to provide accurate information to individuals who are seeking information on the procedure itself, where to
obtain referrals for an abortion, as well as where they can obtain this medical service.10
As of January 2015, New Brunswick has reversed a regulation requiring individuals to obtain the authorization of
two physicians in order for the procedure to be fully funded. Still, only three out of 23 hospitals in New Brunswick
provide abortion services (two of which are in Moncton) and clinic abortions are not funded by the government. In
some cases, individuals are required to make multiple visits before the procedure, which can result in delays, stigma
and ultimately, barriers in access to abortion services. In contravention of the Act, New Brunswick is the only province
that refuses to pay for, or reimburse individuals for, abortion services performed outside of hospitals. The province also
refuses to provide reciprocal billing for individuals that require abortion services outside of the province. This policy
can be especially difficult for individuals in small towns and for individuals who do not have a family physician. If an
individual is unable to travel to one of the two hospitals, or fears stigma and discrimination in accessing services in
such environments, they may either be forced to travel out-of-province in order to obtain abortion care, pay between
$700.00 to $850.00 to have the abortion in province11 or continue with the pregnancy and birth against their will.
With such limited access, it has been reported that individuals are increasingly seeking abortion services out of country, and in some cases, engaging in unsafe practices to terminate unwanted pregnancies.12

Increasing access
One strategy to overcome challenges in access to abortion services is through increased access to medication abortions. It is widely accepted that medication abortion is more easily administered by family physicians, midwives and
nurse practitioners,13 which would greatly increase the availability of the services in rural and remote areas, as well as
provinces and territories with few surgical abortion providers. The drug Mifepristone (RU-486) is the form of medication abortion recommended by the World Health Organization (WHO), used in combination with misoprostol.
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RU-486 has been pending approval by Health Canada since 2012, despite its being widely accepted as the most effective non-surgical option for abortion, listed as an essential drug by the WHO and currently administered in 57 countries.14 In January 2015, Health Canada requested additional information from the drug producers and is expected to
release its decision by September 2015.15
International law guarantees all people the right to life and the right to the highest attainable standard of physical and mental health, which includes sexual and reproductive
health.16 International law also guarantees all people the right to liberty and security of
person. Control over one’s own body, including the decision whether to terminate a pregnancy or carry it to term, is an essential element of liberty. A person cannot enjoy personal security when such decisions are imposed onto their body or when they lack the means
to carry out their reproductive decisions. Embedded in the right to liberty and to security,
therefore, is the right to bodily autonomy: the ability to make sexual and reproductive
decisions free of coercion and violence.17 Undue restrictions on abortion detract from an
individual’s autonomy to determine her life’s course, and thus to enjoy equal citizenship
stature.18
The right to health obliges governments to ensure the availability, accessibility, acceptability and quality of comprehensive and integrated sexual and reproductive health
information and services, including abortion, and to remove any barriers that impede
access to such services. To be available, services must be provided in functioning and
adequately-supplied facilities that are sufficient in number and appropriately distributed
within a geographic territory so as to mitigate barriers related to physical location. To
be accessible, barriers to accessing services must be removed, including financial costs
and other barriers related to stigma and discrimination based on age, gender, economic
status, ability, religion and marital status, among others. To be acceptable to the populations for whom they are intended, services and information must be gender-sensitive
and youth-friendly. To be of the highest quality, they must be in line with quality of care
standards.19
Action Canada for Sexual Health and Rights runs a Canada-wide toll-free 24-hour access line that provides information on reproductive and sexual health and referrals on pregnancy options. The line, often operated by volunteers,
receives over 1,900 calls per year from individuals seeking support around accessing abortion services, who have
questions about the procedure itself and who are seeking options counselling. Calls come from across the country,
including both rural and urban centres. There is a clear need to ensure such information is available to all individuals
across the country. While there are a number of civil society organizations and volunteer organizations that provide
such services, Governments are responsible for ensuring all individuals have the information and resources available
to access a range of sexual and reproductive health services and information. This includes prevention, counselling,
treatment, care and referral.
The United Nations is in the process of crafting a universal framework for development for
2015-2030. A set of Sustainable Development Goals has been proposed as a way forward.
The proposed goals are universal in nature and will apply to all countries, regardless of
economic, social or political realities. The Government of Canada will need to take active
steps to ensure access to abortion services, in order to achieve the following targets to
which it has committed:
3.7 By 2030, ensure universal access to sexual and reproductive health-care services, including for family
planning, information and education, and the integration of reproductive health into national strategies
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and programmes
3.8 Achieve universal health coverage, including financial risk protection, access to quality essential
health-care services and access to safe, effective, quality and affordable essential medicines and vaccines
for all
5.1 End all forms of discrimination against all individuals and girls everywhere
5.6 Ensure universal access to sexual and reproductive health and reproductive rights as agreed in accordance with the Programme of Action of the International Conference on Population and Development
and the Beijing Platform for Action and the outcome documents of their review conferences

We call on the Government to:
Pending the Health Canada approval of Mifepristone, coordinate a range of stakeholders, including the CMA
and relevant professional, training, certification and accreditation bodies to develop an effective implementation strategy, which includes clinical guidelines, with a particular focus on ensuring access to medication abortion
in rural and remote areas that would include, at a minimum, training for new and existing family physicians. Such a
strategy would include efforts to maintain and improve access to a comprehensive and integrated package of sexual
and reproductive health services, including both surgical and medication abortion. Such a strategy would also look at
ways to ensure appropriate task-shifting in the provision of medication abortion allowing and training other health
professionals, such as nurse practitioners and midwives, to provide these services.
Request that Health Canada encourage the Interprovincial Health Insurance Agreements Coordinating Committee to remove abortion services from the list of Excluded Services under the Reciprocal Billing Agreement
Engage provincial and territorial governments in discussions towards ensuring that access to abortion services in
all jurisdictions complies with the requirements of international human rights law. Such discussions, which could also
form part of a renewed federal-provincial-territorial health accord, would need to contain: mechanisms to ensure the
accessibility, availability, acceptability and quality of abortion services across the country; guidelines for the implementation of appropriate monitoring and accountability mechanisms with respect to the accessibility of abortion services,
in line with Canada’s obligations under the right to health; and offer remedy and redress for violations of the right to
health.
Withhold Cash Contributions to the provinces and territories when governments fail to ensure the availability and
accessibility of abortion services and initiate dispute resolution procedures under sections 14-17 of the Canada Health
Act as violations of the Accessibility or Universality program criteria established in sections 7, 10 and 12 of the Act.
Establish a national protocol for individuals seeking abortion services post-24 weeks outside of Canada, including funding to cover travel and accommodation costs prior to leaving the country.
Mandate the Standing Committee on Health to undertake a study on Health Canada’s procedures for the drug
review and approval process with a focus on sexual and reproductive health-related drugs.
Mandate the Standing Committee on Health to undertaken a study identifying the concrete strategies for the
Government to meet its human rights obligations to ensure that abortion services are available, accessible, acceptable and of quality, including strategies to ensure that the practice of conscientious objection by health profes-
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sionals does not pose a barrier to abortion services. The study must also examine the non-provision of abortion services
within hospitals, with a view to developing strategies to ensure that moral and religious considerations are not a part
of a hospital’s failure to provide abortion services.
Ensure all individuals have access to abortion services, regardless of immigration status. This include removing
waiting periods for temporary and permanent residents to access health care, and the provision of health care to undocumented people.
This brief was developed in consultation with
Patricia LaRue, Executive Director of Clinique des Femmes de l’Outaouais.
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