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Abstract

Family planning and abortion services are provided in
Canada under

the

auspices

of

three

levels

of

legislative

decision makers. This in turn impacts direct service providers
and the women who require their services. These policies and
the

theories

that

support

them

are

examined

for

their

underlying belief systems. The voices of women who require
abortion services are heard in illustrating the impact of
policy on individual lives. Using a variety of sources, it is
concluded

that

the

patriarchal

and

liberal

democratic

ideologies of policy makers at all levels impede access to
abortion

services

as

one method of

birth limitation.

The

document concludes with a discussion of the possible impact of
restricted abortion services on a broader variety of social
services in Canada.
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CHAPTER ONE
Introduction
The Research Focus

The intent of this document is to explore the impact of
ideology on public policies that relate to the limitation of
access to elective abortion as one method of reproductive
choice
Calgary.

for

women

in

Canada,

There will be a

with

specific

reference

to

examination of the provision of

counselling prior to abortion as a possible method of access
limitation. Because reproduction is fundamental to the way in
which people interact in society, the study will involve the
analysis of policies that relate to family planning in a broad
sense, but with specific reference to abortion as the most
controversial method of birth control. In addition, the voices
of women directly impacted by the policies will be heard.
Introduction To The Problem

From 1972 until 1994,

women in Calgary who sought to

terminate pregnancies were usually required to approach a
counselling agency, either the Calgary Birth Control Association

(CBCA)

or Calgary Health Services,

that service,

in order to access

unless they knew a physician with admitting

privileges in a hospital where abortions were performed. In

2

1994,

with

changes

to

health

care

in Alberta,

access

to

medical care changed and all doctors in the province can now
admit women directly to

any of

the

three

hospitals which

perform abortions. There is no requirement for women to engage
in any extra-medical counselling process.
However, women continue to request counselling services
from CBCA, physicians continue to refer them to the agency,
and the community continues to fund that counselling. What are
the reasons behind that unnecessary extra step when time is
such a critical factor?
Over the past two decades, women in North America have
become

increasingly

able

to

exercise

control

over

their

reproductive functioning. An entire generation has come of age
since

the

Family Planning Division of

Health and Welfare

Canada was .created to provide "Canadians with the knowledge
and means of making informed decisions about the number and
spacing of their children"

(Tooley,

1973,

tives,

for

by

primarily

available
without

and

designed

socially

problems.

In

my

especially single women,

use

acceptable,
experience

p. 6) .

women,

although
in

Contracepare

they

counselling

widely
are

not

women,

there is a belief that failing to

control fertility is also a failure of responsible behaviour,
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almost a failure of morality. In the exercise of control over
reproduction,

women

are

now

able

to

choose

safe,

legal

abortions as a part of their right to health care in Canada.
Abortion is a procedure that women have used throughout
history to control
accepted,

their fertility.

at times controversial,

At

times

it has been

and at times a

criminal

offense punishable by death both for women who chose to abort
and for the abortionists who helped (Brodie, Gavigan
1992).

&

Jenson,

In documenting the politics surrounding abortion in

Canada, Jenson (1992) found that despite adverse laws, women
continued to resort to abortion as the answer to unwanted
pregnancy. For example, in 1959, she suggests that an estimated 33,000 illegal abortions were performed in Canada. These
procedures could be· highly dangerous, frequently resulting in
death or the destruction of a woman's reproductive system.
Research

about

abortion

is

extensive,

from

the

case

studies of the 1940's and 1950's to the debates of the 1960's
to the empirical studies beginning in the 1970's. The stated
objective of many of these studies has been to resolve or
clarify women's responses to abortion.

As can be expected

given the emotionalism still apparent in North America, most
studies have found that some women have some trauma when faced
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with solving the problem of unintended pregnancy.
However,

contrary to what one would expect given the

negative messages that women face "in the streets and Parliament

[by]

those who would charge them with bloody babies

and destruction of society"

(Jenson,

little

that

evidence

to

abortion syndrome",
study in 1986,

suggest

is a reality.

1992, p. 55) ,

severe

trauma,

Karen Lodl,

there is
or

"post

in a Calgary

found no negative effects in the women she

studied within six months after their abortions. Other writers
suggest that,

"Al though there may be sensations of regret,

sadness, or guilt, the weight of the evidence from scientific
studies indicates that legal abortion of an unwanted pregnancy
in the first trimester does not pose a psychological hazard
for

most

women"

(Adler et

al,

1990,

p.

41) .

The

typical

response reported in most studies is one of relief (Burnell
Norfleet, 1986; Fingerer, 1973; Grover

&

&

Tinkman, 1975; Handy,

1982; Illsley & Hall, 1976; Osofsky, Osofsky, & Rajan, 1971;
Russo

&

Zierk, 1992; Wilmoth, 1988). The literature does not

differentiate between women who have or have not received preabortion counselling in these findings.
Despite

these - findings,

the

community of

Calgary

in

general and women having abortions in particular continue to
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rely on CBCA for pre-abortion counselling. There are specific
guidelines

provided

by

City

Council

in

order

to

ensure

continued funding for the counselling program. These guidelines have been in effect since 1979.
The counselling situation is expected to remain
objective and open for the individual counsellee
and not become the arena for solving a social
dilemma; i.e., the needs, feelings and rights of
the individual mother, father and unborn child
should be explored as a human concern and not as a
social dilemma to be remedied as expediently as
possible.
counsel the person experiencing a
troubled pregnancy thoroughly in its various aspects so as to emphasize the complexity of the
issues involved and the gamut of emotions experienced (Commissioners' Report CS79-21, 1979).
The major issue addressed is the encouragement of understanding about the complexity of abortion; it may stimulate many
emotions.

In addition,

the abortion is to be treated as an

individual problem, not as a social issue. It is my objective
to

explore

the

ideology underlying this

understanding

of

abortion.
After working in the field for several years, I began to
question the premises under which abortion counselling occurs.
In my experience women do not expect to engage in counselling
before we make most of the decisions in our lives. We marry,
have

children,

undergo

invasive

surgery

with

life

long

6

implications, all without assuming that we need counselling
from

an

outside

expert.

In

my

experience,

women

attend

counselling prior to abortion for a number of reasons ranging
from a need to comply with gatekeepers to internal assumptions
about their own power.
Jean Baker Miller (1991) defines power as "the capacity
to produce

change"

(p.

198) .

She

suggests

that

this

can

include changing one's thoughts or emotions, creating change
in interpersonal relationships,
arenas
However,

such as
she

the

economic,

argues

that

it

as well as acting in wider
social or political
is

possible

to

be

realms.
powerful

personally and "have virtually no legitimate socially granted
power to determine one's own fate"

(Miller, 1991, p. 198-199).

This lack of institutionalized power for women has become
increasingly

apparent

to

me

in

my work

in

the

field

of

fertility control.
My interest in abortion counselling began as an "options"
counsellor

with

CBCA.

I

counselled

women

with

unwanted

pregnancies who, by and large, knew what their options were
and what they planned to do about the pregnancy before they
came to the agency. Frequently they found the requirement for
pre-abortion counseling an intrusion into a pr ~vate decision.
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On

the

other

hand,

much

of

the

counselling

appeared

to

validate women and the realities of their lives. For women who
had unintentionally attended an anti-choice, or pronatalist,
agency first, overcoming fear and distrust of both the process
and

the

product

of

counselling was

a

major

part

of

the

session.
As I talked with clients and other counsellors and read
more

about

the

abortion debates,

I

became

fascinated

and

outraged with the assumptions that underlay much of the debate
not only between the pro-choice and anti-choice polarities,
but also within the pro-choice literature.
In response to personal feminist concerns about empowering women in all aspects of their lives,

and also concerns

about the current funding crisis in social services at municipal, provincial, and federal levels,

I decided to examine

the beliefs and expectations that impact women who engage in
pre-abortion counselling.

This is now an unnecessary extra

step in a process that must occur quickly.
Abortion counselling began as an information and referral
service

used

to

circumvent

the

criminal

code

provisions

regarding abortion. Between 1970 and 1988, women were required
to seek approval from a therapeutic abortion committee of

8

three physicians before an abortion could be performed legally
in Canada, or to find available services out of the country.
Abortion

counselling

was

often

used

to

facilitate

this

process. In 1988 abortion was removed from the criminal code.
Women no longer need assistance in circumventing what were
unwieldy and often hostile abortion services. Changing provincial health care regulations mean that all physicians can now
refer

women

directly

to

hospitals

performing

abortions.

Although this allows the medical profession to retain its
gatekeeper

role

in

abortion

services,

it

theoretically

provides ever more open access.
Much of the literature about abortion counselling was
written in response to newly legalized access to abortion, and
tends to be written from the perspective of "crisis intervention"

(Cheetham, 1979; Dauber, 1974; David, 1978; Hildebrand,

1977; Illsley

&

Hall, 1978; Joffe, 1978; Kahn-Edrington, 1979;

Kaminsky & Sheckter, 1979; Smith, Veolitze, & Merkatz, 1971;
Smith, 1972; Urman
suggest

that

(Rapaport
community,

&

&

Meginnis, 1980). However, other writers

an unwanted pregnancy need
Potts,

not

1971)

not

be

a

crisis

or that the crisis lies with the

with the woman with an unwanted pregnancy

(Brashear, 1973). With the coming of age of a generation of
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women who have new experiences and expectations about themselves and their place in society, the old questions of the
legitimacy of

controlling

the

numbers

and

timing

of

our

children need not arise. It is time to reexamine old assumptions and clarify our objectives in providing services to
women with unwanted pregnancies.
Methodology: A Qualitative Research Study

My experience in the field of unwanted pregnancy counselling has suggested that women are not necessarily looking for
crisis counselling as delivered by CBCA for the past twenty
years.

Although

most

women

have

been

compliant

with

the

process, enough clients have expressed their anger or discomfort to suggest to me that a new model is needed.
To this end, I prepared to conduct a qualitative study,
approached CBCA for permission to conduct my research through
the

agency,

Research

obtained

Ethics

a

Certificate

Committee

of

(Appendix A) ,

Approval
drew

from

up

a

the

semi-

structured interview schedule, and wrote letters explaining
the research and asking for voluntary participants.
tested my questions

with professionals

in

the

I pre-

field

and

acquaintances who were prepared to help.
Examining the literature in my attempt to understand the
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women who seek counselling before terminating an unwanted
pregnancy

had

led me

to

many

suppositions,

guesses,

and

thoughts, but little or nothing in the way of actual information. As a result, I chose to utilize a method of inquiry that
focused on the process of discovery rather than on testing
hypotheses. This led me to the use of qualitative procedures
"to provide a means of accessing unquantifiable facts about
the actual people researchers observe and talk to"
1989, p.6).

(Berg,

"Qualitative methods can be used to uncover and

understand what lies behind any phenomenon about which little
is yet known"

(Strauss

&

Corbin, 1990, p.19).

Because I work from a feminist paradigm, it was important
to me that my research be affirming of women, both as participants in the process and as consumers of this research. This
affirmed

my

desire

to

explore

the

literature

concerning

qualitative research, in an attempt to move the realities and
situated experiences of women's lives to a more central place
in our consciousness. As Olesen (1994) states,
it is important to center and make problematic
women's diverse situations and the institutions and
frames that influence those situations .... Feminists use a variety of qualitative styles, but share
the assumptions held generally by qualitative or
interpretive researchers that interpretive human
actions ... can be the focus of research (p.158).
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It was giving a voice to the women who have been tested,
examined, and theorized about in great detail, but not been
heard, that motivated my research.
The procedures that have been developed for qualitative
research help the researcher to share in the perceptions of
others and to understand how people give meanings to the
structures

of

their

lives

(Berg,

1989) .

As

a

method

of

accessing women's understandings about choosing pre-abortion
counselling, in-depth interviewing was chosen. The interview
is

a

favourite

researcher

methodological

(Denzin

&

tool

for

the

qualitative

Lincoln, 1994). Qualitative interviews

assume that the perspective of others is "meaningful, knowable, and able to be made explicit"
Interviewing

is

not

(Patton, 1990, p.278).

without

theoretical

problems,

however. It is important from a feminist standpoint that women
participants not be interviewed as
them

as

individuals.

There

should

"objects",
to

be

disregarding

an

emphasis

on

reciprocity, with an attempt to minimize status differentials
and the traditional hierarchical situation. With this in mind,
the

interviews

allowed

the

participants

to

control

the

sequence of the questions and the language of the interview.
It

allowed

them

the

freedom

of

open-ended

responses

and

12

encouraged digression (Fontana
A semi-structured

&

Frey, 1994).

interview

format

(Appendix

B)

was

chosen. It was designed to provide some initial structure, but
also

to

allow

the

participants

freedom

to

digress.

The

questions were formulated in such a way as to enhance the
probability of obtaining the same basic information from each
of the participants by covering the same basic material. It
provided a framework within which questions could be developed
and sequenced,

and decisions made as to which information

should be pursued in greater depth (Patton, 1990). Interviews
were audio-taped and then transcribed fully.
Analysis of qualitative data is said to begin with the
design

of

the

study.

The

conceptual

framework,

research

questions, samples, and instrumentation (researcher) are all
aspects of data analysis.

The objective of the qualitative

study is to describe a pattern of relationships within the
data, which can only occur with a set of conceptually specified analytic categories which can be derived inductively
(Huberman & Miles, 1994).
The Research Questions

The research questions were focused primarily on developing an understanding of the counselling needs of women who are
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undergoing elective abortion in the first

trimester of an

unwanted pregnancy. These questions included: 1) how are women
finding an agency to provide counselling?,

2)

what are the

characteristics of women who voluntarily seek counselling
before having an abortion?, 3) what are the important counselling issues for women undergoing elective abortions, and 4)
how do women experience the process of pre-abortion counselling?.
The Participants

A small sample of approximately 10 pregnant women over
the age of 20 who came to CBCA for counselling about a first
elective abortion in the first trimester of pregnancy were
sought to be the participants in this study. All clients of
the agency who fit this description were given the opportunity
to volunteer as participants. This process entailed counsellors in the agency handing each client an information page
(Appendix C)

at

the end of their session,

explaining the

research and asking for their assistance. This process would
provide information rich cases (Patton, 1990). The purpose was
to illustrate,
clientele.

not define what

is

typical

for

the agency

14

Ethical Considerations

Research in the area of abortion counselling entails a
number of

ethical

issues

including possible

risks

to

the

participants, informed consent, and confidentiality.
Risk to the participants is related to the approximately
10%

of

women

who

Although

the

abortion

decision

have

research

negative
was

itself,

not
it

post

abortion

intended

was

to

sequelae.

focus

anticipated

on

that

the

issues

related to the decision might arise during or following the
interview. To this end, prompt access to professional counselling from a feminist perspective could be facilitated.
The

consent

form

(Appendix

D)

briefly

outlines

the

voluntary nature of the research and the informant's right to
discontinue participation in the research at any time throughout the process. The covering letter to potential informants
(Appendix E)

outlined further elements of informed consent.

This included the purpose and intent of the research, and an
invitation to participate in a group discussion of the results
upon completion of the study.
Further issues addressed by the covering letter included:
the participant's name would not be used;

any potentially

identifying material would be eliminated or disguised in the
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written material; no record was kept of participants' names or
addresses; audiotapes are kept in a safe place and will be
destroyed at the completion of the study; and the transcriber
had no access to identifying information.
The Research Process

In April,

1995

I

met

with Radha Nayar,

the

program

coordinator at CBCA, and discussed my research with her. She
in turn discussed the work with the counselling team, asked
for their suggestions and concerns which she passed on to me.
These

concerns

were

addressed

by

rewording

some

of

the

questions, and by reassuring the counsellors that it was not
my intention to evaluate them. I requested that all clients be
provided with explanations and the packages at the time of
intake as well as at the end of the counselling session.
Clients were asked to contact me by phone or just to write
their name and phone number on an attached page and hand it to
their counsellor.
By the end of June, no women had agreed to participate in
the study. I met with Radha again and asked her to discuss my
problem with the

counsellors.

They suggested that perhaps

women had too many other things to consider during counselling
sessions and that research participation was the last thing on
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their minds. I decided to include a self-addressed and stamped
envelope with the information package, asking women to send
their first

name and telephone number to me at

some time

following the abortion. This elicited two participants over
the following two months. I also discussed the research with
anyone who would listen.

As a

result

two women agreed to

participate, although their abortions had occurred some years
in the past and they had not had CBCA counselling.
At this point I decided to volunteer again as a counsellor at CBCA and ask women directly if they would be interested
in participating. Much of the research about abortion is a
result

of

the

researcher

as

either medical

practitioner,

psychiatrist, or counsellor (David, 1972; Osofsky
1972; Smith, 1972; Smith, Veolitze,

&

&

Osofsky,

Merkatz, 1971). In order

to reassure the clients that refusal to participate would not
jeopardize access to services, the research was only discussed
at the end of the session when all other information, questions, and referrals had been addressed. One more participant
contacted me, but not as a result of my counselling.
Change in Focus

Five months had now elapsed since the beginning of the
data gathering process. I had hoped to find ten participants
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for the study and had not yet found sufficient women to make
the

study worthwhile.

In consultation with my advisor,

I

decided that another approach was needed.
What was it about the abortion counselling process that
I found problematic? It was not the counselling itself which
I questioned. The 20% of counselled clients at CBCA who return
feedback sheets are generally positive about their experiences
(Burrows-Johnson,

1995,

personal

communication).

Further

reading led me to questions about the assumptions underlying
provision

of

pre-abortion

counselling

as

a

quasi-public

service in Calgary. In keeping with my interest in the impact
of public policy on private lives,
policy

of

controlled

access

to

I decided to examine the
reproductive

choices,

in

addition to considering the needs identified by the women who
participated in the study. My experience in the field suggested that the interviews that I had done were not sufficient
in number to clearly identify any themes that would add to the
knowledge base in abortion research. Instead, the participant
interviews would be used to illustrate the analysis of policy,
and would not be analyzed specifically as data for a qualitative research study.
This

approach

is

in

keeping

with

the

long

standing

18
history

of

troubles

social

and

work,

public

with

issues.

its
Worell

dual

focus

( 19 93)

on

private

suggests

that

although "public policy and private transactions appear ... to
be mutually exclusive"

(p. 204), social policies frequently

promote the interests of one group over the needs or desires
of another. Wharf (1990) maintains "the analysis of both the
personal and the socio-political dimensions is crucial in any
attempt at social change.

Social structures are also main-

tained by people's beliefs and ideologies, which do not change
simply by rational debates"

(p.48).

Lecomte (1990) suggests

that in order "to confront the inequities in capitalism, in
patriarchy,

and

in

racism

and

to

evolve

more

practice strategies that meet these objectives"
social worker needs
personal
change"

and

to understand the

socio-political

equitable

(p. 48), the

"complexity of

dimensions

involved

in

the
any

(p. 48). It is with the goal of examining the inter-

section between private troubles and public policy at its most
fundamental level,

that of reproductive control,

that this

document concerns itself.
The Research Questions

Does

contemporary

liberal

patriarchal

ideology

limit

access to abortion as one method of reproductive choice for
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women in Calgary? This question presupposes two sub-questions:
(a)

"Is access to abortion as a method of reproductive choice

limited

for

women

in

Calgary?"

and

(b)

"Is

contemporary

liberal patriarchal ideology the paradigm of policy makers?".
Definition of Terms

Ideology is a

social science term that refers to

interrelated set of assumptions,

"an

beliefs and values about

human nature and the nature of society, that legitimate the
patterns of everyday life"

(Ismael, 1991). Within the context

of the abortion debate, Falik (1983) argues that "With a nonideological frame of reference, social scientists tend to view
conflicts in a rather simplistic fashion"

(p. 5). She suggests

that ideologies help define values for society and influence
the ways in which interest groups participate in the political
process (p. 8).
Contemporary liberaJ

ideology is an institutionalized

belief in the values of freedom, individualism and inequality
(George

&

Wilding, 1985, p. 19). These values are mediated by

intellectual pragmatism and humanism. There is a strong belief
in the market place, or economic life, as the organizing body
for society; individuals find their place within society by
their ability to compete for a position within the market-
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place. Inequality is considered a natural outcome of differing
abilities and desires to compete. It is of paramount importance

that

each

individual

be

free

to

participate

in

the

market, or society, to the best of that individual's ability.
It is important to distinguish between classical liberalism
and reform or contemporary liberalism. Mullaly (1993) states
that,
whereas classical liberals saw the state in negative terms as a threat to individual freedom,
reform liberals view the state in positive terms in
that it can be used to promote freedom for those
who otherwise might not achieve it (p. 64).
Liberal ideology will be considered within these parameters.
Patriarchal ideoJogy is a fundamental belief that men are
more valuable than women. Central to this ideology is a belief
that women are associated with sexual and biological characteristics while men are -associated with cultural and social
achievements. "While patriarchal ideology asserts that gender
roles are an extension of the natural differences between the
sexes, the particular ideological configuration within which
such differences operate is culturally assigned"

(Costello,

1983). This belief "stems from the direct translation of the
greater social prestige enjoyed by males into a monopoly of
power at both institutional and interpersonal l . vels" (Mackie,
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19 91,

p.

6) .

In a

patriarchy,

men

control

access

to

the

economic and political activities in society, while women have
been confined to the domestic realm, which has little value or
prestige. Brodie, Gavigan, and Jenson (1992) contend that the
"state and the law do reflect and enforce women's subordination in reproductive politics. The criminalization of abortion
prohibits women's moral agency, autonomy, and choice"

(p.

8). Patriarchy informs all aspects of social institutions "and
effectively shapes women's lives"

(Kincheloe

&

McLaren, 1994,

p. 145). The Report of the Royal Commission on the Status of
Women in Canada (1970), stated that:
Sex roles established in the family have followed
women and men into the economic world. The economy
looks to men, not to women, for leadership. Women
are generally expected to depend on men for their
livelihood and to put their family responsibilities
first. In the world of paid work, ·they are usually
offered employment in service or support fields (p .
2 0) .

This view of women and men, although perhaps not as obviously
accepted as in 1970, is, I believe, still informing access to
reproductive choice in Calgary in 1995.
It

is

within

the

dual

concepts

of

modern

or

reform

liberalism and patriarchy that the analysis of power relations
can be most completely understood

(Martin,

1988) .

For the
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purposes of this paper, liberal patriarchal ideology will be
considered

as

the

institutionalized

belief

in

freedom,

individuality, and inequality occurring within an hierarchical
structure that assumes that there is a naturally occurring and
specific division of roles and interactions between men and
women.
Reproductive chojce will be considered in the context of
birth limitation. This definition is within the meanings of
the old Family Planning Division of Health and Welfare Canada,
as

the

right

to

control

the

number and

spacing of

one's

children. Tooley, the Director of the Family Division, stated
that
The objective of the federal program is to provide
Canadians with the knowledge and means of making
informed decisions about the number and spacing of
their children ... its ultimate aim is the improvement of the physical, mental, social and economic
well-being of individuals and couples (1973, p. 6).

This is in line with common usage.
"women's
danger

new

or

discussing

ability to

fear"
the

(p.

regulate

403).

history

of

Knight

Faludi
their
and

Margaret

(1991)

discusses

fertility
Callahan

Sanger

and

without

(1989)
the

in

birth

control movement in America, state that "her initial commitment was to making genuine reproductive choice a reality for
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all women"
makes

a

(p. 35). I realize that for many women infertility

mockery of the notion of

reproductive

choice and

apologize for any discomfort with the choice of terms and
definitions.

Limited access to abortion will include both internal and
external barriers to using abortion as one solution in a
continuum of

birth control

methods.

The

context

of

these

barriers ranges from institutional or cultural disincentives
to physical limitations in service provision. The paper will
focus on the ways in which we appear to give social permission
for abortion while at the same time discouraging women from
considering abortion as a truly legitimate choice and constructing physical barriers to service when the choice to
abort is made.

Women will refer only to females over the age of eighteen
years. This definition is used to limit the scope of the study
and is not intended to suggest that reproductive choice is not
an issue for females less than eighteen years of age.
Methodology: An Analysis of Policy

As my interest in abortion has moved from personal to
political barriers to access, so the choice of methodology has
changed from the original goal of a qualitative clinical study
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of women's responses to abortion counselling to ·an analysis of
policies relating to birth limitation. This is in keeping with
theories of research that suggest that "social work research
should follow no single approach but must be methodologically
pluralistic if the research process is to have any valid role
in the generation of knowledge"

(Rothery, 1993). In addition,

it must be acknowledged that my investigation is grounded in
a feminist paradigm and that policy will be examined with that
understanding of the world. Guba and Lincoln (1994) state that
"Questions of method are second to questions of paradigm,
which we define as the basic belief system or worldview that
guides the investigator"

(p. 105).

It may be useful at this point to consider the terms of
reference used for this study. Depending upon the work of Pal
(1987), policy is defined as "a course of action or inaction
chosen by public authorities to address a given problem or
interrelated set of problems"

(p.

4).

Public policy can be

considered as a guide to action, or as providing a solution· to
some kind of public problem.

It can also be considered as

inaction, if this appears to be a deliberate choice. In this
study, the problem can be broadly stated as providing women
with choices about reproduction.
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Pal

(1987,

1992)

states that policy analysis is

"the

disciplined application of intellect to public problems"
19).

(p.

It is important to note in this definition that policy

analysis

is

about

public

problems.

Policy

analysis

may

consider private problems, but it does so "only in relation to
a

public

issue

abortion as a

or

policy"

reproductive

(p.

21).

Problems

choice have

concerning

long been seen as

public matters subject to state sanctions. It is only within
the past twenty-five years that an assumption has been made
that women may be entitled to private choices.
A variety of techniques and styles can be employed in the
analysis of policy, depending upon the problem to be addressed
and the orientation of the researcher. Within the variety of
techniques available, this analysis will be "academic", which
"typically, though not exclusively, focuses on the relationship between policy determinants and policy content, in other
words, on explaining the nature of policies, their characteristics,

and profiles"

(Pal,

1992,

p.

22).

There will be a

focus on "explaining how the issue arose on the public agenda,
the

constellation of

policy outcomes,

community

interests,

and

the

likely

taking account of prevailing theories

power and influence"

(Pal,

1992,

p.

23).

This

of

study will
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examine the ways in which fertility control has arisen on the
public

agenda

interests,

in

Canada,

the

pro-choice

and

anti-choice

and the policy outcomes as they directly impact

women. It will consider policies of a local agency providing
services, as well as those at the municipal, provincial, and
federal levels,

by investigating the ideological bases for

those policies. ·
In order to analyze the dominant paradigm in political
decision-making

about

reproductive

choices,

it

will

be

necessary to identify markers indicative of a liberal patriarchal ideological stance. These markers will be generalized
from the work of authorities in the area of ideology, social
welfare, and feminism.
Rationale

Social workers have traditionally been involved in the
work of unwanted pregnancy. Rapaport and Potts (1971) suggest
that the social work profession "has had a long history of
work in the field of unwanted pregnancy in its traditional
· work with unwed mothers and in maternity homes and child
placement and adoption work" (p. 249). It has also been social
workers who have helped women with the decision to terminate
a pregnancy.
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The abortion procedure is conceived of professionally and legally as essentially a medical enterprise and responsibility. However, the decision to
abort, the process of obtaining sanction and service, plus the management of the abortion aftermath
is essentially a psycho-social procedure .... Social
workers have always conceptualized their area of
practice and have been active in that arena of
human endeavour and need that requires a blending
of psycho-social perspectives and approaches to
problem-solving (Rapaport & Potts, 1971, p. 250).
However,

laws and practices have changed since 1971. Social

workers are still involved in helping women who decide to
abort,

but there is no longer a need to obtain sanction or

service. Abortions are readily and legally available, usually
at no cost to women in Calgary. It appears that these changes
demand change in policies concerning pre-abortion counselling
expectations as well.
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CHAPTER TWO
Fertility Control in History
Ancient History

From ancient history to contemporary times, women have
found it necessary to limit reproduction. In the past,

folk

experimentation led to the discovery of new drugs for both
contraception and abortion. In ancient times, people observed
the effect that plants had on their animals and used that
knowledge to prevent or end pregnancy, and at the same time
learned how to avoid unwanted terminations.

Riddle

( 1992)

suggests that if contraceptives and early stage abortifacients
were not a significant part of birth control, it is difficult
to

explain low fertility rates

first-century
indications

Rome,
of

in ancient

fifth-century

planned

times,

Constantinople,

parenthood

in

such as
or

the

fifteenth-century

Florence. He maintains that
Right up to the twentieth century, women have
affirmed their right to take menstrual regulators,
even when it aborted pregnancy, up until the fetus
moved or quickened. If pregnancy continued, there
were stronger, late stage abortifacients and manipulations or surgical procedures, which were dangerous and risky (p. 164).
By the late nineteenth century, a birth control movement began
with new devices for contraception including the diaphragm,
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spermicidal jellies, and the condom. These devices were used
by both the working classes, and from statistical appearances,
the upper classes (Riddle, 1992, p. 164). Although women have
acted throughout history as though prevention and termination
of pregnancy are within their rights, these rights have been
steadily encroached upon.
Anti-Abortion Legislation

Abortion

is

one

of

a

number

of

different

types

of

fertility behaviours that vary with the family planning goals
and objectives of sexually active couples. Fertility behaviours are largely determined by an array of economic, psychological,

social,

and religious factors.

Ideal reproductive

behaviours determined by individuals and couples have often
been at odds with the goals of established authority whose
economic, political, and military goals superseded the needs
of individuals for personal control. This conflict has often
been manifest in the issue of abortion (Watters, 1976).
The state's interest in the previable foetus
has always been portrayed as humanitarian, springing from a concern for the quality of human life.
But that interest turns out to have been more
political and economic than humanitarian; the
concern was perhaps more for the quantity of human
beings than for the quality of human life. Lurking
behind the usual moral, religious, or medical
justifications for laws against abortion were
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powerful social pressures for population increase
(Watters, 1976, p. xv).
Pro-natalist laws are usually presented together; prohibitions
against abortion are accompanied by denied or limited access
to contraception.
During the Industrial Revolution, a tremendous drive to
increase populations became apparent.

Pronatalist policies

became entrenched in legislation. In Canada, in 1669, "fines
were imposed on fathers who failed to marry off their sons by
the age of twenty and their daughters by the age of sixteen"
(Watters,

1976,

p.

64).

The conflict between the needs of

society for increased population and the needs of individuals
to limit their family size has at times resulted in the use of
infanticide. In London, between 1855 and 1860, inquests were
held into the deaths of 3900 dead children in the London area.
In "1,120 cases the finding was murder; in 904 it was 'aceidental' suffocation"

(Watters, 1976, p. 69).

In 1861, England passed the Offenses Against the Persons
Act, which imposed penalties for abortion as harsh as penal
servitude for life,

with the minimum term of either three

years imprisonment, or two years imprisonment followed by hard
labour or solitary confinement. This penalty,

for the first
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time "explicitly extended criminal liability to a pregnant
woman who attempted to obtain or self-induce an abortion"
(Brodie,

Gavigan,

&

Jenson,

1992,

p.

10).

Watters

(1976)

concurs, stating that the penalties included both the woman
who attempted an abortion and anyone who assisted her.

In

Canada, until Confederation, the same laws applied. Following
Confederation,

in 1892,

(Brodie, Gavigan,
Criminal

Code

&

a similarly worded Act was passed

Jenson, 1992), sections 271 - 274 of the

(Appendix

F).

Abortion

was

an

indictable

offence, with those convicted liable to imprisonment for life.
"It also made women who attempted to abort themselves liable
to up to seven years imprisonment"

(p. 10).

Brodie, Gavigan and Jenson (1992) argue that historically, abortion was largely a theological matter, rather than a
legal offence.
the early legal history of abortion was inextricably bound up with theological doctrine. This is most
clearly illustrated by the centuries-long entrenchment in English criminal law of the concept of
quickening, a concept directly derived from an
ecclesiastical concern to determine the first
moment of vitality of the foetus . . . . Abortion was
thus
initially regarded as an ecclesiastical
offence, and, later, as a minor common-law offence
if performed after quickening.
the threshold
determination of whether quickening had occurred
was triggered by the word of the pregnant woman
herself (p. 9) .
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Women have always exercised choice, using pregnancy termination

as

a

method

of

fertility

control.

Increasing

state

regulation and control of women's fertility both reflected and
enforced women's subordination. By writing abortion into the
criminal code,
autonomy,

and

particularly

the state

"prohibits women's moral agency,
Locating

choice.
abortion

in

medical

reproduction

and more

discourse

empowers

certain social actors such as doctors, while formally excluding others"

(Brodie,

medicalization

of

Gavigan,

abortion

&

gave

Jenson,

1992,

incredible

p.

8) .

The

to

the

power

medical establishment while at the same time imposing a social
belief

that

women

were

unable

to

make

autonomous

moral

decisions.
Physicians' Professionalization as an Impetus to Control

Policies restricting abortion in the U.S.

were imple-

mented at least in part as a result of intense lobbying by
doctors who were attempting to professionalize. Luker (1984)
argues that
the proliferation of healers in the nineteenth
century created a competition for status and clients. The "regular " physicians, who tended to be
both wealthier and better educated than members of
other medical ·sects, therefore sought to distinguish themselves both scientifically and socially
from competing practitioners. Support of anti-
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abortion activity was admirably suited to this
need. By taking an anti-abortion stand, regular
physicians could lay claim to superior scientific
knowledge, based on the latest research developments and theories (usually from abroad) to buttress their claim that pregnancy was continuous and
that any intervention in it was immoral . . . . The
abortion issue thus gave them a way of demonstrating that they were both more scientifically knowledgeable and more morally rigorous than their
competitors (p . 27).
Physicians concerned with regulating medical practice used the
abortion issue as a means of providing legitimacy for themselves, based on the argument that only scientifically trained
professionals

could decide

upon

the

medical

necessity of

abortion, and only they could decide upon the viability of the
fetus.

In addition,

if abortions were to be performed by

competitors, or "quacks" it would remove a lucrative source of
income from the largely elite, upper-class, and well-educated
physicians. Baulieu (1990)

concurs,

finding that the "first

wave of abortion legislation in American history emerged from
the struggles of legislators and physicians to control medical
practice
· abortion"

rather

than

from

public

pressure

to

deal

with

(p. 131).
The Movement to Legislative Reform

The criminalization of abortion, however, did not prevent
its occurrence.

In Britain in 1939,

the Court decided that
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abortion was possible if the health of a woman was at stake.
Doctors

were

assigned

the

responsibility

of

determining

whether a woman's life was at risk. Canadian doctors tried to
clarify the ambiguity caused by this decision by consulting
with colleagues; in some cases hospitals set up therapeutic
abortion committees to make the decision. Still, most doctors
feared

prosecution

and

did

not

perform

abortions.

Most

abortions were carried out secretly and often in non-medical
facilities.
abortions
1960's,

It is estimated that between 20,000 and 120,000
were

performed annually

professional

concerned

for

associations

their medical

(Jenson,
of

clients

1992) .

doctors
were

and

By the
lawyers

questioning

the

criminal code regulation of abortion in an attempt to clarify
their own involvement. Women, however, were left out of the
process.
As a result of this process, the voices of women
who were the recipients of the most common type of
abortion
the
'backstreet'
ones
were
marginalized in the debate. Indeed, the silence
extended to all women, despite the fact that they
were the objects of the practice, if not the perceived subject of the law (Jenson, 1992, p. 25).
Women's needs and their calls for social justice, fairness and
equity were seldom heard. Jenson (1992) argues that women in
the mid-sixties had no status as political ac t ors; that they
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lacked political
express

resources

their beliefs.

and

The

a

language

unequal

with which

power . relations

to

which

clearly existed at the time were reproduced in the debate
about Criminal Code reform of abortion access.
In 1967, the Royal Commission on the Status of Women was
initiated. The terms of reference were to
inquire into the status of women in Canada ... to
ensure for women equal opportunities with men in
all aspects of Canadian society . . . particularly
with reference to federal statutes, regulations and
policies that concern or affect the rights and
activities of women (Robertson, 1970).
The Commission used as

a

guiding principle

the Universal

Declaration of Human Rights adopted unanimously by the United
Nations in 1948.

Some 167 recommendations came out of the

Report. Of particular importance to this study are Recommendations

121

127

dealing with the

dissemination of

birth

control information, sterilization, and abortion. The Commission

recommended

available

to

that

everyone,

birth

control

that

family

information
planning

organized to ensure access for everyone,

be

made

clinics

be

that the criminal

code be amended so that sterilization was no longer a criminal
act,

and that medical practitioners be allowed to perform

abortions

during

the

first

12 weeks

of

pregnancy at

the

36

request of a woman and after 12 weeks if the pregnancy would
endanger the physical or mental health of the woman, or if the
child might be severely disabled. Of the seven Commissioners,
three wrote separate statements disagreeing with the Report's
recommendations on the basis that the recommendations were
either too lenient,

not lenient enough,

or were using the

wrong solution to a bigger problem.
However,

in 1969, . before the Report was completed,

an

omnibus bill of general criminal code reform was presented to
Parliament.

The

sterilization

sections

were

relating

repealed.

The

to

contraception

wording

of

the

and

section

relating to abortion remained virtually unchanged. Abortions
could be performed in hospitals provided that a therapeutic
abortion committee of three medical doctors agreed that it was
medically necessary. Abortion remained a criminal offense, but
with new guidelines to ease the minds of the medical profession.
The House treated the reform as one intended to
define the boundaries of the legal and the illegal,
not to give anyone new rights or to find a consensus about the appropriate balance between the
state's responsibility for family life, through
social programs, and women's need to control their
own lives. (Jenson, 1992, p. 36).
Women gained no rights with the new law, which was framed not
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to meet the needs of women,

but the needs of the medical

establishment.
This was in contrast to abortion liberalization internationally.

In the United States in 1973, the Supreme Court

ruled in the Roe v Wade case that first and second trimester
abortion fell under women's constitutional right to privacy
and the state must have a compelling reason to interfere. In
France in 1974,

abortion was re-labelled as "the voluntary

interruption of pregnancy" and became a decision for women to
make for themselves

(Jenson,

1992).

In Canada,

women were

still denied the autonomy or moral agency to control their own
reproductive decisions.
The Committee on the Operation of the Abortion Law was
appointed in 1975, and produced what came to be known as the
Badgley Report.
study to

The Terms of Reference were

"to conduct a

determine whether the procedure provided in the

Criminal Code for obtaining therapeutic abortions is operating
equitably across Canada"
found

inequality,

(Badgley, 1977, p. 3). The Committee

confusion,

and

unclear

standards

practices throughout the country.
In almost every aspect dealing with induced abortion ... there was considerable confusion, unclear
standards or social inequity involved with this

and
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procedure. . . a variety of provincial regulations
govern the establishment of hospital therapeutic
abortion committees and there is a diverse interpretation of the indications for this procedure by
hospital boards and the medical profession. These
factors have led to: sharp disparities in the
distribution and the accessibility of therapeutic
abortion services; a continuous exodus of Canadian
women to the United States to obtain this operation; and delays in women obtaining induced abortions in Canada (p. 17).
Access to abortion was more or less difficult depending upon
the part of Canada in which a woman lived. This meant that
those women with finances available could,

with reasonable

security, find abortion services somewhere. Women without the
funds to travel were often unable to choose abortion unless
they lived in liberal section of the country.
The Morgentaler Appeals

During the years following 1969, Dr. Henry Morgentaler
defied the abortion law in his commitment to providing access
to safe and private abortions for all women. He challenged the
requirement that abortion be approved by a hospital therapeutic abortion committee by opening free-standing clinics· in
Quebec, Manitoba, and Ontario.
Pierson (1993) recounts the Morgentaler history. He was
charged with performing

an

illegal

abortion

in

1973

and

acquitted by the jury. The Quebec Ministry of Justice appealed
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the decision to the Quebec Court of Appeal which overturned
the acquittal. In 1975, the Supreme Court of Canada upheld the
conviction

and

months in jail.

Dr.

Morgentaler was

sentenced to

Further charges were laid;

the

eighteen

jury again

acquitted him. This time, the Quebec Court of Appeal unanimously upheld the acquittal. The Attorney General of Quebec
declared

that

"safe,

medical

abortions

in

free-standing

clinics"

(p. 100) were legal in Quebec on January 19, 1976.

The Morgentaler clinics were raided and criminal charges laid,
but Dr. Morgentaler and his colleagues were acquitted by jury
after jury

(Gavigan,

1992).

In Toronto,

his acquittal was

appealed to the Provincial Court of Appeal which found against
Dr. Morgentaler. This led to another appeal to the Supreme
Court of Canada, this time by Dr. Morgentaler, arguing that
the Criminal Code sections violated the Canadian Charter of
Rights and Freedoms

(Gavigan,

1992).

On January 28,

1988,

Section 251 of the Code was struck down by the Supreme Court.
This removed abortion from the Criminal Code and left it as a
medical matter between women and their physicians.
The Progressive Conservative government tried for the
next two years to recriminalize abortion. Bill C-43 (Appendix
G) was an attempt at compromise. It reintroduced the criminal
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ban

on

abortion,

but

provided

loopholes

for

doctors

to

continue to provide access. Brodie (1992) states that this new
legislation

"placed inordinate power

in the

hands

of

the

individual doctor deciding whether a woman qualified for an
abortion" (p. 102). Despite tremendous pressure from both prolife and pro-choice sides to defeat Bill C-43, it was passed
by the House of ·commons on May 22, 1990. Predictably, doctors,
fearing prosecution,

stopped performing abortions.

"At the

Peter Lougheed Hospital in Calgary, all seven doctors who performed abortions withdrew their services"

(Brodie, 1992, p.

111). The pressure continued from both sides for defeat. The
Bill moved on to the Senate, and on January 31, 1991, there
was a tie vote, which meant defeat under Senate rules. "Bill
C-43 became the first government bill that the Senate had
defeated

in

thirty

years"

(Brodie,

1992,

p.

115).

Thus

Criminal Code sanctions against abortion were ended, and women
could now in theory choose abortion as one option to birth
control, although access is still not available in all parts
· of the country. Individual doctors and hospitals still refuse
both to perform abortions and to refer women to other doctors
more willing (personal communications with abortion clients,
1995).
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Recent Methods of Pregnancy Termination

Riddle

(1992)

contends that the ancients used chemical

means to control births and finds it "intriguing to ponder why
so few now know what so many once did"

(p. 165). There have

always been methods other than surgical abortions used to
terminate pregnancies. Christopher Sturr (1993) discusses the
possibilities
development

of

of

other methods

the

of

drug known as

fertility
RU 486

was

control.
a

The

promising

advancement in pregnancy termination. Developed in France as
a joint effort of the French government, private industry, and
medical and scientific researchers, RU 486 has the potential
of inducing abortion in the early stages of pregnancy, with a
90 - 95% success rate and few serious side effects. EtienneEmile Baulieu (1990), the scientist who developed RU 486, was
attempting "to find a contraceptive that would spare women
from abortion" (p. 87). RU 486 has been shown to be successful
in

treating

glaucoma,

breast

cancer,

and Cushing' s

some

syndrome.

kinds
It

of

brain

tumours,

could make abortions

easier, more private, and possibly more commonplace. RU 486
was considered as a possible once-a-month birth control pill
which could blur the distinction between abortion and contraception. Even before the drug was approved f q r marketing in
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France,

an anti-abortion campaign was mounted.

month after approval,
the pill.

Less than a

the company suspended. distribution of

The French government threatened to transfer the

patent for the drug to another company if distribution was not
resumed. Between 1988 and 1990, RU 486 was tested in clinics
throughout France and given final

approval for use.

It is

subsidized by 80% under the French medical program as

is

surgical abortion.
The drug has been sponsored by the World Health Organization under an arrangement between WHO and Roussel-Uclaf, the
pharmaceutical company,

to distribute the drug at cost to

Third World Countries. In 1988, the government of China gave
approval

for

marketing

the

drug

there.

Approval

was

also

sought to market the product in Britain, Holland, and Sweden
and in 1990 the company began to sell RU 486 in both

Britain

and Sweden. The company would not seek approval of the drug in
the United States or Canada due to threats of sanctions from
anti-choice groups.
The National Right to Life and other groups in the United
States that were opposed to abortion threatened to boycott all
products of any company which sold abortion inducing drugs.
Other drugs which could potentially cause abortions were also
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targeted for boycott by members of National Right to Life.
There appeared to be a fear that if abortion could be performed

quietly at

obsolete.

home,

the

abortion

clinic would become

This would leave no place for the anti-abortion

activists to picket and thereby publicize their views (Sturr,
1993).
Although

there

are

undoubtedly

questions

about

the

development of another lfhigh technology means of contraception"

(Clarke and Mantini, 1993, p. 51) that may or may not

ultimately be beneficial to women,

it is not my purpose at

this time to evaluate the technology or the ethical or moral
dilemmas

that

may

arise.

My

concern

is

rather

with

the

policies that impact on women's reproductive choices.
Influencing Policy

Despite legal prohibitions, reports of the ratio of abortions to live births are estimated variously at from 1 in 2 to
1 in 4. This persistent high prevalence combined with high
prohibition speaks to a strong ambiguity and lack of consensus
in community standards regarding abortion.
Much of what was written in the reform days of the 1960's
was based on the premise that the existing law was ineffective. Women were having abortions,

and there was a need to
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make them safe and available to all women who needed them, but
with some

regulation.

There was

a

demand for safe,

legal

abortion on the grounds of the emotional and mental health of
the mother, likelihood of congenital abnormality of the fetus,
or impregnation through sex crime (Guttmacher, 1967); for any
reason within the first 12 weeks or after 12 weeks if continuation would threaten the health of the woman or if a substantial risk of fetal impairment existed (Royal Commission of the
Status of Women in Canada,

1970); repeal of abortion laws,

with concomitant provision of universal sex education,

low

cost or publicly funded abortion for the needy, and counselling services (American Friends Service Committee, 1970).
Abortion
feminists:

was

presented

as

a

human

by

women's

issue

by

"it is the inalienable human right of every woman

to control .her own reproductive process"
34);

rights

the

American

rights

Civil

would be

Liberties

(Friedan, 1970, p.

Union:

complete without

abortion, birth control, and sterilization"

a

"No

book

on

discussion of
(Ross,

1973, p.

192) by academics: "Without this option [legal and financial
accessibility of

abortion

to

all

women],

only

a

part

of

womankind can become sexually liberated" (Safilios-Rothschild,
1974, p. 71); and by political bodies:

"We have come to the
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conclusion that each woman should have the right to decide if
she will terminate pregnancy"

(Royal Commission on the Status

of Women in Canada, 1970, p. 286). The guiding principle was
that, unless women could control the numbers and timing of
their children, they could not participate equally with men in
the public sphere; they would remain economically dependent
and socially inferior.
At the same time, there was a strong and vocal opposition
to any change in the law as it existed.

The opposition to

reform was, and continues to be, framed in terms of morality,
most often defined in pronatalist terms; the emphasis is oh
the sanctity of life of the foetus. This discourse has come in
part from highly placed and influential people.

C.

Everett

Koop (1978), who was to become Surgeon General in the Reagan
era, wrote
We were informed that thousands upon thousands of
women had lost their lives from illegal abortions
done in back rooms by shady characters when in
actuality in no one year did this figure ever
exceed several hundred. We who as a people always
knew that abortion was the killing of an unborn
baby were brainwashed to believe that the destruction of the 'products of conception' or the destruction of a 'fetus' is not the same thing as
killing an unborn baby (p. 8).
To further dramatize his opposition, Koop ends with a compari-
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son of legalized abortion to the mass murders of Jews in World
War II. "In a sense one could say that the horror of Auschwitz
started with abortion"

(p. 23). In these writings the actual

lives of the unwanted child and the unwilling mother must be
subordinated to an ideal set by an external agenda.
The feminist appeal to human rights in liberalized law
was met with implications of irresponsibility, immorality, and
rampant sexual permissiveness. The destruction of marriage and
the family were sure to follow.
The [feminist] revolution involves complete sexual
freedom, including lesbianism, the destruction of
monogamous marriage and the family, government
child care, the end of occupation housewife and/or
mother, and the obliteration of all distinctions
between men and women, except physical differences
(Foh, 1978, p. 175).
For Foh,

the

solution to unwanted pregnancy

is

chastity,

monogamy, and a return to traditional values. In her opinion
counselling for problem pregnancies should consist of helping
the woman to accept her child or to make arrangements for
adoption or fostering. The rights of the foetus are paramount.
In

Calgary,

the

political

rhetoric

has

been

centred

around the issue of public funding for abortion counselling.
The City of Calgary ·has been sued twice for providing funding
to Calgary Birth Control Association.
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On 1978 February 1 a local citizen filed a statement of claim against the City of Calgary alleging
funding with public money an unlawful activity; the
procuring of an abortion of an unborn child. This
suit referred specifically to the pubic funds
provided to the Calgary Birth Control Association
through Preventive Social Services.
On 1980
October 23 a judgement from the Court of Queen's
Bench was handed down and stated, in part, that
'counselling, encouraging and assisting pregnant
women to obtain an abortion is not unlawful' .
Therefore, it was judged that in giving money to
the Calgary Birth Control Association, the defendant is not giving money to an Association for
unlawful purposes (Commissioners' Report to Community Services Committee, 1981, p. 1).
Derrick McQuire, the local citizen mentioned, appealed this
decision in 1983 and was again unsuccessful. In 1987, Michael
Malley sued the City of Calgary, also for providing funding to
the Calgary Birth Control Association.

Again the suit was

unsuccessful.

to

In

1995,

the

Committee

End

Tax

Funded

Abortions attempted to influence abortion funding, this time
at the provincial level, rather than the municipal level. To
date this has been unsuccessful.
Falik

(1983)

examined

the

ideology

of

the

abortion

debate. She found that pro-abortion and anti-abortion activists differ significantly on a number of issues including
women's rights, the role of the family, child care, welfare
programs, equal opportunity programs, and economic policies
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(p.

197) .

Understanding

demonstrates

that

more

the
is

value

at

stake

system

of

both

sides

than their respective

positions on abortion. There is a sense that the future of
society is resting on the decisions

that women make with

regard to unwanted pregnancy.
The

intensity of

unwanted

pregnancy

the

occurs

debate

makes

in

complex

a

it

clear

and

that

an

confounding

environment. A woman's decision is not made in isolation, but
within a system that is ambiguous and confusing. The ideology
that underlies the pro and anti-choice debate is part of the
"amorphous belief system which interprets and evaluates the
empirical world" (Falik, p. 17). It is within this system that
women choose to have abortions.
Historically

and

internationally,

women

have

found

methods that have been more or less effective in limiting
birth.

Tietze

and

Henshaw

(1986),

in

examining

methods

currently used to induce abortions where medical treatment is
not available, suggest that
methods used by persons without medical training to
induce abortion include spells and incantations; a
variety of traditional medications, which tend to
be ineffective or toxic; and grossly traumatizing
procedures designed to damage or destroy the fetus,
leaving its expulsion to natural forces (p. 88).
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The history of abortion in Canada has been one of uneasy
confrontation and determination.
needs

for

fertility

control

or

It has seldom been women's
social

justice

that

have

prompted change. Nonetheless, policies have changed, and the
underlying ideologies that support and thwart that change are
the subject of this study.
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CHAPTER THREE
Theoretical Bases for Abortion Policies

As the history of abortion law in . Canada illustrates,
legislative changes have come as much or more from the needs
of physicians to clarify their legal status as from overriding
concerns for women's rights, a sense of fairness,

or social

justice. This has served the Canadian abortion liberalization
movement well in some respects as it has kept the focus away
from possible debates about the competing rights of foetus and
woman. What has not happened has been an expansion of acknowledgment that women are autonomous beings, capable of moral
agency, who have the right and ability to control both their
fertility and their sexuality. It is my belief that Canadian
society in general, and Calgary society in particular, continues to stigmatize women who have abortions,

even though

more than 100,000 abortions are performed annually in Canada
(Statistics Canada, 1992). This attitude, I believe, is rooted
in an ideology of patriarchy, modified by contemporary liberal
democracy.
maintain

These ideologies operate at a systemic level to
abortion

as

an

underground,

somehow

abhorrent

response to illicit, that is, sexual, behaviour. These belief
systems can best be understood through a analysis of cultural
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power and subordination.
Patriarchal Ideology

Any discussion of ideology is based on assumptions about
the individual and the state and the relationships between
them as

those

relationships

become

institutionalized over

time. Butler (1991) states that in "early

seventeenth-century

England, patriarchalism was a dominant world view"

(p.

74).

The king ruled absolutely as the father to his people and each
person had a place of subjugation within the structure. By the
end of the seventeenth century, a new understanding of human
nature and of social and political organization developed.
Political power became grounded in consensual acts by individuals rather than in birth or divine right.

"These changes

raised problems concerning the status of women in the new
order"

(Butler,

1991, p.

74) .

If the new order agreed that

individuals could re-examine their roles, then logic suggests
that women would be included in that re-examination. Feminist
writers argue,

however,

that

new roles

for women did not

materialize with early · changes to political power structures;
that indeed women continue in positions of subordination to
men (Bricker-Jenkins & Hooyman, 1986; Knight & Callahan, 1989;
Mackintosh,

1981;

O'Brien,

1989;

Pateman

&

Shanley,

1991;
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Weick & Vandiver, 1981).
It is from the writings of feminists that our modern
understanding

of

patriarchy

has

been

developed.

feminism is not one belief system, but many (Elliot
1995;

Flammang,

1983;

Gilroy,

1990;

Mackie,

product, but a process (Bricker-Jenkins
Den Bergh

&

Cooper,

&

Al though
&

Mandell,

1991),

not

a

Hooyman, 1986; Van

1986), there is a common understanding

that roles and relationships based on gender constitute a
problem. Mackie (1991)

states that "the feminist concept of

patriarchy emphasizes that the domination of women by men is

a

pervasive

feature

of

all

kinds

of

societies"

(p.

6} .

Although there are women who dominate men or other women, the
pervasive pattern is one in which women are consistently in a
lower strata than · men of their own social group

(Mackie,

1991). This pattern of asymmetrical power is institutionalized
such that men have greater power than women in the public
world of business, politics,

journalism, medicine,

law, and

academia. The unequal power relationship is also present - in
interpersonal relationships as evidenced by the pervasiveness
of "family violence" or wife-battering as the most hostile
expressions of power.

The hierarchical

structure of power

relationships is not limited to men's power over women; it is
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also evident in the oppression of men by other men, particularly

in

the

heterosexual

male-male

ranking

relationships

aspect

(Mackie,

of

homosexual

1991).

Mackie

and

(1991)

believes that
sex-based inequality is grounded in society-wide
stratification . . . . Structured inequality involves
a process in which groups or individuals with
valued attributes
command a disproportionate
share of wealth,
power,
and prestige.
These
resources enable them to maintain and improve their
positions (p. 198).
Those

dominant

are

able

to

maintain

their

positions

by

exercising economic, political, and ideological control.
Patriarchal societies share the belief that women and men
should and do live their lives in separate spheres; men in the
public sphere of political and economic competitive activity
and women in the private sphere of home and caring . Although
this split is rarely absolute,

and refers to only a select

segment of the population, the assumption that it should occur
has shaped women's lives historically (Burt, Code,
1993).

&

Dorney,

Feminist analysis suggests that this public/private

dichotomy

is

contrived

to

maintain

the

patriarchal

power

structure. This role differentiation is common to all industrialized societies ; Mackie (1991) contends that the "assignment by all industrialized societies of the child-rearing role
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to women and the economic-provider role to men was seen as the
basis for most of the gender structures and their consequences
in modern society"

(p. 118). There is an expectation that the

home provides men with physical and emotional comfort, while
allowing

women

to

fulfil

their

"natural"

destinies.

The

important business of a society occurs in the public sphere;
the private sphere is the place for what are believed to be
insignificant and frivolous activities (Burt, Code,

&

Dorney,

1993). The implications of this dichotomy are clear; women
belong in the home, caring for their families. Anything that
limits that role is a direct challenge to the foundations of
society.
Al though

childbearing

and

reproduction

private sphere of home and family,

occur

in

the

there continues to be an

emphasis on their control by the male dominated public sphere.
Many poor and minority group women have yet to gain control
over their reproductive systems (Mackie, 1991), which leaves
all

women with

concerns

about

contraception

and

abortion

. access.
Of particular interest to this paper is the importance of
reproduction as it relates to the patriarchal oppression of
women. Reproduction "refers not just to conceiving and bearing
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children,

and giving birth,

but also to raising children,

ministering to the physical and emotional needs of husbands,
lovers and children, and caring for the elderly and the sick"
(Code, 1993, p. 20). These assumptions about women's role in
caring for the family have evolved into an ethic of family
living which tends to reproduce the patriarchal power structure, even though most Canadian families do not conform to the
model of female dependency on a male breadwinner
Evans

&

(Baines,

Neysmith, 1991) .

The ethics of modern motherhood are strongly tied to the
concept of women's caring; both caring for and caring about
their

children

and

ability to care for

families.

Women

their children,

are
for

judged

for

their

their ability to

labour for them in providing an appropriate environment, and
for their ability to produce children. Caring involves obvious
physical activities, such as diapering babies, as well as the
daily minutiae involved in family life. It also involves the
considerable emotional work of continually meeting the needs
of others. Thus, providing for the family often becomes an
additional role and responsibility for women. In fact, Swift
(1991) maintains that
it is a simple step to expand our expeq t ation of
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the mother to both provide and care, and we do not
often explore in any detail how she goes about
achieving a reasonable standard of living for her
children or how the work of caring is affected by
the disappearance of the father (p. 254).
It is most often poor women who absorb the costs of
caring, usually through dependence on a welfare system which
not infrequently serves to reinforce the negative aspects of
caring .
Baines, Evans, and Neysmith (1991) state that the family
is not only the locus of personal relationships, but also the
central arena of economic and power relationships.
A division of labour has evolved in which women
have the major responsibility for caring while men
take on the primary role of economic providers.
This general division of labour creates a socially
constructed dependency that, paradoxically for
women, is the consequence of providing care to
others, rather than the outcome of receiving care
(p. 12).
This expectation of women providing care is so strong that
when a woman chooses to terminate a pregnancy rather than to
care for a child, there is a strong sense that she is deviant
and in need of moral guidance.

Extra care for her is not

provided.
So much a part of our culture is this belief in womens'
role in caring for others that Gilligan (1982) found, in her
study of morality concepts in women,

that adolescent women
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frequently considered the meaning of abortion in terms of its
selfishness or lack thereof. Having an abortion was acceptable
only if done for unselfish reasons,

such as responding to

others' expectations, rather than a need for self-care.
Miller (1991) has also examined the issue of selfishness
and women.

She found that "A woman's using self-determined

power for herself is equivalent to selfishness, for she is not
enhancing the power of others"

(p. 204) The expectation that

women should enhance the lives of others at the expense of
their own is a strong part of the ideology of patriarchy.
O'Brien (1989)

suggests that in a patriarchal society,

women are valued primarily for their ability to give birth.
11

The production of an egg is not only considered an essential- _

ly feminine task, but the only significant thing we do. This
view of women as essentially breeders, preferably of healthy
children with clearly accredited fathers, is the quintessence
of patriarchal ideology"

(p. 27).

The reality of women's lives in a patriarchy, however,
often

leaves women without

the ability or desire to bear

children at a particular time in their lives, if ever. Bearing
a child involves significant physical, emotional, social, and
economic costs. "The ability to exert control over the inci-
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dence, timing, and frequency of child.bearing is often tied to
a woman's ability to control most other things she values"
(Sherwin, 1992, p. 103). If women are to free themselves from
male dominance, full control over their reproductive lives is
a necessity.
Women's freedom to choose abortion is further linked to
personal control of our own sexuality. Sherwin (1992) maintains that
Women's subordinate status often prevents them from
refusing men sexual access to their bodies. If
women cannot end the unwanted pregnancies that
result
then their sexual · vulnerability to
particular men may increase, because caring for
an(other) infant involves greater financial needs
and reduced economic opportunities for women.
pregnancy often forces women to become dependent on
particular men. Because a woman's dependence on a
man is assumed to entail her continued sexual
loyalty to him, restriction of abortion serves to
commit women to remaining sex1:1-ally accessible to
particular men and thus helps to perpetuate the
cycle of oppression (p. 103).
The demand for control of sexuality and reproduction is a
demand for freedom from the constraints of patriarchy with its
concomitant values of dependency and restriction of women.
This is not to suggest that there is an inherent and
necessary antagonism between women and men. Men as well as
women have experienced repression and abuse resulting from the
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power of patriarchy. There is an increasing awarene~s among
men in our society that current choices conflict with traditional patriarchal values and require a re-evaluation of their
role in power relations (Morra

&

Smith, 1995).

It is against the re-evaluation of sexual restraint and
freedom from unwanted reproduction that the language of the
anti-choice or pro-life movement is often set. In her analysis
of

the

(1985),

anti-feminist
states

that

movement
for

the

in

Canada,

pro-life

Karen

Dubinsky

moralist,

"female

sexuality, unleashed from ties to procreation and the family
is a scary,

powerful thing;

and it is indeed a

patriarchal control of the family"
opposed to

abortion often

long

for

(p.
a

threat to

28) . Those who are
return

to

the

less

complicated days of established hierarchy, where each person
had a fixed place. McDonnell finds that the "appeal of the
anti-abortion movement is powerful and complex, but on every
level it speaks to genuine fears - fear of change,
liberated sexuality,

fear of

fear of ambiguity and complexity,

that life has no value, fear of female autonomy"

fear

(p. 93).

Falik (1983) found that anti-abortion activists share a
set of values that are generally accepted as traditional and
that "reflect a desire to conform to traditional norms"

(p.
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67) . There is a strong belief in the

"primacy of parental

authority, the feminine mystique of motherhood,
family

structure"

discipline
parental

are
values

(p.

127).

important
and

Authoritarian

factors

nuclear

to

submission

ensure

family

the insular
and

transmitting

stability.

Maternal

responsibility is absolute. Custom and tradition support role
differentiation based on biological differences. Women may be
considered to be equal to men, but because of their differences,

should have different rights,

responsibilities,

and

obligations in accordance with stereotypes of gender prototypes.
The importance of these belief systems is their connection with policy making in a broad sense.
anti-abortion activists

also

shared

a

Falik found that

fear

of

increasing

government power and inclination to intervene in the "economic
affairs of individuals and corporations"

(p. 154). This leads

to a feeling of political and philosophical isolation and a
desire to hold back the perceived power of egalitarianism.
Taken together, these beliefs present a strong constraining
force against changing social policies and social roles.
The

traditional

ideology

expressed

by

anti-abortion

activists includes a belief in the inevitability of pregnancy

61
and child-bearing. Women are primarily wives and mothers; the
concept of an unwanted pregnancy is unthinkable. Pregnancy is
the natural result of decisions about marriage, commitment to
the nuclear family structure, and maintaining the status quo
in roles and relationships (Falik, 1983).
Patriarchy carries an authoritative set of assumptions,
beliefs,

and theories to support it. A basic assumption is

that women must take primary responsibility for the protection
and nurturance of human life and the meeting of basic human
needs

(Bricker-Jenkins

Hooyman,

&

1986).

Gender roles are

predetermined and there is little or no allowance for those
who stray from traditional confines. It is from within this
belief system that women seek abortions. The provision of preabortion counselling as a routine matter,

I believe,

feeds

into these patriarchal assumptions about motherhood and the
role of women.
Liberal Democratic Capitalism

As well as the critique of patriarchy, feminist political
· discussion has
democratic

often

involved an analysis

paradigm as

(Bricker-Jenkins

&

I

am discussing

Hooyman,

1986;

Elliot

Flammang, 1983). George and Wilding (1985)

it
&

of
in

the

liberal

this

paper

Mandell,

1995;

in their analysis
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of the welfare state of the late twentieth century refer to
this dominant ideology as "reluctant-collectivism"

(p. 44).

The fundamental social values of the reluctant-collectivists
are freedom or liberty, individualism, and competitive private
enterprise

(George

Wilding,

&

1985;

Mullaly,

1993) .

These

"values tend to be conditional and to be qualified by their
intellectual pragmatism"

(George

&

Wilding, 1985, p. 44).

The primary or basic value is freedom of the individual.
Certain

freedoms

worship,

speech,

or

liberties

writing,

are

essential:

study and

teaching,

"freedom of
freedom

of

assembly and association for political or other purposes,
freedom of choice in occupation and freedom in the management
of

a

personal

Pragmatically,

income"

( George

&

Wilding,

19 8 5,

p.

4 6) .

some freedoms are considered more important

than others and some restrictions on freedom are important in
the

pursuit

of

other

goals..

Freedom

in

this

world

view

includes freedom from "Want, Squalor and other social evils"
(p. 4 7) .

Liberals have a

strong belief in individualism,

free

enterprise and self-help. These values enhance the exercise of
personal

choice

(George

&

Wilding,

1985) .

Any government

action should maximize individual welfare and self-interest
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and

remove

obstacles

to

self-sufficiency.

Mullaly

(1993)

states that liberals "measure the total well-being of society
by simply summing up the well-being of all individuals in that
soci e ty"

(p.

66).

Society

is

viewed

as

a

collection

of

individuals, rather than a stratification of classes. According to Mullaly (1993), this absolves people from obligation or
responsibility

for

collectivity or

others,

as

community.

there

is

Anything done

little
for

sense

of

deprived or

disadvantaged people is done on "the vagaries of charitable
and paternalistic whims of others"

(p. 66) .

. Inequality is an important aspect of liberal capitalism
as it leads to economic rewards or punishments in the marketplace

depending on

individual.

However,

reduced (George

&

the

amount

this

of

effort

expended by the

inequality could and

should be

Wilding, 1985, p. 48) by government inter-

vention. This is tempered by a belief in equality of opportunity and equality b efore the law. Because these equalities
exist, failure of an individual in society occurs because he
or she did not take advantage of available opportunities.
The basic organizing structure of society is free market
enterprise, or capitalism, which requires judicious regulation
and control

from government

in order to function

for

the
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benefit of all.

This belief in government

intervention is

based on a strong sense of humanism (George & Wilding, 1985,
p. 45; Mullaly, 1993, p. 64), acknowledging that capitalism is
hurtful for many. Liberals believe that,

although there are

many problems that result from capitalism, these are technical
in nature and can be regulated by government action (Mullaly,
1985). Interventions will be "symptom-focused and ameliorative
rather than structural"

(p. 68). The basic nature of capital-

ism should remain unchanged; no systemic changes are needed to
overcome the root causes of inherent instabilities. Only finetuning is needed to counteract the impact on individual lives.
Political beliefs in liberal ideology are founded upon
representative democracy and pluralism.

Elected representa-

tives participate in the day-to-day business of government,
with control of the process dependent upon competition between
people running for office.
people

who

elect

and

Ultimate control rests with the

hold

accountable

a

representative

government (Mullaly, 1993, p. 68). Liberals believe that in a
representative democracy, political power is balanced between
competing interests so that no one group dominates. There is
a belief that ''democracy is the only way of resolving differences

peacefully,

that

it

is

an

important

safeguard

of
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individual liberty, and that it is the best way of educating
people about public affairs"

(George

&

Wilding, 1985, p. 30).

Social problems result from "instrumental or technical
flaws in the capitalist system that cause personal disorganization for some people"
system

inherently

(Mullaly, 1993, p. 71), as the market

fails

to

meet

the

basic

needs

of

some

individuals. Weaker members of society may succumb to stresses
or problems beyond their control and then require "care, cure,
and protection"

(p. 71). When this occurs, the solution is to

fine-tune the interdependent social systems that have been
upset and to restore equilibrium.

This may involve either

personal or system change or both, but must include accommodation to the status quo

(Mullaly,

1993) .

Most

importantly,

individuals remain the central unit of analysis and change,
rather than -class, race, or gender.
Feminist Thought and Liberal Capitalist Ideology

Mainstream feminist theory (Flammang, 1983, p. 40)

has

been criticized in recent years for drawing its major concepts
from liberal theory.

There has been an understanding that

women could be as successful in public life as men if only the
playing field was level, if there were equal opportunities for
women

(Code,

1993; Elliot

&

Mandell,

1995;

Flammang,

1983;
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Mackie, 1991). "Liberal feminists view discrimination placed
on women as a group as unjust because it deprives women of
equal

opportunities

for

pursuing their own

self-interest"

(Mackie, 1991, p. 256). It is not the foundations of society
that are challenged, but the lack of legislative measures that
would ensure equality.

Mackie

(1991)

suggests that because

contemporary liberal feminism does not advocate the overthrow
of

Canadian

society,

it

has

become

the

public

voice

of

feminism that has increased public awareness and brought about
important changes. Code
"deplore

the

informal

biological determinism,

(1993)

finds that liberal feminists

discrimination,

with

its

roots

in

that is generated by the assumption

that women are not suited to certain kinds of work, or that
they are especially suited to other ... kinds"

(p. 37). The

aim of liberal feminists is to free women from their dependent
status in patriarchal society.
Traditional

definitions

of

power

are

cental

to

the

feminist critique of liberalism. "Liberal feminists see power
as potential, that is, the opportunity to gain access to key
decision-making

positions,

economic institutions"

primarily

in

governmental

and

(Flammang, 1983, p. 41). Denied access

to power is seen as morally wrong and destructive to society.
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Once power is available to women as a group, then the individual woman is responsible for benefiting from the opportunities
available to her.
The critics of liberal feminism suggest that

"reforms

have not been shared equally by all women because changes have
not

addressed

(Elliot

&

issues

of

socially

structured

inequality"

Mandell, 1995, p. 8). Eichler (1985) discusses the

difficulty of separating capitalism and patriarchy, suggesting
that they are two parallel and equally important forces in
history. She questions which has primacy. Elliot and Mandell
(1995)

also

assert

that

liberal

feminists

maintain

the

distinction between public and private spheres while failing
to

analyze

the

public/private

interconnections
dichotomy

leads

thinking about gender roles.
reformulate

between
to

them.

continuing

Liberal feminists

This

rigid

dualistic
attempt

liberalism by altering the patriarchal

to

family

while redeeming the promises of liberalism for women as a
group (Flammang, 1983).
Liberal feminist ideology has also been criticized for
the impact it has on individual work with social work clients.
Stere

(1986)

in her work with "assertiveness training" has

examined the pitfalls that may arise when women are expected
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to copy a masculine style of assertiveness. She suggests
assertiveness training groups could be described as
'masculinity-training' groups in which women are
taught direct,
concise,
'rational' methods of
conveying messages and learn a 'bill of individual
rights' that may lead to feelings of inadequacy for
having a keen sensitivity to others (p. 41).
A danger of liberal feminism is the possibility of further
devaluing feminine traits while seeking equality in a patriarchy that values masculine traits. As models for examining
barriers

to equality of

opportunity are

developed,

it

is

important not to embrace them just because they are the only
models available to us (Hutchison, 1986; Miller, 1991).
Falik (1983) states that those espousing liberalism share
a belief in both equality of opportunity and condition, and
also an increasing fear of wealth concentration. In addition,
government intervention is thought to be necessary in order to
solve social problems. She found a belief that
(1) politics is a positive instrument; (2) governmental programs can be instrumental in achieving a
collective solution for socio-economic problems;
and (3) the production aspects of our society are
to be redesigned and reorganized to serve the needs
and interests of the 'people' (p. 162).

In her sample, ninety-two percent of the pro-abortion activists studied were liberal in their ideology. The other eight
percent were conservative, espousing traditional beliefs about
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a number of social service issues.
Clearly,

the

interacting paradigms

of

patriarchy and

liberal democratic capitalism have had an incredible impact
not just on the ways in which women and men interact in their
daily lives, but on the very ways in which we think about our
actions and reactions in the patterns of everyday life. Guba
and Lincoln (1994) state that
A paradigm may be viewed as a set of basic beliefs
(or metaphysics) that deals with ultimates or first principles. It represents a worldview that defines,
for its holder, the nature of the "world," the
individual's place in it, and the range of possible
relationships to that world and its parts, as, for
example, cosmologies and theologies do. The beliefs
are basic in the sense that they must be accepted
simply on faith (however well argued); there is no
way to establish their ultimate truthfulness (p.
107) .

In a patriarchy, the basic belief is in a rigid stratification
of roles and positions within society. That which is masculine
has been seen to be clearly superior and of greater importance
than that which is feminine . Liberal capitalism denies that
rigid

stratification

of

groups

exists,

and

assumes

that

inequality is a result of individuals failing to take advantage of opportunities presented.

Feminist liberals seek to

adjust the rigidity of gender roles, while at the same time
increasing equality of opportunity and increas ing access to
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power by women.
Abortion in Clinical Theory .

In order to understand the legitimation of pre-abortion
counselling in a

free-standing agency outside the medical

establishment,

examined a

clinical

I

literature

that

representative

discusses

sample

abortion.

of

Three

the
main

research themes are apparent in these studies of women and
abortion:

(1) possible emotional or psychological trauma that

may result from having an abortion;

(2)

an apparent search for

pathology in women who have abortions; and

(3)

professional

responses that can prevent or alleviate negative outcomes,
such as depression, anxiety, regret, or guilt. There is also
an important body of work that
existing literature,

reviews and critiques the

in terms of methodology and inherent

assumptions.
There is a "watershed" in the research literature, situated in the mid nineteen seventies following the liberalization of abortion laws in Britain and North America. David
(1972) argues that in the literature prior to that time "there

is

undue

reliance

on personal

impression

of

professional

workers and a near total lack of empirical studies"

(p. 61).

The literature subsequent to legalization was increasingly
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based on large samples using improved methodology. The early
literature seems to have frequently been motivated by political debates,

with writers attempting to prove or disprove

their individual stance on the legalization of abortion. The
later writings tend more to be more empirically focused.
Psychological Outcome Literature

The ideological basis for much of the early literature
about abortion can be traced to the influence of Freud. He
assumed

that

normal

female

development

required

passage

through the Oedipal crisis and subsequent penis envy, finally
transferring the wish for a penis into the wish for a child.
Rejecting the wish for motherhood therefore signifies abnormal
psychological adjustment, and abortion seeking indicates that
a woman is maladjusted (Zimmerman, 1977).
In looking at the literature written before the midseventies, it must be remembered that the abortions being discussed were illegal 99% of the time. In addition to methodological errors,

this fact alone will

impact both clinical

impressions and the sequelae discovered. Simon and Senturia
(1966), in a review of the literature from 1935 to 1964 state
that,

"Since

therapeutic

directly involve

religious,

abortion

raises

political,

problems

social,

that

and phi lo-
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sophical values,

it is not surprising that the

takes on the quality of a debate"

literature

(p. 378). They found that

the papers they reviewed ranged from the suggestion "that psychiatric illness almost always is the outcome of therapeutic
abortion to its virtual absence as a
cation"

postabortion compli-

(p. 387).

Further, this literature was dominated by the psychiatric
profession, by virtue of the psychiatrist's role as gatekeeper
to

abortion

services,

in

those

few

instances

when

legal

"therapeutic" hospital abortions were performed. Illsley and
Hall

(1978)

suggest that psychiatry "has been the dominant

discipline concerned in past research about the psychosocial
aspects of abortion"

(p. 13). As a result, changes in theor-

etical, conceptual, and methodological bases have influenced
the approach taken to research. Terms have been unclear and
"problems of interpretation are complicated by the fact that
the criteria for diagnostic judgments are not usually spelled
out

or

validated

by

independent

observers"

(p.

13) .

The

tendency · was to pathologize both abortion and the women who
seek to terminate a pregnancy for any reason. "In restrictive
systems, persons who penetrate the control barriers to obtain
an abortion must automatically be regarded as "deviant", being
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a highly selected group with strong motivation, exceptional
social situations, or overt severe pathology'_' (p. 12) .
Common shortcomings in the papers reviewed by Simon and
Senturia

(1966)

included:

(1)

sample selection that ranged

from self-selection to the deliberate omission of women with
some

diagnostic

categories;

(2)

no

preexisting psychiatric conditions;
distinctions between spontaneous,
abortions;

(4)

attention was
(3)

paid to

the failure to make

illegal,

and therapeutic

the retrospective nature of the studies;

the elapsed time between abortion and follow-up;

(5)

(6) lack of

clarity about methods of evaluating the psychiatric status of
patients;

and

(7)

studies done in countries with different

laws making it difficult to transpose results from one country
to another (pp. 387-388). They found that much of the literature reflected the biases of the authors, rather than presenting

an

analysis

of

actual

events.

"Deeply held

convictions frequently seem to outweigh the
data, especially when conclusions are drawn"
Fleck

(1970)

examined

the

literature

personal

importance of
(p. 387)
for

"a

guideline for the psychiatrist eager to inform himself"
(p.

43).

In his opinion,

secure
[sic]

abortion is but one type of very

invasive surgery performed on women routinely,

and the only
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one for which there is concern about psychic trauma. Further,
"Post abortion psychosis is virtually unknown, and if abortion
were as

traumatic a

correlated event

as

term delivery we

should see at leat 1000 postabortion psychoses per year"

(p.

44), which was not the case. In his opinion, traditional myths

were interfering in the rights of women to decide on their
readiness for motherhood (p. 49).
David (1972) foresaw that the liberalization of abortion
legislation would present the opportunity to systematically
study the effects of abortion, consider the role and training
of abortion counsellors, and to develop an easily administered
test to predict which women are at high risk for psychological
sequelae (p 63). He also found "considerable need to study in
depth the attitudes of medical and paramedical personnel to
sexuality, family planning, contraception, and abortion"

(p.

64) and suggested that sensitive research was required in this
area as well in order to enhance the awareness and skill of
physicians performing the procedure.
Exemplifying the
(1966)

methodology that

found problematic

is

an article

Simon and Senturia
by Mccraw

(1989),

although it was written much later than those to which Simon
and Senturia referred. Mccraw cites a retrospective account of
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one woman's experiences, with no indication of the legality of
her abortions, when during the pregnancy they occurred,

the

type of procedure used, or the existence of any pre-existing
psychiatric conditions. The author, a psychiatrist, suggests
that his patient's use of the term "pain" in reference to a
sigmoidoscopy,
use

rather than "discomfort", and other language

indicates · that

her

obsessive-compulsive

disorder

is

related to her three abortions (p. 274). He generalizes from
this,

suggesting that it might be appropriate to urge some

women not to have abortions.
Osofsky and Osofsky
large

research

studies

(1972)

presented one of the first

following

the

liberalization

of

abortion law in New York. They found that "markedly negative
findings are rare" (p. 54) in the period immediately following
the surgery. A large part of the study was the relationship of
demographic to psychological variables.
Subsequent studies, primarily in Britain and the United
States,

of

psychological

or

emotional

outcome

following

abortion examined anxiety and depression (Fingerer, 1973), any
psychiatric sequelae (Lask, 1975), emotional responses (Adler,
1975; Turell, Armsworth,
(Ashton,

1980;

Greer,

&

Gaa, 1990), psychosocial adjustment

Lal,

Lewis,

Belsey,

&

Beard,

1976;
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Handy, 1982), attributions and expectations (Major, Mueller,

& Hildebrandt,

1985),

attitudes and adjustments

(Burnell &

Norfleet, 1986), psychiatric admission to hospital (Andersen

& Rasmussen,

self-blame and self-efficacy (Mueller &

(1986)

Major,

1989),

grief

Zierk,

1992),

and

Major, Roth, Russo,

(Peppers,

1987),

psychological
&

well-being

responses

(Russo

(Adler,

&

David,

Wyatt, 1990). The weight of the evidence

from these studies indicates that severe negative reactions
following legal, first trimester abortions are rare. In fact,
"For the vast majority of women, an abortion will be followed
by a mixture of emotions,

with a predominance of positive

feelings. This holds immediately after abortion and for some
time afterward"

(Adler, et al, 1992, p. 1202).

Women Who Have Abortions

Predicting which women may have severe negative reactions
to abortion is the purpose of a further body of literature.
The presence or absence of social support is one important
determinant (Bracken, Hachamovitch,
Follingstad, Harley,

&

&

Grossman, 1974; Moseley,

Heckel, 1981). Payne, Kravitz, Notman,

and Anderson (1976) concluded that the factors which predict
some difficulty in resolution include: a previous history of
mental illness, immature personal relationshi~ s, an unstable
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relationship with lover, a history of negative relationship
with

mother,

strong

ambivalence

to

the

abortion,

and

a

cultural background with negative attitudes to abortion and
sexuality.
Other studies have searched for commonalities in women
who seek abortions.

There seems to be an attempt to path-

ologize those women. Researchers have studied moral reasoning
(Foster

&

Sprinthall,

1992),

subtle

contraceptive unreli-

ability and its relationship to personality factors (Lehtinen
&

Niemela,

attributes

1985),

sex guilt

(Freeman,

1976),

(Gerrard,

1976),

self-esteem,

personality

alienation,

psychopathology (Athanasiou, Oppel, Michelson, Unger,
1973),

and psychopathological personality patterns

1971) .

None

of

the

empirical

studies

&

and

Yager,
(Biele,

identifies

psychopathology as an underlying factor in abortion decisions.
As approximately 100,000 Canadian women have abortions each
year

(Statistics Canada,

1992),

it seems that pathology is

more a myth than a reality.
Professional Response To Abortion

Following the

legalization of abortion in the United

States and liberalization in Canada in the late 1960's and
early 1970's, professionals in both countries began offering
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counselling services, based on a crisis intervention model, to
meet the needs of women seeking abortions~ These services are
based on the assumption that "abortion evokes strong emotional
reactions in many people"
p.

205)

(Smith, Veolitze,

&

Merkatz, 1971,

Although there were attempts to examine their work

empirically, much of the literature is more descriptive of the
work of the writer than explanatory of the current needs of
women.
The goals of the pregnancy or abortion counsellor have
been variously described as informing clients of their rights
to

abortion,

other

options

contraceptive counselling
and making referrals
peutic

value

of

and

(Smith,

resources

available,

and

1972); locating resources

(Brashear, 1973); promoting the thera-

mandatory

consultation

(Friedman,

1973);

providing a forum for reflection and education about contraception (Simms, 1973); providing factual information about the
procedure
support,

and
help

how
in

to

access

decision

the

service,

making,

psychological

aftercare

needs,

and

attempting to determine possible severe disturbances needing
specialist

care

(Hildebrand,

1977);

examining

emotional

reactions, available procedures and alternatives, and issues
around the decision

(Kahn-Edrington, 1979); education about
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effective
(Kaminsky

use
&

of

contraceptives

and

emotional

support

Scheckter, 1979); exploring social, emotional and

physical ramifications, mobilizing personal resources, values
and

issues

informing

clarification,

about

alternatives,

resource availability,

improving contraceptive use,

with

and providing

decision making,

resolution

(Urman

&

follow-up

helping

for

crisis

Meginnis, 1980); helping with decision-

making and clarifying options (Hare
ing overall adjustment

(Schmidt

&

&

Heywood, 1981); improv-

Priest, 1981); clarifying

the meaning of the pregnancy and values clarification (Armsworth, 1991); and enabling the client to take responsibility
for decisions and providing information and referrals (Garneau,
1993).

A common theme seems

abortion
providing

professionals
birth

to

control

to be the perceived need · for
prevent

education

further
and

abortions

encouraging

by
more

reliable contraceptive use.
These papers are based on clinical impressions. There are
few empirical studies. Improvements could be made by comparing
outcomes based on amount or type of counseling provided or by
using longitudinal studies with or without comparison groups.
The counselling literature is similar to the early abortion
literature in the ease with which conclusions are drawn based
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on the deeply held personal convictions of the ·authors.
De Cuir and Stites (1982) state that the crisis-support
model discussed by many authors is outdated given the availability of abortion. They suggest that a challenge model of
counselling could be more helpful in resolving ambivalence,
one of the key determinants of negative sequelae.

Another

recommendation is that contraceptive teaching occur at a post
abortion appointment when the decreased stress makes understanding and retention less difficult.
Abortion Counsellors

The staff of abortion counselling services have also bee·n
subjected to analysis. Dauber (1974) presented a demographic
profile of abortion counselors which shows that workers were
similar to the clients with whom they worked.
were

sexually active

and of

The majority

child-bearing age.

None

were

formally trained academically for this particular job.
Several studies (Gibb

&

Millard, 1982; Joffee, 1978; Roe,

1989) have examined the attitudes of professionals in abortion
work. Their attitudes and expectations may reflect the culture
in which they live; their ambivalence cannot help but impact
the quality of care provided to clients.
Joffe (1978), in her study of abortion workers who both
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interview clients and assist during the abortion, discusses
abortion work as "dirty work"

(p. 119): physically repellent,

symbolically degrading, morally dubious, and yet heroic, for
social service professionals.

In her sample,

the themes of

counsellor expectations included "a positive response to the
"sober"
cool"

client,

a

corresponding discomfort with the

or cynical client,

"over

and anger toward "repeaters"

(p.

118). There is a belief that abortion decisions should not be
taken lightly and that clients should take the opportunity of
pre-abortion counselling to discharge buried emotions.
Roe (1989) explored the situated experiences of abortion
workers. She found that a range of definitions about abortion
imputed specific meanings to the abortion, what was aborted,
the

woman,

the

nature

of

the

work,

and the

role

of

the

professional. This range of definitions engenders ambivalence
about abortion even in those most committed to a pro-choice
stance. The social causes of this ambivalence should not be
ignored, either by the agencies involved in abortion work or
by the professionals themselves. Ambivalence - on the part of
professionals may be a constraining factor in the adequacy
with which they engage in their work.
Gibb

and Millard

( 1982)

compared

the

perceptions

of
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abortion counsellors with those of their clients with regard
to the attribution of internal or external control in abortion
requests.

The perceptions were disparate,

with counsellors

believing that clients were more externally controlled than
clients believed about themselves.
Seldom have clients been asked about their perceptions of
pre-abortion counselling. What are their needs, what do they
expect or hope for, how much do they need, why do they come?
Allen

(1985),

in a large study in England,

asked pro-

fessionals involved in abortion work and the women who had
abortions about the importance of counselling. Seventy five
percent of professionals thought that counselling was very
important. Only 17% of the client sample said that more counselling

should be

provided;

many people

did not

want

to

discuss their decision with a professional at all.
Implications of the Literature

The clinical literature suggests that the outcomes of
abortion are
- necessarily

neutral,
a

crisis.

counsellors make

even favourable;
However,

the

that

writings

there
of

is

not

abortion

it seem obvious that women should be

in

crisis when faced with an unwanted pregnancy. Ambiguity around
abortions is very intense in our society, and perhaps within
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the women who choose to terminate pregnancies. There are more
than 100,000 (Statistics Canada, 1992), p. 15) legal abortions
each

year

in

Canada

and

many

women

voluntarily

seek

counselling before the procedure.
As the tension between the pro-choice and pro-natalist
ideologies increases, with clinic bombings and shootings of
abortion workers,

the impact on women choosing to limit the

numbers and timings of their children could be intense. Social
work practitioners will be faced with the problems of assisting women to understand and determine for themselves the best
solution to an unexpected problem. Initial research in England
(Allen, 1985) suggests that women often prefer not to talk to
professionals about their decision.
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CHAPTER FOUR
Family Planning Policy in Canada

The regulation and provision of information, devices, and
procedures that can be used to limit birth or plan the size of
one's family in Canada has been the responsibility of three
levels of government, in addition to the agencies which have
responsibility for direct service to individuals. Although I
am primarily concerned with the issue of abortion rather than
family

planning

in

its

broadest

sense,

the

question

of

abortion counselling must be considered within the broader
context both historically and currently.

For more than one

hundred years of Canadian history, both abortion and contraception were regulated under the Criminal Code of Canada. In
1969, section 150 (2) (1) prohibiting the sale or advertisement
of contraceptive devices, medicines, instructions, or articles
was removed from the criminal code, but abortion continued as
a criminal offence until 1988.
Family planning services have been provided federally
under the cost sharing provisions of the Canada Assistance
Plan and Health and Welfare Canada since 1971. At the provincial

level,

family planning has been provided by

funding

various services under the Alberta Health Care Insurance Plan
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and Alberta Family and Social Services. Decisions regarding
provision of services are considered primarily medical

in

nature and are dependent upon local services and individual
physicians.

At the local or municipal level,

provision of

services which are considered to be both preventative and
social in nature are funded through cost sharing agreements
among all three levels of government. The municipality decides
on the nature of the preventative services it will support by
funding local agencies. In addition, family planning services
are dependent upon the volunteer boards of directors that
administer (partially)

funded programs of direct service to

(primarily) women. It is through the interaction between these
levels of government and the direct service agencies that
individual

lives

are

directly

impacted

by

public

policy

decisions.
Federal Policies

The Report of the Royal Commission on the Status of Women
(1970)

stated

that

"The

scientific

control

of

the

human

reproductive function is one of the most important developments of this century"
other consequences,
freedom,

helps

(p. 275). They suggested that, among

reproductive control increases personal

with

sexual

adjustment,

and

reduces

the
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"tyranny of natural forces over human beings"

(p. 275). They

acknowledged that birth control had been a social issue for
Canadians, as "families with higher education and in higher
income brackets have had easy access to birth control methods;
the poor and less well-educated have not"
As a result of their findings,

(ibid).

the Report recommended

that "birth control information be available to everyone"
279)

(p.

and that the Department of National Health and Welfare

make birth control information available free of charge, give
financial

assistance

to

workers

in

family

planning,

and

organize family planning clinics to ensure that everyone could
have

access

to

family planning

(pp.

279-280).

The

Report

recommended clarification of the criminal law so that · nontherapeutic

sterilization

could

be

performed

by

medical

practitioners at the request of their patients without fear of
criminal

prosecution

(p.

281) .

It

also

recommended

that

abortion be provided on request up to and including the first
twelve weeks of pregnancy, and that after twelve weeks, availability should be conditional.
The federal government responded favourably to the first
two

recommendations.

Consultant

to

the

Mrs.

Cenovia

Addy,

Social

Family Planning Division of

Services

Health and
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Welfare Canada, reported that
The federal government became active in the field
in 1970 when, in response to public demand, and in
particular to the recommendations of the Royal
Commission on the Status of Women
[they]
announced a program of information, training and
research in family planning. In January 1972 the
Family Planning Division was created to provide a
centre of responsibility for the program (1974,
p. 3) •
The

Program was

administered on

the

Welfare

side

of

the

Department, recognizing that birth control is used primarily
for social and economic reasons rather than maternal and child
health reasons. It is interesting to note the definition of
family planning used by Addy:
Family planning is the knowledge and means that
enable couples to plan the number and spacing of
their children. 'Knowledge' encompasses sex education in its broadest sense, and includes an understanding of anatomy, sexual functioning, conception
and contraception. 'Means' include public information, clinical services, counselling, a range of
contraceptive measures and assistance regarding
genetics and sub-fertility. It does not include
abortion (emphasis added) (1973, p.2).
Although abortion was legal when the Family Planning Division
was

formed,

approved,

it

provided a
was

not

therapeutic abortion . committee had
considered

as

a

legitimate

family

planning alternative.
The federal government role was "to stimulate, encourage
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and enable the provinces to develop services 11
p.5)

(Addy,

1973,

as the provinces are constitutionally responsible for

health, welfare, and education. At that time, federal aid to
family planning was also available through federal-provincial
cost shared programs, including the Canada Assistance Plan and
medical and hospital insurance plans. Additional funding for
family planning projects was available through Local Initiatives Programs and Opportunities for Youth grants. In 1972/73,
about $300,000 in LIP grants were awarded to family planning
projects (Tooley, 1973, p.5).
Dr.

Tooley,

Director of the Family Planning Division,

stated that the program was based on a reciprocal federalprovincial relationship in which the federal government would
influence provincial action which in turn would be modified by
provincial experience. The ultimate aim of the program was the
11

improvement of the physical,

mental,

social and economic

well-being of individuals and couples" (Tooley, 1973, p.6) and
not the influence of family size or population growth. This
goal would be accomplished through providing· Canadians with
the means and knowledge to make informed choices about the
number and spacing of their children.
At the same time, Dr. Tooley questioned the possibility
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of providing ready access to services for all Canadians on an
equal footing when financial barriers to medical care still
existed and when services in rural areas were still difficult
to access (ibid, p.6). Inadequately trained professional and
volunteer staff were also seen to prohibit the provision of
appropriate services. A major problem seen by Dr. Tooley was
the lack of sufficient funding to maintain long term services.
Available

funding

included

Family

Planning

Grants

which

provided seed money for up to three years provided another
source of funding would be available. Local Initiative Program
and Opportunities for Youth provided very short term funding.
Some specific family planning services were available
under

federal-provincial

programs.
planning

cost

shared

health

and

welfare

The Medical Care Program provided insured family
services

including

physicians'

consultations

and

provision of I.U.D. 's, diaphragms, and oral contraceptives and
the surgical procedures of vasectomy and tubal ligations. The
Hospital Insurance and Diagnostic Service Program provided
- medically

necessary

family

planning

services

at

approved

hospitals, but the costs of contraceptive devices and drugs
were not covered when provided on a take-home basis
Team Report, 1985).

(Study
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However,

much of this funding was fragmented;

similar

services provided by different professionals were funded by
different

federal

programs.

By 1978,

for

example,

family

planning services which were provided by physicians or in
hospitals were not covered by CAP funding (Study Team Report,
1985), although the same services were funded if provided by
a

social

worker.

For

those

people

meeting

provincially

prescribed needs tests, the costs of services not covered by
Medicare or Hospital Insurance could be covered by the Canada
Assistance Plan if a program was in place to provide them. Of
course

these

funding

sources

provided

only

the

cost

of

professional personnel providing family planning services. The
non-medical family planning clinics operated by volunteers
were not specifically funded by any program.
Planned Parenthood Federation of Canada,

the main non-

government organization concerned with family planning and
birth control, received the bulk of funding available from the
Family Planning Division. These funds were divided between the
dissemination of information and the creation of local and
provincial associations

(Hepworth, 1975, p.50). As a conse-

quence of the

funding opportunities,

lack of

there was a

recommendation that "voluntary agencies should confine their
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service activities to information, counselling and referral"
(Tooley, 1973, p.14).
In April 1985,

the Family Planning Division was dis-

banded, ending direct federal funding for these activities. At
that time, funding for Planned Parenthood Federation of Canada
was cut by 12.5% and funding for Serena was increased by the
same amount (Planned Parenthood Foundation, 1995). Serena is
a

family planning organization promoting sexual abstinence

during the most fertile days of a woman's menstrual cycle as
a viable alternative in birth control.
Between 1969 and 1988, abortion was permitted in Canada
only when approved by a therapeutic abortion committee (TAC),
that i .s , when
a qualified medical practitioner has received a
certificate in writing from a therapeutic abortion
commit tee of an accredited or approved hospital,
consisting of not less than three qualified medical
practitioners, that the continuation of a pregnancy
would, or would be likely to, endanger the life or
health of the pregnant woman (Hepworth, 1975, p.l).
The medical profession maintained its role as gatekeeper
to abortion and family planning policies in Canada. This was
a role that the Canadian Medical Association was not entirely
pleased to accept.

In a policy statement in 1974,

the CMA

stated that "physicians ... cannot and should not be expected

92
to provide all the answers to the myriad of related issues"
(Hepworth, p. 128) regarding abortion. The statement concludes
that "the solutions to the controversy and problems surrounding abortion rests in responsible family planning ...

with

free access to active medical consultation counselling" (ibid,
p.134).
Funding for abortions performed in hospital was covered
under the Medical Care Act which went into effect in 1968. All
"medically

required

services

individuals who were insured"

provided

by

physicians

for

(Badgely, 1977, 389) were to be

covered. By 1975, only Alberta and Nova Scotia allowed extra
billing

for

participated

abortions
in

the

when

Medical

performed
Care

by

program.

physicians
In

expected and actual rates of extra-billing for

who

comparing
abortions,

women were found to be extra-billed more often than expected
in 5 out of 8 provinces and most likely in the sixth province.
This practice was most likely to occur in Alberta

(Badgely,

1977, p. 397).
Hepworth (1975) noted that there was a steadily increasing demand for abortions despite "efforts on the part of both
government and voluntary organizations in the family planning
field to emphasize that therapeutic abortions should not be
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regarded as a means of birth control"

(p.

56) . The Family

Planning Federation adopted a resolution in 1972 to recommend
that all mention of abortion be removed from the Criminal
Code,

with the understanding that the Federation "does not

consider abortion as a method of family planning nor as a
method of contraception but rather as an absence or failure of
planning"

(Hepworth,

1975,

p.

51).

The

Federation

also

resolved that when abortion was contemplated, "counselling and
contraceptive instruction and services should be available
both before and after the procedure"

(ibid).

As policies can also include refraining from action (Pal,
1992),

it should be noted that no attempt has been made to

introduce federal policies aimed at increasing the availability of family planning services in its broadest sense. Despite
the Badgely report documenting the uneven accessibility of
abortion in different regions of the country,
still unavailable or difficult

to

access

abortion is

in many places.

Prince Edward Island provides no abortions at all,
procedure

is

seldom performed and difficult

to

and the

access

in

Saskatchewan, the Yukon, and North West Territories (Statistics Canada, 1992). In addition, there has been no attempt to
encourage or enable the testing or marketing of RU 486 or
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other

possible

abortions
(Sturr,

as

post-conception

has

1993) .

occurred

In fact,

alternatives · to

in France,

Brit~in,

surgical

and Sweden

even the so-called "morning after"

pill is neither widely available nor familiar even though it
has been available for many years. Some doctors refuse to prescribe it,

and many women are unaware that it is an option

following unprotected

intercourse

(personal

communications

with clients, 1989-1992).
Provincial Policies

Alberta was one of four provinces to "encourage family
planning activities prior to 1969"

(Addy,

p.

2).

In 1972,

Alberta became even more active in the family planning field.
Addy notes that
In
1972
Alberta
formed
a
family
planning
coordinating
committee
to
set
priorities,
coordinate family planning activities and review
applications for family planning grants. Alberta
has also encouraged local health units to apply for
family planning grants to set up experimental
services. The Family Planning Division has funded a
number of these projects. Alberta has also received
a grant to employ a nurse and a physician as departmental consultants in family planning (ibid, p.7).
Local public health units operated the family planning service
of the department of health and social development starting in
1969. The official objective was "to assist people over the

95
age of 18 in spacing and determining the number of children
they have"

(Hepworth, 1975, p. 20). All clients were inter-

viewed by a social worker and/or a nurse.

The service was

offered only in urban areas and it was officially recognized
that only limited service was available, with little or no
community outreach. By 1975, the program was receiving federal
funding, but did not qualify for Canada Assistance Plan cost
sharing because the number of low income clients could not be
identified

( ibid,

p.

21) .

These

services

continue

to

be

provided on a provincial basis by local Health Services (CBCA,
1993, 1994) .
However,

by 1987, Alberta had become less inclined to

participate in a full range of family planning services. Birth
control counselling, the provisions of birth control devices,
and sterilization procedures such as tubal ligations,
tubal reconstruction,

vasectomy,

mid-

and gastroplasty were de-

insured under the Alberta Health Care Insurance Plan, although
following
returned

public
to

fully

outcries,

these

insured status

services
(Brodie,

were
1992;

quickly
Gavigan,

1992). In 1988 following the Morgentaler decision, the Alberta
Ministry of Health · stated that provincial health insurance
would cover only the costs of abortions approved by thera-
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peutic abortion committees of physicians. This position was
subsequently modified to require only a second opinion that
the procedure was necessary (Gavigan, 1992). The physicians'
fee

schedule

for

performing

abortions

was

also

modest,

presenting a financial disincentive to the service (Gavigan,
1992; Martin, 1988). Until 1993, many local provincial health
units failed to provide abortion referrals (CBCA, 1993). CBCA
saw clients from around the province,

making referrals to

Calgary hospitals for women from as far away as Fort McMurray
and Medicine Hat. Abortion services are still not provided in
many provincial hospitals.
Abortions are performed in Alberta hospitals up to 12
weeks and six days of pregnancy, counting from the first day
of the last menstrual period.

If women are unsure of that

date, a physician can perform a routine pelvic examination to
establish the approximate stage of pregnancy. For women with
Alberta Health Care coverage these services are fully insured;
there is no cost.

Abortions after twelve weeks

and up to

twenty weeks are only available at the free-standing private
clinics in Calgary and Edmonton. When abortions are performed
at

free-standing

private

clinics,

the

physician's

fee

is

insured. Facility fees are not covered by provincial health
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care and are directly billed to the patient.
For women without Alberta Health Care, the Peter Lougheed
Hospital

charges

a

fee

of

$193

if

the

woman

has

health

insurance from another province. The fee for those without any
provincial health coverage is $650. At the Foothills Hospital,
women with health insurance from another province must pay a
fee of $581; women from out of country face a fee of $1015.
There is no reciprocal billing for abortion, regardless of the
province in which a woman resides (Jeanine Robinson, personal
communication, December 12, 1995).
In 1995, a strong lobby campaign was mounted in Alberta
to "end tax-funded abortions"

(Arnold, 1995; Committee, 1995;

Gold, 1995; Jeffs, A. 1995; Lisac, 1995; Morcos, 1995). The
stance of the Progressive Conservative Caucus is illustrated
by communications with both Premier Klein,
"The

fundamental

criteria

used

to

who states that

determine

whether

any

particular health care service should be insured or de-insured
is medical necessity" (personal communication, April 26, 1995)
and

conversations

with

Jocelyn Burgener,

MLA

for

Calgary

Currie Constituency, who stated that she could not support
funding
economic

for

abortions

reasons,

that

rather

were

than

performed

medical

for

rea ~ons

social

or

(personal
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communication,
ultimately

April 15,

1995) . Although the campaign was

unsuccessful,

it

was

taken

seriously

by

the

provincial government and a vote was taken in Caucus on the
motion that Alberta would no longer pay for medically unnecessary abortions (personal communication, Executive Director,
Planned Parenthood Federation of Alberta, October 12, 1995).
Caucus referred the matter to the College of Physicians and
Surgeons requesting a definition of "medically necessary" in
order to eliminate Alberta Health Care Insurance coverage for
most abortions. The College declined to provide this definition in any greater detail,

and the matter appears to be

temporarily abandoned.
Municipal Policies

Municipalities support a large number of voluntary and
charitable groups that provide health and social services to
the community. They can do this in several ways,
direct

funding,

funding,

or

by

helping

the

donating

services

facilities

request
and

including
provincial

services . . Local

governments provide only a small percentage of the financing
of health and social services. The majority of the funds come
from

provincial

municipal

and

federal

expenditures

levels

varying

of

across

government,
the

country.

with
For
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example, in Alberta local health expenditures constitute about
fourteen to fifteen percent of the total, while in Ontario and
Nova Scotia the amount is approximately five percent (Manga

&

Muckle, 1987).
Under the Canada Assistance Plan, a federal-provincial
cost sharing program,
immediate

crisis,

volunteer services

crisis counselling to respond to the

information
can all

be

and

referral

funded

services,

and

(Alberta Family and

Social Services, 1995). These criteria are used to provide for
birth control and abortion crisis counselling, information and
referral

with

regard

to

family

planning,

and

volunteer

training to assist in providing those services.
In Calgary, Preventive Social Services

(now Family and

Community Support Services) funding has been provided to the
Calgary

Birth

abortion

Control

counselling,

Association
because

counselling in Calgary.

CBCA

for

birth

provides

control
most

Calgary Health Services

of

and
the

(a provin-

cially funded health program) preferred not to make problem
pregnancy

and

abortion

counsell{ng

a

priority,

focusing

instead on unwanted pregnancy prevention (Commissioners' Report CS87-52, 1987), although it does make hospital referrals.
CBCA has been funded on an annual basis since 1976-77.
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This funding has been both controversial and conditional. In
1976,

the funding condition was that no Preventive Social

Services funds be used for social action. The funding condition in 1977 was that no PSS
counselling.
regarding

In

1978,

abortion

the

must

funds

be used for

condition was

present

complete

that

abortion

counselling

information

on

alternatives (Commissioners' Report C88-40, 1988). As noted in
previous

chapters,

the

City was

sued

in

1979

by Derrick

McGuire and again in 1983 by Michael Malley, claiming the "the
provision of monies to [CBCA] was unlawful"

(p. 2). Both the

Court of Queen's Bench of Alberta and the Alberta Court of
Appeal found no wrongdoing in either the City funding the
Association or in the Association's counselling program. ·
In addition to providing funding for
counselling-,

the

City

of

Calgary became

family planning
involved

in

the

specifics of counselling content. In 1979, Alderman Ann Blough
presented a motion to City Council stating concern for the
high abortion rate in Calgary and the quality of counselling
relating to birth control and abortion. The motion resolved
that

counselling

agencies

present

a

set

of

counselling

guidelines, emphasize the need for the greatest sensitivity in
working with clients,

be

cautious

in preventing personal
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biases from influencing the client, emphasize the complexity
of the issues,

and aim for an alternative to abortion.

The

motion was referred to the Social Services Department for a
report. The Department agreed with the recommendations with
the exception of that of aiming for an alternative to abortion, which was considered to be inconsistent with Social Work
principles.

Subsequently,

the Standing Policy Committee on

Community Services recommended acceptance of Alderman Blough's
motion, with the amendment that alternatives to abortion be
presented when the client appeared to be unaware of positive
alternatives (Commissioners' Report CS79-21, 1979). The motion
was approved.
Council also requested that Administration investigate
solutions to the rising abortion rate, as
the recorded incidence of legal abortions and the
subsequent rising rate of abortion continues to be
an issue of growing public concern . . . . The concern
raised by these figures is the dilemma faced by
women with unwanted pregnancies and the consequence
of aborting the child or carrying the child full
term . . . . the problem ... speaks not only to the
reasons for and solutions to the rising _abortion
rate but the reasons for and solutions to the
increasing number of unwanted pregnancies (CS81-5,
1981) .
The public problem being addressed was not only access to a
full range of family planning information and services, but
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also the perceived increase in the number of unwanted pregnancies which was tied to the "alarming" abortion rate.
In 1987, Council again referred to the 1979 counselling
guidelines,

requesting that a representative of the Social

Services Department view some counselling sessions at CBCA to
ensure adherence to those guidelines. This procedure continues
to occur annually. At the same time, Council was aware that a
high proportion of CBCA clients approached the agency with
"the option of abortion predetermined and

simply want

assistance in unifying their feelings and/or in accessing the
procedure"

(Commissioners' Report CS87-52,

1987, p.7). City

Council also explored the need for services after abortion,
asking

CBCA

to

explore

"the

possibility

of

developing

a

follow-up program for those individuals given referrals for
abortions" (Commissioners' Report CS89-63, 1989). Calgary City
Council has approached abortion and birth control counselling
very thoughtfully for many years, perceiving a need to assist
women in exploring and considering the alternatives.
Calgary Birth Control Association

The CBCA originated in 1970 as the Abortion Information
Centre,

a volunteer organization dedicated to providing an

abortion counselling service in Calgary.

Most of the women
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attending the founding meeting were concerned about birth
control

and

population

Liberation philosophy"

control,

rather

than

a

"Women's

(CBCA, 1973, p. 2). The founders felt

an obligation to provide more than information and referral.
We felt that the crisis of an unwanted pregnancy is
a critical moment in any women's [sic] life; it is
a time when her aspirations for herself and her
family, her personal identity and ethics become
especially . clear to her. It is a prime moment for
deciding the course of her future. To meet this
situation, more than bare information and referral
is necessary. We agreed that we would attempt to
provide a counselling service as well, to aid women
in making these crucial decisions responsibly ...
it was the larger issue of birth control (in its
economic, social and sexual aspects, and . in terms
of the . quality of care given to children) that
motivated the group (CBCA, 1973, p. 2).
The

founders

were

concerned

with

helping

in

responsible

decision-making; they were not concerned with social justice
issues per se. It was believed that one of the most important
elements

of

abortion

counselling was

discussion

of

birth

control.
The organization believed that it had served its original
purpose by 1971, and also thought that it was necessary to
expand their efforts
Consequently,

the

to

name

Control Association,

address
was

birth

changed

to

control
the

education.

Calgary Birth

in keeping with the changing emphasis.
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The organization states as its mission "By promoting responsible

sexual

decision-making

through

our

education

and

counselling programs, CBCA works toward its goal of preventing
unintended

pregnancies

and

sexually

transmitted

disease"

(CBCA, 1990, p. 3). As a part of the policy statements provided to Board members in 1992, the agency states that
CBCA believes that contraception is the first line
of defense against unintended pregnancy for sexually active persons. With increased access to family
planning information and services, the need for ·
abortion will decrease.
The Association does
not consider abortion to be a method of birth
control (p. 7) .
There is a strong belief that although abortion is a right for
women, it is something that could and should be avoided with
education and information.
In 1989, following the Malley lawsuit, picket lines, and
protesters chained to the doors of the agency, the CBCA made
a decision to publicly share responsibility for the issue of
abortion

with

other

city

groups

such

as

Calgary

Health

Services Family Planning Clinic, with statements that although
neither group provides abortions, both provide counselling and
referral services for women.

This was a deliberate choice,

undertaken in order to leave the agency the time and energy to
deal with its intended work (McKendry, 1993) . _1cKendry states
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that

CBCA

has

accessible,

become

institutionalized,

but unlikely to

change

making

abortion

its method of

service

delivery.
Currently at

CBCA abortion referrals to hospital

are

available following a counselling session in the offices of
the agency, although since 1994 all women are informed that
their physician can refer them directly to hospital. Telephone
referrals are not permitted. All women are asked if they are
aware of,

or have

considered all available options

to an

unplanned pregnancy - abortion, adoption, and parenting - in
keeping with City Council guidelines.

All counsellors are

trained to present information on all options, with referrals
available if required. Birth control education is routinely
presented, unless women specifically refuse the information.
Information on menstrual extraction, which can be used as a
non-surgical,

safe,

and private method of self-administered

abortion when used monthly is not shared with clients. Threats
to funding from anti-choice members of City Council led to the
suppression

of

this

information

(Personal

communications,

1989-1995) .
The CBCA believes that women with unintended pregnancies
must have access to unbiased counselling and be encouraged to
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make an informed choice. The counselling model used by the
agency is based on a crisis intervention framework, is client
focused and utilizes a problem solving approach (CBCA, 1990,
p. 15). This follows from the assumption that women are in
crisis

and

are

having

problems

making

decisions.

These

assumptions are clearly in line with City Council's guidelines
to agencies providing birth control and abortion counselling.
Clients are provided with information about alternatives to
abortion when undecided and an understanding of the complexity
of the issue. These assumptions also fit within the requirements

of

Canada

Assistance

Plan

funding for crisis counselling.

funding,

It is here,

which

provides

at the direct

service level of the local agency, that public policies have
their impact on individual lives and personal issues.
Conclusion

The
control,

content of policies about
and abortion are

family planning,

fragmented

birth

into many layers of

governments and service providers.

This is consistent with

much of

Pal

public

policy

in

Canada~

(1992)

states

that

"almost all policies can be traced back to some legislative
statute, but the real content of policy often derives from a
delegated agency" (p. 3) . This is unquestionably the case with
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family planning policy. Although information is available to
women and men wishing to limit births, it can be difficult to
access that information.
provides

assistance

nationally,

There is no coherent policy that

for voluntary birth limitation either

provincially,

nor

municipally.

Abortion

is

available in Alberta in only three hospitals. Two of those
hospitals are in Calgary,

one is in Edmonton.

The Mineral

Springs Hospital in Banff, as an example of limited access,
will provide neither abortion nor birth control devices or
information. For women from other regions, access to a full
range of options depends upon the ability to travel
distances without sure knowledge of the outcome.
doctors can,

and do,

long

Individual

refuse to provide either services or

referrals. Women with medical care from provinces other than
Alberta have large extra billing costs to pay for abortion
services in Alberta. The assumptions that underlay some of the
difficulties with accessing a full range of family planning
options

and the

impact

of

subject of the next chapter.

those

assumptions will

be

the
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CHAPTER FIVE
Barriers to Family Planning in Cal_g ary

Policies that relate to family planning in Canada occur
in the contexts of public health and social welfare . As we
have seen in previous sections of this paper, family planning
has been neither a purely private nor a purely public issue,
but

encompasses both realms.

The

control

of

fertility

is

considered to be a public problem, necessitating the imposition

of

state

sanctions

on women's

private

decisions

to

protect either the foetus or society.
Within certain limits it is now possible for women in
Calgary to limit the numbers of their children. Services are
available to provide birth control devices,

education,

and

information. Abortion seems to be available when required.
This chapter will discuss ways in which access to abortion as
one means of fertility control is impeded in Calgary. What
appears to be open access is often restricted to those with
patience and persistence enough to find the services they
require. In addition, there are financial and social obstacles
to be overcome.
In analyzing the ideology underlying the provision of
abortion

as

one

choice

in

family

planning policies,

two
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opposing viewpoints have most often been apparent. The prolife

(anti-choice)

foetus.

The

approach argues

arguments

are

often

for

the

couched

rights
in

of

the

patriarchal

language based on traditional moralities and values, such as
two parent heterosexual families, sexual abstinence outside of
marriage, and gender-based roles and expectations. The prochoice approach argues for the right of women to bear children
only when and if they choose, and the arguments are couched in
the liberal democratic language of individual rights, equality, and freedom. What happens when the rights of women and
the rights of the foetus are pitted against each other in this
way is, it seems to me, a no-win situation for women attempting to deal with forty or more years of potential fertility.
By exploring the ideologies underlying the policies that have
been devised to publicly regulate a very private dilemma,

I

hope to challenge the beliefs of workers engaged in the field
of family planning and abortion and the ways in which funding
and services are provided.
Barriers to Abortion Access

Barriers

to

abortion

services

can

occur

in

several

domains; institutional, cultural, and individual. In Calgary,
of six hospitals currently offering medical services, only two
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perform abortions. No abortions are available in the evening
or on weekends. A referral is required from either a physician,

CBCA,

or Calgary Health Services. Appointments with

CBCA and Calgary Health Services are limited in availability.
Hospital appointments are limited in number. CBCA fills twenty
four

appointments

each

week

that

the

hospitals

provide

service. Calgary Health Services fills sixteen. The remaining
twenty

six

are

filled

by

physician

referrals

(personal

communications with staff at

Foothills Hospital and Peter

Lougheed

18,

Hospital,

December

1995).

Accessing

those

appointments can be difficult.
Any physician can refer women directly to hospital, but
may choose not

to

do

so.

Clients

report

that

getting an

appointment can be a challenge.
The doctor would not give me a physical or an STD
check or anything because he's anti-abortion. I had
to go and find another doctor to do it (Ruth,
1995).
My doctor is not real pro-choice, so she didn't
give me direct information or anything. My doctor
wouldn't refer me to a hospital (Connie, 1995).
When a service is available, but those we trust erect barriers
to that service, access becomes restricted.
There are, of course, other avenues open to women wishing
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to access abortion. CBCA has been the major referral source to
hospital in Calgary. Agency clients stated
The doctor suggested I go to CBCA. I didn't know
anything about this agency other than my doctor had
sent me there because they were the only ones who
could help me (Gail, 1995).
I think the Birth Control Association is a really
good system. I wish I would have known about it
before; I wish it would be more well known. I wish
that more women knew about the Association. I don't
see how I could have missed coming across it in my
lifetime (Connie, 1995).
Again, the service is available, but if women are unaware that
it exists, then access can be very difficult.
When women find their way to CBCA, there is a requirement
that they attend a counselling appointment before they are
given a hospital referral. This requirement is the policy of
the agency, and encouraged by the spirit of City of Calgary
funding agreements. It is my understanding from my years with
the agency that fears of funding cuts discourage the agency
from challenging the City, City administration fears Council
reaction if policy changes were to be made, and Council fears
public reaction.

Accommodation to the status quo prevents

confrontations and controversy. Chapter Four documents City
Council policy regarding abortion counselling.
Although the agency tells clients that t h ey can use the
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appointment as they wish,

and there is no requirement for

disclosure, I have always wondered about the effectiveness of
that reassurance given the immense power differential generated by client desperation.
My panic came from, "What happens if I can't do
this? What happens if I can't find somebody to help
me?" If somebody had told me I couldn't have the
abortion, I would have felt in absolute crisis
(Gail, 19 9 5) .
I was nervous and scared (Marie, 1995).
Clients may be afraid that the service they require will be
withheld if they are uncooperative.
At the same time, the clients may not have any desire to
be counselled.
l went there because my doctor wouldn't refer me to
a hospital. I needed to get a referral from somebody. I went there only on that basis. I expected
to be bombarded with questions and interrogated or
something, wondering if they would let me have one
[abortion] (Connie, 1995) .
I wasn't there for counselling (Ruth, 1995).
I didn't know that I would
counselling (Gail, 1995).

actually

require

Clients can be in a position of desperately requiring services
and fearing that the hospital appointment might not be forthcoming if they are uncooperative.
The mandate of the agency is to ensure that clients have
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considered all options open to them, even though clients have
often decided what they are going to do before they come. _
I wanted an abortion. That was my option and I
never really ever considered any other. I knew what
I needed to do, what was going to be best for me
(Gail, 1995).
It was over the weekend that I decided that I was
going to have the abortion so I went to CBCA [on
Monday] (Connie, 1995).
Despite the ways in which a mandated service can raise
barriers as illustrated here,

it should be noted that women

often speak highly of their experiences at CBCA.
It was so relaxed and friendly and supportive and
it was just much more than I expected. I came out
of there feeling just wonderful (Connie, 1995).
I went there and I had the most wonderful two and a
half hour discussion (Marie, 1995).
I don't remember much about my counsellor except
she was a very gentle, empathetic, caring woman.
She didn't push her views (Gail, 1995).
The agency informs all women that their physician can make the
appointment to hospital and that there is no requirement for
them to come to the agency for counselling (personal communication,

December

18,

19 9 5) .

Nonetheless,

doctors

are

not

always willing to make the referral needed and women must seek
whatever route presents itself for their needs.
The hospital system also presents barriers. Because the
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number of appointments is limited, women can often wait as
long as two to three weeks for an appointment after having
waited for their appointment at CBCA. Martin

(1988)

reports

that
Further restrictions arise when hospitals place low
quotas on how many abortions will be performed for
reasons unrelated to the availability of hospital
beds and the allocation of surgical time .... pride
in providing safe and timely medical care did not
extend to the abortion operation (p. 43).
For many women, this delay both increases stress and increases
the possibility of being refused an abortion by missing the
twelve

week

cutoff

for

hospital

appointments

in Alberta,

ensuring complete Alberta Health Care coverage. At the end of
1995, for example, women counselled about abortion on December
18 would have to wait at least until January 4, 1996 at one
hospital and January 8 at the other . (personal communication,
CBCA counsellor, December 18, 1995). This is at least two full
weeks before an appointment, which could lead to refusal of
services.
The cost of an abortion when performed in hospital is
covered by Alberta Health Care for women with this coverage.
For those women with health care insurance from other provinces, for example new residents or students here temporarily,
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there is a minimum charge of
Clinic,

$193

(Gynaecology Outpatient

Peter Lougheed Hospital, December, 1995), depending

upon the hospital used. Women are required to request repayment from their insurer. The private Kensington clinic, which
will perform abortions after twelve weeks, charges a facility
fee which is not covered by Alberta Health Care.
A

further

disincentive

occurs

typical procedure takes a maximum of

at

the

hospital.

The

fifteen minutes

from

start to finish. Following the abortion, women often wait in
the recovery room for about half an hour. And yet,

they are

required to be at the hospital for virtually a full day.
I was there at 9:00 in the morning and I didn't get
out until almost 3:30 (Marie, 1995).
I was the last person of the day. I wasn't the last
person in the morning, but I was the last person in
the afternoon (Connie, 1995).
This can be a powerful disincentive for those women facing the
possibility of losing an entire day's wages, and the wages of
any support person who may accompany her to hospital .

The

presence of a support person is strongly encouraged.
In addition to institutional barriers, there are powerful
cultural disincentives to the procedure that women internalize.
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When I went to the agency, I went with a notion
that this financial reason wasn't a very good one
(Connie, 1995).
We had contacted Birthright. The woman judged me
and in her eyes I was truly a killer if I was even
thinking in that direction. For a couple of days
afterwards I was an emotional wreck (Marie, 1995).
Many women are unaware of the number of abortions that are
performed in Canada. They have a belief that their experiences
are unique and therefore, questionable.
It seems that the abortion experience is something that
women do not share with one another,

even during the long

hours spent in the hospital waiting room prior to the procedure.
It wasn't like I was one in a million women, that
are doing this. I felt it was more allowable
because I found out exactly how many there were and
I guess I just didn't feel alone (Connie, 1995).
My first instinct was I don't want to be with these
women [in the recovery room] (Connie, 1995) .
If you're there by yourself and you sit there and
wait and you're alone with your own thoughts,
that's very hard (Marie, 1995) .
I don't want to see who else is getting an abortion, thank you. I feel guilty enough that I'm
getting one. I don't want to see anyone else's
guilty face (Ruth, 1995).
I didn't talk to anyone else (Gail, 1995).
Perhaps Connie put it best when she discussed her doctor's
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anti-choice stance.

"That's not an issue that I had time or

energy to deal with" . Acknowledging the emotional needs of
others may be too difficult for women during what turns out to
be a stressful time.
That barriers to abortion exist in our culture cannot be
denied. Women have often decided long in advance that they
would

have

an · abortion

if

they were

ever

faced

with

an

unplanned and unwanted pregnancy.
I

always knew that was what

I

would do

(Julie,

1995).

I've always believed that women have the right to
choose whatever they want to do with their own
bodies (Marie, 1995).
But the actual process of finding services when required can
be problematic.

There

can also be

internal barriers

from

religious or other traditions that prohibit abortion.
I was raised Mormon. It was an unforgivable sin. I
never thought in a million years that I would ever
do it. But when I found out that I was pregnant at
42 with 5 children already, it wasn't even a
choice. It was what I had to do (Theresa, 1995).
All along the way from the initial discovery of a pregnancy
that is not wanted, right up to the hospital procedure room,
women are faced with barriers. There are physical obstacles
such as physicians refusals to refer women to appropriate
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services. There are institutional barriers that lead women to
worry that they may not be allowed to have the procedure
performed. The services are not easily accessible. Schedules
are set for the convenience of the staff involved rather than
the clients requiring services. It is interesting to note, for
example, that at both Calgary hospitals, prior to the establishment of the Kensington Clinic,

women were required to

attend at hospital for two full days.

Once more convenient

scheduling became available at the Clinic,

both hospitals

changed their routines so that the procedure could be completed in one day.
Women often feel isolated and lonely while they search
for solutions to the problem of unwanted pregnancy. They are
unaware that

abortion is one of

procedures performed in Canada.

the most
It

common surgical

is my belief that

our

patriarchal, liberal democratic ideology permits, and indeed
encourages, us to deny the reality of abortion frequency at
the same time as we grudgingly permit it to occur. We pretend
that it is an infrequent aberrant occurrence and thereby fail
to give women permission or support to choose freely.
Ideological Barriers to Choice

Because patriarchy,

or the

hierarchica

structure of

119
society, is so pervasive in our culture, it can be difficult
to detect. For the purposes of this analysis, and following
the discussion in Chapter Three, I will examine policies and
the theories used to validate them for assumptions concerning
(1) hierarchical roles of authority and responsibility between individuals and groups,
(2) the role of women as the nurturers and caretakers of families, and
(3) support for male economic, political, or ideological control of reproductive issues.
Indicators used in examining policies for liberal democratic
ideology, again as discussed in Chapter Three, are positive
beliefs about
(1) the freedom of the individual,
(2) self-help and individual responsibility,
(3) equality of opportunity to compete in free
market enterprise, and
(4) individual interventions designed to alleviate
problems in coping.
Patriarchy and Abortion

That patriarchy is the predominant ideology in Canada
cannot be denied. Evidence abounds in the research literature
from the Report of the Royal Commission on the Status of Women
of 1970 to the present.

Space limitations prohibit a

discussion of the available literature.
Baines, Evans,

(See,

full

for example:

& Neysmith, 1993; Brodie, Gavigan, & Jenson,

1992; Burt, Code

&

Dorney, 1993; Eichler, M., 1985; Mandell,
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1995; O'Brien, 1989; Pierson, Cohen, Bourne,

&

Masters, 1993;

Wine & Ristock, 1991). What is of interest to this paper is
the

way

policies

in

which

patriarchal

concerning

birth

agenda

control

setting

generally

influences

and

abortion

access specifically.
It

is

tempting,

but not

sufficient,

to

consider the

impact of patriarchy on fertility control simply in terms of
the differential status attached to gender roles. Although it
is clear that "as a category, males command more prestige,
more privileges,

and more resources than females"

(Mackie,

1991, p. 4), and that consequently males have more influence
on policy making, both men and women have influenced policy
about abortion and have been affected by those policies. Birth
control has been as much a class issue as a gender issue.
It is the hierarchical nature of patriarchy that makes
the impact of abortion policy especially apparent. Petchesky
(1985)

suggests that poor and minority women have been the

main sufferers of deaths and disablement from illegal and
poorly performed abortions. In addition, she argues that
It is because of poor women's conditions and the
pervasiveness of racism and class bias in American
society that such women are in the apparently
contradictory situation of being both three times
more likely than other women to get abortions and
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much more likely to be denied access to abortions"
(p.

155).

In a class divided society, abortion is a class as well as a
gender related issue. Abortion access has been impacted by
policies and theories about class, women, · and the roles they
should play that

have

arisen within a

patriarchal

social

structure.
As an illustration of the hierarchical nature of policy
making in Canada, we have seen that decisions about access to
fertility control have been developed at the level of the
federal government, then passed to the provincial governments
by the use of funding agreements. These decisions are in turn
passed to municipal governments, local agencies, and then to
individual women.
Burt (1993) argues that the enac~ment of laws reflect the
values or ideology of the lawmakers, which in turn affect the
possibilities for thought and action of the whole of society.
She states that in Canada, "public policy has been made almost
exclusively by men and has generally reflected men's assumptions about women's and men's needs and abilities.
policy has been

framed within

patterns of authority"

the

context

of

overall
patriarchal

(p. 212). She maintains that abortion

122

amendments moved the issue of abortion access to the local
level, thus institutionalizing unequal access,. and at the same
time continued patriarchal control "because the therapeutic
abortion committees were made up primarily of male doctors"
(p.

221).

We can see this pattern repeated at the local level. City
Council controls access to abortion by requiring that in order
to

be

funded,

agencies

present

all

options

(parenting,

adoption, and abortion) to all women seeking abortion referrals,

whether or not such information is requested.

It is

difficult for a financially dependent agency to dispute thi~
clause because it has also prohibited the funding of agencies
that refuse to present abortion as one option to unwanted
pregnancy.
defending

Nonetheless,
their

women

decisions

and

are

put

in

explaining

a

position

their

of

thought

processes when they seek abortion referrals.
City Council's stance on the provision of funding for
family planning is also indicative of a patriarchal stance.
There is a strong sense of distaste and concern about abortion. The counselling guidelines underline the assumed need
for an external advisor who will use the "greatest sensitivity
in working with clients" and who will "emphasize the complex-
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ity of the issues"

(CS79-21,

1979). These guidelines infer

that women must be in crisis and unaware of the issues they
are facing. This is despite knowledge that women often make a
counselling appointment with their decision already made. In
my experience in counselling women prior to abortion referrals,

they have usually spent many hours

considering the

complexity of the issues prior to seeking out that hard to
find abortion referral.
The

Commissioners

alarming abortion rate

also

expressed a

concern with

the

(CS81-5, 1981). What is alarming for

women with unwanted pregnancies is the possibility of not
being able to access abortion. The implication that someone in
a position of greater status in our cultural hierarchy should
or would be alarmed at the exercise of women's autonomous
decisions is an example of patriarchal ideology.
Even CBCA, well-known for its feminist beliefs and prowoman stance (see for example the policy statement regarding
gender

equity,

assumptions.

1992),

The

has

not

avoided making

patriarchal

counselling approach used . is

based on a

crisis-intervention model. As noted in Chapter Three,

this

assumes a crisis that may or may not exist. There is evidence
to suggest that instead the crisis, if it exists, is with the
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community,
pregnancy

not

with

the

woman

(De Cuir & Stites,

faced

with

1982; Fleck,

terminating

a

1970; Rapaport &

Potts, 1971).
It seems that the services designed to help women with
family planning, and especially with pregnancy termination,
have

strong beliefs about what

is good and necessary for

women. There is ·no suggestion that men sharing responsibility
·for the pregnancy are similarly in crisis or similarly unaware
of the issues. This belief comes from patriarchal assumptions
about role restrictions for men and women .
What this ideology fails
social pressures that women,

to acknowledge are the many
more so than men,

face with

regard to their sexuality and the possibility of resultant
pregnancy. As Luker (1975) states
contraceptive accountability has become exclusively
female .... it is not only the women's task to take
care of contraception in any given relationship or
encounter, it is also her fault when anything goes
wrong.
the development of the pill and the IUD
rested on the assumption that men were too irresponsible and too unmotivated to use contraceptives, and the development of the pill and the IUD
and its subsequent social impact make that assumption true, whether or not it had been so before (p.
127) .
Luker found that only in married couples was contraceptive
failure considered to be a joint responsibility or at least a
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joint problem. This clearly illustrates that "the assigning of
responsibility is primarily a social product,

and that men

routinely share contraceptive burdens and consequences when
they are in the 'right' social category - that is, married"
(p. 129). These values are patriarchal, assuming that sexual
activity is only moral or right when it occurs within the
confines of the traditional family, that is, heterosexual and
married.
Assumptions about women as the nurturers and caregivers
of the

family are apparent

undertaken

in many

domains

in the studies that
about

abortion.

As

have been
we

saw

in

Chapter Three, there have attempts to understand emotional and
psychological factors that impact on women both as a result of
having an abortion and in allowing them to seek the procedure.
The underlying assumption has been that women who choose not
to parent should be psychically traumatized by the procedure.
If not, they must be deviant in some way.
As Luker (1984) found, motherhood is a powerful cultural
force. Abortion
strips the veil of sanctity from motherhood. When
pregnancy is discretionary
when people are
allowed to put anything else they value in front of
it - then motherhood has been demoted from a sacred
calling to a job (p. 205).
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Although the majority of the studies found that women are not
traumatized, the initiation of the studies implies a need to
examine and explain the women who resist the sacred calling of
motherhood.
There is no suggestion that the men involved in unwanted
pregnancies are similarly immoral,

pathological,

cally traumatized.

from these studies that

It

is apparent

or psychi-

women are believed to be responsible for matters pertaining to
the private sphere of childbearing decision-making and that
women choosing against the nurturing role are believed to be
deviant in some way.

Liberal Democratic Capitalism and Abortion
As we saw in Chapter Three, liberal democratic capitalists have strong beliefs in individualism,

free enterprise,

and self-help, with the marketplace as the mediating force in
social relationships. Democracy is viewed as a process whereby
competing social groups struggle around policy alternatives,
one

of which then becomes

law

(Brodie,

Gavigan

&

Jenson,

1992). George and Wilding (1985) explain that these values are
believed to enhance the exercise of personal choice. Policies
with regard to abortion and family planning have been written
from that perspective. The Royal Commission on the Status of
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Women considered that "reproductive control increases personal
freedom"

(p. 275). The Family Planning Division of Health and

Welfare Canada was formed in order to improve the welfare of
individuals and couples (Tooley, 1973), again expressing the
Canadian ideology of liberalism. The language that was used to
discuss

abortions

failure

of

was

planning

framed

in

(Hepworth,

terms

of

1975),

the

thus

absence

or

emphasizing

individual responsibility and the need for self-help,

with

individual interventions when those strategies failed.
The abortion reform literature argues for the need to
level

the

playing

field,

to

allow women

to

compete

more

equitably in the market place. This can only occur when women
have control of their reproductive capabilities. Some feminist
scholars attributed women's subordination to the continuing
possibility . of pregnancy and resulting sexual division of
labour. As Stolcke (1981) states
women's subordinate status is due to the apparently
universal constraints on their activities exerted
by their responsibility for procreation, which
prevents them from participating in social production and the public sphere (p. 30).
Readily available

and acceptable

family planning methods,

including abortion, allow women's greater participation in the
public sphere of social production.
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CBCA has also framed its mission statement and goals in
terms of liberal ideology. The founders had a strong belief
that women needed to make their decisions "responsibly", at a
time when their "personal identities" were especially clear to
them (1973). When women had failed to prevent pregnancies, the
agency would be available to administer an intervention aimed
at

helping

that

individual

cope

with

the

results

of

her

failure to adequately protect herself. The current language is
framed in terms of individual rights and responsibilities.
"CBCA

believes

that

all

individuals

have

the

right

and

responsibility to make informed decisions on whether and when
to become parents. This right extends to decisions regarding
abortion"

(CBCA, 1990, p. 1). This implies that parenting is

an individual, rather than a communal responsibility. So too
the decision not to parent. There is a belief that individuals
behaving responsibly, with adequate information and education,
will not have unplanned pregnancies. Conversely, of course,
those who are informed and yet have unplanned pregnancies must
be either irresponsible or ignorant.
Women are in an ideological bind with regard to sexuality
and contraception.

As

individuals,

they have the right to

choose whether or not to be sexually active. However, as we
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have seen in previous chapters, when women are· dependent on
men for financial support as happens,

for example, with the

birth of a child, they are often unable to exercise that right
in any meaningful way. As responsible individuals, exercising
their freedom to choose whether or not to have children, women
and men can use contraceptives. Male methods are available so
that responsibility can be shared.
However, any resulting unintended pregnancy will still be
defined as the woman's fault and responsibility. In addition,
according to Luker

(1975)

many women do not feel that they

have any right to ask men to share contraceptive responsi~
bility.

There is a belief that if women are in control of

contraception then they are exercising their right to selfdetermination.
illusory right,

However,

Luker

suggests

that

this ·is

an

as the social structure presents no other

options. She states that
although the right to control one's own body is an
important one, and one which should not be taken
away from women, it is critically important to
develop alternatives
for example, norms that
encourage men to share some of the burdens of
continuous contraception (p. 130).
Thus women are caught in a double bind as a result of liberal
ideology which gives them individual freedom and responsibil-
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ity only too gladly. In the case of birth prevention, these
individual rights are often an ongoing burden. An ideology of
communal responsibility for children, with readily available
and

acceptable

contraception

that

could

become

a

shared

responsibility between men and women, would remove some of the
stigmatizing

barriers

from

women

who

have

unwanted

or

unplanned pregnancies.
What
patriarchy

happens

to women when the powerful

intersects

with

liberal

ideology of

democratic

capitalism

appears to be a deflection of the market principle. RU 486 and
other post

conception methods

of birth control

have been

neither tested nor sold in North America despite the potential
market. This serves to restrict pregnancy termination to time
consuming and expensive surgical methods occurring in public
hospitals or easily identifiable private clinics.
With

the

growing

realization

that

knowledge

is

con-

structed (Boehnert, 1993) it is increasingly apparent that we
internalize the dominant ideologies of our culture. This is
how we develop our perceptions of what is right, or appropriate,

or moral,

or

necessary.

Clearly

abortion

access

is

limited in Calgary by virtue of our patriarchal and liberal
ideologies. Although pregnancy termination is permissable, it
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is still considered to be morally suspect. It is not sufficient to provide counselling and education to women who seek
this method of dealing with unwanted pregnancy. Working toward
ideological change is a necessary and frequently ignored part
of

the

control.

task

of

those

working

in

the

field

of

fertility
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CHAPTER SIX
Conclusion

In

this

examine

ideological

barriers to abortion access . More specifically,

I asked the

question,

document,

I

set

out

to

"Does liberal patriarchal ideology limit access to

abortion as one method of reproductive choice for women in
Calgary?". This question presupposes two sub-questions:

(a)

"Is access to abortion as a method of reproductive choice
limited for women in Calgary?" and (b) "Is liberal patriarchal
ideology the paradigm of policy makers?".
The document examined restrictions on women's ability to
control reproduction, suggesting that they arose as the result
of an

ideology of patriarchy and liberalism.

Hierarchical

patterns ~ of interactions that have become institutionalized
over time are one indicator of patriarchal

ideology.

Poor

women, for example, are at the same time both more likely than
well off women to require abortions as well as having more
difficulty accessing them. The assumptions underlying many of
the studies into the impact of abortion on women also seem to
be indicative of patriarchal beliefs about rigid role definitions for men and women.

They are often predicated on the

belief that all women want to be mothers. Birt h control in a
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general sense was shown to be a woman's problem, rather than
a shared problem between sexual partners.
As the demand for changes to criminal code prohibitions
to

abortion

increased

during

the

1960 's

and

1970' s,

the

language advocating reforms was framed in the rhetoric of
contemporary liberalism. Women demanded the right to selfdetermination, the right to participate in the marketplace on
an

equal

basis

conceptualized as
interventions.

with

men.

pregnancies

were

individual problems requiring individual

Mainstream

systemic changes,

Unwanted

but

feminists

did

not

demand

broad

rather advocated tinkering with the

system to allow more equal access to market opportunities.
The policies that resulted from this discourse followed
the ideologies described. As demands for increasing autonomy
for women were heard, access to the means to control fertility
increased.

The

language

used

for

policies

permitting

and

facilitating these changes was the language of contemporary or
reform

liberalism.

Individuals

were

seen

to

require

the

ability to control the numbers and spacing of their children.
Problem pregnancies were considered as individual, emotional
problems, not social issues. The policies are written from an
apparently necessary but uneasy accommodation to the demands
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of

individuals

while

for control of

expressing distaste

for

their biological
the means.

The

functions,
language

of

opposition to unlimited birth control has been shown to be the
language of traditional morality, and is strongly pronatalist,
written from an ideology of patriarchy.
Policy making is circumscribed by a number of factors cultural, institutional, political and legal - but the least
understood may be the ideological dimension. The study demonstrates that ideology is a significant explanatory variable in
the analysis of abortion and family planning policy conflicts.
In the

preceding chapters,

the

emphasis

has

been on

understanding the values and norms exemplified by policies
addressing these issues. The abortion controversy has received
and

will

continue

to

receive

both popular

and

scholarly

attention. It is hoped that this study provides a framework of
understanding for policy makers at both direct service and
funding levels of decision.
Although
services
remain.

is

access
available

to

family

to women

planning

information

in Calgary,

and

many barriers

These range from internal ambivalence to the impo-

sition of

institutional

difficulties.

When discussing

the

abstract and complex concepts of interacting ideologies, it is
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difficult not to become immersed in the rhetoric. While this
study has not "proven" that impediments to abortion are the
result

of

that

complex

reform liberalism,
those

accepting

ideology

combining patriarchy and

enough evidence exists to suggest that

responsibility

for providing abortion and

family planning access would do well to examine their belief
systems for unstated and possibly unknown obstructions.
While liberal reforms have changed the way of life of
women dramatically in the past twenty five years, resulting in
increased labour market participation and increased public
consciousness

of

women's

rights,

these

changes

are

not

guaranteed and, indeed, may have increased women's burden of
work.

Nonetheless,

women do have more rights

in 1995 -with

respect to fertility control than they had in 1970. Unfortunately, as the neo-conservative agenda is increasingly played
out, those rights can be eroded. As Falik (1983) discovered in
her study concerning ideology and abortion politics,
An individual's position on abortion is intimately
related to his or her position on derivative policy
concerns. An acceptance of one set of arguments
regarding the propriety and morality of a particular abortion policy carries with it an acceptance
of a corollary set of values, attitudes and norm
preference (pp. 196-197).
She

argues

that

pro-

and anti-

abortion activists

differ
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significantly in their positions on women's rights, the role
of the nuclear family and child care, individual rights and
responsibilities,

welfare,

equal

opportunity programs

and

economic growth priorities (p. 197). Given the current political situation in Canada and especially Alberta, it would
appear that we have much to fear with respect to ongoing
abortion access.
Much of the policy about fertility control was written in
a period of Canadian history that was marked by a sense of
reform liberal ideology. This included a trend toward increasing acceptance of the principle of equal opportunity regardless of social status and gender roles.

There is much to

suggest that the New Right, or ultra-conservative, or anticollectivist

(George

&

Wilding,

1985)

agenda has replaced

reform liberal ideology not just in Canada, but in much of the
democratic capitalist world. Burt (1993) suggests that
The election of a Conservative government at the
federal level in 1984 signalled a renewed tension
between the equal-opportunity principle ... and the
traditional view of separate spheres. The new
Conservative
government
was
committed
to
privatization and free-market values. It superimposed on the neo-conservative economic agenda a
renewed reverence for women's familial responsibilities, which has often led to the distortion of
the debate on issues affecting women into a profamily, anti-family perspective (pp. 225-226).
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Although the policies concerning family planning or abortion
which are impacting women in Calgary now were written at a
time when equality of opportunity was a more highly valued
principle, there is little to suggest that even current levels
of service will be continued. McDaniel (1993) argues that
Encroachments on women's legal access to abortion
continue to escalate in Canada. Several provinces
now have no legal abortion facilities at all.
This has resulted from local pressure on doctors
and hospitals in their own communities by groups
calling themselves 'pro-life' and/or 'pro-family'
(p. 438).
The apparent movement for the restoration of the patriarchal .
family has many implications for women,

especially in the

quest for fertility control.
Abortion is not discussed openly in Canadian politics. In
fact,

it has been "repackaged as an essentially moral issue

[that has] obscured the overt political dimensions of abortion
and the ways in which the New Right would like to redefine
women's roles"

(McDaniel, 1993, p. 438). The New Right focus

their opposition to abortion on the sanctity of the family.
They seek to make motherhood compulsory,

and state control

over reproduction and women's roles complete, but at the same
time oppose any regulation or interference within the family
(McDaniel, 1993). Coincidentally, this new focus on morality
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issues has also moved the concern for women's rights from
pressure for equal pay for work of equal value and affordable
child care to the less costly issues of rape and wife-beating
(Burt , 19 9 3 ) .
The patriarchal neo-conservative agenda appears to be
changing the meaning ascribed to abortion in the minds of many
policy makers and service providers.
accept

the

definition

of

abortion

It is very tempting to
as

an

question the morality of "killing babies".

immoral

act;

to

A recent Calgary

Herald article by Naomi Wolfe (November 14, 1995), writing as
a feminist,

illustrates the point well.

She argues that if

feminists would only concede that abortion is a moral issue,
a decision that women make accepting the consequences of their
actions,
adherents

the

dispute

would

be

between
over.

anti-choice

Unfortunately,

and
the

pro-choice
differences

between these two sides of the issue are not that simple or
easily resolved.
Controlling the meaning ascribed to the language we use
often provides

control

of

issues.

By accepting

the

moral

meaning attached to abortion by the New Right and anti-choice
factions, we condemn more than 100,000 Canadian women annually
to a belief in themselves as morally reprehensible, in need of
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crisis counselling, decision making assistance, and information and education.
abortion,

In fact,

in counselling women prior to

my understanding has been that abortion is often

chosen because the issues have been carefully considered and
women believe it would be immoral to give birth to a child for
whom they cannot adequately care.
Access to abortion and other forms of fertility control
continue

to

be

in

example,

to use

peril.

It

is

already

impossible,

for

the post-conception drug RU 486

in North

America due to pressure from anti-choice groups.

Previous

historical

examples

suggest

that

if

the

moral

imperative

becomes strong enough, abortion access will be increasingly
withheld.
Implications for Social Work Practice

Ideological change and the current crisis in the welfare
state are manifest at all levels and in all areas of social
work activity.

Mullaly (1993) argues that the "net effect is

that it is now impossible to address the economic and social
needs of increasing numbers ·of people in a meaningful way particularly the poor, the deprived, and the most exploited,
which includes women and the unemployed"

(p. 23). He suggests

that the neo-conservative agenda is offensive . to traditional
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social work commitments to compassion, social justice, and the
preservation of the dignity and autonomy of individuals and,
frighteningly,

that social workers are tending to adjust to

the crisis rather than fight for alternatives.
This has also been the case for those charged with the
responsibility of assuring the ongoing right

to

fertility

control for women. By focusing their efforts on the narrow and
safe issues of

counselling individual women and educating

youth about birth control, policy makers and service providers
have avoided confronting the political meaning behind the
abortion debates.

In assuming that fertility control is art

individual problem for women, policy makers have refused to
broaden the political base of responsibility to include all
sexually active persons,

male and female.

In accepting the

anti-choice definitions of morality, there is a concomitant
refusal to address the issue of abortion more publicly,

to

confront the systemic or structural changes that need to be
made. By focusing the majority of their work on birth control
education, social workers in the field of unwanted pregnancy
are buying in, or selling out,

to the belief that abortions

need to be eliminated, that women who have abortions need to
make individual changes within themselves in order to prevent
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subsequent abortions. There is little emphasis on structural
changes to enhance the lives of all people.
The connection between private troubles and public issues
is

long

standing

suggests

that

in

social

work

history.

"social work history

is

Lecomte

(1990)

characterized by a

constant preoccupation with the dual focus on individual and
social

change"

(p.

31).

He

suggests

that

some

advocate an integration of the two perspectives,

theorists
and that

"individual services and social action are parts of the same
act"

(p.

32).

It is my belief that

individual and social

changes are intertwined and should be considered together in
theory and practice.

Therefore this study has attempted to

combine an understanding of policy and practice in order to
clarify both.
Limitations of the Study

I first approached this study from a liberal democratic
ideological position.

It was my intention to examine

the

counselling needs of individual women prior to first trimester
abortion.

As

a

result

of

the difficulties

encountered in

finding a sufficient sample to conduct the study, the research
focus changed. Although the participant interviews were used
for illustration purposes, I feel that they are insufficient
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in number to adequately analyze for my purposes in conducting
a qualitative research study.
I

remain

unsure

of

the

reasons

women

have

for

not

participating. I asked the women who did agree to participate
if they had any suggestions and what the process had been like
for them.
I thought maybe I was going to have to justify
myself again. I thought if I can talk about it then
it's probably going to help me out, too (Connie,
1995).
They gave me this survey and this research paper
and I thought, you're giving me a research paper on
something that hasn't been done yet.
I would
suggest that maybe they get the paper either the
day of the procedure or ... give them a couple of
days and mail it out to them or something (Ruth,
1995).
I thought, it's nice to give feedback and help out
whenever you can. I was sure there would be lots of
people participating in this and I was very excited
about that (Marie, 1995).
The

women

interviewed appeared to use . the

interview as

a

opportunity to process the abortion experience and gain a
greater understanding of its meaning for them. They had strong
feelings about their counselling sessions and about CBCA.
Perhaps those women who chose not to participate in the
study

simply

used

the

agency

to

find

that

all

important

referral; perhaps they had negative feelings about the agency
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which they were unwilling to share. Perhaps the timing of the
request for participants was wrong.
Conclusion

Now that this study is completed, I have a stronger sense
of purpose and understanding of my work in the field of birth
control. It is insufficient, although seductive, to work on an
individual basis with women. Structural changes in our society
can not come from assisting individuals cope with and adjust
to a system which is dedicated to maintaining the status quo,
with its principles of inequality and inequity.
Whether or not a woman's decision to abort a pregnancy
continues to be legally accepted is but one of several crucial
issues.
impact

Policies and services about abortion will have an
on

society,
regarding

family
and

the

relationships,
role

broad social

and

the

impact

change.

of

status

of

women

government

Policy makers

and

in

policies
service

providers need to consider and evaluate the potential policy
implications of their positions on abortion, and the preferences and values that ·they publicly espouse.
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APPENDIX B

THE SEMI-STRUCTURED INTERVIEW
These questions may not be addressed in the interview in the
order in which they are presented here.

l)First, we'd be interested in knowing how you came to CBCA.
How did you find out about the agency?
What about coming to CBCA appealed to you?
What other experiences do you have in talking about your
decision with counsellors or professionals?
How did other people in your life react to you coming to
CBCA?
2)

Some people have difficulty deciding to have an abortion

and other people make the decision quite easily. What kind of
process did you go through in making your decision?
What particular things were you concerned about?
What is happening in your life right now that helped you
to make your decision?
How do you feel about your decision now?
3)

How about

the decision to come

to CBCA?

What

kind of

process did you go through in making that decision?
How would you describe your feelings about the agency?
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What lingering doubts or concerns do you have?
4) What are your expectations about how the counselling will
affect you personally?
What changes in yourself do you hope will result from the

experience?
What do you hope to get out of the experience?
5)

To

what

extent

was

the

counselling

at

CBCA what

you

expected it to be?
How was it different from what you expected?
To what extent did the things you were concerned about
before come true?
Which things came true?
Which things didn't come true?
6) Different people expect different things from counselling.
I have a general idea about what happens in most counselling
sessions here. What happened in your counselling session?
To what extent did you get what you needed?
What things that you needed did you not get?
What impact did counselling have on you or your decision?
7)

Who do you think is best suited to provide women with

counselling before abortion?
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8)

Information is available about research into abortion,

ethical

discussions

about

abortion,

the

actual

hospital

procedure, birth control information. What information do you
think is most important to women?
How helpful was the information you received?
What

information do you think most

helpful?

women would find
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APPENDIX C

PARTICIPANTS NEEDED FOR STUDY
WOMEN AND PRE-ABORTION COUNSELLING

THE STUDY
This qualitative study is designed to gather information about women and counselling before the termination of
an unwanted pregnancy. The research is being undertaken in
fulfilment of degree requirements for a Master's Degree in
Social Work at the University of Calgary.
THE PARTICIPANTS NEEDED FOR THE STUDY
The participants needed for this study are women over
the age of twenty who are choosing a first termination of an
unwanted pregnancy in the first trimester and who are coming
for counseling before the abortion. Participation is completely voluntary and refusal to participate will in no way
affect access to service. Participation can stop at any
point during the study, including during the actual interview. All information will be held in the strictest confidence. No names or identifying information will be used in
the study. Tape recordings of interviews will be stored in a
safe place in my home until completion of the study and then
destroyed.
THE FOCUS OF THE STUDY
The focus of the research will be on exploring the
reasons that women have for seeking counselling before
abortion, the reasons they have for selecting a particular
agency, their expectations and their experiences.
THE PURPOSE OF THE STUDY
The purpose of the study is to more clearly identify
the needs of women with unintended pregnancies and to build
theory out of the collective experiences of women.
THE TIME COMMITMENT ·
The participants will be asked to take part in an audio
taped interview that will take approximately two hours, and
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a one hour audio taped follow-up conducted by the
researcher, and will be invited to join other participants
in a group discussion of the study results.
IF YOU ARE INTERESTED IN PARTICIPATING IN THIS STUDY,
PLEASE CONTACT:
BEV WHITNEY AT 220-4688 WEEKDAYS
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APPENDIX D

CONSENT FORM
I have read the attached letter and I agree to be a
participant in this study of women with unwanted pregnancies
and pre-abortion counselling conducted by Beverley Whitney,
M.S.W. student at the University of Calgary.
I understand that all of my responses will be kept in the
strictest confidence. My name will not be used in the study,
any potentially identifying material will be eliminated or
disguised in the written material. No record will be kept of
my name or address. The audiotapes and transcripts will be
stored in a safe place and destroyed upon completion and
publication of the study. The transcriber of the tapes will
have no access to any identifying material and will be a
professional under oath of confidentiality regarding the
material. Transcriptions will only be seen by the researcher,
her thesis supervisor, and her examiners.
I understand that my participation in this study is
completely voluntary and that I may withdraw at any point
during the research process, including during the interview
itself, in which case tapes will be immediately destroyed.
Refusal to participate or withdrawal from the research process
will not affect access to service.

I understand that if I should find the subjects discussed
during the interview distressful, prompt referral to a
professional counsellor will be made available.
Signature

------------Date
--------------Your signature on this form indicates that you have
understood to your satisfaction the information regarding your
participation in the research project and you agree to
participate under these specified conditions. In no way does
this waive your legal rights nor release the investigators or
involved institutions from their legal and professional
responsibilities. If you have any questions concerning your
participation in this project please phone the University of
Calgary Faculty of Social Work Research Services Office {2205968) and ask for Dr. Jacqueline Ismael.
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APPENDIXE
Dear

----------

Thank you for considering helping with my research into women and pre-abortion
counselling needs. I know this may not be an easy time for you, but because of your
experiences you can be helpful in this study.
If you are willing to help, I will ask you to talk with me about the counselling you
have had and the counselling you expected before deciding to have an abortion. I think that
the interview will take about two hours. I plan to have some questions ready. Please tell me
about anything else that you feel is important about counselling and abortion.
Later, I will be checking back with you to make sure I have understood what you told
me. This should take about one hour. When the study is finished, I will give you a summary
of the results. If you would like, I will arrange a meeting to discuss the research and the
results with you and the other women who have helped me with the study.
I will be extremely cautious to ensure that your help in this study is held in complete
confidence. Your name will not be used in the study. Anything that may suggest who you
are will be left out of the written material. No record will be kept of your last name or your
address or anything else that will identify you.
I will be tape recording our talk and then hiring a typist to make a typewritten record
from the tape. The typist will not have any information that would identify you. She will be
a professional promising to keep the information confidential. The tapes and the written
record will be stored in a safe place in my home until the study is finished and the results
published. They will then be destroyed.
Ifyou find that our talk brings up feelings that you would like to talk about with a
counsellor, I will make sure that you can see someone quickly.
If you are wiling to help, please write your first name only, unless your last name is
needed to reach you, and your phone number on the following page. Hand it to your
counsellor who will pass it to me. I will call you within the next three weeks so that we can
talk together. Or, if you would prefer, call me at one of the numbers below. Leave your name
and phone number if I am not available. You could also mail the page to me in the envelope
attached.
Your help in this research will be greatly appreciated. Your first hand experience is
something only you can give. I believe that counsellors will have much to learn from
women's combined experiences about deciding on abortion.
Please feel free to call me if you need to discuss any details or if you have questions.
I can be reached at the University of Calgary at 220-4688, or in the evenings at 243-2764.
Thank you again,
Bev Whitney, B.A., B.S.W., R.S.W.
M.S.W. Student (University of Calgary)
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APPENDIX F

The Criminal Code, 1882, 55-56 Victoria,

c.

29, ss. 272, 273

s. 272 Every one is guilty of an indictable offence and liable

to

imprisonment

for

life who,

with intent

to procure

the

miscarriage of any woman, whether she is or is not with child,
unlawfully administers to her or causes to be taken by her any
drug or other noxious thing, or unlawfully uses any instrument
or other means whatsoever with the like intent.
R.S.C., c. 162. 47
s.

273 Every woman is guilty of an indictable offence and

liable to seven years' imprisonment who, whether with child or
not,

unlawfully

administered

to

administers
her any

to

drug

herself
or

or

permits

other noxious

to

be

thing,

or

unlawfully uses on herself or permits to be used on her any
instrument or other means whatsoever with intent to procure
miscarriage.
R.S.C., c.s. 47.
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
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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 means 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
(c) 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 accredited
or approved hospital any means for the purpose of
carrying out his intention to procure the miscarriage of a female person, or
(b) a female person who, being pregnant, permits a
qualified medical practitioner to use in an accredited hospital any means described in paragraph (a)
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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 committee 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 continuation of the pregnancy of
such female

person would or would be

likely to

endanger her life or health, and
(d)

has caused a

copy of such certificate to be

given to the qualified medical practitioner.
(5) The Minister of Health of a province may by order
(a)

require a

any

hospital

therapeutic abortion committee for
in

that

province,

or

any

member

thereof, to furnish to him a copy of any certificate described in paragraph (4) (c)
committee,

together

with

such

issued by th~t

other

information

relating to the circumstances surrounding the issue
of that certificate as he may require, or
(b)

require a

medical practitioner who,

in that
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province,

has

procured

the

miscarriage

of

any

female person named in a certificate described in
paragraph (4) (c), 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 Council on Hospital Accreditation in which diagnostic
services and medical, surgical and obstetrical treatment are
provided;
"approved

hospital"

means

a

hospital

in

a

province

approved for the purposes of this section by the Minister of
Health of that province;
11

board 11

means

the

board

of

governors,

management

or

directors, or the trustee, commission or other person or group
of persons having the control and management of an accredited
or approved hospital;
11

Minister of Health" means
(a) in the Provinces of Ontario, Quebec, New Brunswick,

Manitoba,

Alberta,

New£ oundland and Prince
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Edward Island, the Minister of Health,
(b) in the Province of British Columbia, the Minister of Health Services and Hospital Insurance,
(c) 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 Wel-

fare;
"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 hospital means
a committee, comprised of not less than three members each of
whom is a qualified medical 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

making unnecessary

the

(4)

obtaining of

shall
any

be

construed as

authorization or

consent that is or may be required, otherwise than under the
Act, before any means are used for the purpose of carrying out
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an intention to procure the miscarriage of a female person.
1953-54, c.

51,

s. 237; 1968-69, c. 38, s. 18.
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APPENDIX G
2nd Session, 34th Parliament 38 Elizabeth 11_, 1989

THE HOUSE OF COMMONS OF CANADA BILL C-43
An Act respecting abortion

Her Majesty, by and with the advice and consent of the
Senate and House of Commons of Canada, enacts as follows:
1. Sections 287 and 288 of the Criminal Code are repealed and

the following substituted therefor:
(1) every person who induces an abortion on a female

287.

person

is

guilty of

an

indictable

offence

and

liable

to

imprisonment for a term not exceeding two years, uncles the
abortion is induced by or under the direction of a medical
practitioner who is of the opinion that, if the abortion were
not induced, the health or life of the female person would be
likely to be threatened.
(2) For the purposes of this section, "health" includes,
for

greater certainty,

physical,

mental

and psychological

health;
"medical practitioner", in respect of an abortion induced in
a

province,

means

a

person

who

is

entitled

to

practice

medicine under the laws of that province; "opinion" means an
opinion

formed

using generally accepted

standards

of

the

'7

medical profession.
(3)

For the purposes of this section and section 288,

inducing an abortion does not include using a drug, device or
other means

on a

female person that

is

likely to prevent

implantation of a fertilized ovum.
288. Every one who unlawfully supplies or procures a drug

or other noxious thing or an instrument or thing, knowing that
it is intended to be used or employed to induce an abortion on
a female person, is guilty of an indictable offence and liable
to imprisonment for a term not exceeding two years."
(2) This Act shall come into force on a day to be fixed
by order of the Governor in Council.

