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What is Abortion?
Abortion is the termination of a pregnancy after
the fertilized egg has implanted in the uterine
lining and before the fetus has attained viability.
There 1s some debate about the point at which the
fetus is capable of surviving outside the uterus,
even with appropriate life support. However,
according to a 1983 publication, there has been no
well-documented case of survival of any infant
born at less than 24 weeks of gestation and weigh-
ing less than 600 grams. (!)

In practice a woman or her representative is not
permitted to address a TAC directly, nor can she
appeal if her request is denied; the law does not
mention these issues.

Access to Abortion

Canadian Law on Abortion
Abortion is illegal in Canada expect when per-
formed by a licensed physician in an approved or
accredited hospital after a Therapeutic Abortion
Committee of at least three doctors has certified
that continuation of the pregnancy would or would
be likely to endanger the life or health of the
woman. There is no requirement for any hospital
to appoint a TAC or to perform abortions. There is
no time limitation on abortion; Canadian
practice is to limit abortions to 20 weeks gestation.

Number being performed - In 1982 according
to Statistics Canada, 66,319 therapeutic abortions
were reported to have been performed in Cana-
da.{2) These figures do not include abortions per-
formed in community health clinics, women’s
health clinics and private clinics in Quebec, which
do not report to Statistics Canada.(3) While the
numbers of therapeutic abortions are continually
reported to have ‘‘levelled off’’ since 1979 (when
65,135 abortions were reported), reports indicate
that increasing numbers of Canadian women have
been travelling to Quebec or to the United States
for abortions.(4)

Hospitals performing them - As of January
1, 1984, Statistics Canada reported only 249 hos-
itals with therapeutic abortion committees (about

of the public general hospitals) as compared
with 270 in 1979. In 1982, 18% of hospitals with
TACs did no abortions; about the same percentage
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did fewer than 20 abortions. About 75% of the
abortions were done by only 17% of the hospitals
with TACs. Statistics Canada data indicate a tre-
mendous regional disparity in access to abortion,
as indicated below.

Safety of Abortion
Abortion is a safe, minor procedure. U.S.data
has shown the risk of dying from an abortion in-
duced during the first 15 weeks of pregnancy as
one-seventh the risk of dying from pregnancy and
childbirth.) Commonly made comparisons with
other types of surgery show the risk of mortality is
twice as great for a tonsillectomy, nine times
greater for a Caesarian section, and 300 times
greater for an appendectomy than for a first-
trimester abortion.

A review of Canadian data showed one abortion-
related death out of 351,859 therapeutic abortions
performed between 1975 and 1980.

The likelihood of complications will be affected
by skill of the practitioner, procedural method,
type of anaesthesia and, particularly, gestational
age. U.S. studies have indicated ‘‘the incidence of
major complications increased, on the average, by

about 20 percent with each week of gestation from
seven weeks onward.’ ’(®

The figures below show that abortions tend to
be performed significantly later in Canada than in
the United States.

PERCENTAGE  DISTRIBUTION OF LEGAL ABORTIONS BY WEEKS OF 
GESTATION, 1980

Anti-choice groups frequently make claims
about the negative long-term effects of abortions,
including risk to future pregnancies and emotional
distress. Scientific studies in the U.S. have shown
inconsistent results about whether one abortion or
even multiple abortiuus were associated with risk
to subsequent desired pregnancies.) Some
studies outside the U.S. implicated a particular
abortion technique with complications; these
would be reduced by the use of the vacuum aspira-
tion method, which is most commonly used today
(89.8% of procedures in Canada in 1982).

A World Health Organization Scientific Group
on Spontaneous and Induced Abortion looked into
the question of adverse psychological reactions
and in 1978 stated that ‘‘there is now a substantial
body of data, reported from many countries after
careful and objective follow-up, suggesting fre-
quent psychological benefit and a low incidence of
adverse psychological sequelae.’’(9) In addition,
many studies have indicated that ‘‘A woman is at
greater risk to her mental health when she is re-
fused a safe legal abortion, if that is what she real-
ly wants, than if she is granted one.

Clinic Abortions
Some concerns have also been expressed about

the safety of performing abortions in free-standing
clinics. Studies in the United States, where almost
80 percent of abortions are now performed outside
hospitals, show that clinics are at least as safe as
hospitals .(1))

Statistics gathered by the U.S. Centres for Dis-
ease Control between 1974 and 1977 indicated the



death-to-case rate for hospital abortions was 1.5
per 100,000 procedures as compared to 0.6 deaths
per 100,000 abortions performed in non-hospital
facilities. When these rates were adjusted to take
into consideration the higher-risk patients referred
to hospitals, the death-to-case rates for Þrst-
trimester abortions were about 0.7/7 in both kinds of
facilities.

In addition to the safety factor, decreased delays
in obtaining an abortion, lower costs and superior
counselling have all been cited as beneÞts of clinic
abortions. A 1981 survey of members of the
National Abortion Federation"!2), the U.S. pro-
fessional organization for abortion providers,
showed that in virtually all of the facilities the
abortion was performed within one week of the
pregnancy test, and in 24 per cent of the clinics, it
was performed on the same day.

This survey also found that specially trained
counsellors were employed by all but one of the
respondent facilities. All facilities required that
patients be given information about the conse-
quences and possible medical risks of the proce-
dure so that they could give informed consent.
Contraceptive and decision counselling were seen
as two other essential components of counselling.

Among the nonhospital facilities surveyed, 88
percent always or usually used local rather than
general anaesthesia. Data have shown that the
risk of mortality associated with Þrst-trimester

abortions 1s two to four times greater when gen-
eral anaesthesia is used. (!´)

Abortion costs are also substantially reduced by
the use of free-standing clinics.

BeneÞts of Legal Abortion
Research has shown that there are a number of
beneÞts associated with legal abortion, the most
obvious being a drastic reduction in the number of
deaths resulting from illegal abortions. This effect
is most noticeable where abortion is available at
the request of the pregnant woman or on broadly
interpreted social indications.(!4)

Conversely, a change from a less restrictive to a
more restrictive abortion policy has been shown to
increase the number of illegal abortions and the
number of deaths due to abortion. After Romania
enacted a restrictive abortion law in 1966, there
was a sevenfold increase in deaths due to abortion.
Such Þgures dramatically demonstrate that
women will continue to seek abortions whether
they are legal or not.

Family planning, in general, and legal abortion,
speciÞcally, have been linked with the birth of
healthier babies when women choose to have
them. (19)
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