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AB S T R AC T
Women’s reproductive health has been the subject of debate for

decades and the surrounding controversy does not appear to be dissipat-
ing any time soon. Thousands of articles are published annually on the
topics of abortion, female sterilization, their associated ethical dilemmas,
and the disparities that women face in the healthcare system. Although
we have made great strides towards equitable healthcare, I would argue
that women still face a disproportionate degree of stigmatization, bias,
and unethical policy when it comes to their reproductive health. This es-
say highlights fictional but realistic examples to illustrate this ongoing dis-
crimination, followed by an evidence-based discussion which proposes
the potential roots of the discrimination and describes the harms associ-
ated with stigma and bias in this setting. Broadcasting these issues and
encouraging medical professionals to think about them allows disparities
to be more greatly recognized, and more readily dismantled.
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1 | EMMA & STERILIZATION

Emma is a 25-year-old graduate student from a rural
community in Canada. Emma’s personal interests in-
clude art, baking, and philosophy. She has many plans
for her future, some of which include travelling to Eu-
rope, writing a novel, and pursuing her dream career of
becoming a lawyer. Emma has two sisters and a cur-
rent long-term relationship – a boyfriend of four years to
whom she hopes to one day be engaged. She has always
known that she does not want children. She is sexually
active and takes an oral contraceptive pill daily to pre-
vent pregnancy but finds she often forgets to take it, and

this produces a great deal of stress for her. Though she
has consulted with her physician about her options, she
is not open to the available contraceptive alternatives.
Other contraceptive options include an intramuscular in-
jection, an intravaginal ring, or an intrauterine device,
but they all seem too invasive to Emma. Additionally,
she does not feel comfortable using condoms or other
barrier methods as her solemethod of contraception. At
this time, Emma reports being tired of theworry and fear
surrounding unwanted pregnancy, and mentions she is
not comfortable with the idea of having to undergo an
abortion in the event she does become pregnant. Thus,
following a long period of careful thought, Emma sched-
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ules an appointment with her family doctor to discuss
tubal ligation.

Tubal ligation is also an invasive procedure, but Emma
thinks it will be worth it to not have to worry about
contraceptive medications or their side effects, and to
know that she will not become pregnant if she contin-
ues to have sex with her boyfriend. Emma called her
doctor’s office and obtained a consultation appointment
for later that month. Emma’s doctor, Dr. Matthews, is a
general practitioner in his late 40s and has been over-
seeing Emma’s health since she was a teenager. It is ev-
ident to Emma that Dr. Matthews cares about her well-
being and she has always felt he provided her with the
best possible care. Several weeks went by and the date
of Emma’s appointment rolled around. Emma stepped
into the doctor’s office and was greeted warmly by Dr.
Matthews before jumping into their discussion on tubal
ligation.

“Do you understand that tubal ligation is often irre-
versible?” Dr. Matthews inquired gently. Emma began
nodding in understanding before her doctor had even
finished his sentence. She responded, “I have done my
research into this quite thoroughly”.

Dr. Matthews hesitated before presenting his next
question: “can you tell me a little bit about how you
came to this decision?”. Emma was prepared for this
question too and promptly responded that the worry
and stress of possible pregnancy often affected her abil-
ity to study and impaired her sleep.

Dr. Matthews listened intently as Emma spoke, but
the confusion that remained on his face suggested that
his question had not entirely been answered. “I mean,
how did you come to decide that you don’t want chil-
dren?”, he rephrased. Before Emma could counter, the
doctor went on to question how thoroughly she had
thought about this decision. Emma felt that it was a fair
question as the procedure is potentially permanent, but
admittedly did not anticipate being asked about how she
came to her decision about children. She replied that
she had always known. Dr. Matthews remained per-
plexed; he leaned toward his patient with concern in his
eyes, “Emma, I don’t think you understand the gravity of
the decision you are trying to make here”.

Now, it was Emma’s turn to be confused. “I’ve al-
ways known that I don’t want children. I simply don’t
want them – what more is there to it?”, she asked. Dr.
Matthews leaned back in his chair and sighed in mild
frustration, “but how can you know that?”. At this point,
Emma did not know what to say. Dr. Matthews con-
tinued, “I mean, you’re so young, how could you possi-
bly know with certainty that you don’t want kids?”. It
was clear to Emma that this question was rhetorical. Dr.
Matthew’s tone continued to exemplify concern for his
patient, but the nature of his questions suggested re-
sistance to Emma’s request for sterilization. Advocat-
ing for herself, Emma transitioned the conversation to-
wards the medical consultation she had hoped for and
asked if the procedurewas unsafe for her to undergo. “Is
there another reason I shouldn’t be considering this?”,
she asked. At this question, the doctor sat upright in
his seat and in clear exasperation, implored “have you
talked to your boyfriend about what he wants? How
would your future husband feel about this?”.

The case of 25-year-old Emma seeking tubal ligation
is representative of the experiences of many women
who are denied tubal ligation by their doctors. Reasons
for rejection often include age (women are judged as be-
ing too young to make a decision of this nature), fear of
regret, or concern for a future partner’s desire to have
children. (1,2) A case series of women seeking tubal lig-
ation conducted by two Ontario physicians found that
many women were referred from their initial point of
contact (abortion clinics, primary care providers, and gy-
naecologists) to other providers on the basis of hospi-
tal limitations or personal conscience. (3) The study pa-
tient’s records documented that manywomen had expe-
rienced prior difficulty in obtaining the sterilization pro-
cedure. (3) If we go back in time a mere 50 years in the
United States, obstetrician-gynaecologists would multi-
ply awoman’s age by her parity to determine if she could
qualify for sterilization. (4) If the product was less than
120, the woman was deemed ineligible. (4) At this time,
several states required spousal consent for a woman to
obtain sterilization, meaning that a woman could not ac-
cess any kind of tubal ligation procedure without the
permission and signature of her husband (if she was
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unmarried, her father’s signature could have been re-
quired). (5) The double-standard seems flagrant here. To
this day, the stigma surrounding male sterilization is ar-
guably minimal compared to that of female sterilization.
One might contend that this is because vasectomies are
reversible procedures where tubal ligation is permanent,
but this is not entirely correct. While rates of preg-
nancy following reversal are generally higher with vasec-
tomies, a study assessing rates of successful pregnancy
in women (mean age of 32) following tubal ligation re-
versal found the rate to be over half at 56%. (6) A sepa-
rate study assessing rate of pregnancy in women (mean
age of 31) whose partners had undergone vasectomy
reversal found the rate of pregnancy to be 72.2%. (7)
Evidently, successful pregnancy following tubal ligation
reversal is possible, and despite the commonmisconcep-
tion, pregnancy following vasectomy reversal is not a
guarantee. That is not to say that physicians should not
carefully consider the appropriateness of tubal ligation
in their patients, or that it is unreasonable for a doctor
to present the risks and potential for regret to their pa-
tients seeking this procedure. A discussion of this nature
should certainly be had, but provided that there are no
contraindications, a woman should not be denied steril-
ization because she is, for example, currently without
children, or because her future partner(s) may object.
Further, a woman’s decision to become pregnant and
have a child or not should be her own to make. Her part-
ner’s opinionmay be of considerable value to her inmak-
ing this decision, but such matters are for her to man-
age personally, and not the responsibility of her health-
care provider. The eligibility policies mentioned above
have since changed, but significant barriers to a woman
obtaining sterilization still exist. Many physicians con-
tinue to be apprehensive about performing tubal liga-
tion, and the causes for their hesitation reflect age-old
ideas about a woman’s value to society, andmore specif-
ically her role in childbearing.

The fictional scenario that I have presented through
the character of Emma illustrates the unconscious bias
at play that hinders a woman’s access to sterilization.
Why is the doctor hesitant to agree to Emma’s wish
to undergo tubal ligation? The doctor raises concern

around Emma’s age and suggests she is too young to
know that she does not want to have kids. Emma is 25
years old. A 25-year-old in this country does not face
any age-related limitations in any setting – a 25-year-
old can rent a car or a hotel room, hold more than one
university degree, independently move to a new coun-
try, choose a life partner under the eyes of the law and,
her health and other variables permitting, can then de-
cide to give birth to as many children as she wishes.
Why is it that when a 25-year-old declares she is ready
for marriage and children that she is met with societal
praise, but when she declares she is certain that a life
with children is not what she wants, she is met with dis-
belief? The age need not be set at 25 either – people
do not doubt young girls or teenagers when they claim
that they are sure they will one day want kids. A double
standard clearly exists here. It may be thought that the
younger a woman is, the greater the risk that shemay re-
gret her decision to undergo sterilization later in life – an
appropriate consideration. This segues into the ethical
dilemma surrounding regret in women undergoing ster-
ilization procedures. Research has been conducted re-
garding how often women are regretful of their decision
to undergo tubal ligation. One study found the over-
all 14-year cumulative probability of a woman obtaining
tubal ligation reversal to be 1.1% (8). The researchers
also determined the 14-year cumulative probability of
a woman requesting information on tubal ligation rever-
sal to be 14.3%. (8) This data suggests the majority of
women do not regret their decision to undergo tubal
ligation. Notably, the study observed that the younger
a woman was when she underwent tubal ligation, the
greater the likelihood that she would later request infor-
mation about reversal. (8) Therefore, it would be rea-
sonable for clinicians to consider that the potential for
regret is greater in younger women and to counsel their
patients accordingly. However, a woman should not be
denied the procedure based purely on age. It would
make little sense to force a woman to wait until she is in
her mid 30s or 40s, for example, to access sterilization,
at which point her most fertile years would be behind
her. On the subject of regret, consider that a similar ar-
gument surrounding a change of heart could be applied
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to a woman electing to undergo other irreversible surg-
eries (such as cosmetic surgery, for example). While ster-
ilization cannot be equated to other surgical procedures,
I propose this comparison to highlight the disproportion-
ate fixation on the potential for regret that exists in the
setting of female sterilization. If a woman is knowledge-
able of the risks, understands her options, and wishes to
proceed (i.e. hasmade an informed decision), to deny her
sterilization on the grounds that shemay regret her deci-
sion later in life is not only paternalistic, but beyondmed-
ical purview. In the setting of other irreversible medical
procedures, the informed decision to follow through ulti-
mately lies with the patient. Why should it be different
in the context of female sterilization? As I have men-
tioned, it is important to counsel patients on the poten-
tial for regret and to possibly be prepared to offer psy-
chological support in the event that regret occurs, but
this exaggerated apprehension in providingwomenwith
access to sterilization may serve as a barrier to care.

The issue that remains in Canada is predominantly
that of an unconscious bias rendering physicians reluc-
tant to provide women with sterilization procedures.
Personal physician bias should cease to play a role in
a woman’s access to reproductive healthcare, and a
woman who otherwise qualifies should not be denied
access to sterilization on the basis of perceived naivety.

2 | CARRIE & ABORTION

I now move to the example of Carrie, an 18-year-old
woman from the city of Birmingham in Alabama, USA.
Carrie recently graduated high school and will soon be
attending the University of Alabama where she will be
majoring in biomedical sciences. She is hoping to one
day work in healthcare but is not yet decided on which
profession she would like to pursue. She will be paying
for her university education exclusively through a line
of credit and government loans. Carrie was raised by a
single mother and has one older brother. She has a large
friend group that she graduated high school with which
further bolster her support system, and although she is
not currently in a relationship, she identifies as hetero-

sexual. In the summer, Carrie works at a coffee shop
in the city. Her shifts begin quite early in the morning
and over the past few weeks, Carrie has noticed that
she has been feeling nauseous when she gets up to get
ready for work, even vomiting a couple of times. Three
weeks prior to the onset of her nausea, on the night of
her prom, she had sex for the first time and did not use
protection. This morning, she couldn’t keep her break-
fast down before work and it dawned on her that there
was a real possibility that she could be pregnant. She
decided to stop at the drugstore nearest her house on
her way home from work to pick up a pregnancy test.

Carrie began to feel very uncomfortable as she en-
tered the women’s health section of the drugstore. A
wave of anxiety washed over her as she scanned the
aisle for the test that would best apply to her. She was
confused by all the different boxes, labels, and time-
frames for the tests, but did not feel comfortable ask-
ing the pharmacist for help. When a front store worker
passed her in the aisle, she reflexively ducked her head
in shame and skittered away from the area where the
pregnancy tests were located; she grabbed a box of
tampons off the shelf and tucked them under her arm.
The worker didn’t seem to notice Carrie’s odd behaviour
and turned the corner into another aisle. Carrie darted
back down the aisle and grabbed the first pregnancy test
she could find; she noted the test read “early response”
and felt that was good enough. She rushed to the self-
checkout and, still quite embarrassed, scanned her items
and tossed them in a bag as quickly as she possibly could.
When she got home, she hurried up the stairs to the
bathroomwithout saying hello to hermother. She threw
the plastic grocery bag on to the floor at her feet, and
felt her heart begin to beat rapidly in her chest. Her
breathing quickened as she contemplated the prospect
of pregnancy, what it would mean for her future, and
what her mother may think. She knew that she would
not be able to afford a baby, and that her family did
not have the resources to help her. She carefully fol-
lowed the directions written on the pamphlet that came
with the pregnancy test. The instructions stated that it
may take a few minutes for her results to become clear.
She lowered herself onto the cold laminate floor and
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watched the analog clock in the corner of her bathroom
anxiously. At the end of the wait period, she picked the
test up from the bathroom counter and closed her eyes
tightly before looking at the test result. After a painful
30 seconds, Carrie opened her eyes. The test result was
very clearly positive. She quietly wept on her bathroom
floor before slinking away to her bedroom and crawling
under the covers of her bed. She went on to cry herself
to sleep as she embraced what she perceived to be the
beginning of her terribly bleak future.

The Human Life Protection Act was enacted in 2019
in the state of Alabama, USA. (9) This bill was passed in
both chambers of the Alabama Legislature, and states
that any physician who performs an abortion could be
subject to life in prison. (9) The bill bans abortions at any
stage of pregnancy and fails to recognize its necessity
under even extreme circumstances. (9) A preliminary in-
junction has delayed its implementation, but were it to
be implemented, women like Carriewould not be able to
access abortion at all and would be forced to carry out
their pregnancies. (10) States like Alabama are not alone
in their pursuit to ban abortion access. Extreme abortion
bans are being proposed all over the United States of
America, among other countries around the globe. (11)
The leak of a draft decision by the supreme court of
the United States which occurred just this past month
serves as concrete evidence of this very fact. (12) The
draft outlines the supreme court’s intention to overturn
the landmark Roe v. Wade – a law that has protected
a woman’s right to an abortion since 1973. Evidently,
an extreme abortion ban is on the horizon in Canada’s
neighbouring country. This is a reality that cannot be
ignored by Canadians; American policies are not with-
out influence in our country and conceivably set a prece-
dent within Canada. (12) What could a lack of access to
abortion mean? Limiting access to abortion may actu-
ally lead to a rise in unsafe abortions. One study from
2009 found an association between restrictive abortion
laws and the rate of unsafe abortions. Researchers ob-
served that abortion related deaths are much higher in
countries with laws that restrict access to abortion, and
that when abortion laws are relaxed, the rate of unsafe
abortions drops dramatically. (13) For example, in South

Africa, following legalization of abortion in 1998, the
abortion mortality ratio dropped by 91% in just 3 years.
The study reports that similar trends were observed in
other countries. (13) The evidence suggests that restrict-
ing access to safe abortion creates an increase in abor-
tions which are associated with greater physical harm.
Of note, the methods through which women complete
unsafe abortions involve the ingestion of toxins, inflic-
tion of abdominal injury, or direct trauma to the vagina,
while the most common causes of death related to un-
safe abortion were found to be genital trauma, sepsis,
hemorrhage, infection, and necrotic bowel. (13)

Carrie represents one of many different types of
women who may reasonably seek an abortion. She is
18 years old with desires to pursue a higher education
and, while she may one day want a family, strongly feels
that now is not the time for her to raise a child. Fi-
nancial stressors mean that it is not feasible for Carrie
to follow through with her current pregnancy. A 2013
study which sampled nearly 1000 women from 30 abor-
tion facilities in the United States found that the two
most common reasons to seek an abortion were finan-
cial stressors and timing. (14) Thus, I chose to share the
story of Carrie because I feel it is representative of a re-
alistic and prevalent case in which a person could want
to terminate a pregnancy. However, it is important to ac-
knowledge that there are many different circumstances
that may lead a woman to seek an abortion. Consider
the case of a young girl who is molested and raped by a
relative, only to become pregnant with his child. Under
the US laws proposed in 2019, any doctor who agrees
to conduct an abortion for the victim of rape and incest
could be subject to life imprisonment. (9)

Abortion is certainly a controversial subject, and
there understandably exists a spectrum of opinions
surrounding when it is reasonable to access abortion.
The safety of these procedures at various time points
throughout pregnancy should be considered, and the
decision to undergo abortion should involve some con-
templation. However, provided that a woman has dis-
cussed the benefits and risks with her healthcare team,
deliberated the decision carefully, and decided to move
forward with abortion, provider bias and politics should
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not stand in the way of her right to this form of health-
care. This is an issue of bodily autonomy; when it can
safely be avoided, women must not be forced to follow
through with unwanted pregnancies. I would argue it is
unethical for our governments to restrict which health-
care is and is not accessible to women when we have
the professional and financial resources to provide this
care.

If nothing else, the stigma surrounding abortion must
end. Despite being a commonly sought procedure –
around 73 million induced abortions are performed ev-
ery year worldwide – abortions are a clandestine topic.
(15) Women who undergo abortions are pitied, and
judged, and the air of controversy that surrounds the
procedure likely contributes to some of themisinformed
perspectives of the public and our policy makers. For
many women, the decision to get an abortion is not cut
and dry. For some, it is a very stressful experience re-
quiring days and weeks of contemplation. To add insult
to injury, abortion clinics are notoriously riddled with
protestors, making a potentially overwhelming appoint-
ment almost unbearable. What othermedical procedure
is so heavily stigmatized? This stigma likely contributes
to unconscious bias among the public and the health-
care community which creates a barrier to abortion ac-
cess.

3 | IN CONCLUSION

There aremany other disparities that exist betweenmen
and women in the context of healthcare. Though they
may not be immediately apparent, the issues exist and
have real consequences for women in Canada, USA, and
other countries around the world. Access to steriliza-
tion and abortion are only two examples, which I have
selected to highlight because they are a major part of
modern public debates and effectively demonstrate the
issues of stigmatization, unethical law making, and un-
conscious bias that exist in our medical systems today.
Understandably, these subjects are complex and diffi-
cult to navigate. My aim is to validate the frustrations
of the real women who, like the fictional characters of

Emma and Carrie, have struggled to navigate the health-
care system, and to raise awareness of these issues to
health providers so that they may recognize their own
biases in their pursuit to provide the best possible care.
Women should experience a healthcare system that is
as ethical, unbiased, and unprejudiced as is realistically
possible.
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