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Abstract
Objective To determine the location of Canadian abortion services relative to where reproductive-age women reside, 
and the characteristics of abortion facilities and providers.

Design An international survey was adapted for Canadian relevance. Public sources and professional networks were 
used to identify facilities. The bilingual survey was distributed by mail and e-mail from July to November 2013.

Setting Canada.

Participants A total of 94 abortion facilities were identified.

Main outcome measures The number and location of services were compared with the distribution of 
reproductive-age women by location of residence.

Results We identified 94 Canadian facilities providing abortion in 2012, with 48.9% in Quebec. The response rate was 
83.0% (78 of 94). Facilities in every jurisdiction with services responded. In Quebec and British Columbia abortion 
services are nearly equally present in large urban centres and rural locations throughout the provinces; in other 
Canadian provinces services are chiefly located in large urban areas. No abortion services were identified in Prince 
Edward Island. Respondents reported provision of 75 650 abortions in 2012 (including 4.0% by medical abortion). 
Canadian facilities reported minimal or no harassment, in stark contrast to American facilities that responded to the 
same survey.

Conclusion Access to abortion services varies by region across 
Canada. Services are not equitably distributed in relation to the 
regions where reproductive-age women reside. British Columbia 
and Quebec have demonstrated effective strategies to address 
disparities. Health policy and service improvements have the 
potential to address current abortion access inequity in Canada. 
These measures include improved access to mifepristone for 
medical abortion; provincial policies to support abortion services; 
routine abortion training within family medicine residency 
programs; and increasing the scope of practice for nurses and 
midwives to include abortion provision.
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Editor’s kEy points
 • Disparities in provision of abortion services 
exist across Canada. Successful strategies to 
improve equity have been implemented in both 
British Columbia and Quebec. 

 • Identified abortion facilities were located 
only in the largest urban centres for most 
jurisdictions, except in British Columbia and 
Quebec, where they were spread more equitably. 
No facilities were identified in Prince Edward 
Island. Nearly half of all facilities identified were 
in Quebec.

 • More than half of all abortion providers 
in Canada are family physicians or general 
practitioners. Medical abortion is rare, as is 
harassment of facilities. 
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Résumé
Objectif Vérifier où sont situés les services canadiens d’avortement par rapport aux endroits où habitent les femmes 
en âge d’enfanter et déterminer les caractéristiques des établissements et des médecins qui offrent des avortements.

Type d’étude On a adapté une enquête internationale pour tenir compte du contexte canadien. On s’est servi de 
données publiques et de réseaux professionnels pour identifier les établissements. Le questionnaire a été distribué 
dans les deux langues par voie postale et par courriel, de juillet à novembre 2013.

Contexte Le Canada.

Participants Un total de 94 cliniques d’avortement.

Principaux paramètres à l’étude Le nombre et les lieux des services d’avortement ont été comparés à la 
répartition des femmes en âge de procréer, selon le lieu de résidence.

Résultats On a répertorié 94 établissements canadiens qui offraient des avortements en 2012, dont 48,9 % 
au Québec. Le taux de réponse était de 83,0 % (78 sur 94). On a reçu des réponses de chacune des régions 
administratives où ces services existaient. Au Québec et en Colombie-Britannique, les services d’avortement sont 
répartis à peu près également entre les grands centres urbains et les régions rurales; dans les autres provinces 
canadiennes, les services sont principalement dans les grands centres urbains. Aucun service de cette nature 
n’a été trouvé à l’Île-du-Prince-Édouard. Les répondants on dit avoir fait 75  650 avortements en 2012, dont 4,0 % 
d’avortements médicaux. Les établissements consultés sont 
rarement victimes de menaces ou de violence, ce qui contraste 
fortement avec les établissements américains qui avaient 
répondu à la même enquête.

Conclusion Au Canada, l’accès aux services d’avortement 
varie beaucoup selon les régions. La distribution régionale 
de ces services  ne tient pas compte des endroits où 
résident des femmes en âge de procréer. Le Québec et la 
Colombie-Britannique ont adopté des stratégies efficaces pour 
tenir compte de ces disparités. Avec des politiques appropriées 
et de meilleurs services, on pourrait éventuellement corriger ces 
inégalités au Canada. Les mesures pourraient comprendre un 
meilleur accès au mifépristone pour l’avortement médical; des 
politiques provinciales pour appuyer les services d’avortement; 
l’inclusion obligatoire de programmes de formation sur 
l’avortement durant la résidence en médecine familiale; et un 
élargissement du champ de pratique des infirmières et des sages-
femmes pour leur permettre de faire des avortements.

points dE rEpèrE du rédactEur
 • Il existe des disparités régionales dans 
l’accès aux services d’avortement au Canada. 
En Colombie-Britannique et au Québec, des 
stratégies efficaces ont été adoptées pour 
corriger ces inégalités.

 • Dans la plupart des régions administratives, 
les services d’avortement répertoriés étaient 
localisés uniquement dans les grands 
centres urbains, sauf au Québec et en 
Colombie-Britannique où ils étaient distribués 
plus équitablement. On n’a identifié aucun de 
ces établissements à l’Île-du-Prince-Édouard. 
Près de la moitié étaient au Québec.

 • Plus de la moitié de ceux qui font des 
avortements au Canada sont des médecins de 
famille. Il y a très peu d’avortements médicaux 
et les cliniques sont rarement l’objet de menaces.

Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2016;62:e209-17
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Abortion is a common reproductive care procedure, 
experienced by 31% of Canadian women during 
their lifespan.1 Rural compared with urban distri-

bution of abortion services, and the relationship to both 
the distribution of women and to federal and provincial 
health policies, has not been documented in Canada.

Federal legislation includes a requirement for each 
provincial and territorial health system to provide abor-
tion services.2 Each of the 13 provinces and territories 
determines both health policy and health services for 
their own jurisdiction.3 Despite the legislation, abor-
tion service availability is thought to vary within and 
among Canadian health systems.4,5 It has been clearly 
documented that at least 2 provinces have failed to 
meet these requirements.6,7 In Ontario, disparities exist 
between rural and urban access, which might be mir-
rored in other jurisdictions.8-10 National evaluation of 
abortion health services and their distribution has been 
limited by incomplete data collection from nonhospital 
facilities, where most abortions are provided.11-13

An instrument assessing abortion health services has 
been used in the United States (US) since 1997 for iter-
ative evaluation14-17 and to provide best-practice evi-
dence supporting 2 textbooks.18,19 Norman et al used 
this instrument to survey abortion provider practices in 
British Columbia (BC) in 2010.20,21

In 2013 this instrument was used to survey facilities 
and providers about 2012 abortion services, techniques, 
and experiences in the US and Canada. In this article 
we present Canadian findings from this study related to 
abortion health services distribution, delivery, and pro-
viders, as well as facility characteristics and experiences 
of harassment. Techniques of first-trimester medical 
abortion across Canada are detailed in the companion 
paper in this issue (page e201).22

MEthods

We distributed a national cross-sectional self- 
administered survey to facilities providing abortion ser-
vices in all regions of Canada. We used public sources, 
including Internet-based abortion facility listings, adver-
tisements, online directories, and professional networks, 
to identify abortion facilities in all Canadian jurisdic-
tions. We defined a facility as any service or group of  
services offering abortions, including hospitals, com-
munity health centres, clinics, and physician offices. All 
identified facilities were contacted 1 month before dis-
tribution of the survey by mail, e-mail, or telephone to 
confirm current service provision and to notify them of 
the pending invitation to participate in the survey.

We adapted the previously published US instrument 
to be relevant to the Canadian context.14-16 To modify the 
survey for Canadian use, lists of medications approved 

for use were updated; health professional creden-
tials approved for provision of abortion services were 
added; and US-specific questions related to payment for  
services were removed. All Canadian context changes 
were reviewed by 5 abortion care experts for face valid-
ity and relevance. Three types of question booklets were 
distributed to each facility. Each facility was provided 
booklets for completion by the administrator (29 ques-
tions on the overall facility services and experiences); up 
to 5 surgical abortion providers (97 questions on surgi-
cal abortion techniques); and up to 5 medical abortion 
providers (33 questions on medical abortion techniques).

The final version of the survey was professionally 
translated into French, with review by 3 Francophone 
abortion experts. Surveys were available in both English 
and French, in print and in Internet-accessible format, 
and were distributed by mail and by e-mail. We mailed 
a small honorarium in the form of a coffee card to each 
facility administrator in recognition of the time taken to 
distribute, collate, and return responses from their facili-
ties. Dillman technique23 reminders were sent at 1 and 
2 weeks and again for nonresponders at 4 and 6 weeks. 
Surveys were distributed between July and November 
2013. Double data entry was used for all written submis-
sions. Ethics approval was provided by the University 
of British Columbia and Children’s and Women’s Health 
Centre of British Columbia Research Ethics Board; eth-
ics approval for the overall international project was 
provided by the Human Research Protections Program 
Integrated Institutional Review Board of the City 
University of New York.

Outcome measures
We were able to identify 94 facilities providing abortion  
services in Canada. We reported the number and  
location of services, and compared this information 
with the distribution of reproductive-age women by  
location of residence. To illustrate the relationship of 
abortion service location with the location of women, 
we used the following definitions. We defined urban facil-
ities as those located within a census metropolitan area 
(CMA).24,25 All other facilities were defined as rural. We 
defined reproductive-age women residing in a CMA with 
abortion services as the number of females aged 15 to 44 
years residing in a CMA in 2012, according to Statistics 
Canada,26 for every CMA where we were able to identify 
an abortion facility. All other 15- to 44-year-old women 
in the region in 2012 were defined as not residing in 
a CMA with abortion services. We reported all results 
by regions (Atlantic provinces, Quebec, Ontario, the 
Prairies, BC, and the territories) designated to include a 
minimum of 4 facilities per region to ensure no individ-
ual facility or provider could be identified.

We recorded the data provided by each respond-
ing facility administrator on the number of abortions  
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provided in 2012 and by medical or surgical method, as 
well as facility characteristics and experiences. Provider 
characteristics are derived from the abortion provider 
survey responses.

rEsuLts

Distribution of identified facilities
Of the 94 facilities in Canada, 78 (83.0%) responded to our 
survey, including at least 1 facility in every jurisdiction pro-
viding services, and 89.1% (41 of 46) of facilities in Quebec. 
Nearly half (n = 46, 48.9%) of all identified Canadian facil-
ities are located within Quebec (Table 1)24-26. Figure 1 
compares the urban and rural distribution of facilities iden-
tified within each region with the reproductive-age females 
for each region.

In Quebec and BC, abortion services were nearly 
equally present in large urban centres (CMAs) and rural 
locations spread throughout the province. Services in the 
territories were also located in the largest cities, although 
no city in the territories is large enough to qualify as a 
CMA. In Canadian provinces other than Quebec and BC, 
most identifiable services are located in large urban areas. 
In Prince Edward Island (PEI), we were unable to identify 
any facility providing abortion services.

Responding facilities
Among the 78 facilities with either an administrator or a 
provider respondent, 52 (66.7%) were located in commu-
nity settings and 37 (47.4%) provided abortion within a 
hospital, including 11 (14.1%) facilities providing services 
in both settings (Table 2).

Among the 78 responding facilities, we received 
administrator responses from 74, with 4 additional facil-
ities returning medical or surgical abortion provider sur-
veys. Administrator respondents reported providing a 
total of 75 650 abortions in 2012 (Table 3). Among these, 
4.0% were medical abortions (first or second trimester), 
most of which were provided at a single facility in BC.

A low volume of procedures, fewer than 500 per year, 
was provided by about half of all of reporting adminis-
trators (n = 39, 52.7%), including two-thirds (67.5%) of 
those in Quebec, with only one-fifth (20.3%) of facilities 
(7.5% in Quebec) providing 2000 or more abortions per 
year. These higher-volume facilities were largely ambu-
latory clinics, with only 20.0% (n = 3) in this category pro-
viding services in a hospital setting.

Consistent with current health professional regulations 
in Canada, all abortions were provided by physicians. 
Responses were received from 178 unique providers, 
one-tenth (n = 18) of whom provided services at more 
than 1 responding facility. Two-thirds (69.1%) of abor-
tion providers were female and more than half (59.6%) 
were family physicians or general practitioners. Providers 
reported a mean (SD) age of 48.7 (12.0) years (n = 74).

Facilities reported very little harassment (Table 4). 
No Canadian facility reported a resignation of an abor-
tion provider–physician or any staff member owing to 
harassment. Only a single facility reported any resigna-
tion of an allied health professional staff member, and 
in this case the facility specified that the one resignation 
was not owing to violence, fear, or threats. Similarly, 
two-thirds of reporting facilities (49 of 74, 66.2%) indi-
cated no episodes of harassment or violence in 2012, 
with a further 28.4% (21 of 74) reporting solely picketing 
without interference. Among 7 facilities reporting “other” 
episodes of harassment, half specified only receipt of 
harassing e-mail.

discussion

We report the first detailed data on abortion facilities and 
providers in Canada, including data on facilities provid-
ing 90.4% of the total number of Canadian abortions 
(83 708) reported to the Canadian Institute for Health 
Information for 2012.13 Identified abortion facilities were 
located only in the largest urban centres for most juris-
dictions, except in BC and Quebec, with no facility in PEI.

table 1. Abortion facilities by region and rural area within Canada, 2012

REGiON TOTAL FACiLiTiES, N (%)
CANADiAN FEMALES AGED 
15-44 y By REGiON,24-26 %

RuRAL FACiLiTiES (NON-CMA), 
N (%)

FEMALES AGED 15-44 y iN 
THE REGiON NOT RESiDiNG iN 
A CMA WiTH A FACiLiTy, %

Canada 94 (100.0) 100.0 33 (35.1)                48.0

Atlantic provinces             4 (4.3)                  6.3              1 (25.0)                70.0

Quebec           46 (48.9)                22.3            17 (37.0)                26.9

Ontario           16 (17.0)                39.2              0 (0.0)                35.2

Prairies             8 (8.5)                18.7              0 (0.0)                40.4

British Columbia           16 (17.0)                13.0              9 (56.3)                30.7

Territories*             4 (4.3)                  0.4              4 (100.0) 100.0

CMA—census metropolitan area.
*There are no CMAs in any of the 3 territories. 
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Notably, nearly half of all facilities identified were in 
Quebec, a province where 22.3% of reproductive-age 
Canadian women reside. More equitable distribution 
of services in Quebec is related to provincial develop-
ment and planning over more than 4 decades.27,28 The 
government of Quebec issued a series of family plan-
ning policies between 1972 and 1977, funding family 
planning counseling in community health facilities and 
developing a network of 21 hospital-based public abor-
tion facilities across the province.27,28 In 1996 ministerial 
guidelines required each region to create plans for access 
to first- and second-trimester abortion services.29,30 The 
provincial government provided additional funding in 
2001 to ensure access to first-trimester abortions in each 

of the 18 regions, and distributed access to second-
trimester abortion in 3 regions.31 Training, meetings, 
research, surveys, and an oversight committee on abor-
tion delivery continue to be provided by governmental 
and para-governmental organizations in Quebec.31

From 1992 to 2004, the government of BC similarly 
planned to support distributed services through a task 
force that made specific recommendations in 1994 to 
ensure access to abortion care.32 Legislation mandating 
service in designated hospitals in each jurisdiction was 
enacted in 1996,33 with laws added in 2001 guarantee-
ing access to services.34 Since 1993, BC Women’s Hospital 
and Health Centre in Vancouver has provided provin-
cial leadership in training providers, supporting rural  

Figure 1. Abortion health service facilities in Canada, 2012: Facilities with an urban or rural location, compared 
with location of residence for females aged 15-44 y.

CMA—census metropolitan area.
*Represents the proportion of females aged 15-44 y in the region who were not residing in a CMA with at least 1 abortion facility in 2012.
†Represents the proportion of abortion facilities in the region that were not located in a CMA in 2012.
‡Represents the proportion of females aged 15-44 y in the region who were residing in a CMA with at least 1 abortion facility in 2012.
§Represents the proportion of abortion facilities in the region that were located in a CMA in 2012.

Proportion of females aged 15-44 y 
within the region residing in a rural area*

Proportion of abortion facilities 
within the region in a rural area†

Proportion of females aged 15-44 y 
within the region residing in an urban area‡

Proportion of abortion facilities 
within the region in an urban area§
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table 2. Hospital-affiliated facilities and community settings among abortion facilities with any response, Canada 
and by region, 2012: N = 78.

FACiLiTy

REGiON

CANADA,  
N (%)

ATLANTiC PROViNCES, 
N (%)

QuEBEC,  
N (%)

ONTARiO, 
 N (%)

PRAiRiES,  
N (%)

BRiTiSH 
COLuMBiA, N (%)

TERRiTORiES, 
N (%)

All responding 
facilities

78 (100.0) 4 (100.0) 41 (100.0) 9 (100.0) 6 (100.0) 15 (100.0) 3 (100.0)

Community setting*    52 (66.7)       2 (50.0)  33 (80.5)   5 (55.6)  4 (66.7)      8 (53.3)     0 (0.0)

Hospital-affiliated 
facility†

   37 (47.4)       2 (50.0)  15 (36.6)   4 (44.4)  2 (33.3)     11 (73.3)     3 (100.0)

Both community 
setting and hospital-
affiliated facility

    11 (14.1)       0 (0.0)    7 (17.1)   0 (0.0)  0 (0.0)       4 (26.7)     0 (0.0)

*Community settings include traditional community health centres, free-standing abortion clinics, and private doctor’s offices offering abortion services. 
†Hospital-affiliated facilities include both services conducted in operating rooms and services conducted within ambulatory clinic facilities located 
within the hospital complex.

table 3. Providers and services among responding Canadian abortion facilities, 2012: N = 74.

PROViDERS AND 
SERViCES

REGiON

CANADA
ATLANTiC 

PROViNCES QuEBEC ONTARiO PRAiRiES BRiTiSH COLuMBiA TERRiTORiES

Procedures, n (%)

• Total abortions 
provided in 2012

75 650 (100.0) 3493 (100.0) 24 106 (100.0) 15 976 (100.0) 16 639 (100.0) 14 872 (100.0) 564 (100.0)

• 1st-trimester 
surgical abortion

 68 154 (90.1)  3318 (95.0)  22 319 (92.6)   14 994 (93.9)  15 389 (92.5)     11 608 (78.1)   526 (93.3)

• 2nd-trimester 
surgical abortion

   4468 (5.9)    164 (4.7)   1541 (6.4)       881 (5.5)      936 (5.6)        935 (6.3)     11 (2.0)

• 1st-trimester 
medical abortion

   2706 (3.6)       0 (0.0)       62 (0.3)       101 (0.6)       274 (1.6)       2242 (15.1)     27 (4.8)

• 2nd-trimester 
medical abortion

     322 (0.4)      11 (0.3)     184 (0.8)          0 (0.0)        40 (0.2)          87 (0.6)       0 (0.0)

Volume of procedures 
in facility, n (%)

• Low (< 500 per y)       39 (52.7)       1 (25.0)       27 (67.5)          0 (0.0)          1 (16.7)           7 (50.0)      3 (100.0)

• Medium (500-
1999 per y)

       20 (27.0)       3 (75.0)       10 (25.0)          3 (42.9)          2 (33.3)            2 (14.3)      0 (0.0)

• High (≥ 2000 per y)       15 (20.3)        0 (0.0)        3 (7.5)          4 (57.1)          3 (50.0)           5 (35.7)       0 (0.0)

Providers*†

• No. of SAPs‡      206       6     122        18         21          32       7

• No. of MAPs        71       0       40          0          5          17       9

• No. of SAPs asked 
to complete survey

     138       6       86          7        15          18       6

• No. of MAPs asked 
to complete survey

      52       0       24          0          4          15       9

MAP—medical abortion provider, SAP—surgical abortion provider.
*In Canada, only physicians are licensed to provide abortion services. In some instances the same responding physician provided both medical and surgi-
cal abortion.
†These numbers represent responses by facility administrators and do not include provider numbers for 4 additional facilities where providers returned 
surveys but administrators did not, or for 6 facilities where the administrator reported no medical abortion physicians, yet 11 medical abortion physi-
cians from those facilities returned responses.
‡Surgical abortion providers in Quebec and British Columbia occasionally indicated provision at more than 1 reporting facility; thus, the overall totals 
for these regions might be overestimates.
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hospital-based abortion services, and integrating a net-
work of care through a provincial toll-free line to connect 
women with the closest appropriate abortion service.35 
Further, they have supported provincial health services 
improvement conferences (2009, 2011, and 2014), engag-
ing a range of stakeholders.32,36,37 Featuring collaborative 
workshops, these events highlight best practices, exam-
ine gaps and opportunities, support networking of service 
providers and health system leaders, and have facilitated 
health system and services improvement.32,36,37

In contrast, 1989 legislation in New Brunswick spe-
cifically impaired access to abortion services by limiting 
abortion provision to hospitals alone, and by requiring 
that abortion be performed by a non–family physician 
specialist and only after approval by 2 physicians.38,39 A 
January 2015 amendment removed the requirements for 
a specialist and for approval by 2 doctors, but it main-
tained the restriction to hospitals.40 In contrast, both 
Canadian Institute for Health Research data13 and this 
study (Table 2) indicate that most Canadian abortions 
are performed in clinic settings.

We were unable to locate any abortion service in 
the province of PEI. The government of PEI passed 
Resolution 17 in early 1988 resolving “that the Legislative 
Assembly of P.E.I. oppose the performing of abortions.”41 
Prince Edward Island has since guided service deliv-
ery with a policy that no induced abortions would be 
performed in the province. For example, Health PEI, 
the provincial organization responsible for the opera-
tion and delivery of publicly funded health services, has 
specified that women must travel to another province to 
receive abortion services.42

Our findings indicate more than half of all abortion 
providers in Canada are family physicians or general 
practitioners. Routine training in abortion care is not 
offered by Canadian family medicine residency pro-
grams, except in BC.43,44 Provision of this training has 
the potential to improve service distribution.45,46 Access 

to high-quality training, and support for provision of 
medical abortion in particular, will have even more rel-
evance since the July 2015 approval for mifepristone use 
in Canada.47

In Canada, all abortion providers are physicians. Our 
concurrent survey using the same instrument in the 
US found that approximately half of all medical abor-
tions are provided by nonphysicians.48 The distribution 
of allied health professions among all providers was 
29% nurse practitioners, 14% physician assistants, 6% 
certified nurse midwives, and 1% other health care pro-
fessionals. In many jurisdictions the provision of medi-
cal and surgical abortion by allied health professionals 
has been associated with high-quality care and high 
patient satisfaction.49-53 Task sharing to better use the 
full scope of practice of allied health professionals has 
the potential to improve equitable distribution of abor-
tion services within Canada.

Canadian abortion facilities reported rare harassment. 
In contrast, among American abortion facilities sam-
pled concurrently 83% reported substantial episodes of 
harassment, and 10% reported staff resignations owing 
to harassment.54

Limitations
Our sample was limited to abortion facilities that we 
were able to detect through publicly available sources 
and professional networks. We might have been unable 
to detect providers in rural (non-CMA) hospitals and 
physicians’ offices in some regions, particularly Ontario, 
that provide abortion services and might be known 
among the local community without the need for pub-
lic advertising. Further, our conclusions with respect to 
service in Ontario are limited by a low response rate of 
56.3%. Two Ontario studies have demonstrated urban-
rural disparity in abortion rates8-10 despite the intended 
presence of at least 1 hospital providing abortion in 
each Local Health Integration Network.10 The strengths 

table 4. Violence or harassment during 2012 at Canadian abortion facilities, by region: N = 74.

TyPE

REGiON

CANADA (N = 74), 
N (%)

ATLANTiC 
PROViNCES 

(N = 4), N (%)
QuEBEC (N = 40), 

N (%)
ONTARiO (N = 7), 

N (%)
PRAiRiES (N = 6), 

N (%)

BRiTiSH 
COLuMBiA 

(N = 14), N (%)
TERRiTORiES 
(N = 3), N (%)

No violence or 
harassment

49 (66.2)      1 (25.0) 34 (85.0)      1 (14.3)      2 (33.3) 8 (57.1) 3 (100.0)

Picketing 
without 
interference

    21 (28.4) 3 (75.0)       4 (10.0) 6 (85.7) 3 (50.0)      5 (35.7)     0 (0.0)

Picketing with 
interference

      2 (2.7)      2 (50.0)       0 (0.0)      0 (0.0)      0 (0.0)      0 (0.0)     0 (0.0)

Vandalism       2 (2.7)      1 (25.0)       1 (2.5)      0 (0.0)      0 (0.0)      0 (0.0)     0 (0.0)

Other*       7 (9.5)      1 (25.0)       4 (10.0)      0 (0.0)      1 (16.7)      1 (7.1)     0 (0.0)

*Other forms of violence or harassment included threatening e-mails or telephone calls.
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of this study include the use of a proven survey instru-
ment and our high overall response rate, allowing us 
to present the first detailed study of abortion facility  
services and experiences in Canada.

Conclusion
Equitable access to abortion service varies by region 
across Canada. Medical abortion is rare, as is harass-
ment of facilities. Provincial government leadership in 
BC and Quebec has demonstrated effective strategies to 
address inequity. Regulatory advances that could improve 
abortion service access include improved access to mife-
pristone for medical abortion; provincial leadership sup-
porting abortion services through policy and legislation; 
implementation of routine training in surgical and espe-
cially medical abortion within family medicine residency 
programs; and regulations to broaden the scope of prac-
tice for nurses, midwives, and other allied health profes-
sionals to include abortion provision. Health policy and 
service improvements have the potential to address cur-
rent abortion access inequity in Canada. 
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