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Since mid-November 2015, five Indigenous women have spoken with journalists
about Royal University Hospital (RUH) employees pressuring them to have tubal
ligations and other unethical practices.
RUH policies regarding tubal ligation are not publically available.
News stories report that RUH has changed their policy in response to public outcry.
According to a hospital spokesperson Leanne Smith, the revised policy specifies that
a) women who have vaginal births cannot have tubal ligations while in the hospital
for delivery, and b) women who have caesarean births and discuss and consent to
tubal ligations prior to coming to RUH for childbirth can have tubal ligations while in
the operating room for delivery (1).
While possibly intended to reduce coercion, the revised RUH policy unnecessarily
diminishes the reproductive choices of women who have vaginal births.
Reproductive justice necessarily includes respecting women’s autonomy and choice
to make decisions to have or not to have tubal ligations. RUH policies and practices
currently constrain Indigenous women’s rights to reproductive justice in numerous
ways.
There is no evidence that the revised policies address systemic racism, heterosexism,
and classism, which are the root of coercive and forced sterilization. Without
addressing these systemic issues, Saskatoon Health Region (SHR) and RUH will
continue to put Indigenous women at risk of other coercive and harmful practices,
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such as being pressured to use long-term contraceptives or being flagged for child
protection concerns without due cause.
Several recommendations are offered to foster culturally safe, trauma-and
violence-informed care that respects and supports Indigenous women’s rights to
reproductive autonomy.

BACKGROUND:
On November 18, 2015 the Saskatoon Star Phoenix first published Brenda Pelletier and
Tracy Bannab’s stories of RUH employees pressuring them to have tubal ligations and
other unethical practices. In the months following at least three other Indigenous women
spoke with reporters about similar experiences (2-5). The coercive sterilization of
Indigenous women at RUH is tied to Canada’s history of denying Indigenous peoples’
reproductive futures, along with other people who have been deemed unfit to parent, such
as people who identify beyond the gender binary of male/female, people who have sexual
relations outside of heterosexual monogamy, people who are differently-abled, and
people living in poverty, particularly women (6-10). Whether performed through
legislation or through coercive practices, sterilization without informed consent violates
Indigenous women’s rights to reproductive justice and the rights of Indigenous peoples.
Reproductive justice is often defined as the rights of women to decide and control a)
whether or not to have a child or children, b) how and where women give birth, c) and
being able to raise their children in safe and healthy environments, free from violence
(11). RUH policies and practices currently constrain Indigenous women’s rights to
reproductive justice in numerous ways.
Coercive and forced sterilization has a long history in Canada. British Columbia and
Alberta had sexual sterilization legislation in the 20th century. BC’s legislation was in
effect from 1933 until 1979 and Alberta’s legislation was in effect from 1928 until 1972.
Among the cases presented to the Alberta Eugenics Board, both Indigenous people and
women were overrepresented (6). While Alberta’s legislation framed the acceptable
conditions for sterilization in medical terms, Park and Radford’s (1998) analysis of case
files makes clear that the board’s decisions were made based on racist, heterosexist, and
classist assumptions about who is fit/unfit to parent and sterilizations were justified using
social Darwinism (7). In her recent book, An Act of Genocide: Colonialism and the
Sterilization of Aboriginal Women (2015), Karen Stote demonstrated that Indigenous
women were coerced into sterilization in other provinces and territories without official
legislation (8, 9). There is ample evidence that stereotypes and colonial, racist, and
heterosexist views continue to influence healthcare providers’ treatment of Indigenous
people with deleterious results (12-18).
It is disappointing that the RUH tubal ligation polices in place when Indigenous women
were coercively sterilized are not available to the public despite requests for this
information (2, 4, 19). In personal communication, Leanne Smith (Director of Maternal
Services) stated the only policy in place during this timeframe was that all women who
came to RUH for delivery until 2012 were asked at intake whether they wanted to have a
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tubal ligation (20). In a media interview, Smith reported that their revised policies are: a)
women who have vaginal births cannot have tubal ligations while in the hospital for
delivery, and b) women who have caesarean births and discuss and consent to having
tubal ligations prior to coming to RUH for childbirth can have tubal ligations while in the
operating room for delivery (1). However, a written policy document to this effect is not
available to the public (19). Further, if Smith’s report is accurate, this revised policy
unnecessarily diminishes the accessibility of tubal ligations for those who have vaginal
births. There is also no indication that there is policy attention to the systematic
colonialism, racism, and heterosexism underlying discriminatory health care practices
including coercive and forced sterilization and limiting access to other reproductive
health care. These revised policies continue to put Indigenous women at risk of other
coercive practices, such as being pressured to use long-acting reversible contraceptives or
being flagged by child welfare without due cause. The SHR is proceeding with an
external review of these women’s experiences at RUH. Additional policy changes are
required to ensure Indigenous women’s rights to reproductive autonomy and culturally
safe care.
POLICY RECOMMENDATIONS:
1) Proceed with a thorough external independent review of the coercive sterilizations of
Indigenous women, which includes a) using mainstream and social media sources to
publicize the external review and invite women who experienced coercion around
tubal ligations at RUH to participate; b) privileging Indigenous candidates when
choosing an external reviewer; c) ensuring the external reviewer has extensive
knowledge of colonial relations and Indigenous perspectives in Canada; d) ensuring
the review thoroughly addresses RUH’s previous policies and practices with respect
to informed consent around tubal ligations; and d) sharing the findings of the external
review with the public, including information about RUH’s previous policies and
practices of informed consent and tubal ligations in order to rebuild relationships
between Indigenous and non-Indigenous communities. Women who share their
personal testimony in the external review must be given the opportunity to decide
whether and how their stories are shared with the public. Particularly, women must be
given the choice to a) share their personal testimony in a public record; or b) keep
their testimony anonymous and confidential (21).
2) Formally apologize to Indigenous women who have experienced coercion related to
tubal ligations and provide financial compensation including funds for a) counselling
and support services; b) loss in quality of life; c) loss in worktime hours; and d) tubal
ligation restoration, and/or in-vitro-fertilization and/or private adoption depending on
the options pursued (21).
3) Increase cultural safety training in SHR. Ensure cultural safety training in SHR
thoroughly addresses: a) racism, colonialism, and heterosexism within healthcare
institutions and broader society; b) processes by which healthcare providers and
social workers can recognize individual and institutional bias; and c) fostering and
growth of culturally safe care (22-28).
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4) Ensure that the Representative Workforce Strategy evaluations collect and analyze
information about patients’ experiences of discrimination and bias in SHR (21, 29).
5) Train healthcare providers and social workers to provide trauma-and violenceinformed care including women-centered care for all women (29-31). Given the
evidence of the particularly problematic care received by pregnant and parenting
women who use substances (32-35), special attention should be paid to training
providers in care for pregnant and parenting women who use substances and harmreduction models.
6) Continue working towards a representative workforce by increasing Indigenous
employees, women, employees of all genders and sexualities, and differently-abled
employees within SHR at all levels.
7) Change SHR’s tubal ligation policies and long-acting reversible contraceptives
policies so that:
a) If women discuss the benefits, risks, and alternatives to long-acting reversible
(LARC) and/or permanent contraceptives (including Depo-Provera, Intrauterine
device, and tubal ligations) with their care providers before going into labour and
consent to using a LARC or permanent contraceptive postpartum, ensure
women’s timely access to LARCs or permanent contraceptives while in hospital. If
women rescind their consent before or during the procedure, the procedure must
be ceased.
b) If women are in a situation where they are likely to feel pressured to agree to
use any type of long-acting reversible or permanent contraceptives (including
Depo-Provera, Intrauterine device, and tubal ligations), do not seek consent for
long-acting reversible or permanent contraceptives at this time. These situations
include i) while receiving a termination; ii) during labour; or iii) directly
following delivery. If women express interest in these contraceptives in these
situations, ensure timely follow-up appointments are scheduled and document the
conversation (21).
8) Fund a full-time reproductive and maternal health advocate/liason position housed in
RUH’s Birthing Unit to provide information and connect women to services and
supports in their community. The advocate/liaison should work with any woman who
is interested in information, services, and supports. The work should include, but not
be limited to: a) one-to-one education and counselling about contraceptive options; b)
scheduling follow-up appointments with women who are interested in long-acting and
permanent contraceptives and did not consent to using these contraceptives before
coming to the hospital for childbirth; c) breastfeeding support referrals; d) respite
childcare referrals; e) housing support referrals; and f) foodbank and food security
supports referrals.
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9) Fund a full-time education consultant housed in Sexual Health Centre Saskatoon to
provide:
a) Mandatory workshops to healthcare providers and social workers in SHR
about contraceptive options and the principles of voluntary and informed
consent, with an emphasis on the meanings of free, fully-informed consent
and informed consent best practices. The benefits, risks, and alternatives of
contraceptive options should be discussed and patient-centred written
informative materials should be distributed to attendees. It is vital that such
materials be appropriate for those with low-literacy and consent procedures
include verbal and written consent (21, 36-38), and;
b) Support to healthcare providers, social workers and patients’ education by
compiling, creating, and sharing useful and relevant resources.
10) To evaluate the effectiveness of recommendation #3 through #9, SHR should support
research with women who are seeking or receive long-acting reversible or permanent
contraceptive care in SHR. In particular, a) gather demographic and health
information of women who are seeking or receiving long-acting reversible or
permanent contraception; b) support external researchers to conduct quantitative and
qualitative interviews with women about their experiences seeking or receiving
contraceptive care in SHR, researchers must use unobtrusive recruitment strategies
and ensure women’s free, fully-informed consent; and c) support external researchers
to explore trends of long-acting reversible or permanent contraception use through
qualitative and quantitative research, particularly trends that suggest women’s rights
to free, fully-informed consent and reproductive autonomy are being compromised.

Version: September 26, 2016

Page 5 of 8

Works Cited
1.
Charleton J. Saskatoon health region may restart cancelled review of tubal
ligations. Saskatoon StarPhoenxi [Internet]. 2016, June 24. Available from:
http://thestarphoenix.com/news/local-news/tubal-ligation-review-stalled.
2.
CBC News. Another Saskatoon woman says she was sterilized against her will.
CBC News [Internet]. 2015, Dec 16. Available from:
http://www.cbc.ca/news/canada/saskatoon/saskatoon-woman-says-she-wassterilized-against-her-will-1.3366464.
3.
CBC News. 'I really couldn't do anything': Saskatoon woman recalls tubal
ligation. CBC News [Internet]. 2015, Dec. 21. Available from:
http://www.cbc.ca/news/canada/saskatoon/i-really-couldn-t-do-anythingsaskatoon-woman-recalls-tubal-ligation-1.3373945.
4.
Adam BA. An aboriginal woman calls for class action over sterilization.
Saskatoon StarPhoenix. 2015, Dec 15.
5.
Adam BA. Saskatchewan women pressured to have tubal ligations. Saskatoon
StarPhoenix. 2015, Nov 17.
6.
Grekul J, Krahn H, Odynak D. Sterilizing the "feeble-minded": Eugenics in
Alberta, Canada, 1929-1972. Journal of Historical Sociology. 2004;17(4):358-84.
7.
Clark DC, Radford JP. From the case files: Reconstructing a hstory of involuntary
sterilisation. Disability & society. 1998;13(3):317-42.
8.
Stote K. An act of genocide: Colonialism and the sterilization of Aboriginal
women. Black Point, NS: Fernwood Publishing; 2015.
9.
Stote K. The coercive sterilization of Aboriginal women in Canada. American
Indian Culture and Research Journal. 2012;36(3):117-50.
10.
Dyck E. Facing eugenics: Reproduction, sterilization, and the politics of choice.
Toronto, ONT: University of Toronto Press; 2013.
11.
Ross L. Understanding Reproductive Justice. SisterSong Women of Colour
Reproductive Justice Collective; 2006 November 2006 (Updated March 2011).
12.
Van Herk KA, Smith D, Andrew C. Identity Matters: Aboriginal Mothers'
Experiences of Accessing Health Care. Contemporary Nurse. 2011;37(1):57-68.
13.
Denison J, Varcoe C, Browne AJ. Aboriginal women's experiences of accessing
health care when state apprehension of children is being threatened. Journal of Advanced
Nursing. 2014;70(5):1105-16.
14.
Browne AJ, Smye VL, Rodney P, Tang SY, Mussell B, O'Neil J. Access to
primary care from the perspective of Aboriginal patients at an urban emergency
department. Qualitative Health Research. 2011;21(3):333-48.
15.
Browne AJ. Clinical encounters between nurses and First Nations women in a
Western Canadian hospital. Social Science & Medicine. 2007;64(10):2165-76.
16.
Browne AJ. Discourses influencing nurses' perceptions of First Nations patients.
Canadian Journal of Nursing Research. 2005;37(4):62-87.
17.
Browne AJ, Fiske J-A. First Nations women's encounters with mainstream health
care services. Western Journal of Nursing Research 2001;23(2):126-47.
18.
Allan B, Smylie J. First peoples, second class treatment: The role of racism in the
health and well-being of Indigenous peoples in Canada. Toronto, ON: the Wellesley
Institute; 2015.

Version: September 26, 2016

Page 6 of 8

19.
Saskatoon Health Region. Policies and Procedures: Region Wide Saskatoon, SK:
Saskatoon Health Region; 2016 [updated September 12, 2016]. Available from:
https://www.saskatoonhealthregion.ca/about/Pages/Policies-RW.aspx.
20.
Smith L. Personal Communication. Sept. 20 2016.
21.
World Health Organization. Eliminating forced, coercive and otherwise
involuntary sterilization: An interagency statement. OHCHR, UN Women, UNAIDS,
UNDP, UNFPA, UNICEF and WHO. Geneva: World Health Organization; 2014.
22.
Harding T. Cultural safety: A vital element for nursing ethics. Nursing Praxis in
New Zealand. 2013;29(1):4-11.
23.
Josewski V. Analysing ‘cultural safety’ in mental health policy reform: lessons
from British Columbia, Canada. Critical Public Health. 2012;22(2):223-34.
24.
Gerlach A. A critical reflection on the concept of cultural safety. Canadian
Journal of Occupational Therapy. 2012;79(3):151-8.
25.
Papps E, Ramsden I. Cultural safety in nursing: The New Zealand experience.
International journal for quality in health care. 1996;8(5):491-7.
26.
Varcoe C, Browne AJ. Culture and cultural safety: Beyond cultural inventories.
In: Gregory CD, Raymond-Seniuk L, Patrick L, Stephen T, editors. Fundamentals:
Perspectives on the Art and Science of Canadian Nursing. Philadelphia: Lippincott
Williams & Wilkins; 2015.
27.
Health Council of Canada. Empathy, dignity, and respect: Creating cultural safety
for Aboriginal people in urban health care. Toronto, ON: Health Council of Canada;
2012.
28.
Gerlach A, Sullivan T, Valavaara K, McNeil C. Turning the gaze inward:
Relational practices with Aboriginal peoples informed by cultural safety. Occupational
Therapy Now. 2014;16(1):20-1.
29.
Browne AJ, Varcoe C, Ford-Gilboe M, Wathen CN, on behalf of the EQUIP
research team. EQUIP Healthcare: An overview of a multi-component intervention to
enhance equity-oriented care in primary health care settings. International Journal of
Equity in Health. 2015;14:152-63.
30.
Ponic P, Varcoe C, Smutylo T. Trauma- (and Violence-) informed approaches to
supporting victims of violence: Policy and practice considerations. Department of Justice
(DOJ) Victims of Crime Journal. 2016;9.
31.
Poole N, Urquhart C, Jasiura F, Smylie D, schmidt R. Trauma-informed Practice
Guide. Victoria, BC: British Columbia Centre of Excellence for Women's Health and
Ministry of Health, Government of British Columbia; 2013.
32.
Hunter G, Donovan K, Crowe-Salazar, Pedersen S. We are not askingthem to hate
us…we want them to help us: Findings of focus group studies with pregnant drug users in
Regina, Saskatchewan. Regina, SK: Unviersity of Regina; 2008.
33.
Carter CS. Perinatal care for women who are addicted: Implications for
Empowerment. Health and Social Work. 2002;27(3):166-74.
34.
Reid C, Greaves L, Poole N. Good, bad, thwarted or addicted? Discourses of
substance-using mothers. Critical Social Policy. 2008;28(2):211-34.
35.
Benoit C, Stengel C, Marcellus L, Hallgrimsdottir H, Anderson J, MacKinnon K,
et al. Providers' constuctions of pregnant and early parenting women who use substances.
Sociology of Health and Illness. 2014;36(2):252-63.

Version: September 26, 2016

Page 7 of 8

36.
Sherlock A, Brownie S. Patients' recollection and understanding of informed
consent: A literature review. ANZ Journal of Surgery. 2014;84(4):207-10.
37.
Molina L. Readability of education materials and informed consent forms for
women seeking surgical sterilization. International Journal of Gynecology & Obstetrics.
2001;73 (2):177-8.
38.
Zite NB, Wallace L, S. Use of a low-literacy informed consent form to improve
women's understanding of tubal sterilization: A randomized controlled trial. Obstetrics &
Gynecology. 2011;117(5):1160-6.

Version: September 26, 2016

Page 8 of 8

