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We are a group of Toronto-based service providers (physicians, nurses, fertility counselors, midwives, community development workers, lawyers), researchers (university, institutional, community-based), and consumers of reproductive technologies who, between us, have decades of experience working with and on behalf of LGBTQ (lesbian, gay, bisexual, trans, queer) individuals and communities. 

We are collectively connected to thousands of LGBTQ people who are planning families, often involving the use of AHR technologies.  Some fertility clinics estimate that as much as 30% or more of their clients are members of LGBTQ communities (statistic cited by Toronto-based fertility clinics at joint session of Dykes Planning Tykes/Daddies & Papas 2B, 2007).  As such, we have followed with keen interest the development of the AHRA and see ourselves, our clients, and the communities of which we are a part as key stakeholders in the implementation and enforcement of the Act.  

Below we have compiled some of our key concerns and recommendations in relation to the Act, including our input on the two areas for which regulations are currently being written. We would be most willing to discuss any of this further.  We welcome this opportunity to inform you about the needs, issues and concerns of LGBTQ communities who are accessing reproductive technologies and look forward to keeping you abreast of issues as they develop in our communities.
Counselling
Understanding Context

With regards to counselling, it is very important to understand the context within which LGBTQ people make use of AHR services.  We appreciate the acknowledgement on page one of Health Canada’s Public Consultation Document on Counselling Services under the Assisted Human Reproduction Act that “not all users of AHR services experience infertility (e.g. same-sex couples)” and the use of the term AHR counselling, as opposed to “infertility counselling.”  The context in which we make use of AHR services is key to understanding how our counselling needs differ from those of heterosexual consumers.  For us, AHR services are often our first stop on the road to conception.  Although, of course, some of us do experience fertility challenges, for the most part we use AHR in order to access sperm and egg donations.  The psychological issues discussed on page two of the Counselling document – guilt, anger, shame and depression – are most often not the issues we are grappling with.  In fact, the stress and anger that we experience is most often due to lack of awareness and sensitivity to our particular circumstances and communities on the part of service providers at fertility clinics and sperm banks.  As one of our clients noted recently, when asked about her experiences with a fertility clinic, “we need counselling to get over the counselling we are given.”  Our biggest hurdle, when accessing AHR services, is overcoming the systemic homophobia/transphobia and heterosexism we so frequently encounter in the health care system.  The expectation that our particular circumstances will not be addressed or understood in a counseling situation was stressed by a participant in a recent study:  “My doctor at one point said, ‘you might want to access the fertility counsellor,’ but I haven’t because I know that the majority of clients they serve are straight.” (Appendix A - Ross, Steele, & Epstein, 2006a)  ( See also CLGRO 1995; 1997).   
Much counselling also focuses on questions of how and when to disclose the use of AHR technologies to the children conceived by these methods. Again, these issues are experienced very differently by our communities.  For the most part, for obvious reasons, disclosure is not a choice for us – most of us tell our children from the start about how they were conceived.  Many LGBTQ communities also share a history and a culture that values and promotes honesty and truth-telling generally, and, in this case, in particular with regards to children and child-rearing.  Too many of us have suffered as young people from secrets we were forced to keep and/or from silences that denied our experience.  We do not want to impose secrets and/or silences on our children. 
As well, there is a history of gate-keeping in relation to counselling of LGBTQ people.  In very recent history some Canadian fertility clinics required psychiatric assessment of lesbians before they were granted access to donor insemination services.  We also know of at least one Toronto physician who required lesbians requesting access to donor insemination to write a “letter to the doctor” in order to convince him that they should be granted access to services.  Other clinics and physicians simply denied access to lesbians and single women.

The public consultation document on Counselling Regulations acknowledges that the requirements for counselling might not be the same for everyone.  We strongly suggest that the counselling requirements for LGBTQ communities be explicitly non-gate-keeping, non-mandatory, widely available and culturally competent. 

Non-Gate-Keeping Counselling
The current Act is unclear whether the outcomes of counselling could be used to deny access to service.  We strongly feel that if this is the case, it needs to be made explicit, together with detailed criteria upon which decisions to deny access to AHR services would be made. Considering the historical denial of access to AHR and other services to LGBTQ people and other marginalized groups, it is essential that any criteria upon which AHR services would be denied be made public such that our group and other groups have the opportunity to provide feedback.  The Act includes a non-discrimination policy.  What does this mean in terms of any criteria that could be used as the basis on which to deny service?
Non-Mandatory Counselling

The process of conception for lesbians, trans men and some bisexual women is most often, by necessity, a thoughtful and planned process.  We very rarely have unexpected or unplanned pregnancies.  More often we spend years thinking about and planning our pregnancies.  One 2003 study (Beatens, Camus, & Devroey) found that close to 70% of lesbian couples had discussed their desire for a child for 1 – 4 years before beginning the donor insemination process; another 11.46% had discussed the topic for more than 4 years.  The process of planning our pregnancies also involves careful decision-making about known and unknown sperm donors, about methods of conception, and about family configurations.  Because so much thought typically goes into our family planning, a mandatory counselling requirement can seem superfluous and unnecessary.

However, while the above historical and current context makes it difficult for us to endorse mandatory counselling, we do recognize the complexity of the issues related to some AHR services and therefore would recommend that people making use of complex AHR processes (eg. surrogacy) be strongly encouraged to access counselling as part of their decision-making process.  That said, “counselling” and who can legitimately provide it, need to be clearly and broadly defined and, for our communities, carried out by individuals and/or organizations that are deeply familiar with LGBTQ communities and issues, i.e. that are “culturally competent.”  

Widely Available Counselling

We appreciate the AHR Act’s guiding principle of free and informed consent, and the Royal Commission’s definition of informed choice as “providing relevant and understandable information about the options and the possible implications of various decisions.” (Final Report of the Royal Commission on New Reproductive Technologies, 1993)

People in our communities who are accessing AHR services do require reliable and easily accessible information about the AHR services we make use of and about the practical and ethical implications of our choices.  Many of us may choose to do some form of psycho-educational counselling. In the spirit of informed choice, we therefore recommend that information and counselling be made available to all of us prior to the use of AHR services.  

In terms of who can provide counselling, we strongly disagree with any provision that limits counseling to “mental health professionals.”  Our communities have a history of stigmatization and pathologization by mental health professionals, and these are therefore not necessarily the people we turn to for assistance.  As well, it is crucial to recognize that information and counselling can come in many different forms. Many of us access information and/or counselling from GPs, midwives, nurses, social workers, community workers,  and/or mental health counsellors, and from courses, workshops and materials offered in some communities (i.e. Dykes Planning Tykes; Daddies & Papas 2B; manuals, brochures, etc.)   Any of these are valid forms of counselling for LGBTQ people. 

Most significant for us when it comes to the receiving of information and/or counselling, is that the people and/or services providing it understand the histories, cultures and experiences of LGBTQ people and communities. As stated above, the stress and anger that we experience in relation to our use of AHR services most often stems from a lack of this knowledge on the part of the service providers we encounter.  Recent research has found that the need clearly exists for AHR service providers who are knowledgeable about the varied issues that lesbian and bisexual women experience in relation to AHR services (Appendix B - Ross, Steele, Epstein, 2006b).  Therefore, most critical to us, is that people offering education and counselling in relation to our use of AHR services are culturally competent.  
Culturally Competent Counselling
At its inception in 2001 the LGBTQ Parenting Network held a series of focus groups to inquire about the priorities of LGBTQ parents and prospective parents. Near the top of identified needs was the need for “LGBTQ-positive” professionals. Defining what makes a “LGBTQ-positive” professional is not simple; it requires a deep level of knowledge translated into behaviours and practices that recognize and acknowledge the histories, cultures and values of LGBTQ communities. This is what is sometimes referred to as “cultural competency.”

“Culture” is defined as the totality of socially transmitted behaviour patterns, arts, beliefs, customs, celebrations, and history. Although some may debate the existence of a LGBTQ culture, there clearly exists a shared set of attitudes and behaviours, art, celebrations, and a history of oppression for these communities. Systems of care that are culturally competent not only recognize the importance of culture in our daily lives but are cognizant of the dynamics created by cultural differences and are adaptive to the needs of different cultures. 

The term “cultural competency” refers to a long-term developmental process that moves beyond “cultural awareness”  (the knowledge about a particular group primarily gained through media resources and workshops) and “cultural sensitivity” (knowledge as well as some level of direct experience with a cultural group other than one’s own). Cultural competency is an engaging, life-long journey of expanding your horizons, thinking critically about power and oppression, and behaving appropriately. Culturally competent individuals have a mixture of beliefs/attitudes, knowledge/experience, and skills that help them to establish trust/rapport and communicate effectively with others. 
(See Appendix C, “What is Cultural Competency?”)  

LGBTQ people have suffered for decades at the hands of service providers whose assumptions, attitudes and practices do not recognize their unique experiences and cultures.  For this reason, we raise this as the most pressing of issues in relation to the Counselling regulations currently being developed.  If those providing information and/or counselling are not culturally competent, LGBTQ consumers of AHR services will continue to be unacknowledged, marginalized and, in some cases, actively discriminated against, in the process of attempting to access services. 
Reimbursement of Expenditures under the Assisted Human Reproduction Act

As a group we endorse the Canadian Bar Association’s recommendations on this subject (September, 2007).  Please see Appendix D for their full report and recommendations. 

Other Issues for LGBTQ communities with regards to the AHR Act:
1. Criminalization of home insemination

Since the AHR Act was enacted, there have been concerns in LGBTQ communities about the potential criminalization of home insemination under the Act.  We have consistently raised this concern at briefing sessions and patient/consumer workshops and have been reassured by Health Canada that this is not the intent of the Act and that home inseminations would be exempted from the provisions that apply to "controlled activities."  We have on several occasions, in person and by email, requested that we receive this reassurance in writing, and/or that it be posted on the Health Canada website, in order to reassure the people we work with that this is the case.  We have been told that this is forthcoming but, to date, have not received anything.  A simple letter clarifying the intent of the Act would go a long way to calming the fears of many in our communities, including service providers who are unclear about how to advise clients.

2. The right to take sperm home
Related to (1) above, here again it is important to understand the context within which we access sperm banks and fertility clinics.  Most of us approach sperm banks and fertility clinics, not because we are dealing with fertility issues, but simply as a way to access sperm in order to conceive.  Many of us, given the choice, would prefer to inseminate in the comfort and intimacy of our own homes, rather than in a more clinical setting.  To this end, we would like a process developed by which we can either have sperm shipped to our homes and/or are able to take sperm home from a physician’s office or fertility clinic.  The process would, of course, involve our assuming the liability for any risks involved.  

3. Insemination with a known donor who is not a sexual partner 

Currently, if a woman (or trans man) approaches a fertility clinic with a man who is identified as a sexual partner, she/he can request insemination with his sperm without freezing and without the 6 month quarantine.  If a woman (or trans man) approaches the clinic with a man who is identified as a known sperm donor, she/he is required to have his sperm frozen for 6 months before it can be accessed and is required to pay for this process.   While we understand that the intent of this practice is to protect people from undetected risks,  in fact there are no fewer risks in being inseminated with the sperm of someone one is having sex with, than there is being inseminated with the sperm of a known donor one has been inseminating with.  The risks are the same.  If one is willing to assume the risk of insemination from a sexual partner, one should also be able to assume the risks of insemination from a known donor.  
The situation outlined above has put people who are using known sperm donors in the position of lying when they approach fertility clinics.  If they present their donors as sexual partners, they can access the services they require.  If they tell the truth, they are denied.  As well this means that in the case of a lesbian couple, the non-birth parent is left out of the process, which results in undue hardship to her.  She is left out of the very personal and significant process of her child’s conception.

We would like to see a process developed by which people can assume the responsibility and the risks for insemination with the fresh sperm of a known donor.
4. Use of gay men as sperm donors
Related to (2) above, with regards to our rights to use the donors of our choice, is the issue of gay men as sperm donors.  We are aware that this has been challenged twice in court, to no avail, but continue to be concerned that in order to use a “gay man,” i.e. a man who has sex with men, as a sperm donor, we have to go through a different and costly process in order to get special permission from Health Canada.  The policy is steeped in the homophobic and discriminatory view that “gay” men are synonymous with HIV/AIDS, and a lack of separation of identity from sexual practice. Again, we would like to see processes developed by which we can assume the responsibilities and the risks of using the donor of our choice. 

      5.
       Consistency and transparency of costs
We hear many reports of users of fertility clinics having a difficult time getting accurate and consistent information about fees.  For example, one research participant indicated: “They would charge $100 extra per unit (of sperm) and they would say (to her friend) it was for syringes.  And (to a different friend) they said it was GST and PST…it was really shady, and that was probably the biggest stress for me.” (Ross, Steele, Epstein, 2006a)
Hidden and unpredictable costs, including pressure to order sperm through a clinic when it is less expensive for users to order sperm directly from sperm banks, contribute to frustration and a feeling of exploitation from people accessing AHR services (Ross, Steele, Epstein, 2006b).   

We would like a process developed by which fertility clinics and sperm banks are required to fully disclose and publish all fees associated with all procedures.

6.  Awareness of LGBTQ issues and concerns reflected in all documents               and practices related to the operation of fertility clinics and sperm banks
Finally, we would like to reiterate what a significant client population we represent.  As mentioned above, some fertility clinics estimate that as many as 30% or more of their clients are from LGBTQ communities.  We would like to see awareness of this presence reflected throughout the AHRA regulations, and in the language, documents, sensibility and practices of sperm banks and fertility clinics.  For example, acknowledgement of our presence would include: 
· Staff that are trained to be culturally competent in relation to LGBTQ communities -  to be aware of and sensitive to the needs, concerns and sensibilities of LGBTQ clients, including the specific needs of trans-identified clients. 

· Intake and procedure forms that explicitly make room for family configurations that do not assume male/female relationships, or a 2-parent model – i.e. that recognize the sometimes complex family configurations that LGBTQ people, and others, are forming.

· Involvement of all parties desired by patients, including partners, known sperm donors and co-parents. 

· Language and treatment that recognizes that LGBTQ people are often accessing fertility clinics and sperm banks as part of routine family planning, and not as infertility clients.  Provide opportunities for women to make informed choices about interventions that are consistent with their known or presumed infertility. 
· Cues that services are LGBTQ positive.  These might include positive space imagery or posters and brochures depicting LGBTQ families.  Individual service providers can provide cues that they are open to LGBTQ families through choice of gender-neutral language, and attention to the ways that questions are posed. 

· Information available about local LGBTQ services, supports and resources.  Where feasible offer LGBTQ-specific services or services in partnership with LGBTQ communities and/or service providers. 
· Expand the selection of donor semen, particularly with respect to donors of diverse ethnocultural origins and open identity donors. 

· Strive for a unified standard of care across geographic regions, and facilitate access for people living outside of major urban centres. 

Signed, respectfully, 

Rachel Epstein, M.A., PhD Candidate; Coordinator, LGBTQ Parenting Network, Sherbourne Health Centre, Toronto.   In collaboration with:
Michele Clarke, MSW; Health Promoter, Sherbourne Health Centre, Toronto. 
Kate Greenaway, MD, CCFP; Primary Care Physician, Sherbourne Health Centre, Toronto.
Kelly Jordan, BA, LLB; Jordan Battista, Barristers & Solicitors, Toronto. 
Bev Lepischak, MSW; Program Manager, LGBT Services, Sherbourne Health Centre, Toronto. 
S. Jay MacGillivray, Registered Midwife; Reproductive Educator & Activist - focus on LGBTQ and HIV+ communities. 
Laura Morris, RN, BScN; Sherbourne Health Centre, Toronto. 
Joanna Radbord, BA, BA Hons, LLB; Martha McCarthy and Co., Toronto. 
Lori Ross, PhD; Research Scientist, Social Equity & Health Research Section, Centre for Addiction & Mental Health; Academic Leader, Reproductive Life Stages Program, Women's College Hospital; Scientist, Women's College Research Institute; Assistant Professor, Department of Psychiatry, University of Toronto; Assistant Professor, Department of Psychiatry & Behavioural  Neurosciences, McMaster University; Associate Member, Institute of Medical Sciences, University of Toronto; Career Scientist, Ontario Ministry of Health & Long-Term Care and  Ontario Women's Health Council.
Jan Silverman, MA, MEd; Clinical Program Specialist - Infertility and Related Reproductive Issues, Women’s Health Centre, Toronto. 
Shira Spector,BFA; Community Worker, Queer Parenting Programmes, The 519 Church St. Community Centre; Consumer – Infertility Services. 
Sydney Tam, MD, CCFP; Primary Care Physician, Sherbourne Health Centre, Toronto.
Anna Travers, MSW; Director, Ontario Rainbow Health Resource Centre, Sherbourne Health Centre, Toronto. 
Chris Veldhoven, BA; Coordinator, Queer Parenting Programmes, The 519 Church St. Community Centre, Toronto. 
Christina Yager, BAH, MSW candidate; Research Assistant, Social Equity & Health Research Section, Centre for Addiction and Mental Health.  
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Appendices

Appendix A:  Ross, L., Steele, L, & Epstein, R. (2006a) Service Use and Gaps in Services for Lesbian and Bisexual Women During Donor Insemination, Pregnancy, and the Postpartum Period. Journal of Obstetrics & Gynaecology Canada . June. 505-511.

Abstract:

Objective: Increasing numbers of lesbian and bisexual women are choosing to have children. This qualitative study investigated the degree to which a sample of Canadian lesbian and bisexual women were satisfied with the health and social services that they received during the process of trying to conceive, during pregnancy, and during the early postpartum weeks and months.

Methods: Three focus groups were conducted: (1) women who were themselves, or whose partners were, in the process of trying to conceive (n = 6); (2) biological parents of young children (n = 7); and (3) women who were non-biological parents of young children or whose partners were currently pregnant (n = 10). Participants were asked to discuss their positive and negative experiences with health and social services during their efforts to conceive and through the perinatal period.

Results: Participants were very satisfied with the care they received from midwives, doulas, and public health nurses. Services directed specifically to lesbian, gay, and bisexual parents were also perceived to be important sources of information and support. Many participants perceived fertility services to be unsupportive or unable to address their different health care needs.

Conclusion: Participants expressed satisfaction with pregnancy-related services provided by non-physicians and dissatisfaction with services provided by physicians and fertility clinics. There is a strong desire for fertility services specific to lesbian and bisexual women, but even minor changes to existing

services could improve the satisfaction of lesbian and bisexual patients.

Appendix B: Ross, L, Steele, L, & Epstein, R. (2006b) Lesbian and bisexual women’s recommendations for improving the provision of assisted reproductive technology services. Fertility and Sterility. September; 86(3), 735-738.
Abstract:

Qualitative focus groups were conducted with lesbian and bisexual women who were themselves or whose

partners were in the process of trying to conceive (n _ 6); who were biological parents of young children

(n= 7); and who were nonbiological parents of young children or whose partners were currently pregnant

(n= 10) to explore their donor insemination service needs and to provide recommendations for improved or

additional services. The 10 recommendations generated by participants included providing cues that the

service is lesbian and bisexual positive; offering lesbian- and bisexual-specific infertility support; providing

opportunities for women to make informed choices about use of interventions consistent with their known orpresumed fertility; and offering accessible services to known sperm donors, including gay men. (Fertil Steril_ 2006;86:735– 8. ©2006 by American Society for Reproductive Medicine.)

Appendix C:  What is Cultural Competency?

See below.

Appendix D:  Canadian Bar Association, September, 2007. Reimbursement of Expenditures under the Assisted Human Reproduction Act. 
To obtain further information on the documents in Appendix A and B, please contact Dr. Lori E. Ross 

Social, Equity and Health Section, Centre for Addiction and Mental Health
455 Spadina Avenue, Suite 302
Toronto, Ontario M5S 2G8, (416) 535-8501 ext. 7383
l.ross@utoronto.ca
The Canadian Bar Association article in Appendix D, is available for download on the LGBTQ Parenting Connection website at www.lgbtqparentingconnection.ca/resources. 
Appendix C
What is Cultural Competency? 

“Culture” is defined as the totality of socially transmitted behaviour patterns, arts, beliefs, customs, celebrations, and history. Although some may debate the existence of a LGBT culture, there clearly exists a shared set of attitudes and behaviours, art, celebrations, and a history of oppression for these communities. Systems of care that are culturally competent not only recognize the importance of culture in our daily lives but are cognizant of the dynamics created by cultural differences and are adaptive to the needs of different cultures. 

The term “cultural competency” refers to a long-term developmental process that moves beyond “cultural awareness”  (the knowledge about a particular group primarily gained through media resources and workshops) and “cultural sensitivity” (knowledge as well as some level of direct experience with a cultural group other than one’s own). Cultural competency is an engaging, life-long journey of expanding your horizons, thinking critically about power and oppression, and behaving appropriately. Culturally competent individuals have a mixture of beliefs/attitudes, knowledge/experience, and skills that help them to establish trust/rapport and communicate effectively with others. 

With regard to beliefs/attitudes, the culturally competent individual is: 

· Aware of and sensitive to her/his own cultural heritage and also respects and values different heritages 

· Aware of her/his own values and biases and how they may affect the perception of other cultures 

· Comfortable with differences that exist between her/his culture and other cultures’ values and beliefs 

· Sensitive to circumstances (personal biases, ethnic identity, political influence, etc.) that may require seeking assistance from a member of a different culture when interacting with another member of that culture 

With regard to knowledge, the culturally competent individual must: 

· Demonstrate good understanding of the power structure in society and how non-dominant groups are treated 

· Acquire specific knowledge and information about the particular group(s) s/he is working with 

· Recognize institutional barriers that prevent members of disadvantaged groups from using organizational and societal resources 
With regard to skills, the culturally competent individual must: 

· Generate a wide variety of verbal and nonverbal responses (body language) when communicating with individuals of different backgrounds or culture 

· Send and receive both verbal and nonverbal messages accurately and appropriately 

· Intervene appropriately and advocate on behalf of individuals from different cultures (i.e., serve as an ally)
Glossary of Terms

Lesbian/Gay:  Terms to describe individuals whose primary sexual and affectional attractions are to members of the same sex.  It is common to refer to men as gay and women as lesbian. 

Bisexual:  An individual who is attracted to people of either sex or gender. 

Transsexual: A term for people who feel internally that they are of the opposite sex and gender to that in which they were socialized from birth.  Transsexuals may undergo surgery and/or hormone therapy in order to make their bodies fit what they feel is their true sex and gender. 

Transgender: A term for people who cross gender norms but may choose not to modify their bodies medically. People who identify as transgender may identify as and express a gender that does not match their biological sex, or may not embrace binary gender systems at all. 

Queer: A term that has traditionally been used as a derogatory and offensive word for LGBTQ people.  Many have reclaimed this word and use it proudly to describe their identity and/or as an umbrella term for LGBTQ people or communities. 

Homophobia/Biphobia:  Prejudice against (fear or dislike of) lesbian, gay and bi  individuals,  and behaviours based on this prejudice.

Heterosexism: The assumption that everyone is and should be heterosexual and that heterosexuality is the only normal form of sexual expression for mature, responsible human beings. Systemic policies and practices that favour heterosexual individuals and couples over LGBTQ individuals and couples; a frame of mind or world view that holds heterosexuality at its core. 
Transphobia (or less commonly, transprejudice) refers to discrimination against  transsexual or transgender people, based on the expression of their internal gender identity; the negative valuing, stereotyping and discriminatory treatment of individuals whose appearance and/or identity does not conform to the current social expectations or conventional conceptions of gender.

Dykes Planning Tykes: A 12-week, Toronto-based course for lesbian/bi/queer women who are considering parenthood. 
Daddies & Papas 2B: A 12-week, Toronto-based course for gay/bi/queer men who are considering parenthood
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