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Questionnaire

I. Prevention of sex discrimination in the enjoyment of the right to health and safety

A. Health   

1. Does your country have regulations (in the Constitution, legislation or in other legal codes) that guarantee:

(Please specify in the space provided for this purpose "yes" or "no")

 (Yes
) the right to equal access for women and men to all forms of healthcare, at the highest available level, including access to alternative health provisions such as homeopathy, naturopathy, etc. 

(Yes
) access to sexual and reproductive health services 

(Yes
) women’s rights to make autonomous decisions regarding their sexual and reproductive lives

2. Are medical services related to women’s sexual and reproductive life and/or violence against women covered by universal health coverage? 

Yes

(   X
    )


No
(       )

If yes, what kind of medical services are free of charge? 

(Please specify) 
Are women’s rights to health, including sexual and reproductive health, autonomy and health insurance, applied also to girls under 18?

Yes

(X
)


No
(       )

If “yes”, please indicate the legislation regulating these and indicate enforcement mechanisms.

3. Are there any provisions which restrict women’s access to health services? In particular which:

(Please specify in the space provided for this purpose "yes" or "no")
(No 
) require the consent of a male relative/husband for a married woman’s medical examination or treatment or access to contraceptives or abortion, 

(Yes

) require parental consent in case of adolescents’ access to contraceptives or abortion;

(Yes

) allow medical practitioners to refuse provision of a legal medical service on grounds of conscientious objection

(Yes
) prohibit certain medical services, or require that they be authorized by a physician, even where no medical procedure is required; in particular: 

(No
) IUDs (intrauterine devices) or hormonal contraceptives 

(No

) Emergency contraceptives, including the morning-after pill,

(No

) Sterilization on request (please also include information regarding whether non-therapeutically indicated sterilization is allowed for men);

(Yes

) Early abortion (in first trimester of pregnancy) at the pregnant woman’s request    

(No
) Medically assisted reproduction (e.g., in vitro fertilization) 

If yes, please indicate the relevant legal regulations and indicate the sources. 

4. Are the following acts criminalized? 

(Please specify in the space provided for this purpose "yes" or "no")
 (No

) transmission of HIV or other venereal diseases by women only

(Yes
 
) female genital mutilation

(Yes

) child marriage

(No
) home births with an obstetrician or midwife

(No

) abortion 

If yes, are there any exceptions to these prohibitions and under what circumstances do exceptions apply?
No 

Please give legal references and provisions.  

And who is criminally responsible?
 (Please circle the appropriate answer)

The woman, the doctor, other persons directly or indirectly related with the pregnancy and/or the abortion.
Please give legal references.  

B. Safety 

5. Does your country have regulations (in the constitution, legislation or in other legal codes) that guarantee:

(Please specify in the space provided for this purpose "yes" or "no")
(No
) Special protection against gender based violence

(Yes
) Equal access for women to criminal justice 

6. Are the following acts criminalized? 

(Please specify in the space provided for this purpose "yes" or "no")
(No) adultery 

(Yes
) prostitution 

(If yes, who is criminally responsible – please circle the appropriate answer: the sex worker, the procurer and/or the customer)

(No) sexual orientation and gender identity (homosexuality, lesbianism, transgender, etc.)

(No) violations of modesty or indecent assault (e.g. not following dress code)  

Please give legal references and provisions.  

7. Are there any provision in criminal law that treat women and men unequally  with regard to: 

(Please specify in the space provided for this purpose "yes" or "no")
(No) Procedure for collecting evidence  

 (No) Sentencing for the same offence, especially capital punishment, stoning, lashing, imprisonment, etc.

(No
)  So called “honor crimes” (are they tolerated in order for the perpetrator to avoid prosecution or to be less severely punished if the woman is killed?) 

II. Diagnosing  and counteracting possible sex discrimination in practice in the area  of health and safety 

A. Health

8. Are there legal obligations to provide health education in school?  

Yes

(       )


No
(X
)

If yes, does it cover: (Please specify in the space provided for this purpose "yes" or "no")
(
) prevention of sexually transmitted diseases 

(
) prevention of unwanted pregnancies  

(
) promotion of a healthy lifestyle, including prevention of dietary disorders of teenage girls, including anorexia and bulimia

(
) psychological/psychiatric training on self-control of aggression, including sexual aggression

Please indicate any relevant legal regulation or programs regarding to the above mentions. 

9. Are there any statistical data disaggregated by age and/or sex (collected over the last 5 years) regarding  : 

(Please specify in the space provided for this purpose "yes" or "no")
(Yes
) malnutrition

(Yes
) maternal mortality 

(No) maternal morbidity, including obstetric fistula

(Yes
) adolescent childbearing 

(Yes
) health consequences of physical, psychological, sexual and economical gender-based violence 

(Yes
) incidence of HIV/AIDS and sexually transmitted deceases 

(Yes
) drug abuse 

(Yes
) alcohol addiction  

(Yes
) legal abortions


(No) death resulting from legal abortions

(No) illegal abortions

(No) death resulting from illegal abortions 

(No
) use of contraceptives, including mechanical and hormonal (including emergency contraceptives) 

(Yes
) sterilization on request

If “yes”, please provide for data and sources.

10. Are there any statistical data and/or estimations regarding the number of reported and/or unreported cases and convictions for  :

(Please specify in the space provided for this purpose "yes" or "no")
(N/A) female genital mutilation

(No) illegal voluntary abortion 

(N/A) forced abortions

(N/A) forced sterilizations 

(N/A) malpractices in cosmetic medicine 

(N/A) obstetric violence

 If “yes”, please give further references.

11. Is the gender perspective included in national health-related policies: 

Yes

(X
)


No
(       )

In particular: (Please specify in the space provided for this purpose "yes" or "no")
(No) in planning the distribution of resources for health care 

(Yes) in medical research on general diseases, with proper and necessary adaptations to the different biological make-up of women and men
(Yes) in geriatric service provision 
(No) in state custodial decisions to institutionalize children between 0-3 years old

Explanation:  The need for a gender-based approach to public health is connected with the necessity to identify ways in which health risks, experiences, and outcomes are different for women and men and to act accordingly in all health related policies.

B. Safety

12. Are there any national policies regarding women’s safety in public spaces?

Yes

(    X
   )


No
(       )

If “yes”, please give references.

13. Have there been any public opinion research polls on the fear of crime among women and men (over the last 5 years)?  

 Yes

(Yes
 )


No
(       )

If “yes”, please give references and the outcomes of such research polls.

14.  Are there any measures and programs undertaken in order to increase women’s safety e.g. in public urban spaces, in public transportation, etc.? 

Yes

(    X
   )


No
(       )

If “yes”, please give references.

15. Are there any statistics on crimes amounting to violence against women in public spaces and/or domestic violence?

Yes

(  X
   )


No
(       )

If “yes”, please give references.

16. Is the sex of the victim reflected in the police, prosecutors and courts records? 

Yes

(X
)


No
(       )

If “yes”, please give references.

C. Health and Safety

17. Are there any data and/or results of research on the detrimental influence of the feeling of insecurity and unsafety on women’s mental health? 

Yes

(       )


No
(       )

If “yes”, please give references.

18. Are there specific health and safety protective measures for women , and/or with  special provisions for mothers with young children,  in  “closed” institutions including in:

(Please specify in the space provided for this purpose "yes" or "no")
(Yes

) prisons (e.g. measures similar to the Bangkok Rules),  

(N/A) police detention cells

(N/A
) psychiatric hospitals, 

(Yes

) pre-deportation centers,   

(N/A) camps for displaced women and families (if relevant),

(N/A) nunneries

(Yes
) women’s shelters

If “yes”, please provide any information about the protective measures established. 

19. Are there specific training programs for medical and legal professionals on the issue of gender-based discrimination in the area of health and safety? 

Yes

(   X
    )


No
(       )

Do they cover: (Please specify in the space provided for this purpose "yes" or "no")
(Yes) the issues connected with specific women’s needs in area of health

(Yes) specific women’s vulnerability to be victims of gender-based violence or specific crimes, covering e.g. the issues of:    

(Yes) the nature of gender-based violence, 

(Yes) its occurrences and symptoms 

(Yes) methods of detection 

(Yes) medical protocols 

(Yes) influence of gender based violence, in particular of sexual violence on the future behaviors of victims (post-traumatic stress symptoms etc.) 

III. Could you please indicate any legislative reform, policy or practice, that you consider “good practice” regarding health and safety for women in your country? 

If yes, please indicate on which criteria your definition of “good practices” is based.
�Canada, as a signatory to the Convention on the Elimination of All forms of Discrimination Against Women requires State parties to: “take all appropriate measures to eliminate discrimination against women in the field of health care in order to ensure, on a basis of equality of men and women, access to health care services, including those related to family planning, and notwithstanding the provisions of paragraph I of this article, States Parties shall ensure to women appropriate services in connection with pregnancy, confinement and the post-natal period, granting free services where necessary, as well as adequate nutrition during pregnancy and lactation.” � HYPERLINK "http://www.un.org/womenwatch/daw/cedaw/text/econvention.htm#article12" �http://www.un.org/womenwatch/daw/cedaw/text/econvention.htm#article12�. Further, Section 15 of the Canadian Charter of Rights and Freedoms, states that “Every individual is equal before and under the law and has the right to the equal protection and equal benefit of the law without discrimination and, in particular, without discrimination based on…sex” which “does not preclude any law, program or activity that has as its object the amelioration of conditions of disadvantaged individuals or groups including those that are disadvantaged because of…sex.”  � HYPERLINK "http://laws-lois.justice.gc.ca/eng/const/page-15.html" �http://laws-lois.justice.gc.ca/eng/const/page-15.html� 





� While there are no laws which limit access to a comprehensive package of sexual and reproductive health services, many Canadians face significant barriers in access to such services and information. For example, the lack of access to safe abortion services is an ongoing obstacle and barrier for those who choose to terminate their pregnancies, particularly for individuals living in rural or remote areas. A 2006 study found that only 1 in 6 hospitals provide abortion services in Canada, the majority of which, like free standing sexual health clinics, are disproportionately dispersed across Canada, with most located in urban areas. The overall limited availability of abortion services through clinics and hospitals is compounded by other barriers related to wait times, age, financial resources and geographic location, migration status, and physicians refusing to provide the services on moral and religious grounds, among others. Access to other services, such as contraceptive services can vary depending on age, geographic location, access to resources, etc. 





� In accordance with the 1988 Supreme Court of Canada decision R. v. Morgentaler, there are no criminal laws restricting access to abortion in Canada. Similarly, there are no laws which restrict access to other sexual and reproductive health services, on the basis of sex, age, race, religion, ethnicity, etc.. See footnote 1. 





� While most health services are covered through provincial health insurance plans, pharma care is not covered through provincial public insurance plans. As such medicines and devices including all contraceptives are not covered universally. According to drugcoverage.ca approximately 60% of the population has access to private health insurance which provides reimbursements for pharma care, devices and other specialized services. According to a survey by Statistics Canada 24% of the Canadian population reported that they had no drug coverage to pay out of pocket for drugs, which include contraceptives and devices. The remainder of the population is subject to the variable provincial regimes that provide coverage to certain members of their population including recipients of social assistance, seniors and other specific groups. This results in barriers in access to services, particularly for those with limited access to resources





In the province of Quebec, fertility treatments are covered under the provincial health insurance plan (by reimbursement). � HYPERLINK "http://montreal.ctvnews.ca/quebec-health-care-law-amendments-broaden-access-to-ivf-1.2391544" �http://montreal.ctvnews.ca/quebec-health-care-law-amendments-broaden-access-to-ivf-1.2391544�. (Read the policy here: � HYPERLINK "http://sante.gouv.qc.ca/en/programmes-et-mesures-daide/programme-quebecois-de-procreation-assistee/" �http://sante.gouv.qc.ca/en/programmes-et-mesures-daide/programme-quebecois-de-procreation-assistee/�) All provinces except New Brunswick and PEI fund a range of sex reassignment surgeries through provincial insurance plans. (DailyXtra. 2014. “Sex reassignment surgeries funded in all but two provinces.” � HYPERLINK "http://www.dailyxtra.com/canada/news-and-ideas/news/sex-reassignment-surgeries-funded-in-two-provinces-89914" �http://www.dailyxtra.com/canada/news-and-ideas/news/sex-reassignment-surgeries-funded-in-two-provinces-89914�).





Some free standing abortion clinics charge an administrative fee in addition to the billing to a provincial plan. Furthermore, if abortion is accessed outside of the home province – the individual is expected to pay and then seek reimbursement from their provincial plan. In New Brunswick the province does not fund abortions provided outside of a hospital and there is only one facility where abortion is available (outside of the three hospitals that provide abortion services) at a cost of approximately $750. 





Recent cuts to health care for refugees and changes in immigration law disproportionately affect refugee women. The removal of coverage for sexual and reproductive health, including labour and delivery, put refugee women at particular risk as it bars some claimants from getting pre/post-natal and delivery care, as well as limiting access to contraception, cancer screenings, abortion services, and supports in cases of intimate partner violence. Supporting equitable access to health care for migrants and specifically migrant women is therefore paramount, regardless of refugee, immigration or marital status, in addition to developing policies and programs that are grounded in human rights and uphold the principle of universality in the Canada Health Act. (Wellesley Institute. 2013. “The real cost of cutting the Interim Federal Health Program.” � HYPERLINK "http://www.wellesleyinstitute.com/wp-content/uploads/2013/10/Actual-Health-Impacts-of-IFHP.pdf" �http://www.wellesleyinstitute.com/wp-content/uploads/2013/10/Actual-Health-Impacts-of-IFHP.pdf� and Women’s College Hospital. 2012. “Impacts of changes to Interim Federal Health Programme for Refugees.” � HYPERLINK "http://www.womenscollegehospital.ca/pdf/WCH%20Impact%20of%20changes%20to%20IFHP%20for%20Refugees.pdf" �http://www.womenscollegehospital.ca/pdf/WCH%20Impact%20of%20changes%20to%20IFHP%20for%20Refugees.pdf�) Read a summary of benefits under the Interim Federal Health Programme, here: � HYPERLINK "http://www.cic.gc.ca/english/refugees/outside/summary-ifhp.asp" �http://www.cic.gc.ca/english/refugees/outside/summary-ifhp.asp� 





� The age of majority in Canada varies between 18 and 19. Provinces have ability to determine age of majority (as per Constitution Act, 1867, Section 92(13)). Most provinces have a ‘mature minor’ clause in their health legislation which allows young people under the age of majority to consent to treatment without parental consent. In such cases, doctors are able to provide treatment if they deem the minor understands the risks and benefits associated with the treatment. Beyond this, some provinces have age restrictions within this clause (i.e.: 16 is often used) and a young person’s ability to consent. There are no specific restrictions on access to sexual and reproductive health services and information. For example, young people 16 years and older can obtain contraceptives without parental consent. Those under 16 can also access contraceptives, if they are deemed to be ‘mature minors’ by the physician. Condoms and the emergency contraceptive pill are available for purchase ‘over the counter’ (without a prescription) and can therefore by purchased free of all barriers, except cost. Regarding access to abortion services, some clinics provide abortion to those 14 years and older. For more information regarding parental consent and abortion in Canada, visit: � HYPERLINK "http://www.arcc-cdac.ca/postionpapers/58-Parental-Consent.pdf" �http://www.arcc-cdac.ca/postionpapers/58-Parental-Consent.pdf� 





� See footnote 5. “According to the Canadian Medical Association: “Privacy and confidentiality are cornerstones of the Canadian health care system.”[1] CMA policies emphasize the importance of these values when caring for all patients, including adolescents, for example: “A young person who is deemed to understand fully the implications of a medical decision is generally also deemed to have control over their personal health information.”[2] The CMA code of ethics requires physicians to: “Recognize the need to balance the developing competency of minors and the role of families in medical decision-making. Respect the autonomy of those minors who are authorized to consent to treatment.”... In the Supreme Court of Canada‘s 2009 decision A.C. v. Manitoba (Director of Child and Family Services), the justices recognized the right of adolescents aged 16-18 to make their own medical decisions, as well as the right of mature adolescents under age 16 to participate meaningfully in decisions relating to their medical treatment.” � HYPERLINK "http://www.arcc-cdac.ca/postionpapers/58-Parental-Consent.pdf" �http://www.arcc-cdac.ca/postionpapers/58-Parental-Consent.pdf� 





� The College of Physicians and Surgeons of Ontario (CPSO) adopted a ground-breaking new policy that very clearly defines the responsibilities of physicians who refuse to provide services. The robust nature of the duties placed on objecting physicians within the new policy ensures that a patient’s right to access health services and to be treated with dignity are central. It should be noted, however, that, while the Ontario policy represents an important, progressive step forward, it is the standard for the regulation of conscientious objection set by international professional, technical and accountability bodies. Despite legal obligations, the model adopted in the new CPSO policy remains more of an exception than the rule in Canada, with most jurisdictions adopting an outdated approach set out by the Canadian Medical Association (CMA), which falls far short of the minimum standards set by international agencies and bodies. The Code of Ethics of the CMA requires physicians to “Inform your patient when your personal values would influence the recommendation or practice of any medical procedure that the patient needs or wants,” but does not require physicians to provide timely referrals. In addition, the Code is at best unclear as to whether physicians are required, as part of their ethical obligations, to provide unbiased information and urgent or emergency care to which they personally object. Conscientious objection can create barriers in access to specific services, particularly those which are already limited in the Canadian context (i.e.: abortion services, see footnote 11). Also, the low number of hospitals in Canada that provide abortion services raises the critical issue of how institutional decisions are made. Legally, institutions cannot refuse to provide specific services on the basis of conscience or belief.





� There are no legal restrictions to IUDs in Canada, however the cost of the device does create barriers, particularly for young people and those with limited resources. The cost of a copper IUD is between $90 and $160, while the cost of a hormonal IUD is $350-$400. IUDs are not covered under provincial health insurance. 





� In Canada, emergency contraception (EC) has been available since 2005 without a prescription. The cost of emergency contraception is not covered under provincial health insurance. The average cost is between $35 and $40. In some cases, individuals may experience barriers in access as it its availability is left to individual discretion of pharmacists who choose to continue to keep it behind the counter in the pharmacy and can therefore exercise their influence by imposing their moral or religious views. 





� While sterilization is not against the law, some people in Canada experience barriers in access to physicians who are willing to provide the service, regardless of age, gender, relationship status, etc.. � HYPERLINK "http://www.thestar.com/news/insight/2011/05/06/childless_by_choice_through_sterilization.html" �http://www.thestar.com/news/insight/2011/05/06/childless_by_choice_through_sterilization.html� 





� While abortion is legal in Canada, the low number of abortion providers in Canada contributes to the poor availability of services adding to barriers related to geographic location. According to Medical Students for Choice, 40% of schools surveyed did not teach any aspect of abortion in preclinical years; abortion and counselling on pregnancy options is not included as a standard component of preclinical education.  Adding to this, there are many doctors who refuse to provide the service on moral or religious grounds or who cannot add abortion services to their practice for other reasons including workload and quotas. Another challenge is the reality that the vast majority of current abortion providers across Canada are over 50 years of age; many of whom will retire in the coming years. 





In PEI, there are no abortion providers. This is the only province in Canada that is still refusing to offer abortion services, in turn violating its obligations set by the Act. The only provinces to which they can travel, funded by their provincial government, are Nova Scotia and New Brunswick. In order to access a funded abortion in Nova Scotia, individuals must be referred by both a PEI physician and the Department of Health and Social Services, and the abortion procedure must be done in a hospital (clinic abortion services are not eligible for funding in PEI). This process must also be completed within 16 gestational weeks. Due to stigma related to abortion, there is a lack of physicians in PEI who are willing to make the referrals and requests for funding. In addition, healthcare providers are often unwilling to provide accurate information to individuals who are seeking information on the procedure itself, where to obtain referrals for an abortion, as well as where they can obtain this medical service.





As of January 2015, New Brunswick has reversed a regulation requiring individuals to obtain the authorization of two physicians and consent of the gynecologist who will accept to perform the procedure (in order for the procedure to be fully funded). Still, only two hospitals (out of 23) in New Brunswick provide abortion services and clinic abortions are not funded by the government. In some cases, individuals are required to make multiple visits before the procedure, which can result in delays, stigma and ultimately, barriers in access to abortion services. In contravention of the Act, New Brunswick is the only province that refuses to pay for, or reimburse individuals for, abortion services performed outside of hospitals. The province also refuses to provide reciprocal billing for individuals that require abortion services outside of the province. This policy can be especially difficult for individuals in small towns and for individuals who do not have a family physician. If an individual is unable to travel to one of the two hospitals, or fears stigma and discrimination in accessing services in such environments, they may either be forced to travel out-of-province in order to obtain abortion care, pay between $700.00 to $850.00 to have the abortion in province or continue with the pregnancy and birth against their will. With such limited access, it has been reported that individuals are increasingly seeking abortion services out of country, and in some cases, engaging in unsafe practices to terminate unwanted pregnancies. 





� While medically assisted reproduction is not against the law, some people in Canada experience significant barriers in access – particularly those with limited access to resources. Average cost of fertility medication in Canada is $75-$1000, sperm preparation costs $500, a standard in-vitro fertilization is $7,000, IVF medication costs between $2,000 and $5,000 and embryo freezing costs $750. (� HYPERLINK "http://www.theglobeandmail.com/life/health-and-fitness/health/the-costs-of-infertility-and-trying-to-conceive/article22988634/" �http://www.theglobeandmail.com/life/health-and-fitness/health/the-costs-of-infertility-and-trying-to-conceive/article22988634/�) In Quebec, individuals are able to seek reimbursement for costs associated with assisted reproduction. � HYPERLINK "http://montreal.ctvnews.ca/quebec-health-care-law-amendments-broaden-access-to-ivf-1.2391544" �http://montreal.ctvnews.ca/quebec-health-care-law-amendments-broaden-access-to-ivf-1.2391544� 





� “Under Canadian criminal law, no criminal charges can be laid for not taking steps to prevent HIV infection during pregnancy. However, an HIV-positive mother who risks transmitting HIV to a child during delivery and after the birth (e.g., by not informing health-care providers attending the birth, refusing preventive medications for the newborn infant, or breastfeeding) could potentially face criminal charges and/or intervention from child protection authorities. While criminal charges in such circumstances seem unlikely and generally not in the best interest of a child, charges have been laid against one woman in Ontario in a case of vertical (i.e., mother-to-child) transmission. (R. v. J.I., 2006 ONCJ 356 (Ontario Court of Justice).”Canadian HIV/AIDS Legal Network. “Criminal Law & HIV Non-Disclosure in Canada. � HYPERLINK "http://www.aidslaw.ca/site/wp-content/uploads/2014/09/CriminalInfo2014_ENG.pdf" �http://www.aidslaw.ca/site/wp-content/uploads/2014/09/CriminalInfo2014_ENG.pdf� 





� “The Criminal Code of Canada continues to be used as a means to address the issue of FGM. For example, it can be used to control the transportation of female children outside the country for the purposes of obtaining FGM. Canada has recognized fear of gender persecution as a ground for claiming refugee status since the early 1990s…In May 1997, the federal government amended the Criminal Code and included the performance of FGM as aggravated assault under section 268(3). Under the Criminal Code, any person who commits an aggravated assault is guilty of an indictable offence and is liable to imprisonment for a term not exceeding 14 years. A parent who performs FGM on their child may be charged with aggravated assault. Where the parent does not commit the act but agrees to have it performed by another party, the parent can be convicted as a party to the offence under section 21(1) of the Criminal Code.( Section 273, Criminal Code, R.S.C. 1985, c. C-46, as am. S.C. 1993, c. 45, s. 3, as am. S.C. 1997, c. 18, s. 13.)” Ontario Human Rights Commission. � HYPERLINK "http://www.ohrc.on.ca/en/policy-female-genital-mutilation-fgm/4-fgm-canada" �http://www.ohrc.on.ca/en/policy-female-genital-mutilation-fgm/4-fgm-canada� 





� The recently passed ‘so-called’ Zero Tolerance for Barbaric Cultural Practices Act (Official title: An Act to amend the Immigration and Refugee Protection Act, the Civil Marriage Act and the Criminal Code and to make consequential amendments to other Acts) similarly poses substantial risk of creating significant barriers for non-citizens, or those in precarious immigration situations, to access health and other support services, including the sexual and reproductive health services they need. It does so by identifying forced marriages as a separate criminal offence in Canada, which, according to research, creates barriers in access to and deters survivors of forced marriage from seeking support services, including sexual and reproductive health services. The criminalization of forced marriage creates barriers in access to health services out of fear that the health professional will report the individual, which could result in a loss of immigration status, stigma and discrimination associated with reporting forms of domestic violence, and fear that health professionals lack the training to provide appropriate support services. Experts also argue that criminalization could become a tool for police to further profile and harass racialized communities coupled with the reality that there is no evidence to support that the criminalization of forced marriage would in fact serve to prevent it. South Asian Legal Clinic of Ontario. 2014. “Perpetuating Myths, Denying Justice: Zero Tolerance for Barbaric Cultural Practices Act.” � HYPERLINK "http://www.salc.on.ca/FINALBILLS7STATEMENT%20updated%20nov%2018.pdf" �http://www.salc.on.ca/FINALBILLS7STATEMENT%20updated%20nov%2018.pdf�





� In accordance with the 1988 Supreme Court of Canada decision R. v. Morgentaler, there are no criminal laws restricting access to abortion in Canada. In Canada, the provincial governments are responsible for the administration, organization and delivery of health care. The federal government has constitutional spending power, which enables it to fund the health systems under provincial jurisdiction, subject to provincial compliance with certain requirements set out in the 1984 Canada Health Act. It regulates the conditions to which provincial and territorial health insurance programs must adhere in order to receive the full amount of the Canada Health Transfer cash contribution. The Act states that provinces and territories must provide universal coverage for all insured persons for all medically necessary hospital and physician services, which abortion is considered to be.


� In the case of female genital mutilation, parents may be held criminally responsible (see footnote 14). In the case of child marriage, family members and others would be subject to prosecution where they actively and knowingly participate in a forced or early marriage ceremony. A person who knowingly performs a forced or early marriage ceremony would also be subject to prosecution. Family members and others would be subject to prosecution where they take steps to remove a child from Canada specifically with the intent that they be subjected to forced or early marriage abroad. For more information: � HYPERLINK "http://news.gc.ca/web/article-en.do?nid=900359" �http://news.gc.ca/web/article-en.do?nid=900359�)  





� While there is no special protection against gender based violence, Sections 318 and 391 of the Criminal Code criminalizes the willful promotion of hatred, public incitement of hate, the killing of, or deliberate inflicting of conditions  of life calculated to bring about its physical destruction, on the basis of sex. 





Further, the Criminal Code of Canada outlines a number of areas related to ‘gender-based violence’ that are criminalized in Canada: “Assault (Criminal Code section 265, It applies to regular assault as well as sexual assault, Section 271 of the Criminal Code deals with possible sentencing for sexual assaults specifically. These sentences vary from no jail time to a maximum of 10 years. Other possible penalties include probation and payment of a fine,) Unlawfully causing bodily harm (Criminal Code section 269, If you cause harm to a person‚ while assaulting them, you can be charged under this section), Sexual assault with a weapon, threats to a third party or causing bodily harm (Criminal Code section 272,  An offence of this nature carries a maximum penalty of 14 years), Aggravated sexual assault (Criminal Code section 273, This applies to cases where the perpetrator maims, wounds, disfigures or endangers the life of the victim. The maximum penalty is imprisonment for life), Uttering threats (Criminal Code section 264.1), Sexual interference (Criminal Code section 151, is when the accused touches any part of the body of a person under the age of 16, either directly or indirectly, with an object or a part of their own body. This offence carries a maximum sentence of 10 years imprisonment), Invitation to sexual touching (Criminal Code section 152, is when an accused invites, counsels or incites a person under the age of 16 to touch the body of any person, including the accused, either directly or indirectly, with their own body or with an object. This offence carries a maximum sentence of 10 years imprisonment), Sexual exploitation (Criminal Code section 153, is when the victim is a "young person," 16 years or older, but younger than 18, and the accused is in a position of trust or authority towards the victim. This offence carries a maximum sentence of 10 years imprisonment), Incest (Criminal Code section 155, is when the accused is a parent, child, grandparent, grandchild or sibling of the victim who is related by blood to the victim. The accused must know that they are related to the victim and must have had sexual intercourse with the victim. Incest carries a maximum sentence of 14 years imprisonment. A person who is sexually assaulted by a relative cannot be charged under this section. For example, if a woman was raped by her uncle or father, she cannot be charged. See subsection 155(3)). Ontario Women’s Justice Network. � HYPERLINK "http://owjn.org/owjn_2009/legal-information/aboriginal-law/92" �http://owjn.org/owjn_2009/legal-information/aboriginal-law/92� 





Section 718 of the Criminal Code states that a court that imposes a sentence shall also take into consideration: evidence that the offence was motivated by bias, prejudice or hate based on…sex…or any other similar factor, and evidence that the offender, in committing the offence, abused the offender’s spouse or common-law partner.





� Section 15 of the Canadian Charter of Rights and Freedoms states that: “Every individual is equal before and under the law and has the right to the equal protection and equal benefit of the law without discrimination and, in particular, without discrimination based on…sex.” � HYPERLINK "http://laws-lois.justice.gc.ca/eng/const/page-15.html" �http://laws-lois.justice.gc.ca/eng/const/page-15.html� 





� On December 20th 2013, the Supreme Court of Canada (SCC) handed a unanimous ruling in Canada v Bedford, which struck down elements of the Criminal Code that were determined to violate the rights of sex workers by undermining their health and safety. The Supreme Court decided that its ruling would take effect in one year’s time, at which point those unconstitutional parts of the law would no longer be in force. In response, the federal government tabled a new piece of legislation (Bill C-36) in early June of 2014. The Protection of Communities and Exploited Persons Act (PCEPA) received royal assent on December 6th 2014, effectively criminalizing the purchase of sexual services; communicating for the purpose of purchasing and selling sexual services; receiving a material benefit from the crimes of purchasing sexual services or communicating to obtain them; procuring a person to offer or provide sexual services for consideration; and prohibiting advertising of sexual services. With PCEPA, the federal government reinstated provisions very similar to those already found by the SCC to be harmful to sex workers’ lives, health and safety, simply by rewording some of them and re-labelling provisions with new and broader objectives. This indicates that the new prostitution laws, like the old ones, are likely in violation of sex workers’ Charter rights. The government’s response also creates new issues of constitutional validity with the prohibition on advertising and the blanket ban on the purchase of sexual services. This approach continues to impose danger, increased criminalization, little control over working conditions and fewer safe options for sex workers. It runs contrary to the requirement of the SCC to address these dangerous and ineffective laws and does not appear to conform to the December 2013 ruling in Canada v Bedford. For more information, visit: � HYPERLINK "http://www.sexualhealthandrights.ca/c36-factsheet/" �http://www.sexualhealthandrights.ca/c36-factsheet/� 


� The so-called Zero Tolerance for Barbaric Cultural Practices Act (Official title: An Act to amend the Immigration and Refugee Protection Act, the Civil Marriage Act and the Criminal Code and to make consequential amendments to other Acts, came into law in June 2015) “limits the defence of provocation so that it would not apply in so-called “honour” killings and many spousal homicides. A new court-ordered peace bond will also be created to protect potential victims of early or forced marriages where there are grounds to fear that a person may commit a forced or early marriage offence.” � HYPERLINK "http://news.gc.ca/web/article-en.do?nid=989099" �http://news.gc.ca/web/article-en.do?nid=989099�. Many lawyers, civil society organizations and activists have expressed deep concern regarding the amendments to the criminal code. Specifically, “The Canadian Council of Muslim Women opposes the addition of "honour killings" to the Criminal Code on the grounds "murder is murder" and a special category could stigmatize new immigrants and some ethnic or religious groups.” � HYPERLINK "http://www.canada.com/life/Muslim+women+group+opposes+addition+honour+killings+Criminal+Code/3275824/story.html" �http://www.canada.com/life/Muslim+women+group+opposes+addition+honour+killings+Criminal+Code/3275824/story.html� 





� In Canada, the provincial governments are responsible for the administration, organization and delivery of education. Despite this, the Federal government has a role to play both in fulfilling young people’s sexual and reproductive rights (in part through the implementation of comprehensive sexuality education) and in gathering and analyzing data on trends in relation to the sexual and reproductive health of all people in Canada. In 2008, the Public Health Agency of Canada (PHAC) revised its Guidelines for sexual health education, which were developed to provide a framework for the development and evaluation of comprehensive evidence-based sexual health education. Unfortunately, these guidelines have not been consistently implemented across the country nor are there standards through which sexual health education curriculums can be monitored and evaluated. In 2012, PHAC piloted a Canadian Sexual Health Indicators Survey. As of August 2015, the study has not be conducted.  





The 2008 PHAC Guidelines contain information related to prevention of sexually transmitted infections, including HIV, prevention of unwanted pregnancies, sexual violence, among other issues. � HYPERLINK "http://www.phac-aspc.gc.ca/publicat/cgshe-ldnemss/cgshe_toc-eng.php" �http://www.phac-aspc.gc.ca/publicat/cgshe-ldnemss/cgshe_toc-eng.php� 





� � HYPERLINK "http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=5049" �http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=5049� 


� � HYPERLINK "http://publications.gc.ca/collections/collection_2014/aspc-phac/HP7-1-2013-eng.pdf" �http://publications.gc.ca/collections/collection_2014/aspc-phac/HP7-1-2013-eng.pdf� 


� � HYPERLINK "http://www5.statcan.gc.ca/cansim/a26?lang=eng&id=1024503&p2=46" �http://www5.statcan.gc.ca/cansim/a26?lang=eng&id=1024503&p2=46� 


� � HYPERLINK "http://www.statcan.gc.ca/pub/85-002-x/2013001/article/11766-eng.pdf" �http://www.statcan.gc.ca/pub/85-002-x/2013001/article/11766-eng.pdf� 


� � HYPERLINK "http://www.phac-aspc.gc.ca/aids-sida/publication/survreport/2013/dec/assets/pdf/hiv-aids-surveillence-eng.pdf" �http://www.phac-aspc.gc.ca/aids-sida/publication/survreport/2013/dec/assets/pdf/hiv-aids-surveillence-eng.pdf� 


� � HYPERLINK "http://www.hc-sc.gc.ca/hc-ps/drugs-drogues/stat/_2011/summary-sommaire-eng.php" �http://www.hc-sc.gc.ca/hc-ps/drugs-drogues/stat/_2011/summary-sommaire-eng.php� 


� � HYPERLINK "http://www.hc-sc.gc.ca/hc-ps/drugs-drogues/stat/_2011/summary-sommaire-eng.php" �http://www.hc-sc.gc.ca/hc-ps/drugs-drogues/stat/_2011/summary-sommaire-eng.php� 


� � HYPERLINK "https://www.cihi.ca/en/quick-stats?xTopic=Hospital%2520Care&pageNumber=3&resultCount=10&filterTypeBy=undefined&filterTopicBy=5&autorefresh=1" �https://www.cihi.ca/en/quick-stats?xTopic=Hospital%2520Care&pageNumber=3&resultCount=10&filterTypeBy=undefined&filterTopicBy=5&autorefresh=1� 





� Statistics Canada does not gather data on the use of contraceptives in Canada. Independent researchers have conducted studies in recent years. The most recent study was completed in 2007 (� HYPERLINK "http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1828173/" �http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1828173/�).  





� � HYPERLINK "http://www.statcan.gc.ca/pub/89-650-x/2012001/tbl/tbl10-eng.htm" �http://www.statcan.gc.ca/pub/89-650-x/2012001/tbl/tbl10-eng.htm� 


� ”The Government of Canada’s Health Portfolio has a policy in place to use sex and gender-based analysis (SGBA) to develop, implement and evaluate research, programs and policies. The current SGBA policy replaces Health Canada’s Gender-Based Analysis Policy (2000) and expands to the entire Health Portfolio (which comprises the following organizations: Health Canada, Public Health Agency of Canada, Canadian Institutes for Health Research, the Hazardous Materials Information Review Commission and the Patented Medicine Prices Review Board). The policy supports:


a comprehensive understanding of variations in health status, experiences of health and illness, health service use and interaction with the health system;


the development of sound science and reliable evidence that captures sex- and gender-based health differences among people; and


the implementation of rigorous and effective research, programs and policies that address sex- and gender-based health differences among people. 


The Portfolio’s SGBA policy has five guiding principles: accountability to implement and affect change; continuous improvement by building on experiences and incorporating lessons learned and best practices; integrated approach where SGBA is a natural part of doing business; achieving balance and equal representation in programs and policies; and shared responsibility requiring the participation of all staff in the context of their work and for management to provide leadership to support SGBA. Developments have included CIHR’s guidelines for Gender and Sex-Based Analysis in Research and the Health Portfolio Sex and Gender-Based Analysis Policy. The broad-based Aboriginal Specific Sex and Gender-Based Analysis addresses factors that relate to Aboriginal perspectives on sex and gender. While evaluations are still pending on how effectively and efficiently programs have engaged SGBA, it is accepted that integrating SGBA into the development, implementation and evaluation of all programs can ensure gender equality, greater effectiveness and efficiency in program delivery and research rigour.” � HYPERLINK "http://www.phac-aspc.gc.ca/cphorsphc-respcacsp/2012/chap-4-eng.php" �http://www.phac-aspc.gc.ca/cphorsphc-respcacsp/2012/chap-4-eng.php� 





The following policies comprise of Canada’s efforts to integrate a gendered perspective into the health sector: 1995 Federal Plan for Gender Equality (1995-2000), 1999 Health Canada’s Women’s Health Strategy, 2000 Health Canada’s Gender-Based Analysis Policy, 2000 Agenda for Gender Equality (2000-2005),  





� While limited, the Government of Canada in 2014, launched the ‘Action Plan to Address Family Violence and Violent Crimes Against Women and Girls.” (� HYPERLINK "http://www.swc-cfc.gc.ca/violence/efforts/action-eng.pdf" �http://www.swc-cfc.gc.ca/violence/efforts/action-eng.pdf�). It works across 15 federal departments, eight of which receive a portion of a $7 million funding allocation. One of the stated priorities of Status of Women Canada is to “end violence against women and girls” but gender equality was “eliminated from its mandate and funding priorities in 2006, representing a marked departure from its previous interest in funding research and analysis of the root causes of VAW and support/services for survivors. In its current program objectives, SWC calls for proposals on specific themes, including: preventing and reducing VAW in high-risk neighborhoods; engaging men and boys in addressing VAW; preventing VAW in the name of honour; preventing and reducing trafficking of women and girls; engaging young people to prevent VAW on post-secondary campuses.” “The Case for a National Action Plan on Violence Against Women.” 2013. Canadian Network of Women’s Shelters and Transition Houses. � HYPERLINK "http://ywcacanada.ca/data/research_docs/00000307.pdf" �http://ywcacanada.ca/data/research_docs/00000307.pdf�





Many provinces and municipal governments have undertaken initiatives in this area. (See list of provincial action plans, here: � HYPERLINK "http://www.phac-aspc.gc.ca/sfv-avf/prov-terr-eng.php" �http://www.phac-aspc.gc.ca/sfv-avf/prov-terr-eng.php�) 





� Findings from most recent national study were released in 2011. Available here: � HYPERLINK "http://www.statcan.gc.ca/pub/85-002-x/2011001/article/11577-eng.pdf" �http://www.statcan.gc.ca/pub/85-002-x/2011001/article/11577-eng.pdf�. “Across all activities, women were significantly less likely to report feeling safe compared to men. For example, 90% of men said that they did not feel worried while home alone compared to 76% of women. The discrepancy between men and women was even larger when asked about using public transportation and walking alone after dark. Over 7 in 10 (73%) Canadian men said that they weren’t at all worried when using public transportation compared to just over 4 in 10 (42%) women. Further, while over 9 in 10 (95%) men said that they feel very or reasonably safe when walking alone in their neighbourhood after dark, the same was true for more than 8 in 10 (85%) women.”





� In 2015, the Canadian Network of Shelters and Transition Houses launched a new online tool which contains a clickable map to help connect women with the nearest shelter that can offer safety. (� HYPERLINK "http://www.sheltersafe.ca/" �http://www.sheltersafe.ca/�). Many provinces and municipal governments have undertaken initiatives in this area. (See list of provincial action plans, here: � HYPERLINK "http://www.phac-aspc.gc.ca/sfv-avf/prov-terr-eng.php" �http://www.phac-aspc.gc.ca/sfv-avf/prov-terr-eng.php�). Initiatives taking place at the local level include: 


“The City of Ottawa, funds the Women’s Initiative for Safer Environments (WISE), and works with the City for All Women Initiative (CAWI). WISE has used women’s safety audits in local communities to analyze environments, and works with local government to improve safety; raise awareness about the personal safety of women and girls; and develop community action plans


The City of Montreal has had a city-community consultative working group on women’s safety since the early 1990’s. A range of services and programmes aim to increase feelings of safety for women on the streets, and reduce violence against women. These range from close co-operation with women’s groups in the design and redevelopment of public areas such as Metro stations and parks, a guide on urban design for women’s safety, the ‘Between Two Stops’ system which allows women to get off buses close to their destination in the evenings. The organization Pro-gram inc works closely with the municipal police to provide front line service to men arrested for domestic violence; Stella, Maimie’s Friend works closely with Montreal’s social and health services to help prevent violence against sex trade workers.


The City of Toronto developed a municipal strategy document on preventing public violence against women in the 1980’s and the 1991 Take Back Toronto initiative. It has worked closely with organizations such as METRAC, which developed the women’s safety audit as a tool to empower women to work with municipalities to make their neighbourhoods safer.”


(� HYPERLINK "http://www.brantford.ca/Safe%20Community%20%20Documents/2.2_WomensSafety_27-30.pdf" �http://www.brantford.ca/Safe%20Community%20%20Documents/2.2_WomensSafety_27-30.pdf�) 


� “Rates of sexual assault in Canada have remained stable over the past five years, with 34 incidents per 1,000 adult women (compared to 35 per 1,000). The rate of intimate partner violence has declined slightly, with 6.4 percent of women reporting having experienced intimate partner violence in the five years prior to 2009 (compared to 7.2 percent in the five years prior to 2004). The percentage of crimes that are reported remains low, with an estimate of less than 10 percent of sexual assaults and 30 percent of domestic violence being reported to police. Police statistics record a decline in the number of sexual assaults reported since 1993. Rates of sexual assault and intimate partner violence vary by region and community in Canada. The northern provinces and territories have the highest rates of sexual assault and intimate partner violence. Women with disabilities experience higher rates of violence than do their peers. Rates of violence against Aboriginal women are more than three times the level of violent victimization faced by non-Aboriginal women.6 The Royal Canadian Mounted Police recently reported that the total number of Aboriginal women who have been murdered or whose disappearances remain unsolved over the past three decades now exceeds 1,000 women and girls. The disproportionately high rate of violence experienced by Aboriginal women is now the focus of an Inquiry by the UN CEDAW Committee.” � HYPERLINK "http://www.leaf.ca/wp-content/uploads/2014/06/Beijing-20-Final-Eng-2.pdf" �http://www.leaf.ca/wp-content/uploads/2014/06/Beijing-20-Final-Eng-2.pdf�. Sinha, Maire (2013). Measuring Violence Against Women: Statistical Trends, 2011. Ottawa: Statistics Canada. The number of sexual assaults recorded in police statistics does not reflect the total number reported as police use their discretion to “unfound” substantial proportions. Johnson, Holly (2012). “Limits of a criminal justice response: Trends in police and court processing of sexual assault”, In Sheehy, Elizabeth, Sexual Assault in Canada: Law, Legal Practice and Women’s Activism, Ottawa: University of Ottawa Press, pp. 613–634, Sordi, Annalea (2011). Violence Against Women With Disabilities. Toronto: Vecova Centre for Disability Services and Research and Canadian Women’s Foundation, Brennan, Shannon (2011). Violent victimization of Aboriginal women in the Canadian provinces, 2009. Ottawa: Statistics Canada, and Do, Trinh Theresa. “RCMP confirm report of more than 1,000 murdered aboriginal women.” CBC News. May 2, 2014.





� The sex of the victim is reflected in most legal proceedings (see data collected from 2005-2011, for example: � HYPERLINK "http://www.statcan.gc.ca/pub/85-002-x/2015001/article/14203/tbl/tbl01-eng.htm" �http://www.statcan.gc.ca/pub/85-002-x/2015001/article/14203/tbl/tbl01-eng.htm�). Police also collect data on sex of victim (� HYPERLINK "http://www.statcan.gc.ca/pub/85-004-x/2009001/part-partie2-eng.htm" �http://www.statcan.gc.ca/pub/85-004-x/2009001/part-partie2-eng.htm�). At the federal level, judges are Judges are permitted to ban the publication of the identity of victims and witnesses in appropriate circumstances. (� HYPERLINK "http://crcvc.ca/for-victims/rights/" �http://crcvc.ca/for-victims/rights/�). 


� “Federal government documentation does not conform to UN guiding principles for [National Action Plans] as specified in section 3.2. Across the board, it favours gender neutrality as opposed to defining VAW as a form of discrimination, a manifestation of historically unequal power relations between men and women, or a violation of women's human rights. Focus at the federal level is on gender-neutral victims of crime and family violence, though ending violence against women and girls is a current funding priority for Status of Women Canada. As the federal government has increasingly adopted a law and order agenda (i.e. more incarceration and longer sentencing), attention to and analysis of women as an at-risk demographic has decreased. This is evidenced by the decreasing resources allocated to gender-based analysis in government generally and with respect to intimate partner violence, family violence, criminal justice, and family law. By contrast, several provinces and territories in Canada have targeted initiatives and/or action plans related to specific forms of VAW, such as domestic or family violence and sexual violence. None addresses sexual harassment, either in public or private spaces. Most cut across agencies/ministries and are inclusive of different types of violence; some recognize gendered violence within an historical context of gender inequality complicated by other social inequalities. Although none conforms to UN guiding principles in their entirety, many provide promising ground on which to build a NAP on all forms of VAW.” “The Case for a National Action Plan on Violence Against Women.” 2013. Canadian Network of Women’s Shelters and Transition Houses. � HYPERLINK "http://ywcacanada.ca/data/research_docs/00000307.pdf" �http://ywcacanada.ca/data/research_docs/00000307.pdf� 


� “Correctional Service Canada’s Mother-Child Program offers full- and part-time visitation between children and their incarcerated mothers at various women’s federal correctional facilities in Canada.” A 2014 study found that “since the full implementation of the program in 2001, the participation rate declined from an already low starting point and has remained relatively low since. Further, three main factors were suggested as potential barriers impeding the success of the MCP: correctional overcrowding, a more punitive institutional culture, and a series of changes to the program’s eligibility criteria. Recommendations on ways to increase the usage of the program are offered and suggestions for future research are made.” Brennan, S. 2014. “Canada’s Mother-Child Program: Examining its emergence, usage and current state.” (Spring 2014). Canadian Graduate Journal of Sociology and Criminology. � HYPERLINK "http://cgjsc-rcessc.uwaterloo.ca/index.php/cgjsc/article/view/84" �http://cgjsc-rcessc.uwaterloo.ca/index.php/cgjsc/article/view/84� 





� The Canadian Mental Health Association (CMHA) has a variety of positions statements calling for more integrated and holistic mental health services for women. Hospitals themselves are individually governed across the country and thus health and safety measures vary – but the statements from the CMHA certainly suggest an increasing awareness of the need to tailor services to women which take into consideration their bodily autonomy and acknowledge their social determinants of health. � HYPERLINK "https://www.cmha.ca/public_policy/women-and-mental-health/" �https://www.cmha.ca/public_policy/women-and-mental-health/� 





� Women, with their children, are held in separate wings from men in detention centres. “All asylum seekers except pregnant women and minors are handcuffed, and sometimes shackled, during transportation, notably when in need of specialized medical care at a hospital. Detained asylum seekers may be chained during medical procedures. For example, an asylum seeker that we interviewed was chained to the chair during dental surgery. If hospitalized, detainees, including women who have just given birth, are almost always chained to their beds as well as being under guard. Many asylum seekers forego medical treatment rather than enduring the shame of being seen in public handcuffed like a criminal.” � HYPERLINK "http://www.csssdelamontagne.qc.ca/fileadmin/csss_dlm/Publications/Publications_CRF/brief_c31_final.pdf" �http://www.csssdelamontagne.qc.ca/fileadmin/csss_dlm/Publications/Publications_CRF/brief_c31_final.pdf� 





� For the most part, shelters and transition houses in Canada offer services tailored to women who experience violence and their children. Shelters and transition houses are “safe and welcoming home[s] that accommodates women and their children when they are fleeing violence. Shelter addresses are kept confidential so that women (and children) cannot be found. You can generally stay in these homes for up to 30 days and sometimes longer. There are no charges for you to stay there. Shelters provide women fleeing violence with the critical support services that will help them make their transition to a life free of abuse. Shelter workers liaise with a number of providers in the community to help women and their children and ensure that they have counseling support and health care. Staff and volunteers at shelters are there to listen, to offer you emotional support, information and referrals to other services you may need such as legal, financial, medical and housing. In many homes, staff will help you with transportation to appointments and will ensure that children get to school. The women residents generally share household tasks and cooking. Second-stage houses provide short-term, safe, affordable, supportive and independent housing and some services similar to those provided in shelters/transition houses. Women and their children can usually stay at a Second Stage House for 6 months to a year in furnished units. Rent is geared to your income and there are generally no costs for the programs offered by the second stage house.” (� HYPERLINK "http://www.sheltersafe.ca/find-help/" �http://www.sheltersafe.ca/find-help/�).  


� Most training programmes are offered through provincial professional, technical and accountability bodies. In many cases they cover all or some of the listed topics, but they vary across jurisdictions and professions. For example the Society of Obstetricians and Gynaecologists of Canada has a consensus statement on Intimate Partner Violence. (� HYPERLINK "http://sogc.org/guidelines/intimate-partner-violence-consensus-statement/" �http://sogc.org/guidelines/intimate-partner-violence-consensus-statement/�) These statements are made available to their membership and offer the cold standard of practice for their membership. 





Similarly, the Canadian Medical Association (CMA) has adopted a number of policies that relate to physicians obligations within the context of gender-based discrimination. Policies include ‘Gender sensitive policy’ (The Canadian Medical Association supports curriculum development within Canada's medical schools that ensures trainees are educated on the importance of gender-sensitive care), the Policy on Physician Health and Well-Being (- full accreditation of training programs require opportunities for increasing the awareness of gender sensitivity among medical faculty and trainees), among other policies. (� HYPERLINK "http://www.cma.ca" �www.cma.ca�) The Code of Ethics for Nurse Practitioners of the Canadian Nurses Association clearly outlines the ethical responsibility of nurses, which include non-discrimination on the basis of gender, and recognition of gender as a determinant of health. � HYPERLINK "http://cna-aiic.ca/~/media/cna/page-content/pdf-en/code_of_ethics_2008_e.pdf" �http://cna-aiic.ca/~/media/cna/page-content/pdf-en/code_of_ethics_2008_e.pdf� 





The Canadian Network of Shelters and Transition Houses has developed a case for support for a National Action Plan on Violence Against Women in Canada. It contains “The Case for a National Action Plan on Violence Against Women.” 2013. Canadian Network of Women’s Shelters and Transition Houses. � HYPERLINK "http://ywcacanada.ca/data/research_docs/00000307.pdf" �http://ywcacanada.ca/data/research_docs/00000307.pdf�





The Department of Justice has produced a Handbook for Police and Crown Prosecutors on Criminal Harassment. The report recognizes the specific vulnerabilities that women face in the context of violence and gender-based discrimination. It also provides analysis of recent case law which includes consideration of mental health impacts associated with violence, among other issues. � HYPERLINK "http://www.justice.gc.ca/eng/rp-pr/cj-jp/fv-vf/har/EN-CHH2.pdf" �http://www.justice.gc.ca/eng/rp-pr/cj-jp/fv-vf/har/EN-CHH2.pdf� 





Another example is in the province of British Columbia where the Ministry of Public Safety and Solicitor General has produced a handbook for women in violent relationships. The handbook was produced for individuals who provide services to survivors of violence against women. The resource addresses issues including: the impact of violence, detection methods, health-related needs of survivors, etc.. � HYPERLINK "http://www.pssg.gov.bc.ca/victimservices/shareddocs/victim-service-worker-vawir.pdf" �http://www.pssg.gov.bc.ca/victimservices/shareddocs/victim-service-worker-vawir.pdf�Top of Form
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