(2021) 18:164
Tam Reprod Health
https://doi.org/10.1186/s12978-021-01214-8

Open Access

COMMENTARY

Queering reproductive access: reproductive
justice in assisted reproductive technologies
Michelle W. Tam*

Abstract
Background: Advancements in assisted reproductive technologies (ART) and policy development have enabled
more people to have biologically related children in Canada. However, as ART continues to focus on infertility and low
fertility of heterosexual couples, ART access and research has been uneven towards meeting the reproductive needs
of lesbian, gay, bisexual, transgender, queer, two-spirit, intersex, and asexual (LGBTQ2SIA +) people. Furthermore,
experiences of reproduction are impacted by intersectional lived realities of race, gender, sexuality, and class. This
commentary utilizes a reproductive justice (RJ) framework to consider reproductive access for LGBTQ2SIA + Black,
Indigenous, and people of colour (BIPOC), while simultaneously engaging through a critical lens RJ has on ART. An RJ
framework considers the constitutive elements of reproductive capacity and decision making that are not often at the
forefront of reproductive health discussions. Additionally, this commentary discusses reproductive rights violations
and reproductive violence such as coerced and forced sterilizations that have and are currently occurring in Canada.
This article considers systems of access and structures of regulation that seek to control the reproductive capacities of
marginalized communities, while empowering accessibility and upholding white supremacy and heteronormativity.
In thinking through research and access in ART, who are ART users and whose reproduction is centered in research
and access in Canada?
Conclusion: A reproductive justice framework is urgently needed to address inequities of sexual and reproductive
health access in Canada.
Background
Evidence indicates a significant increase in the use of
assisted reproductive technologies (ART) in Canada over
the past two decades [1, 2]. These technological innovations have helped heterosexual couples [2], lesbian, gay,
bisexual, transgender, queer, and two-spirit (LGBTQ2S+)
parents, and single parents to have biologically related
children and in turn, expand ideologies around nuclear
family building. However, despite these social and biomedical innovations in the field of reproductive health,
access to ART continues to be uneven across intersecting
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social categories of race, gender, sexuality, and class
[3–6].
To address complex issues in ART access and research,
it is necessary to utilize a framework that centers complexity and lived realities constituting reproductive
capacity and decision making outside of predominant
white heteronormative standards. Adopting a reproductive justice framework offers a more nuanced approach to
address sexual and reproductive health inequities among
Black, Indigenous and people of colour (BIPOC) with
intersectional lived experiences in Canada. Further, in
order to meaningfully engage and advocate for the implementation and use of a reproductive justice framework
within sexual and reproductive health research (SRHR)
and ART, historical and present injustices of reproductive
violence must be acknowledged and addressed.
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Reproductive justice framework
Rooted in Black feminist thought, critical race theory, and
critical feminist theory [7–9], reproductive justice (RJ) is
an interdisciplinary framework that combines reproductive rights and social justice [10]. RJ recognizes reproductive oppression as inherently interconnected with
multiple intersections of oppression including racism,
classism, sexism, homophobia, health status, and access
to healthcare [10, 11]. Beyond an analytical framework,
RJ is a movement aimed at challenging white supremacist
structures and systems that control populations through
regulation of bodies, sexuality, labour, and reproduction
[10]. The movement is concerned with the day-to-day
conditions constituting a person’s reproductive decisions
including access to resources and healthcare, familial elements, cultural values, educational opportunities, and
other familial and community needs [10].
RJ highlights an original intersectional lens on integrative, rather than additive, impacts of racism, sexism,
misogyny, transphobia, homophobia, and classism in
reproductive politics [12]. As a praxis-based framework,
RJ emphasizes application, in that “intersectionality is
the process; human rights are the goal” [13]. Although
there are limits to rights-based strategies [14], RJ recognizes that the legal rights are meaningless without ensuring practical access to reproductive health care. The RJ
movement continues to reposition public debates and
practice through activism, academia, research, and advocacy. It has since been taken up as a framework for policy development in international contexts [15, 16], with
sexual and reproductive health activists in Canada calling
for an adoption of a RJ framework into policymaking [17,
18].
Reproductive violence and ART
In applying an RJ framework there needs to be awareness
of critiques and cautions that RJ has made in relation to
ART. This includes a history of eugenics and reproductive control using ART [9, 19, 20], a current “slippery
slope” between eugenics and ART in gene-selection [21],
the global commercialization of pregnancy and exploitation of poor people with wombs [10, 22, 23], and material
economic access to ART [24–26]. These are important
considerations when applying an RJ framework to ART
and SRHR among BIPOC communities.
By engaging with critiques of ART, we can better
understand constitutive elements of reproductive capacity and access. It is a call to consider historical and ongoing conditions of racial violence and reproductive control
of racialized people’s bodies. Black and women of colour feminists have aptly written about reproduction and
regulation of Black, Indigenous, and people of colour’s
bodies as central to intersectional oppression and health
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inequities, concealed into the ordinary present and unacknowledged past [9, 19, 20, 27]. In Canada and the United
States, ART exists within an oppressive history of reproductive technologies. The eugenics movement has been
described as a political and scientific response to increase
in populations that challenged white dominance, in turn,
predisposing biological inferiority [28]. Subsequently, the
birth control movement was legitimized through eugenics and racist population control of Black, Indigenous,
and people of colour in the US and Canada [9, 19, 20].
Birth control campaigns were targeted to control the
birth rates of Black, Indigenous, and people of colour [9,
19]. In 1921, Margaret Sanger, founder of the birth control movement, asserted that “Birth Control is not merely
of eugenic value, but is practically identical in ideal with
the final aims of Eugenics” as “the most urgent problem
today is how to limit and discourage the overfertility of
the mentally and physically defective” [29]. Additionally, the historical arc of gynecology and advancement
of reproductive medicine is built on experimental surgeries of enslaved Black women [30]. Thus, reproductive
violence and control have produced and upheld white
supremacy, racial hierarchy, and ableism under guises of
enhancing national strength and public health.
However, reproductive violence is not just a thing
of the past in Canada. Legislated and non-legislated
coerced sterilizations were and are currently used as a
form of mass birth control for Black, Indigenous, and
people of colour, as well as LGBTQ2SIA+ people [9,
22, 31–35]. In 2017, a class action lawsuit was launched
by Indigenous women in Saskatchewan who reported
experiences of coerced and forced sterilization [36].
Since then, over 100 Indigenous women across Canada
have come forward between 2015 and 2019 to report
their experiences [34] with more and ongoing research
being conducted. In 2018, the United Nations Committee Against Torture officially recognized coerced
and forced sterilization of Indigenous women in Canada as torture and called on Canada to investigate
all allegations [37]. Subsequently, in 2019, Canada’s
Standing Senate Committee on Human Rights studied
evidence on continued forced and coerced sterilization
of persons in Canada, including intersex people, trans
people, women and girls with disabilities, Indigenous
women, and Black women [38]. In a report released
by the Senate Committee in June 2021, preliminary
studies identified that Indigenous women continue
to experience forced and coerced sterilization, as well
as, poor people, people living with disabilities, Black
women, racialized and ethnic women, and people living with HIV [39]. As a result, speakers providing Evidence for the Standing Senate Committee of Human
Rights called for bringing an intersectional framework
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into sexual and reproductive rights that includes centering issues of racism, discrimination, lack of education, poverty, and unemployment [38]. In other words,
a reproductive justice approach that utilizes intersectionality as the process and human rights as the goal,
is needed.

Access to ART: whose reproduction is centered?
Currently, the majority of ART is privatized with access
being a highly stratified and stratifying process [40–42].
If ART is accessible to some groups more than others,
it reinforces existing structures and forms of power
and privilege where dominant groups are “empowered
to nurture and reproduce, while others are disempowered” ([41] p. 3). As members of more than one marginalized group, BIPOC LGBTQ2SIA+ people experience
compounded forms of oppression, including racism,
homophobia, and heterosexism [43, 44]. Experiences of
reproduction, reproductive capacity and decision making may be informed by multiple structures of regulation including racialization, the process of ascribing
hierarchal racial identity and meaning to a social group
[45–47]; heteronormativity, a system of regulation that
ascribes power, privilege, and normative status to heterosexuality, sexual behaviours, and family structures
[48, 49]; and cisnormativity, a system of regulation that
assumes a person’s gender identity matches their biological sex [50–52]. These hierarchal power structures
intersect and create compounded barriers to BIPOC
LGBTQ2SIA+ people’s access to ART.
Sociotechnical innovation of reproductive access
and ART research have been uneven with respect to
meeting the unique reproductive needs of LGBTQ2SIA+ people. ART was initially designed to provide
“infertile/low fertility” heterosexual married couples
with options to conceive children [53–55]. This conception of ART continues to center infertility and heterosexual couples as the imagined user in research,
treatment protocol, and clinic spaces [5, 56]. In Canada,
LGBTQ2SIA+ people have been historically denied
parenthood with fertility clinics refusing to provide
services to couples that were not heterosexual and
married [57]. Additionally, studies have shown that
LGBTQ2SIA+ people experience heteronormative and
cisnormative assumptions at fertility clinics regarding
linkages of body parts, sexuality, and sexual practice
[5, 57]. The lack of education and training on LGBTQ2SIA+ positive services for ART providers has led to
barriers for LGBTQ2SIA+ people who do not fit a heteronormative model of ART [5, 56]. This is an issue
when up to 25% of fertility clinic users in urban areas of
Canada identify as LGBTQ2SIA + [58].
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Who are ART users in Canada?
Regulation of ART and funding for fertility are under
provincial jurisdiction in Canada [59]. Currently,
Ontario has the most inclusive publicly funded fertility program. The Ontario Fertility Program (OFP) is
aimed at addressing accessibility and coverage of fertility services [60]. Under the OFP, individuals under the
age of 43 with a uterus and valid Ontario Health Insurance Plan (OHIP) card are eligible for one funded IVF
cycle regardless of sex, gender, sexual orientation, and
family status [60]. Yet it is unknown who the program is
targeting because there is no publicly available sociodemographic and distribution of funding data. In creating
OFP, The Ministry of Health and Long-Term care did
not provide any guidelines or principles of prioritization for fertility clinics to distribute resources [61]. This
has resulted in non-standardized waitlists with varying
mechanisms of prioritization and a two-tiered system
where those who could afford to pay can be put on the
waitlist and still opt for privately funded IVF [61, 62].
The majority of fertility clinics in Ontario are privatized
with no overarching provincial legislation or standardization to govern the practice or fees associated [5].
Overall, the availability of data and non-standardized
priority mechanisms make it difficult to assess the publicly funded program and accessibility of fertility care.
Overall, fertility clinic data in Canada is voluntarily reported and stored through the Canadian Assisted
Reproductive Technologies Register [63]. As clinics
are not mandated to report data, reports stemming
from this database disclose that the data may not be
representative or completely accurate [63, 64]. Existing reports from the database do not include patient
demographics beyond age. The only inclusion that
may be related to sexuality and family structure is ‘no
male partner’ under ‘reasons for treatment’. However,
this presumes heteronormativity, cisnormativity, and
a two-person couple, while not providing any further
information. The lack of reported data on race, gender,
sexuality, and class obstructs research on who the users
are, who is excluded, and what are barriers to access.
In contrast to the Canadian context, fertility clinics in the US performing ART are required to report
data to the Centers for Disease Control and Prevention
through the Society for Assisted Reproductive Technology Clinic Outcome Reporting System [65]. Using
this database, studies have shown that there are racial
and ethnic disparities in ART access and treatment
outcomes [26, 66, 67]. These disparities have also been
shown to be increasing [68]. Even as less than 65% of
IVF cycles report on race/ethnicity, studies suggest significant racial/ethnic disparities in IVF outcomes [67].
Lastly, collected data on education level and income
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have also identified the cost of ART as barriers to access
and treatment [66].

Research in ART: whose reproduction has been
centered?
Present research on reproductive technologies and fertility clinics predominantly centers on white, cisgender,
heterosexual couples with socioeconomic privilege. In
addition, the rare research study exploring LGBTQ2SIA+ participants’ experiences with reproductive access
have included primarily white, cisgender lesbian and
bisexual women with relatively high levels of education
and income [5, 69, 70]. Limited available data in Canada
and the United States that includes broader patient populations suggests access to assisted reproductive technologies is uneven across intersecting social categories of
race, gender, sexuality, and class [4, 6]. A frequently mentioned limitation is centering of whiteness in research
development and participant recruitment [71, 72]. In
turn, this upholds structural racism and white supremacy when whiteness and white experiences are the norm,
while racial inequities exist because of differential access
to resources and opportunities that constitute health
[73].
Implementing RJ in ART access and research
An RJ approach to ART includes understanding and dismantling structures that seek to control the reproductive
capacities of marginalized communities, while empowering accessibility and upholding white supremacy and
heteronormativity. Implementing RJ in ART access and
research would include asking questions like who gets
access to ART? What are present and historical conditions of ART that impact access? What socio-political
factors impact reproductive access? Is the right to parent children in safe and healthy environments supported
[10]? Additionally, applying an RJ lens in ART, and SRHR
broadly, would include actively putting an end to coerced
and forced sterilization; holding systems and institutions
accountable to reproductive violence in the past and present; recognizing barriers that still impact access and
potentially further distrust; working on building trust;
and recognizing that social locations and relations to
community matter. RJ includes recognizing that the ART
user is more than who is seen at the fertility clinic.
Beyond data collection on socio-demographics, the
lived realities of reproductive capacity and decision making among BIPOC LGBTQ2SIA+ communities should be
considered in research, clinical work, and policy development. Experiences of integrative social locations including race, class, gender, sexuality, family structure, and
access to health care [13] are constituted by historically
and ongoing inequitable practices, reproductive violence,
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and regulation of bodies, sexuality, and population. The
barriers to healthcare and fertility services are beyond
the immediate encounters, as they are informed by lived
realities that constitute reproductive capacity, decision
making, conditions before and after birthing (i.e., access
to resources, access to healthcare, familial elements, cultural values, educational opportunities).

Conclusion
As a family formation process, ART brings interconnections of sexuality, gender, race, socioeconomic status, family structure, and access to healthcare into play.
Applying RJ as an approach to ART for BIPOC LGBTQ2SIA+ communities and other users necessitates attention towards complex constitutive elements that impact
reproductive capacities and decisions that are not often
at the forefront of reproductive health discussions. As
a foundational framework, reproductive justice can
advance our understandings and attempts to reduce
sexual and reproductive health inequities among BIPOC
(and) LGBTQ2SIA + communities in Canada.
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