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own needs. This occurs by leaving public service carcers
for more tucrative private jobs, serving less-challenging
patients, and developing more testricted views of profes-
sional responsibilities o padents. These constitute moral
divestiture, in which “the value of responding with care
to others becomes less centrally . . . constitutive of [phy-

sicians’} personal and nrofusmnai idu}[l’) "

A third p(\temml effect ofdmal]owmg CBRs is the devel-
opment of physician “callousness,” which can manifest as
a belief that patients do not deserve caring respouses from
their physicians.” Evidence suggests a moderate associa-
rion betwe ent clinicians’ reports that they must “deaden their
conscience” at work and higher levels of callousness to-
ward patients.”” Callousness diminishes medical quality when
quality requires sensitivity to and empathy for patients’ vul-
nerabilities.

Fourth, disallowing CBRs may reciprocally diminish phy-
sicians' witlingness to be sympathetic to and accommeodat-
ing of patients’ diverse moral beliefs. Such intolerance clearly
threatens guality care.

Fifih, if physicians do not have loyalty and fidelity to their
own core moral beliels, itis unrealistic to expect therm to have
lovalty and fidelity to their professional responsibilities.

Medicine is the social institution charged with proniot-
ing the health of the population by treating patients. In this
way, high-quality medical care is a public good. Conceptu-
alizing quality medical care as a public good and physi-
clans’ integrity as central to it justifies policies that allow
certatn CBRs, Just as society accepts some negauve effects
to secure other public gpods, so too might it be sound pub-
lic policy to allow some CBRs in pursuit of medical quality
at the societal level.

Objections

One objection is that only physicians willing to adhere to
all norms of medicine should practice. However, this would
likely shrink the diversity of the profession. It also dogs not
consider that the norms of medicine constantly evolve. For
exampte, withdrawing lile support from dying patients who
request doing so has rapidly evolved from an impermis-
sible act to an obligatory one. Tt seerns untenable to require
that physicians agree in advance to override any core moral
beliefs if the norms of medicine shift.

Another objection is that accommodating some CBRs
results in an unfair distribution of burdens because only
some patients will experience CBRs. However, public
policy often allows a degree of asynumeuy in distribution
of burdens when the public interest requires it. Moreover,
all patients face the possibility of experiencing a CBR.
Physicians should also be asked to make sacrifices by
requesting accommodation only for core moral beliels, not
lesser beliefs.
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A third objection is that it cannot be determined that the
benefits of allowing some CBRs would outweigh the harms.
This is true of any argument assessing {uture benefits and
burdens. However, the nature of the patient-physician rela-
tionship, the relatively rare occurrence of CBRs compared
with the total number of medical encounters, and the plac-
ing of well-defined limits on the accommodation of CBRs
should optimize the burden-benefit ratio, especially if there
is open, respectful communication between the physician
and patient about CBRs.

Conclusion

The nouon that protecting physicians’ consciences henelits
physicians at the expense of patients has created an overly
simplistic dialogue about conscience in medicine. Viewing
the issue [rom a societal perspective and conceptualizing
medical qua]ny as a public good allow a tuere robust
understanding of the relationship between CBR and qual-
ity medical care. Policies that allow some CBRs while also
ensiring patients’ aceess to the requested services may
vield better overall medical quality by fostering a diverse
worklorce that possesses integrity, sensitivity to patients’
needs, and respect for diversity. This analysis is necessary
for a genuine public discussion abott how to handle moral
pluralism among patients and physicians. The societal per-
spective should be incorporated into efforts to develop a
comprehensive framework for when CBRs should and
should not be accommodated.
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Recognizing Moral Disengagement and
Its Impact on Patient Safety
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Obijectives
e Differentiate moral disengagernent and moral distress.
o Identify causes of moral distress.

e Discuss mechanisms of moral disengagement.

n 87-year-old woman, known to the emergency room as

a “frequent flyer,” arrives there late one evening with her

caretaker complaining of abdominal pain. While in the
lobby, she begins vomiting in a garbage pail. The caretaker notifies
the wriage nurse of the vorniting who states, “She always has stomach
problens, I'm sure it is nothing sericus. She probably hasri't taken
her meds.” As the evening passes, the patierit continues vornitirig
and sweating, and the caretaker continues to ask about her being
seen by the physician. Ore of the front desk staff tells the caretaker,
“We will see her as soon as a bed epens up. It's not that bad, she
will be fine” After 4 hours of not being seen, the patient faints and
a tapid response team is called. She is later diagnosed with a per-
forated stomach ulcer. When asked by the investigator why it took
the patient faincing to be seen, the triage nurse said, “T was just fol-
lowing the policy. Blane the hospital.”

Institutional culture and systems influence the actions and
behaviors of staff and physicians. Behaviors that are not permis-
sible at one institution may be culturally accepted ot tolerated at
another, sometimes within the same corporate enterprise. When
staff or physicians begin to justify adverse behaviors that impact
a culture of safety or resort to sullying patients or families to redi-
rect attention from those behaviors, the institutional culture and
individual pracritioner are negarively impacted. These cultural and
system foundations are found to impact many aspects of regulatory
angl compliance expectatiots, as well as patierit safety and employee
satisfaction. This fundamental concept is foundational to the social
psychology phenomenon known as moral disengagement, which is
a defense mechanism and displacement of responsibility related to

a sense Of moral distress.

Volume 7/Issue 4 January 2017

Moral disengagement refers to a process that invoives justifying one’s unethical actions by altering one’s moral perception
of those actions. The moral disengagement that cccurs in the health care industry posss saerious threats to patient safety,
the culture of ths institution, and even the mental health of care providers. This article describes the factors that create moral
distress and impact moral disengagement among health care professionals, as well asways to identify moral disengagement,

Displacenient of responsibility is often linked to the “just fol-
lowing orders” mindser, which has significant impact to culture and
safety. Such claims dominated the Nuremberg Trials at the end of
World War IT. In day-to-day examples, it is not uncommen to see
health care professionals undermedicating patients for pain because
of a fear of addiction, ignoring inpatient call-bells because they con-
sider the patient to be “problematic,” or undermining the fear of
patients by saying “it could be worse” or “it isn’t that bad.” This
article describes the factors that create moral distress and impact
moral disengagement among health care professionals, as well as

ways to idernitify moral disengagement.

Moral Disengagement and Moral Distress

Maral disengagement refers toa process that involves justifying one’s
unethical actions by altering one’s moral petception of those actions
(Bandura, 1999). Predictably, moral disengagement is associated
with several negative outcomes for those experiencing it and those
affected by it. Thus, effores have been made to understand how
moral disengagement can be avoided or minimized, Simply, it “is
a process that enables people to engage in negative behaviors, from
small misdeeds to great atrocities, withourt believing that they are
causing harm or doing wrong” (Sucher & Moaore, 2011). The moral
disengagement that occurs in the health care industry poses serious
threats to patient safety, the culture of the institution (Just Culture
and Culture of Safety), and even the mental health of care providers.

A significant precursor of moral disengagement in health care
is the moral distress that results from working in an institution in
which the systerns and processes are dysfurnctional and/or cultural
issues exist related to power diffetentials or disruptive behaviors.
Mowaf distress can be a condition in which one identifies the correct
ethical action and wants to execute it but is prevented from doing so
by barriers, such as bureaucratic rules and time constraints (Barlem
& Ramos, 201%; Musto & Rodney, 2019).

www.journalotoursingregulation.com 15
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Moral distress can also be refated to health care providers
who are not self-aware of personal discomfort and who project it
onto others. For example, a nurse is ordered to provide a 24-year-old
Marine an injection. However, the patient fears needles and flinches
when the needle is brought near the skin. The nurses says, “You're a
Marine. Buck up and act like a man.” In such a situation, the nurse
is generally acting ourt of his or her own discomfort by embarrassing
the patient rather than by addressing the personal discomfort and
the patient’s fear in a constructive manner.

Moral distress is related to but distinguishable from other
moral concepts that can also lead to moral disengagement, includ-
ing moval conrage, which refers to the tendency to do what is right
regardless of other pressutes; obedience, which refers to the tendency
to do what one is told regardless of what is right; and eshical difem-
mas, which occur when one needs to choose between two options
that are not ethically discriminable (Ganz, Wagner, & Toren, 2015).

The phenomenon of moral distress was first studied in 1987
by Judith Wilkinson, who was interested in the role of moral dis-
tress in nurses and patients. Based on work with nursing students,
Andrew Jameton coined the term 3 years earlier (1984). 1n 2015,
McCarthy and Gastmans published a systematic review of the litera-
ture on moral distress and identified three key contributary features:
+ Health care providers who undergo moral distress endure suffer-

ing that is psychological, emotional, and physiclogic.
s These providers participate in unethical behavior or wrongdoing.
o 'Their acts result from environmental or culturaf constraints.

The tension involved in the combination of these features of
moral distress represents a type of cognitive dissonance or tension
between principles. The dissonance is berween what one knows is
right and what one feels he or she must do. Cognitive dissonance
is a well-studied phenomenon, known to be averse. When a person
experiences cognitive dissonance, he or she attemprs to reduce the
perceived friction. With moral distress, the cognitive dissonance
leads to moral numbness and moral disengagement (Epstein &
Delgado, 2010). Moral disengagement reduces cognitive dissonance
by reframing the situation so the person performing the unethical
act no longer perceives it as unethical (Bandura, 1999; Bustamante
& Chaux, 2014; Hinrichs, Wang, Hinrichs, & Romero, 2012).

Although moral distress was first studied in nurses, it affects
all health care professionals, including physicians, psychologists,
therapists, pharmacists, social wotkers, patient care technicians,
and administrators (Varcoe, Pauly, Webster, & Storch, 2012). For
the sake of patient outcomes and the well being of health care pro-
fessionals, moral distress and its ability to lead to moral disengage-
ment must be minimized. Understanding the factors that create
moral distress and impact moral disengagement is therefore a criti-
cal area of study.

Identifying Moral Distress

Identifying the initial behaviors linked to moral distress and
addressing them constructively can aide in reducing the impact

16 Journal of Nursing Regulation

long term. Affective, cognitive, somatic, and behavioral indicators
can assist in identifying moral distress. The affective symptoms of
maoral distress include frustration, guilt, depression, anger, resent-
ment, shame, powerlessness, and helplessness (Corley, 2002), cogni-
tive symptoms may include a loss of self-worth and a loss of a sense
of self (Payne, 2011).

Although the affective and cognitive symptoms are intuitive,
the physiclogic and behavioral symproms may not be. The somaric
symptoms are fatigue, aches, pain, sleeplessness, heart palpitations,
and nightmares (McCarthy & Gastmans, 2015; Payne, 2011). These
symproms reflect the significant stress health care providers fac-
ing morally distressing situations undergo. Behavioral symptoms
of moral distress include gossiping, being late or absent, distancing
from patients, avoiding work-related tasks, and engaging in horizon-
tal violence (Payne, 2011). Horizonsa! violence, also called lateral vio~
lence, refers to nonphysical bullying caused by feelings of oppression
that lead to anger and resentment. Like the physiologic symptorms,
these symptoms signify how deeply moral distress affects people.

Of course, the symptoms of moral distress can result from
other causes. For example, compassion fatigne—a diminished desire
to help—can produce the physical symptoms of moral distress as
well as anger, frustration, hopelessness, and depression. However,
compassion fatigue results from consistent exposure to stressful
situations. Moral distress, on the other hand, involves compromis-
ing moral integrity and experiencing a conflict between moral con-
science and behavior. Therefore, it needs to be addressed before it
progresses to moral disengagement.

Causes of Moral Distress

Moral distress can occur for reasons related to a person’s experiences
with his ot her organization, work, and these with whom he or she
works. The biomedical model, especially in the intensive care, surgi-
cal, and emergency room milieus, is based on a vitalistic perspective
of “maintaining life at all costs.” This perspective may undetvalue
the question, “What is the acceprable quality of life for the patient?”
According to the biomedical model, because health care systems
tend to emphasize cure over compassion, body over mind, and treat-
ment over preventioil, those involved in the system are particularly
susceptible to moral distress (Crowley-Matoka, Saha, Dobscha, &
Burgess, 2009). Because the ethical act often involves being com-
passionate, catering to the mind, and helping prevent or avoid ill-
ness, the relative devaluation of these concepts in health care can be
distressing to those who must act in ways that are inconsistent with
what they believe is the ethical approach.

An example of this the moral distress is experienced by nurses
and other health care providers when providing nonbeneficial care to
a dying patient. In many cases, the nurse understands chat the care
is nonbeneficial and can prolong suffering. Providing nonbeneficial
care to the patient can be perceived by the provider as engaging ina
maleficent act. Without the proper tools ot support to express their
concerns, and without appropriate ways to channel these concerns,
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these perceptions often contribute to unethical actions or “provider
blindness” to other serious issues.

Specific clinical- and treatroent-related factors in health care
can also contribute to moral distress. Feeling pressute to pursue
interventions that are not in the best interest of the patient, such
as ordering unnecessary tests or having terminal patients undergo
aggressive treatment, are examples. Similarly, having to provide
false hope to patients and their families or perceiving inadequate
communication with them can-cause similar distress. Seeing that
staff members are not properly trained to care for patients and that
patient care may suffer because of a lack of continuity of care are
other stressors (Batlem & Ramos, 2015; Choe, Kang, & Park, 2015;
Corley, 2002; Whitchead, Herbertson, Hamric, Epstein, & Fisher,
2015).

Organizational factors that contribute to moral distress
include health care regulations, priorities that emphasize fiscal
matters, an emphasis on efficiency over quality of care, an insuffi-
cient number of staft members, incompetent or inadequate caretak-
ing, and a poor ethical climate (Choe et al., 2015; Lamiani; Borghi,
& Argentero, 2015; Musto & Rodney, 2015; Burston & Tuckett,
2013). Work-related factors, including heavy caseloads, perceived
time pressures, resource corstraints, lack of authority and sup-
port, and an inability to be heard, can also lead to moral distress
(Burston & Tuckert, 2013; de Veer, Francke, Struijs, & Willems,
2013; McCarthy & Gastmians, 2015).

Moreover, interpersonal factors can produce motal distress.
Imbalances of power in relationships among health care providers
can be a source of such stress, as can conflicts arising with others in
the wortk setting. Observing others act in unethical ways and feeling
that collaboration between nurses and physicians is poor have also
been reported as reasons for moral distress (Barlern & Ramaos, 2015,
Lamiani et al., 2015; McCarthy & Gastrmans; 2015).

Finally, issues refated to the individual can make him or her
vulnerable to moral distress. Being new to the health care setting,
for instance, may increase the chances that one experiences moral
distress (Burston & Tuckert, 2013; Wilkinson, 1987). Further, those
who lack moral competency or courage tend to experience moral
distress if they have a strong sense of moral integrity or raoral sen-
sitivicy (Corley, 2002).

Mechanisms of Moral Disengagement

Moral distress can become moral disengagement viaa host of mech-
anisms (Bandura, 1999; Dineen, 2013), each of which represents
a way of coping with and thereby minimizing the moral distress.
Some mechanisms focus on shifting blame, whereas others involve
altering the meaning of te unethical act or its consequences. Figure
1 presents a high-level view of the transition from moral distress to

moral disengagement,

Volume 7/Tssue 4 January 2017

FIGURE 1

Path from Moral Distress to Moral
Disengagement

I Moral distress I

I Cognitive dissonance I

I Moral numbness I

I Moral disengagement |

FIGURE 2

The Impact of Moral Distress on
Organizations

I Retention I

I Working around the system I

I Increased liability from errors |

I Passive-aggressive behavior |

l Hostile work environment |

Shifting Blame

One mechanism that entails shifting blame is displacensent of respon-
sibility. Rather than take accountability for the unethical act, the
health care provider attributes responsibility to another party, suich
as a person of higher authority. For instance, providers may claim
that they engaged in an act because they were following hospi-
tal policy or because their supervisor gave them no other option.
Anether mechanism related to blame shifting is azzribazion of blame,
i1 which one blames the unethical act oni an enemy, the victim,
or the circumstances. Often, aceribution of blame involves label-
ing the partient or his or her family as difficult or ateributing bad
intentions; such drug seeking, to the patient. In both displacement
of responsibility and attribution of blame, the person experiencing
moral distress attempts to suppress it by reducing the sense of per-
sonal responsibility for the act.

Re-gvaluating the Gravity of the Act

Some mechanisms aiim to alter the meaning of the act itself, such as
those that involve reframing the act to make it seem less negative or
less serious. Mara! justificarion, also referred to as sanitizing the act,
involves portraying the act as commendable, either socially or mor-
ally. A provider who withholds opioid analgesics and uses the ratio-
nale that the patient could become addicted is an example-of moral

www.journalofnursingregulation.com 17
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FIGURE 3
Impact of Moral Distress on Patients
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justification, Similarly, exphemistic labeling allows a reframing of the
unethical behavior by describing it in positive terms. Specialized
jatgon can help achieve this mechanism as can using the passive
voice, which provides distance between the actor and the act. Using
specific'word choices, such as replacing the words “raken off miedia-
tion” with “weaning from medication” is euphemistic labeling. An
act can also be made to seemn less severe by viewing it relative to a
more severe act. Advantageons comparison uses the contrast principle
o compare the unethical act to a worse scenario, thereby making
the act seem less adverse. In each of these cases, moral distress is
attenuated by a re-evaluation of the gravity of the act.

Minimizing the Consequences
Some mechanisms of moral disengagement focus on the conse-
quences of the act. Minimization of consequences occurs when a person

distorts the impact. of the unethical act, such as claiming that the
pain associated with the act is not as great as it is. A related mecha-
nism is debumanization, in which victims of the unethical act are
objectified. Dehumanization may include referring to a patient by
his er her bed number or condition rather than by his or her name.
Viewing victims as objects rather thar as human beings allows one
to minimize the consequences of the act. As with mechanisms that
involve re-evaluating the gravity of the act, those that allow one to
minimize the consequences enable people to minimize their moral

distress,

Effects of Moral Distress and Moral
Disengagement

Moral distress and moral disengagernent have negative consequences
for all involved: the health care provider, the organization, and the
patient. Moral distress is associated with burnout or loss of pur-
pose (Burston & Tuckett, 2013) and low job satisfaction in health
care providers (Lamiani et al., 2015). Those who experience moral
distress also tend to become demoralized and passive (Burston &

18 Journal of Nursing Regulation

Tucketz, 2013; McCarthy & Gastrmans, 2015) and feel deadened to
moral issues regarding patients’ welfare (McCarthy & Gastmans,
2015).

The organization is affected when people decide to leave and
cause retention issues. Further, rhose undergoing moral issues are
more likely to try to find ways to work around the rules of the
organization, which can lead to a negative working environment
that involves hostility and passive-aggressive behavior (Burston &
Tucket, 2013) and causes increased liability from errors. Figure 2
summarizes the impact of moral distress on organizations.

Perhaps, patients experience the most significant and dan-
gerous consequences of moral distress and moral disengagement
(Figure 3). As health care providers reduce their communications
with patients, patients may feel less safe and less satisfied with their
medical experiences, and their clinical progress may be hindered
(Peleki er al., 2015). Further, if health care providers avoid patients
or distance themselves from patients emotionally, they minimize
their ability to advocate for their patients’ welfare (Peleki et al., 2015,
Corley, 2002; Wilkinson, 1987). Providers’ emotional transition can
also manifest as frustration toward patients (Pauly, Varcoe, & Storch,
2012), which may impair the quality of care, If health care providers
da noe fulfill their cormmitmments (Pauly et al., 2012) or performata
mediocre level (Burston & Tuckett, 2013), patient care can becorne
inadequate or inappropriate (McCarthy & Gastmans, 2015).

Lower quality of cate leads to several costs for the patient.
Patients may have to stay longer in the hospiral (McCarthy &
Gastmans, 201%; Wilson, Goettemoeller, Bevan, & McCord, 2013)
or may miss care (Winters & Neville, 2012). Patient autonomy may
also be threatened (Choe et al., 2013), and parients can be more
likely to be coerced inte pursuing therapeutic options they would
otherwise decide against (McCarthy & Gastmans, 2015). Care can
then become less patient centeted and more paternalistic (Lee & Lin,
2010), a structure associated with worse health outcomes,
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Conclusion

Moral disengagement results from moral distress, which stems from
the stress found in the health care environment and complex health
care systems. Efforts have been initiated to develop and optimize
instruments that can measure moral distress, such as the Moral
Distress Scale (Payne, 2011). Such tools hold promise for improv-
ing the knowledge of moral distress and moral disengagement and
implementing strategies to halt them. When dealt with properly,
the phenormenon of moral distress can foster self~awareness, promote
critical thinking, generate dialogue among providers across disci-
plines, and lead to professional growth.

Despite progress in the areas of moral distress and moral
disengagement, research efforts should continue to strive to eluci-
date their features. Although the general symproms associated with
moral distress are known, understanding more thoroughly how they
manifest could help to more easily identify moral distress, just as
a deeper understanding of the factors that contribute to that dis-
tress could help prevent it. Understanding better how structures
and processes associated with the health care industry may lead to
these problematic phenomena is cricical when decisions are made
regarding the reinstatement or alteration of policies. Similarly, dem-
onstrating the specific consequences of moral distress and moral
disengagement on professionals, patients, and institutions is an
important prerequisite to addressing what needs to change in the
health care system and why. This undetstanding can be especially
useful for regulators as they discipline and remediate nursing behav-
ior that could potentially lead to patient harm. As research into the
symptoms, causes, mechanisms, and consequences of moral distress
and moral disengagement becomes more robust, so too will the rec-

omimendations for dealing with them.

References
Bandura, A. (1999). Moral disengagement in the perpetration of inhu-

manities, Personality and Social Psychology Review, 3, 193-209.

Barlem, E. L. D., & Ramos, FE R. S. (2015). Constructing a theoretical
model of moral distress. Nursing Etbics, 22(5), 608-615.

Burston, A. S., & Tuckett, A. G. (2013). Moral distress i oursing: Con-
tributing factors, outcomes and intetventions, Nursing Ethics, 20(3),
312-324.

Bustamante, A., & Chaux, E. (2014), Reducing moral disengagement
mechanisms: A comparison of two interventions. fournal of Lating-
Latin American Studres (JOLLAS), 6(1), 32-34.

Choe, K., Kang, Y., & Park. Y. (2015). Moral distress in critical care
nurses: A phenomenological study. Jowrnal of Advanced Nursing,
71(7), 1684~1693.

Corley, M. C. (2002). Nurse moral distress: A proposed theory and
research agenda. Nursing Ethics, H6), 636-650.

Crowley-Matoka, M., Saha, S., Dobscha, S. K., & Burgess, D. J. (2009).
Problems of quality and equity in pain management: Exploring the
role of the biomedical culture, Pain Medicine, 10(7), 13121324,

de Veer, A. J. E., Francke, A. L., Struijs, A., & Willems, D. L. (2013).
Determinants of motal distress in daily nursing practice: A cross-
scctional correlational questionnaire survey. Infernational Journal of
Nursing Studies, 501}, 100-~108.

Volume 7/Issue 4 January 2017

Dineen, K. (2013). Moral disengagement of medical providers: Another
clue ro the continued neglect of treatable pain? fomrna! of Health Law
and Policy, 2.

Epstein, E. G., & Delgado, S. (2010) Understanding and addressing
moral distress. QJIN: The Online Journal of Issues in Nuysing, 15(3).
Retrieved from hrep://www.nursingworld.org/MainMenuCategories/
EthicsStandards/Courage-and-Distress/Understanding-Moral-Dis-
tress.heml

Ganz, E D., Wagner, N., & Toren, O, (2015). Nurse middle manager
ethical dilemmas and moral distress. Nussing Ethics, 22(1), 43-5S1.

Hinrichs, K. T., Wang, L., Hinrichs, A. T., & Romero, E. J. (2012).
Moral disengagement through displacement of responsibility: The
role of leadetship beliefs. Jomrnal of Applied Social Psychology, 42(1),
62-80.

Jameton, A. (1984). Nursing practice: the ervhical issues. Englewood Cliffs,
NJ: Prentice Hall.

Lamiani, G., Borghi, L., & Argentero, P. (2015, July). When health care
professionals cannot do the right thing: A systematic review of
moral distress and its cotrelates. Joarnal of Health Psycholegy, 1-17.

Lee, Y. & Lin, J. L. (2010). Do patient autonomy preferences matter?
Linking patient-centered care to patient-physician relationships and
health outcomes. Social Science & Medicine, 71(10), 1811-1818.

McCarthy, J., & Gastmans, C. (2015). Moral distress: A review of the
argument-based nursing ethics literature, Nursing Ethics, 22(1),
131-152,

Musto, L. C., & Rodaey, P. A, (2015). Toward interventions to address
moral distress: Navigating structure and agency. Nassing Etbics,
22(1),91-102.

TPauly, B. M., Varcoe, C., & Srorch, J. (2012). Framing the issues: Moral
distress in health care. HEC Forum, 24(1), 1-11,

Payne, K. (2011). Ethics empowerment: Deal with moral distress. Tenmes-
see Nuwrse [Tennessee Nurses Association, 74(1), 1.

Peleki, T., Resmpitha, Z., Maveaki, A., Manolis, L., Rikos, N, &
Reovithis, M. (2015). Assessment of patients and nurses’ opinions on
the bidirectional communication during hospitalization: A descrip-
tive study. Health Science Jonrnal, 9(3), 1-7.

Sucher, S., & Moore, C. (2011, October). A note on moral disengagement.
Harvard Business School Backgronnd Note, 612—1043.

Varcoe, C., Pauly, B., Webster, G., & Storch, J. (2012). Moral distress:
“Lensions as springboards for action. HEC Forum, 24, 51-62

Whitehead, B B., Herbertson, R. K., Hamric, A. B., Epstein, E. G., &
Fisher J. M. (2015). Moral distress among health care professionals:
Repaort of an institution-wide survey. Jowrnal of Nursing Scholarship,
47(2),117-125.

Wilkinson, J. M. (1987). Moral disttess in nursing practice: Expetience
and effect. Nursing Forum, 23(1), 16--29,

Wilson, M. A., Goettemoeller, D. M., Bevan, IN. A., & McCord, J. M.
(2013). Moral distress: Levels, coping and preferred interventions in
critical care and transitional care nurses. Jowrnal of Clinical Nursing,
22, 1455-1466.

Wineers, R., & Neville, S. (2012). Registered nurse perspectives on
delayed or missed nursing cares in a New Zealand hospital, Naursing
Praxis in New Zealand, 28(1), 19-28.

Josh Hyatt, DHSc, MHL, CPHRM, FASHRM, is the Executive
Director, Integrated Risk Management, Keck Medicine of
University of Southern California, Los Angeles.

www journalofnursingregulation.com 19

HHS Conscience Rule-000537898



Case 3:19-cv-02769-WHA Document 57-14 Filed 09/09/19 Page 39 of 351
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Impact on Patient Safety
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Posttest

Please circle the correct answer.

1
a.

L O O w

O o oo

Moral disengagement refers to:
Knowing the carrect course of action to
take but being unable to do so because
of barriers.

Justifying one’s unethicat actions by
changing ane’s moral perception of those
actions.

Being able to take correct action only
when competing demands do nat exist.
Needing to chogse between two options
that are equally undesirable in practice.

The second step on the path to moral
disengagement is:

Maral distress.

Cognitive dissonance.

Meral numbness.

Harizantal violence.

Consistent exposure to stressful
situations in health care that resultina
diminished desire to help is called:
Cognitive dissonance.

Morat justification.

Moral disengagement.

Compassion fatigue.

An example of a cause of moral distress
is:

Providing nonbeneficial care to a dying
patient.

Feeling an excessive need to provide
assistance.

Labeling an unethical event in
euphemistic terms.

Providing hope to patients and their
families.

L0 oo

o

Which of the following is NOT an
organizational factor that contributes to
moral distress?

Priarities that emphasize finance.
Emphasis on efficiency over quality.
Inadeguate number of staff.

Perceived time pressures.

Which of the following statements about
the causes of moral distress is correct?

a. Observing athers acting in unethical

s B o T o i« o}

O o oo

ways does not lead to persanal moral
distress.

Being new to the health care setting
reduces the likelihood that one will
experience moral distress.

Poor collaboration between nurses and
physicians has been reported to cause
moral distress.

Power imbalances in relationships may
cause ethical dilemmas, but not moral
distress.

A nurse refuses to give pain medication
to a patient with a substance abuse
problem because she says the patient is
engaging in drug-seeking hehavior. This
scenario is an example of which
mechanism of moral disengagement?
Euphemistic fabeling.

Movral justification.

Minimization of consequences.
Attribution of blame.

A nurse who withholds pain medication
because he says the patient could
beceme addicted is using the rationale
of:

Moral justification.

Advantageous comparison.
Minimization of consequences.
Displacement of responsibility.
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9. Which comment indicates that the
spealeer is engaging in displacement of
responsibility when defending an act?

a. “The painwasn't as bad as she said.”

h. “lt wasn't as harmful as it could have
been.”

c. “lwas just following hospital palicy.”

d. “lwas weaning off the pain medication.”

10. Which of the following is an example of
the negative effect of moral distress on
patients, as opposed to the organization?
Hastile work enviranment.

Increased liability from errors,

Provider blindness.

Reduced staff retention.

T o M wn i <

11. Which of the following is an example of
an effect of moral distress on an
organization, as opposed to patients?
Missing performance of vital tasks.
Increased liability from errors.

Poar staff-to-patient communication.
Excessive retention of staff members.
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Abstract

Aim: The aim of this review is to examine the ways in which the concept of moral distress has been
delineated and deployed in the argument-based nursing ethics literature. It adds to what we already know
about moral distress from reviews of the qualitative and quantitative research.

Data sources: CINAHL, PubMed, Web of Knowledge, EMBASE, Academic Search Complete, Psycinfo,
Philosophers’ Index and Socindex.

Review methods: A total of 20 argument-based articles published between January 1984 and December
2013 were analysed.

Results: We found that like the empirical literature, most authors in this review draw on Jameton’s original
definition and describe moral distress in psychological-emotional-physiological terms. They also agree that
moral distress is linked to the presence of some kind of constraint on nurses’ moral agency, and that it is
best understood as a two-staged process that can intensify over time. There is also consensus that moral
distress has an important normative meaning, although different views concerning the normative meaning of
moral distress are expressed. Finally, the authors generally agree that moral distress arises from a number
of different sources and that it {mostly) affects negatively on nurses’ personal and professional lives and,
ultimately, harms patients. However, despite this consensus, many authors take issue with the way in which
moral distress is conceptualized and operationalized. Moreover, while some worry that identifying nurses
as a group of health professionals whose voices are ignored or marginalized might disempower nurses and
encourage them to avoid their moral responsibilities, others take situations involving moral distress as indi-
cative of more fundamental, structural inequities at the heart of contemporary healthcare provision.
Conclusion: We conclude that research on moral distress in nursing is timely and important because
it highlights the specifically moral labour of nurses. However, we suggest that significant concerns
about the conceptual fuzziness and operationalization of moral distress also flag the need to
proceed with caution.

Keywords
Argument-based, ethics, literature, moral distress, moral stress, nursing, review
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Introduction

The term ‘moral distress’ has been deployed to describe the psychological, emotional and physiological suffer-
ing that nurses and other health professionals experience when they act in ways that are inconsistent with deeply
held ethical values, principles or commitments. In 1984, Andrew Jameton' adapted the term in order to articulate
what he saw to be the case among the nursing students whom he was teaching; that the nursing role is morally
constrained in a significant way: ‘Moral distress arises when one knows the right thing to do, but institutional
constraints make it nearly impossible to pursue the right course of action’ (p. 6). Since then, various accounts of
moral distress (MD) have been developed along with a range of empirical tools to measure its frequency and
intensity, to identify the sources of MD and to assess its impact on nurses and other health professionals.””

In 1987/1998, Judith Wilkinson® carried out the very first piece of empirical research on nurses’ experi-
ences of MD that deployed Jameton’s definition. In the qualitative part of her mixed method study, she inter-
viewed 24 hospital nurses in order to identify situations that gave rise to MD as well as the effects of MD on
nurses and patients. Wilkinson® defined it as ‘the psychological disequilibrium and negative feeling state
experienced when a person makes a moral decision but does not follow through by performing the moral beha-
viour indicated by that decision’ (p. 16). Wilkinson’s work developed Jameton’s definition of MD in three
ways. First, she identified clinical situations that gave rise to MD, for example, providing treatment believed
to be futile and lying to patients. Second, she confirmed Jameton’s claim that nurses were externally con-
strained and added internal constraints, that is, ‘being socialized to follow orders, futility of past actions, fear
of losing their jobs, self-doubt, and lack of courage’ (p. 21) as a source of MD.* Third, while her research
confirmed that nurses suffer from MD as a result of what they fail to do, it also indicated that nurses suffer
as a result of what they actually do, that is, the wrong thing.

The findings of many qualitative studies carried out since and captured in reviews such as Huffman and
Rittenmeyer’ confirm the results of Wilkinson’s study; they summarize the root causes of MD as related to
clinical situations as well as internal and external constraints.

Drawing, mainly, on Jameton’s definition refined by Wilkinson’s research, MD has also been measured
quantitatively.? Although other tools exist,>® the most widely used tool has been Corley’s’” Moral Distress
Scale (MDS) — to measure the frequency and intensity of MD among nurses working in intensive care umit
(ICU) settings. Questions in the MDS focused on moral issues and dilemmas that usually arise in critical
care settings and included, for example, items relating to carrying out treatment perceived to be futile, dis-
charging patients too carly and working in unsafe or understaffed conditions. Since then, it has been adapted
by Corley et al.® and others.”'® Reviews of these studies indicate that nurses experience MD frequently, and
that its impact is largely negative: it comes at a personal psychological and emotional cost and leads to
unsafe or poor quality of patient care, decreasing job satisfaction, moves to less stressful jobs and jobs out-
side of nursing altogether.™' !

Given the cost of educating nurses, the demand for qualified nurses, the toll that MD takes on the per-
sonal and professional lives of nurses, the quality of patient care and the ever-increasing needs of healthcare
provision, it would seem that MD is a phenomenon that needs to be urgently addressed. However, while we
have indicated that there is some consensus in the definition and operationalization of the concept of MD in
the empirical rescarch, there is an unscttling level of ambiguity and vagueness as well. Serious criticisms
have been made as to the conceptual clarity of MD, and it is evident that a closer interrogation of the para-
meters and scope of MD is needed."? '° To clear the way for such an inquiry and to add to the reviews of the
empirical research that have already been carried out, we have engaged in a review of the argument-based
nursing ethics literature on MD. By argument-based literature, we mean articles that analyse concepts and
present arguments to draw conclusions about the clinical conduct that nurses ought to undertake.'®™® This
literature contrasts sharply with empirical nursing ethics literature — articles that report on qualitative and
quantitative data to describe what nurses actually do, or experience, in clinical practice.
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Aim
The aim of this review is to examine the ways in which the concept of MD has been delineated and deployed
in the argument-based nursing ethics literature.

Methods

Our review was constructed following an adaptation of the four-step method for systematic reviews of
argument-based literature developed by McCullough et al.'®!” This involved (1) identifying focused ques-
tions, (2) carrying out a literature search for articles that addressed one or more of the focused questions, (3)
evaluating the methodological adequacy of the articles identified and (4) identifying the position of the
author(s}) in relation to the focused questions.

Focused questions

We formulated the following questions on the basis of our concerns about the conceptualization of MD:

How is the concept of MD defined?

What are the related terms used to describec MD?
What is the normative meaning of MD?

What are the sources of MD?

What is the impact of MD?

M

The conceptualizations of MD and the related positions and conclusions of the articles included in the
review are presented in the ‘Results’ section of this article.

Literature search

Figure 1 illustrates the literature secarch process. The inclusion criteria were any article that addressed at
least one of the focused questions. We searched for the terms, ‘moral distress’, ‘ethical distress’, ‘moral
stress’, ‘ethical stress’, ‘moral residue’, ‘stress of conscience’ combined with nurs* in the following data-
bases: CINAHL, PubMed, Web of Knowledge, EMBASE, Academic Search Complete, PsycInfo, Philoso-
phers’ Index and Socindex. We limited our search to publications in English between January 1984 (the year
that Jameton applied the term ‘moral distress’ to nursing practice) and 31 December 2013. The outputs of
the different database searches were merged, and the duplicates were removed prior to excluding empirical
studies, editorials, commentaries, case studies, dissertations, book chapters and letters. We also searched the
reference lists of appropriate articles in order to identify any additional relevant publications.

Search outcome and quality appraisal

The literature review yielded 20 relevant articles. We adapted the formal tool developed by McCullough
et al.'®!" for critically appraising the argument-based medical ethics literature to assess the articles identi-
fied: we only included articles that addressed the issue of MD in relation to nursing in a clear and focused
way and that presented analyses of relevant concepts and arguments clearly and offered coherent conclu-
sions that are relevant to nursing practice. One researcher (J.M.) carried out the literature search in a sys-
tematic way, and the results of the search were checked by the second author (C.G.). In cases of doubt about
inclusion/exclusion of some articles, both of the researchers discussed the issues of concern until a consen-
sus was reached.
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CINAHL PUBMED Web of EMBASE
Knowiedge
n =391 N =302 n=298
n =499

Acad Search| Psycinfo Philosophers’ Socindex
Complete n =190 index
n=11
n=210 n =569

Electronic search outputs merged and stored in Endnote
{subject: “moral distress”)
Totai number identified: n = 1970

e
—>

Duplicates excluded: n = 1256

Language restrictions: English
Total number of excluded citations: n =42

Total number of articles identified for title
review and broad screening: n =672

—

Restrictions on topic*
Total number of excluded citations: n = 197
Restrictions on publication type/study design**
Total number of excluded citations: n = 137

Total number of articles potentially relevant,
continued to abstract review: n =338

Restrictions on topic*
Total number of excluded citations:n = 2
Restrictions on publication type/study design**
Total number of excluded citations n = 306

Total number of articles potentially relevant,
confinued to full-text review n =30

Restrictions on topic*
Total number of excluded citationsn =3
Restrictions on publication type/study design**
Total number of excluded citationsn=7

n=20

Total number of articles included

Figure 1. Literature search process.
*Qnly articles addressing moral distress within a nursing context included.

*#QOnly argument-based articles with a clear focus on the concept of moral distress included: no empirical studies,

editorials, commentaries, theses, book chapters, conference proceedings, reviews and so on.
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The included articles come from United States (9), Canada (3), Canada and United States (2), Sweden
(2), United Kingdom (2), Australia (1) and Ircland (1). All of the articles discussed MD, primarily, in rela-
tion to nurses. The first author of 15 of the articles has a background in nursing.

Data abstraction and synthesis

We abstracted and synthesized the data from the 20 articles included in the review through a process of read-
ing and re-reading them in order to identify key concepts, explanations and normative meanings, arguments
and conclusions. After repeated readings and a process of identifying, comparing and categorizing relevant
passages, we were able to determine how the authors defined the phenomenon of MD and understood its
relationship to other moral concepts and to the terrain of morality more generally, A summary of the def-
initions, related concepts, normative meanings, sources and impact of MD is presented in Table 1.

Results

Definitions

There is a general consensus in the argument-based literature that the term ‘moral distress’ refers to the psy-
chological-emotional-physiological suffering that nurses may experience when, constrained by circum-
stances, they participate in perceived wrongdoing by action or omission. Several authors ® ='+>°°
deploy what we would call the standard definition of MD that was initially offered by Jameton'® in 1984
and slightly modified in his 1993 and 2013 articlcs:

[A] nurse experiences moral distress when the nurse makes a moral judgment about a case in which he or she is
involved and the institution or co-workers make it difficult or impossible for the nurse to act on that judgment. (p. 542)

The consensus breaks down, however, in the further unpacking of the following features of MD: (1) the
conceptualization of MD as a discrete entity, (2) the precise clements that supposedly constrain nurses’
moral agency and (3) the view of moral agency that underpins accounts of MD. We will delineate cach
of these features in turn.

Conceptualization of MD. The majority of the articles reviewed describe MD as a discrete entity — an expe-
rience or set of experiences — that they characterize in psychological-emotional—physiological terms.
Beginning with Jameton’s'” and Corley’s* accounts, MD is described in terms of feelings that range from
rage (e.g. anger, frustration and resentment) to feelings of anxiety and sadness (e.g. embarrassment, shame,
guilt, dread, anxiety, grief and depression). It may also involve feelings associated with a lack of power (e.g.
sense of helplessness, powerlessness, self-blame and a loss of self-worth). Physiological attributes include
heart palpitations, diarthoea, headaches and sleeplessness.

Some of the authors acknowledge that while MD can be delineated in terms of these psychological-emo-
tional-physiological attributes ‘they are not reducible to them’.>'* They, along with others, draw attention
to the moral component of ‘moral distress’ and argue that more attention should be given to the
latter.'?>*1*® Moreover, a number of authors link MD more explicitly with what might be viewed as more
obviously ‘moral’ attributes, for example, compromised integrity,”” serious moral compromise,” interior
suftering,” disconnection from personal values and beliefs,” powerlessness described as a felt inability to
fix a wrong,™ discomfort with moral subjectivity'® and conflicting values and feelings.”®

Finally, a few of the authors reviewed query whether it is even possible to conceptualize MD as a discrete
phenomenon with clear parameters that can be described and measured. For Hanna® and McCarthy and
Deady,"* for example, MD is best understood as a kind of umbrella concept that captures situations of moral
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Table 1. Articles included in the literature review (date order).

Author, country

Definition Related terms Normative meaning

Sources

Impact

19 | i .
Jameton, ~ United ‘[A] nurse experiences moral

States

Corley,20 United

States

Liitzén et al.,?’

Sweden

Initial distress;

distress when the nurse makes reactive distress ideally, ‘responsible actors’ (as
a moral judgment about a case

in which he or she is involved

distinct from wholly free or
wholly oppressed)

and the institution or co-

workers make it difficult or

impossible for the nurse to act

on that judgment’ (p. 542)

‘Moral distress is the Initial distress; Moral judgement; moral
integrity; moral certainty;
moral courage; moral
sensitivity; moral
comportment; moral
competency; moral

imagination

psychological disequilibrium, reactive
negative feeling state, and
suffering experienced when residue
nurses make a moral

distress; moral

decision and then either do
not or feel that they cannot
follow through with the
chosen action because of
institutional constraints’

(p. 643)

‘[M]oral stress is experienced
when nurses are aware of
what ethical principles are at
stake in a specific situation
and external factors prevent
them from making a decision
that would reduce the conflict
between contradicting
principles’ (p. 314)

component caring as an ethical activity;

doing good

Moral judgement; sees nurses as, Inadequate patient consent;

overtreatment; cost cuts;
economic efficiencies;
prioritizing technological
interventions; hierarchical
structures; imbalance of
power; focus on measurable
outcomes; attribution of
emotional labour to nurses;
unequal status of pay and
conditions between nurses
and doctors

Harm to patients; treating

patients as objects;
institutional constraints;
aggressive care; inadequate
informed consent; poor
staffing; cost cuts; poor pain
management; incompetent
care; grim choices with
unpredictable outcomes; risk
of unpleasantness/more work
that might follow an action;
need to obtain the
cooperation of others

Stress with amoral Moral decision; moral sensitivity; Sensitivity to patienits’

vulnerability and lack of
autonomy; experience of
external factors preventing
them from doing what they
think is best for patients; no
control over the specific
situation

Negative: burnout; decision to

leave nursing

Negative: high staff turnover;

burnout; resignations; leaving
nursing; inadequate care;
denying responsibility;
detachment; avoiding patient;
longer hospital stays

Positive: learning from failure;

greater resolve; personal and
professional growth;
compassionate care; coping
strategies

Negative: coercion of patients;

long-term health problems

Positive: ‘Feeling of accomplish-

ment of professional goals’ (p.
315)

(continued)
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Author, country

Definition

Normative meaning

Sources

Impact

Hanna,® United
States

Peter and
Liaschenko,??
Canada and
United States

Kopala and
Burkhart,?
United States

An ‘umbrella category’ that could Conscience

include the experience of
anguish or suffering associated
with facing a moral dilemma,
moral uncertainty as wefl as
certainty accompanied by
constraint

‘[NJot exclusively an external

constraint on right action ...
[it] involves a perceived
violation of the person [that]
can produce a disconnection
from self and others’ (p. 76)

‘On the one hand, [...]in order Not stated

to experience moral distress,
an agent is required to possess
at least some autonomy in
recognizing and reflecting
upon moral concerns. Yet on
the other hand, an agent’s
autonomy must be at least
somewhat constrained in
acting upon the very moral
responsibilities he/she
understands him/herself to
have. This apparently
irresolvable contradiction is
experienced as moral distress’

(p-221)

‘Moral distress is a response

experienced when a decision-
maker’s ability to carry outa
chosen ethical or moral action
is thwarted by some barrier.
Barriers or constraints have
been identified as internal . ..
external ... institutional ...
and situational’ (p. 8)

nurses do to meet the goals of
nursing); moral integrity;
whistle-blowing and advocacy;
universal objective moral
norms; perceived violation of
the person

Moral agency; integrity;

responsiveness; sustained
proximity (to patients); moral
agency as situated — enabled
and disabled by social context;
interpersonal morality

Moral judgement; universal

moral norms; ideals and
virtues to avoid ethical harms
and maximize good

Right action; role morality (what Harming the purpose of another

person; role morality —
whistle-blowing; patient advo-
cacy; truth-telling; clinical
conflicts

Difficult working conditions:

corporatization of healthcare;
proximity to patients and
acute awareness of moral
responsibility

Lack of support; security; time

constraints; distance from
hospital; exercise of medical
power; futility of past actions;
self-doubt or lack of courage;
legal concerns; administrative
and institutional policies

Negative: disconnection from

personal values and beliefs;
burnout; blunting

Positive: develops moral

character; a potential
therapeutic intervention for
certain groups of people;
personal transformation and
growth

Negative: the urge to flee and

abandon the patient

Positive: addressing causes of MD

by confronting barriers to
patient choice and
empowering patients through
educational interventions

(continued)
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Table |. (continued)

Author, country

Definition

Related terms

Normative meaning

Sources

Impact

McCarthy and
Deady,'*
ireland

Epstein and
Hamric,”*
United States

Repenshek,'5
United States

Walsh,2® United
Kingdom

Cribb,”® United
Kingdom

‘[Aln umbrelfa concept that
captures the range of
experiences of individuals
who are morally
constrained. Generally
speaking, when individuals
make moral judgements
about the right course of

action to take in a situation,
and they are unable to carry

it out, they may experience
moral distress’
(p. 254)

‘A hallmark of moral distress is
the presence of constraints,
either internal (personal) or
external (institutional) ...
that prevent one from taking
actions that one perceives to
be morally right’ (p. 330)

‘[TThe current definition is not
moral distress as defined by
Jameton, but rather, in large

part, nursing’s discomfort with

moral subjectivity in end-of-

life decision making’ (p. 734)
‘[TThe feelings and experiences

that result from a moral

conflict, where one knows the

correct action to take but

constraints lead to an inability

to implement this action’ {p.
746)

‘ am interested in how we can
work with the routine and
constant tensions and

Initial distress;

reactive distress

Initial distress;
reactive
distress; moral
residue;
crescendo
effect

Not stated

Not stated

Stress that has a

moral burden

Moral judgement; personal
integrity; moral values; moral
sensitivity; occupational role

Acting on one’s ethical

obligations; damaged moral
integrity; professional
integrity; perceived violation
of core values and duties

Right action; moral subjectivity;

role morality; personal and
professional integrity

Moral knowledge; integrity;

sense of responsibility;
misplaced guilt

Ethical judgement; moral

integrity; professional role;
moral burden; role

Personal failing; hierarchical
decision-making; lack of
resources; aggressive treat-
ment; unnecessary tests;
deception; incompetent or
inadequate treatment; power
imbalances; lack of institu-
tional support

Aggressive treatment; lack of
resources; inability to provide
necessary treatments;
problems with team; poor
communication; poor
leadership; lack of policies

Aggressive and/or futile care;
whistle-blowing and advocacy

Futile medical care

Gap between the normative
expectations attached to a
professional role and the

Negative: negative coping
strategies, for example, leaving
the unit, blaming nursing and
hospital administration,
excusing one’s actions,
avoiding patients

Positive: positive coping
strategies, for example, self-
care, working part-time,
assertiveness, collective
action, greater self-awareness
and resolve

Negative: self-blame; powerless-
ness; passivity; conscientious
objection; burnout; with-
drawal from position/
profession

Negative: inability to act on
patients’ behalf; professional
integrity at risk; professional
blunting; burnout

Negative: flight from patients

Mot stated

(continued)
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Table |. (continued)

Author, country

Definition Related terms

Normative meaning

Sources

Impact

Austin,27 Canada

Hamric,'' United
States

Litzén and
Kvist,2® Sweden

dilemmas that professional
role occupancy thus
generates; and also in the
implications the recognition of
these routine tensions has for
role construction’ {p. 124)

‘[E]xperiences of frustration and Not stated
failure arising from struggles
to fulfill their moral obligations
to patients, families, and the
public’ (p. 28)

Refers to Jameton's definition as  Reactive distress;
moral residue;
crescendo

well as several others that
refer to situations when
nurses are unable to practice effect
ethically because of internal

and external constraints

Stress; stress of
conscience;

‘[A] person’s experiences of
external factors preventing
him/her from doing what he or initial distress;

she thinks is the right thing to reactive

distress; moral

residue

do, at the same time as being
aware of his or her inability to
take action according to

internalized moral guidelines’

(pp. 16-17)

construction; professional
ethical identity; moral
compass; professional
autonomy; authenticity;
institutional and personal
values

Moral agency; professional
identity; fiduciary duty; moral
responsibility; situated and
relational; moral agency as
diminished; ethical canary

Moral judgement; moral
integrity; occupational role;
erosion and compromise of
core moral values;
desensitization

‘personal moral compass’ of
the healthcare professional (p.
120); managerialism (e.g.
funding pressures and the
colonizing of the subjectivities
of health professionals with
institutional norms for
institutional ends)

Healthcare reform; cuts to
services; efficiency measures;
technological advances; unable
to fulfil one’s perceived
responsibilities; unrealistic
expectations; aggressive
treatment; inability to
advocate for patients; lack of
recognition of one’s expertise;
professional and inter-
professional relationships;
poor care

Internal factors, for example,
perceived powerlessness;
external factors, for example,
inadequate staffing; clinical
situations, for example,
unnecessary/futile treatment,
inadequate informed consent

Doing the right thing; judgement; Technological advances; scarce

occupational role; moral
guidelines; moral sensitivity;
moral knowledge; moral
climate; moral responsibility

resources; economic and
political structures; absence of
guidelines; value conflicts;
unhealthy ethical climate

Negative: leaving positions

Pasitive: carrying out acts of
resistance; advocating for
patients

Negative: desensitization;
withdrawal; conscientious
objection; leaving the position/
profession

Pasitive: ‘positive catalyst’ (p. |13);
prevents moral blindness;
reflection on moral duties

(continued)
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Table |. (continued)

Author, country  Definition Related terms Normative meaning Sources Impact
Pauly et al.,'? ‘[Alssociated with the ethical Initial distress; Moral agency; personal integrity; Professional position; policies; Negative: withdrawal from
Canada dimensions of practice and reactive professional values, worldoad; efficiency measures patients; unsafe/poor patient
concerns related to difficulties distress; moral responsibilities, duties; care; decreasing job
navigating practice while residue structural conditions that give satisfaction; leaving nursing

upholding professional values, rise to moral distress

responsibilities and duties’

¢.2)
Varcoe et al.,*’ ‘[Tlhe experience of being Moral residue Moral agency; personal integrity
Canada seriously compromised as a and identity; serious

moral agent in practicing in
accordance with accepted
professional values and

compromise of deeply held
personal/professional values;
contextual; relational;
standards. It is a relational
experience shaped by muitiple
contexts, including the socio-
political and cuftural context of
the workplace environment’

interpersonal, structural

(p. 59)
jameton,30 United ‘Moral distress ... arises when Not stated Moral judgement;
States individuals have clear moral moral choice; moral actions;

involvement in moral
wrongdoing; lacking authority;
constrained agency;

judgments about societal
practices, but have difficulty in
finding a venue in which to
express concerns’ {p. 297)
‘[M]oral distress expresses a
decision point, a moment of
emotive immobility, where

constrained advocacy

ambivalence needs to be
resolved toward a choice’

(p. 303)
Johnstone ‘Linchpin to the theory of moral Initial distress; Moral judgement; moral
and distress is the idea that nurses reactive integrity, moral competency;
Hutchinson,'* know what is the right thing to distress; moral moral intuition; moral
Australia do but are unable to carry it residue imposition; moral
out’ {p. 4) disagreement

Considers the standard definition
of MD but argues that it

Social and health inequities;

Aggressive treatment;

Negative: desensitization;
disengagement; moral silence,
deafness, blindness

discrimination; scarce

resources; individual and
structural factors, for Positive: clarifies ethical
example, deception, non-

disclosure; inability to enact resolve

commitments and strengthens

standards

Negative: ambivalence; passivity
contributing to patients’ Positive: energizing response —
suffering; proximity to activism

patients; power imbalances;

nurse—physician conflicts; lack

of support; lack of opportunity

to voice concerns

Nurses’ own perceptions; lack of Negative: threat to quality of

moral competency; external
environments; disagreement/
conflict about ethical values;
views not respected

patient care; job
dissatisfaction; burnout;
leaving positions/profession;
harm to patients’ and families’
significant moral interests

(continued)
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Definition

Related terms

Normative meaning

Sources

Impact

Peter and
Liaschenko,'
Canada and
United States

Rushton et al., >

United States

conceptually and empirically
problematic

MD is an umbrella concept, the

‘response to constraints
experienced by nurses to their
moral identities,
responsibilities, and
relationships’ (p. 337)

pain or anguish affecting the
mind, body or relationships in
response to a situation in
which the person is aware of a
moral problem, acknowledges
moral responsibility, and
makes a moral judgment about
the correct action; yet, as a
result of real or perceived
constraints, participates in
perceived moral wrongdoing’.
(p. 1074; cited from Nathaniel
A: Moral distress among
nurses. American Nurses
Association Ethics and Human
Rights Issues Updates 2002;

(3a))

Not stated

‘Moral distress’ is defined as ‘the Conscience;

secondary
stress:
crescendo
effect

Moral response; damaged moral

identity; relational; moral
responsibility: moral
habitability; ‘morality is a
socially embodied
accomplishment’ {p. 339)

Moral judgement; individual and

professional integrity; moral
sensitivity; principled
compassion; empathy;
resilience

Damage to moral identity;

breakdown in trust;
recognition that values and
expectations are not shared;
devaluation of nursing
perspectives; power
imbalances; focus on cost-
containment and efficiency;
proximity to patients; per-
ceived responsibility to relieve
suffering; aggressive treat-
ment; morally uninhabitable
workplaces

Pain and suffering of dying

patients; conflicting moral
demands and value conflicts;
perceived inappropriate or
burdensome use of
technology

Positive: critical questioning; open

up dialogue and
communication about values,
assumptions and expectations;
nurses can create counter-
stories; can evaluate the moral
habitability of environments

Negative: unregulated action;

burnout; avoidance and/or
abandonment of the patient
and family; self-focused beha-
viours; desensitization

Positive: empathy or positive

regard; compassionate action;
advocacy; requests for ethics
consultation; integrity;
resilience
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constraint as well as the feelings that flow from them. McCarthy and Deady'* and Johnstone and Hutchin-
son'? are also very critical of the opcrationalization of the concept of MD in empirical literature. The former
suggest that the parameters of MD should be more clearly delineated based on a deeper engagement with
theorists from other disciplines such as philosophy and psychology who have examined the emotions that
accompany moral decision-making from their disciplinary perspectives. Taking this view even further,
Johnstone and Hutchinson'? claim that the notion of MD should be abandoned altogether as it will “at best
have only dubious value in nursing ethics discourse’ (p. 8). They dispute whether or not the concept of MD
represents any discrete matter of fact in clinical practice given that empirical studies generally assume,
rather than demonstrate, its existence.

Elements of constraint. The standard definition of MD draws attention to the way in which external influences
(e.g. institutional policies and practices, nurse—physician conflicts and staff shortages) limit nurses’ ability to
act according to their personal and/or professional moral values and beliefs. Expanding on the standard def-
mition, several authors also extend the circumstances that constrain nurses’ moral agency to include internal
factors such as fear, lack of knowledge and personal moral failure > 1+14:19-23.242832 A Epgtein and Hamric®
put it: ‘A hallmark of moral distress is the presence of constraints, either internal (personal) or external (insti-
tutional) ... that prevent one from taking actions that one perceives to be morally right’ (p. 330).

View of moral agency. While the authors listed above may differ in the emphasis they place on external and/or
internal constraints on nurses’ agency, they all agree that there are constraints and they rely on a particular
view of the moral agent who is thus constrained. The moral agent, on their view, is conceived as having the
capacity to make moral judgements and to act upon them, sometimes, in spite of being constrained intern-
ally or externally. However, other authors in the literature reviewed have a more structural and politicized
view of moral agency, and this has implications for the way that they define MD. For them, there is no moral
agent on one side and moral constraints on the other; moral agency itself is enabled and constituted by situa-
tional, contextual and structural features of the moral terrain. '>**?"2%3! Varcoe et al.*” express this in the
following way:

[M]oral distress must be defined as a relational concept. That is, moral distress must be seen as a phenomenon that is
experienced by individuals, but shaped not only by the characteristics of each individual (e.g., moral character, val-
ues, beliefs), but also by the multiple contexts within which the individual is operating, including the immediate
interpersonal context, the health care environment and the wider socio-political and cultural context. (p. 56)

Related terms

We have identitied several terms that the articles reviewed posit as fundamentally related to the concept of
MD - ‘“initial distress’, ‘reactive distress’, ‘moral residue’, ‘crescendo effect’, ‘stress’ and ‘conscience’.
These terms draw attention to (1) the stages of MD and (2) the scope of the meaning of MD.

Stages on MD. Many of the authors in this review refer to Jameton’s 1993 delineation of MD as a two-staged
process.' 12242829 fameton'® originally distinguished between ‘initial” and ‘reactive’ MD in the follow-
ing way:

Initial distress involves the feelings of frustration, anger, and anxiety people experience when faced with insti-
tutional obstacles and conflict with others about values.

and

Reactive distress is the distress that people teel when they do not act upon their initial distress. (p. 544)

HHS Conscience Rule-000537912
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Drawing on Wilkinson,* Jameton'® suggests that reactive MD involves crying, depression, nightmares,
feclings of worthlessness, heart palpitations, diarrhoea and headaches. Corley also understands MD as a
process but views ‘reactive distress’ as ‘moral residue’, that is, according to a definition she borrows from
Webster and Baylis®*: that which each of us carries with us from those times when in the face of distress we
have seriously compromised ourselves or allowed ourselves to be compromised’ (p. 645). In effect, moral
residue is a lingering sense of moral unease that persists after the crisis that lead to the experience of MD has
passed. Building on Jameton and Corley’s work, Epstein and Hamric®* propose a theoretical model that
explains the relationship between MD and moral residue. They suggest that in crisis situations, the intensity
of the experience of MD increases to a point and then abates as the acute phase of the crisis passes - the
crescendo of MD. However, the moral residue that remains acts as a new baseline from which the next cres-
cendo of MD builds. Over time, repeated crescendos of MD contribute to a build up, or crescendo, of moral
residue so that each new morally challenging situation provokes an even stronger reaction — higher levels of
moral residue contribute to increased levels of MD. Hamric'' acknowledges that the ‘crescendo effect’
model has not been empirically tested but claims that there is evidence of some of its elements in the nursing
literature and that left unaddressed, ‘crescendos can erode care providers” moral integrity, resulting in
desensitization to the moral aspects of care’ (p. 42).

The Scope of MD. Five of the articles deploy terms such as “moral stress’ and ‘conscience’ in order to broaden
their inquiry into the unease that nurses experience when negotiating morally challenging situations. Cribb*®
deploys the term ‘moral stress’ rather than ‘moral distress’ in order to interrogate the moral burdens that nurses
undertake in their everyday cnactment of their professional role and to distinguish these routine tensions from
the more acute cthical crises that he considers are usually discussed in the literature on MD:

T'am using the expression ‘moral stress’ rather then ‘moral distress’ to indicate the routine and pervasive natuare of
the burden of role occupation — much of which is not overtly distressing and is not tied in with felt crises about
whether or not to fulfil one’s official duties. { . . . ]. This is because in these instances we can see that the possible
harms or wrongs at stake are relatively contestable or relatively minor ones, and we recognize that there are good
rcasons — stemming from the legitimate demands of role occupation [ . . . ] to do what is expected of us. (p. 124)

Liitzén et al.*' and Liitzén and Kvist*® also deploy the term ‘moral stress’ rather than ‘moral distress’
because it broadens the field of enquiry. The focus for them is on the ethical conflicts that arise for nurses
when they must negotiate between the demands of competing ethical principles. Liitzén and Kvist*® cast
moral stress as closely related to physiological responses to morally demanding situations and they argue
that deploying the term ‘stress’ rather than ‘dis-tress’ signifies more clearly that the impact of moral stress
can be both positive and negative, for example, it may prevent moral blindness. They also introduce a fur-
ther term, ‘stress of conscience’, to describe a more theological or philosophical response to ethical conflicts
where conscience might be understood as “an intellectual ability that determines whether an action is right
or wrong, good or bad’ (p. 18).%* Hanna® also suggests that the term ‘conscience’ is related to ‘moral dis-
tress’ when, appealing to the Catholic theologian, Thomas Aquinas, she explains it as a mode of knowing
that enables individuals to discern right from wrong and good from evil and, in cases of wrongdoing —
accuses, rebukes and torments.

Finally, Rushton et al.** also refer to conscience as a faculty that sensitizes the individual to the morally
salient features of distressing situations and triggers MD in situations where moral values conflict or are
compromised. More generally, they understand the experience of MD in terms of a broad framework
adapted from moral psychology that includes other components such as moral sensitivity, emotional and
cognitive attunement and memory.
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Normative meaning

All of the articles deploy a range of normative terms in an effort to capture the specifically moral elements of
MD. We have already referred to some of these (e.g. moral agency and conscience) above, but there are
others that we think important to delincate in order to paint a complcte picture of the moral terrain of
MD. The normative meaning of MD, as the authors in our review articulate it, relates to (1) making a moral
judgement, (2) personal and professional identity and integrity, (3) a range of moral competencies and (4)
the scope of moral responsibility.

Making a moral judgement. One of the key reasons MD 1s viewed as having a moral component is because it
involves moral judgement. Without exception, all of the articles reviewed acknowledge this core feature of
MD and refer to it in terms of moral judgement/decision/action/response. As McCarthy and Deady'® put it:

It is important to explain what we mean when we say that ‘individuals make moral judgements’ or ‘individuals
know what is the right thing to do’. Making a moral judgement about the rightness or wrongness of an action may
be understood as evaluating an action from the perspective of a particular set of moral values. (p. 254)

Jameton'? uses the term ‘moral judgement’ very deliberately in order to distinguish between the mean-
mgs of ‘moral dilemma’ and ‘moral distress’. In the case of a moral dilemma for Jameton, the nurse is torn
between the demands of competing ethical principles and is unsure what to do; however, in the situations
that give rise to MD, the nurse knows what she ought to do but is unable to act on her moral convictions
becausc of institutional constraints.

The vast majority of the other articles in this review view Jameton’s understanding of moral judgement
as unproblematic and deploy it in their accounts of MD. Moreover, almost 30 years after he first delineated
it, Jameton®’ reiterates his original distinction, although he does make the more modest claim that in situa-
tions of MD, individuals make ‘clear’ moral judgements (but are constrained) rather than that they ‘know’
or have a certain knowledge of what the morally right thing to do is.

However, the accounts of moral stress of Liitzén et al.,>' Liitzén and Kvist*® and Rushton et al.**
which draw attention to a broad range of psychological responses to stressful situations imply that the
lines between moral dilemmas (involving confusion about the demands of conflicting moral princi-
ples) and situations of MD (where a moral judgement is made, but acting on it is constrained) are
more blurred than Jameton allows. Putting it more dircctly, Repenshek!® and Johnstone and Hutch-
inson'? claim that the idea that nurses have some kind of certain or sure knowledge of what is the
morally right thing to do is deeply problematic. They draw attention to what might result from paying
too much attention to nurses’ personal moral crises and conflicts to the neglect of patient’s autonomy
and the quality and safety of patient care. Repenshek argues that accounts of MD to date fail to give
due moral weight to patients’ views of what is the morally right thing to do. As a result, for Repen-
shek,’® much of the research to date fails to distinguish between what he sees as genuine instances of
MD where nurses feel compelled to act in ways that are inconsistent with their professional values
and instances of ‘moral discomfort’ where nurses’ own subjective beliefs about what might be in
patients’ best interests do not come to pass.

In a similar vein, Johnstone and Hutchinson'? distinguish between ‘ordinary moral judgements’ based on
personal opinion and moral judgements that are based on ‘sound critical reflection and wise reasoning’ and
suggest that Jameton’s account of MD refers to the former kind of subjective judgements:

Linchpin to the theory of moral distress is the idea that nurses know what is the right thing to do but are unable to

carry it out. | ... ] it assumes, without supporting evidence, the unequivocal correctness and justification of
nurses’ moral judgments in given situations (rarely are the bases of the nurses’ moral judgments revealed, and
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rarely is it admitted that nurses might be mistaken or misguided in their moral judgments, or that their moral
judgments may be just plain wrong)'®. (p. 4)

They warn that if nurses assume that their views of the right thing to do are the only correct ones, there is
a danger that they will impose these views on patients:

where the rightness of the nurses’ ethical judgments is assumed rather than shown, there will remain an unac-
ceptable risk of nurses promulgating ‘moral imposition” whereby their own personal views are imposed onto oth-
ers in ways that are not only unwelcome but can result in otherwise preventable harm to people’s significant
moral interests™”. .8

Personal and professional identity and integrity. With the exception of Jameton,'® Liitzén et al.,*' Kopala and
Burkhart,”® Liitzén and Kvist*® and Jameton.>® who do not refer to it, all of the articles in our review dis-
tinguish MD from psychological and emotional distress by linking it, implicitly or explicitly, with a threat or
loss to moral and professional integrity and, ultimately, to a loss of personal and professional identity.

Starting with Corley,*’ many of the authors reviewed accept Webster and Baylis™*® account of moral
integrity which McCarthy and Deady'* define as ‘involving a coherence between beliefs and actions’
(p. 257). Corley” describes moral integrity thus:

Moral integrity refers to adherence to moral values affecting the sense of dignity and self-respect. Moral distress
is a consequence of the effort to preserve moral integrity when the persons act against their moral convictions.
(p. 643)

In a similar vein, Epstein and Hamric** understand MD as a result of “a perceived violation of one’s core
values and duties’ (p. 331), which, left unaddressed, can lead to an erosion of moral integrity.

According to McCarthy and Deady,'* “Webster and Baylis argue that the setting aside of cherished val-
ues can deeply wound a person’s sense of moral conscience’ (p. 257), and that compromised integrity and
serious moral compromise can ultimately and irreversibly alter one’s sense of self and personal identity.

Hanna,” Repenshek'® and Cribb®® pay particular attention to the relationship between MD, personal
integrity and professional identity. First, Hanna® finds fault with Jameton’s' account of MD precisely
because it does not pay sufficient attention to issues of personal and professional integrity and identity. For
her, when he attributes MD to external constraints alone, he downplays nurses’ own moral integrity as well
as the possible lack of fit between professional obligations and individual conscience. Where Jameton links
MD solely with institutional constraints, Hanna® suggests that nurses, such as whistle-blowers, sometimes
take action in spite of such constraints:

Retaining their moral freedom, whistle-blowers disregard institutional constraints. While their professional and
personal losses accumulated, nurse whistle-blowers carried out actions they believed to be morally good or right,
but still suffered moral distress. (p. 87)

For Hanna, the obligations of the nurse’s professional role can also be a source of MD for nurses. She
introduces the term ‘role morality” to describe what ‘nurses do to meet the goal of nursing” (p. 85).” While
we found some difficulty in determining her precise views on the matter, we believe that, for Hanna, indi-
viduals can experience MD when their personal beliefs and values are at risk as well as when their profes-
sional values are compromised. She also queries whether or not separating out personal and professional
values is possible and suggests that while failure to act as a good nurse also implies faifure to act as a good
human being, the contrary may also be true if the demands of professional practice (e.g. to assist with ecutha-
nasia or elective abortions) are contrary to a nurse’s own conscience. As indicated carlier, Hanna® sces
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human conscience as informed by objective moral norms that are created by ‘supernatural design’ (p. 76).
To act in a way that is contrary to one’s conscience is to invite ‘torment’ or ‘rebuke’ and to risk a ‘violation
of the person’ and a ‘disconnection from self and others’,” in other words, MD. In this way, Hanna’ distin-
guishes MD from psychological and emotional distress and from what she sees as the ‘individualistic rela-
tivistic ideas’ that inform Jameton’s position (p. 76).

Repenshek™ develops Hanna’s account of ‘role morality’ in order to distinguish between professional
integrity and nurses’ personal opinions about what is in the best interests of patients. For Repenshek:'>

a distinction should be made between a truc inability to act on patients’ behalf when professional integrity is scen
as being jeopardized and the potential lack of clarity and decisiveness on the part of nurses regarding their more
concrete ethical obligations. (p. 738)

In order to avoid applying their own subjective moral stances to their professional lives, Repenshek sug-
gests that nurses could appeal to moral norms such as those supplied by the Catholic tradition which are
objective but also leave some room for subjectivity — the prudential views of patients in the determination
of their best interests — as distinct from the subjective views of nurses.

Other authors also pay close attention to the relationship between personal integrity, professional identity
and the experience of MD.**?"% Cribb*® is particularly concerned with the moral stress that follows on
tensions between personal moral integrity and role occupation. His article addresses ‘the routing moral bur-
den of occupying a professional role and having to negotiate tensions between the normative expectations
attached to that role and one’s own personal moral compass’ (p. 119).%

Cribb acknowledges that given the complex nature of human beings, therc will always be some incoher-
ence among the different roles we play. Viewing professional roles as only one aspect of ‘plural self-iden-
tities’, Cribb,?® nevertheless, suggests that we become who we are as cthical selves, in part, through our
professional roles: ‘the ethical identity of a practitioner is partly constituted by their membership of a pro-
fessional community, because this is one community through which he or she negotiates and achieves their
self-identity’ (p. 122).

For Cribb,?® as with Hanna, it is not a straightforward matter to untangle one’s personal and professional
identity:

If we assume a role such as being a nurse or doctor we become part of a demanding and complex sct of account-
abilitics to profession, colleagues, institutions, etc. that has a prima facie claim on what we do. We may exercise
conscientious objection to involvement in certain activities but surcly we cannot entirely float above the network
of obligations in which we have immersed ourselves. In short, much of the time we exercise our independent
ethical agency partly through role agency. (p. 122)

Cribb’s concern is the extent to which individual health professionals must negotiate between their role
morality and their personal morality. This involves, for Cribb, a balancing act where they must do the jobs
that they are expected to do, even though that may sometimes make them ethically uneasy, and also discern
the tipping point where that uncasiness prompts them to challenge the status quo. In short, for Cribb,*® we
have “an ethical duty to accommodate some level of moral stress” as a result of role compliance ‘... ]
because there may not be a comfortable ““fit” between the reasonable normative expectations of role occu-
pancy and the independent judgement of role-holders’ (p. 124). As challenging as this might be, Cribb
argues that negotiating the expectations conferred by a professional role is an acceptable feature of profes-
sional membership, and that, therefore, some level of moral stress is to be expected. However, he is con-
cerned about a new threat from the corporatization of healthcare that, in his view, is far from benign. He
describes the increasing power of ‘managerialism’ to reconstruct nurses’ professional identity and, in turn,
their experience of moral stress:
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As roles are constructed ~ for example, through processes of regulation, the development and dissemination of pol-
icy and professional norms and innumerable local institutional exigencies — we are, more or less deliberately and
self-consciously, changing the frequency of, and kinds of, moral stress experienced by professionals.® (p. 127)

Like Cribb, Austin®’ and Varcoe et al.?’ are also concerned about the relationship between professional
identity and personal integrity. They worry that with increasing social and health inequities and dwindling
healthcare resources around the globe, nurses will be less able to provide the care needed or confront dis-
criminatory and marginalizing social processes that perpetuate inequity. In this way, the demands of a pro-
fession that they view as ‘rooted in social justice’ will, inevitably generate MD which will, in turn, be
viewed as an ‘acceptable’ feature of the professional role.

Finally, a number of authors express concern that the discourse of MD in nursing literature will adversely
impact on the professional identity of nurses because it implies that nurses are powerless to fulfil their moral
obligations in situations of constraint.’*'**! Johnstone and Hutchinson'? make the point:

There 1s a risk, however, that ongoing nursing narratives on moral distress will serve more to cement the view of
nurses being ‘powerless victims of the system’ rather than seasoned professionals working to challenge and change
the status quo. There is also a risk that moral distress discourse may become apologist for nurses ceding their moral
responsibilities to act as morally competent professionals thereby further entrenching the status quo. (p. 5)

Peter and Liaschenko?*! also worry about the discourse of MD but for different reasons. They see the
professional identity of nurses as incxtricably bound up with their sustained proximity to patients. Their
‘sustained proximity’ to patients distinguishes nursing practice at the bedside from that of other health pro-
fessionals and ‘compels nurses to experience their moral responsibilities [ ... ] acutely’ (p. 221) and, in
turn, to experience MD when patients and families are treated badly. Such proximity exposes them to the
vulnerability of patients and confers particular moral responsibilities, such as the obligation to relieve suf-
fering, that are not well acknowledged or articulated in the literature. For Peter and Liaschenko, the invi-
sibility of their holistic role leads to MD and damages the professional identity of nurses. Their solution is,
not to downplay nurses” experiences of MD but, rather, to better articulate what it is that nurses do and the
ethical and clinical skills they must possess in order to meet the demands of their caring role. Instead of
accounts of MD that imply that nurses are powerless, they encourage the telling of counter-stories that
reflect their social knowledge and achievements and repair their damaged identity.

Moral competencies. Several of the authors reviewed refer to a range of moral competencies that moral agents
have and on the basis of which they experience MD. These include moral sensitivity,' ' ****"*2 moral
imagination,*® moral responsiveness,”? moral comportment,? moral virtues,*> principled compassion,”
moral courage,”*~Z moral knowledge®® and moral empathy and resilience.””

Scope of moral responsibility. All of the authors in this review view MD as profoundly related to a sense of
moral responsibility. However, their understanding of the scope of moral responsibility varies. Jameton'”
sees the nurse as a ‘responsible actor’, someone who considers what she can take responsibility for, what she
can hold others responsible for and what she can do in limited and constrained circumstances. Walsh® also
attempts to reduce the level of responsibility that murses should see themselves as burdened with. She dis-
tinguishes between nurses’ responsibility for medical decisions and responsibility for nursing care. Her
argument rests on the idea that nurses’ autonomy and the scope of their responsibility for medical decisions
is Timited. In turn, the necessity to suffer MD when patients are harmed by those decisions is also limited.
She suggests that nurses should not waste time that is needed for patient care engaging in ‘what is seen to be
lofty debate about the rightness of medical intervention® (p. 747).% Instead, she advocates, ‘[a]ccept that, in
this world, you can only do your best under the circumstances’ (p. 748).%°
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On the other hand, while Jameton and Walsh place emphasis on the limits of nurses” moral responsibility,
Johnstone and Hutchinson'? are more focused on what nurses can do when they have the right mix of knowl-
edge, skills and attitude. For them, ‘it is not the case that all nurses feel or perceive themselves to be power-
less to act. Whether they do or not is very much a matter of personal character and aptitude, not “other”
constraints’ (p. 5).'* Referring to the achievements of nursing legend, Florence Nightingale, they point
to the need to research the ‘moral successes” of nurses rather than their failures.

Alternatively, a number of authors take a more politicized view of the relationship between moral responsibil-
ity and MD: they posit MD as a concrete phenomenon that should best be understood and addressed from an orga-
nizational and structural, rather than an individual, perspective. Austin,?’ Pauly et al.,'? Varcoe et al.*® and Peter
and Liaschenko™ refer to the embodied, contextual and structural nature of moral responsibility and MD. On this
view, moral responsibilitics and moral obligations arc divided out and cxperienced in the context of particular
socio-cultural and structural arrangements and understandings — people are differently positioned in healthcare
organizations with different levels of authority, credibility and accountability, and as a result, they respond to what
they see as their moral duties in different ways. Applied to nurses. this perspective draws attention to the way
in which nurses’ professional identity, their place in hierarchical and gendered relationships and their proximity
to patients set the parameters of what they, and others, see them as responsible for. Varcoe et al.* point out:

Locating the locus of moral distress as an individual failing is misattribution, and ignores the influence of orga-
nizational structures on an individual’s practice. When we see moral distress as just an ‘individual’s problem’ we
pathologize the individual and our gaze shifts from a broad systemic lens to one that is narrowly focused on an
individual who is somehow upset or ‘not coping’. This deflection away from organizational and systemic factors
can camouflage the unethical features of organizational life and can often perpetuate questionable practices.

. - . .27 . . ‘ . . .
In a similar vein, Austin®’ describes MD as an ‘cthical canary’ whose prevalence warns of the increasing
toxicity of contemporary healthcare environments.

Sources

There is a general consensus among the authors of the articles reviewed that MD arises from a number of
sources. These can be clustered into the following groups: clinical situations, difficult working conditions
and limited resources, structural conditions and moral sources.

MD arises in clinical situations which involve harm to patients, for example, aggressive and futile treat-
ment, the carrying out of unnecessary tests, lack of treatment, poor pain management, incompetent ot inad-
equate care, deception and inadequate consent for treatment.

MD also arises in difficult working conditions and where there are resource constraints, for example, the
increased corporatization of healthcare, administrative, organizational and legal policies, lack of policies
and guidelines, the shift in focus from patients and families to organizations, poor staffing, cost cuts, eco-
nomic efficiencies and increased workloads.

A number of authors also take a more structural perspective of the causes of MD.'**?%32°! They high-
light a number of sources of MD that are linked with asymmetries of power and authority, for example, lack
of authority and support, imbalances of power, inability to advocate, lack of recognition of nursing expertise
and devaluation of nursing perspectives, lack of opportunity to voice concerns, poor team work and team
support, professional and inter-professional conflicts especially nurse~physician conflicts. Varcoe et al.?
also point to social and health inequities and discrimination as sources of MD.

Some of the authors also draw attention to what might be viewed as, more directly, moral sources of MD.
For cxample, Liitzén et al *! refer to moral sensitivity as a source of MD while Liitzén and Kvist,”® Johnstone
and Hutchinson,® Peter and Liaschenko®* and Rushton et al.*? all refer to value conflicts as a contributor to
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MD. Liitzén and Kvist®® refer to unhealthy ethical climates while Peter and Liaschenko®' refer to morally unin-
habitable workplaces. Other authors view the challenges that nurses mect in order to cnact their professional
roles as a source of MD. For example, Cribb?® refers to the gap between the normative expectations attached to
a professional role and the ‘personal moral compass’ (p. 120) of the healthcare professional, while Austin®’ and
Peter and Liaschenko®' refer to the damage to nurses’ moral identity because of their inability to fulfil their
responsibilities. Other authors pay more attention to what they see as more personal failings, for example, lack
of resolve,'* the lack of moral competency,'? lack of knowledge'! and lack of courage and self-doubt.> More
positively, some authors reviewed suggest that MD can arise when nurses enact their agency in spite of con-
straints to address moral wrongs through whistle-blowing, patient advocacy and truth-telling.>"

Impact

Gencrally, the authors in this review indicate that MD has a negative impact on nurses’ personal and pro-
fessional lives, ! 715:19721:24:2829:30 At the level of practice, nurses are more likely to excuse their actions or
deny responsibility, work fewer hours, blame nursing and hospital administration and become increasingly
dissatisfied with their jobs. MD ultimately leads to burnout, resignations, nurses leaving the profession and
high staft turnover.

According to some authors, MD can also deaden nurses’ moral sensitivities. Nurses can become desen-
sitized, or passive, silent, deat and blind to moral challenges. 11,24.28,29 Ultimately, MD leads to poor, unsafe,
patient care, for example, inadequate care, coercion of patients, avoiding, fleeing from or abandoning
patients, harm to patients’ and familics’ intcrests and longer hospital stays.'!!420-4%24.23.28

More positively, some of the authors argue that MD can also have a positive impact on nurses” personal and
professional lives and, ultimately, on the quality of patient care. As Hanna® points out: ‘The absence of moral
distress in some lives might produce more social harm than the experience of moral distress’ (p. 89). On this
understanding, the experience of MD indicates sensitivity to moral wrongdoing that is a necessary condition
of doing the right thing. Along similar lines, Liitzén and Kvist™ describe MD as a ‘positive catalyst’ (p. 13)
that prevents moral blindness and triggers reflection on moral duties. For several authors, MD facilitates learn-
ing and personal and professional growth because it can lead to greater self-awareness and resilience, better
coping strategies (e.g. self-care and collective action), stronger moral resolve and moral character and clearer
cthical commitments.>'#*%21232 Eor Poter and Liaschenko,> MD can prompt critical questions, open up
dialoguc and communication about values, assumptions and expecctations and cnable nurscs to create
counter-stories that challenge the meta-narratives that represent nurses as passive and powerless.

In turn, some authors suggest that MD leads to more compassionate and empowering nursing care — nurses
may regret their actions and conscientiously object when similar situations arise again,' *** confront barriers
to patient choice,”’** empower patients through educational interventions, = carry out acts of resistance and
advocate for patients,”” engage in activism’*? and evaluate the moral habitability of environments.”’

Discussion

Methodological strengths and limitations

As far as we know, this is the first argument-based literature review of the topic of MD. In writing it, we
followed a clear methodological approach of reviews of argument-based literature developed by McCul-
Jough et al.'®'” Given the constraints of access and time, we limited our search to relevant journal articles
on MD and excluded other possible sources of material such as book chapters and books. However, we are
reasonably satisfied that while our search may not be completely comprehensive, it has captured the most
pertinent ideas and arguments in relation to MD. This is in keeping with McDougall’s'® claim that complete
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comprehensiveness is not always an appropriate goal of a literature review in bioethics because the latter, as
in our case, may sometimes be more concerned with capturing all of the relevant ideas on a topic than with
capturing all of the literature. A further limit is that our review includes only articles written in the English
language, and that these are largely drawn from the United States and Canada; clearly, further research with
a broader linguistic and cultural reach is needed.

Substantive findings

A brief comparison of the results of this review with the results of the reviews of qualitative® and quanti-
tative® literature described in the introduction of this article indicates that there are many similarities
between these different reviews. Like the empirical literature, most authors in this argument-based review
draw on Jameton’s original definition and describe MD in psychological-emotional-physiological terms.
They also agree that MD is linked to the presence of some kind of constraint on nurses’ moral agency, and
that it is best understood as a two-staged process that can intensify over time. There is also a general con-
sensus among the reviews that MD arises from a number of different sources, and that it (mostly) impacts
negatively on nurses’ personal and professional lives and, ultimately, harms patients.

However, despite this consensus, many authors of the argument-based literature also indicate a good deal of
uneasiness with the way in which MD is conceptualized. A number of authors highlight the specifically moral
features of MD, and they do this by explicitly linking MD with normative terms such as ‘conscience’, ‘moral
sensitivity”, ‘moral judgement’, ‘moral integrity’ and “professional integrity’. In doing so, they signal differ-
ences between Jameton's''? understanding of MD and their own. Repenshek'® and Johnstone and Hutchin-
son,'* in particular, take issue with Jameton’s starting point and his claim that MD can arisc in situations
when a nurse makes moral judgement about the right thing to do but is prevented from acting on her judgement.
They interpret Jameton as implying by this that nurses have some kind of high moral ground and they counter
this with the argument that respect for the moral views of patients, families and other members of the multi-
disciplinary team are also part of the nurse’s professional responsibilities and, indeed, a feature of ethical
engagement, However, we think that Jameton has some room for manoeuvre here because he is concerned that
nurses’ views of what is the morally right thing to do are not heeded or respected — not that their views are the
only ones that count. This is clear from his 2013 article where he explaing his rationale for developing his
account of MD almost 30 years before as a means of ‘putting a nursing perspective across in a stratified burcau-
cratic environment’ (p. 298) where nurses lack confidence and expect little support from their co-workers and
where they hold strong moral views but express them indirectly in order to avoid conflict.*® As Jameton himself
acknowledges, similar concerns about the ambiguity of the nursing role and the limits that it places on nurses’
moral agency have been and continue to be discussed in the broader nursing ethics literature.>*~>

Some authors also take issue with what they see as Jameton’s inadequate attention to the relationship
between personal and professional morality. They argue that professional responsibilities necessarily confer
some level of MD on nurses because of tensions between one’s personal moral integrity and one’s protes-
sional role.>'*?% However, some also share Jameton’s worry that the nurse’s role is itself becoming unbear-
able due to the way in which it is currently constituted and the toxic conditions of the healthcare
environments within which nurses work.2®*"2%3° The solutions offercd include a ‘narrative repair’ that
should highlight more precisely the work that nurses do, the institutional constraints that they actually resist
and the moral competencies and skills required to do so.!!#7-2%-#2-31

Conclusion

The current interest in conceptualizing and operationalizing MD indicatcs that Jameton’s distinction
between standard cthical dilemmas and, as he put it, ‘dilemmas of distress’ captures something significant
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about the moral terrain within which nurses work. While the authors may suggest different strategies to
bring this moral work to the fore, for example, a ‘system-oriented preventive approach’ (p. 8) from John-
stone and Hutchinson'” that is intended to make healthcare organizations morally ‘safe place[s]’” (p. 7) ora
structure-oriented approach from Austin,”” Varcoe et al.”” and Peter and Liaschenko®! that is intended to
foreground the socio-political context within which moralizing takes place, we suggest that these strategies
are not incompatible. What is certain is that there is a need for further philosophical enquiry that engages
with some of the issues that we have raised in this review. While the basic consensus on MD expressed here
may encourage empirical researchers to continue in their attempts to describe, measure and assess its
impact, significant concerns about the conceptual fuzziness of MD and its operationalization also flag the
need to proceed with caution.
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RELIGION, CONSCIENCE, AND CONTROVERSIAL CLINICAL PRACTICES

mation about obtaining the requested procedure?
Does the physician have an obligation to refer the
patient to someone who does not object to the
requested procedure?” Response categories were
yes, no, and undecided.

We also assessed physicians’ intrinsic religi-
osity and religious aftiliations. Intrinsic religios-
ity — the extent to which a person embraces his
or her religion as the “master motive” that guides
and gives meaning to his or her life!? — was mea-
sured on the basis of agreement or disagreement
with two statements: “I try hard to carry my reli-
gious beliefs over into all my other dealings in
life” and “My whole approach to life is based on
my religion.” Both statements are derived from
Hoge’s Intrinsic Religious Motivation Scale®® and
have been validated extensively in previous re-
search.>> Intrinsic religiosity was categorized as
being low if physicians disagreed with both state-
ments, moderate if they agreed with one but not
the other, and high if they agreed with both.

The religious affiliations of the physicians in
the survey were categorized as none (a category
that included atheist, agnostic, and none), Prot-
estant, Catholic, Jewish, or other (a category thar
included Buddhist, Hindu, Mormon, Muslim, East-
ern Orthodox, and other). Organizational®® or
participatory!’ religiosity was measured according
to the frequency of attendance ar religious ser-
vices (never, once a month or less, or twice a month
Or more).

To determine whether physicians’ judgments
abour rheir ethical obligations are associared with
their views on controversial clinical practices, we
asked the survey respondents whether they have
a religious or moral objection to terminal seda-
tion fadministering sedation that leads to uncon-
sciousness in dying patients), abortion for failed
contraception, and the prescription of birth con-
trol to adolescents without parental approval.
Secondary predictors were the demographic char-
acteristics (age, sex, race or ethnic group, and
region) of the physicians surveyed and whether
they worked in an academic health center or a
religiously oriented or faith-based institution. The
primary medical specialty was included as a con-
trol variable in the multivariate analyses.

STATISTICAL ANALYSIS

Weights® were assigned and included in the
analyses to account for the sampling strategy and
the modest differences in response rates accord-
ing to the respondents’ sex and whether they had

graduated from a U.S. or foreign medical school.
We first generated overall population estimates
for agreement with each of the criterion measures.
We then used a Mantel-Haenszel test for trend
with one degree of freedom (for ordinal predic-
tors) and the chi-square test (for nonordinal pre-
dictors) to examine the associations between each
predictor and each criterion measure. Finally, we
used multivariate logistic regression to examine
whether associations persisted after controlling
for other covariates. All reported P values are two-
sided and have not been adjusted for multiple sta-
tistical testing. All analyses were conducted with
Stata SE statistical software (version 9.0).

RESULTS

Of the 2000 potential respondents, an estimated
9% could not be contacted because their address-
es were incorrect or they had died (see the Supple-
mentary Appendix). Among physicians who could
be contacted, the response rate was 63% (1144 of
1820). Graduates of foreign medical schools were
less likely to respond than graduates of U.S. med-
ical schools (54% vs. 65%, P<0.001), and men were
less likely to respond than women (61% vs. 67%,
P=0.03). These differences were accounted for by
assigning case weights. The response rates did
not differ significantly according to age, region,
or board certification. The characteristics of the
respondents are listed in Table 1.

On the basis of these results, we estimated that
when a patient requests a legal medical procedure
to which the doctor objects for religious or moral
reasons, most physicians believe it is ethically
permissible for the docror to describe rhat objec-
tion 1o the patient (G3%) and that the doctor is
obligated to present all options (86%) and to refer
the patient to someone who does not object to
the requested procedure (71%) (Table 2).

Physicians who were more religious {as mea-
sured by either their attendance at religious ser-
vices or their intrinsic religiosity) were more
likely ro report thar doctors may describe their
objections to patients, and they were less likely
to report thar physicians must present all options
and refer patients to someone who does not ob-
ject ro the requested procedure (Table 3). As com-
pared with those with no religious affiliation,
Catholics and Protestants were more likely to
report that physicians may describe rtheir reli-
gious or moral objections and less likely to report
that physicians are obligated to refer patients to
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Moral Damage to Health Care Professionals
and Trainees: Legalism and other
Consequences for Patients and Colleagues
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Health care professionals’ and trainees’ conceptions of iheir re-
spownsibilities lo patients can change over lime for a number of rea-
soms: evolving career goals, desires to serve different patient
populations, and changing family obligations, for example. Some
changes in conceptions of responsibility are bealthy, but others ex-
press moral damage. Clinicians’ changes in their conceptions of
what they are responsible for express moral damage when their re-
sponses 1o others express a meager, vather than robust, sense of
what they owe others. At least two important expressions of moral
damage in the context of bealth care are these: callousness and di-
vestiture. Callousness describes the poor condition of a clinician’s
capacity for moral perception; when her capacity to accurately ap-
preciate features of moral rvelevance that configure others’ needs,
vulnerabilities, and desert of care diminishes, such that she jails to
respond with care to those for whom she has duties to care, she is
callous. Callousness bas been explored in detail elsewhere,” and so
the focus of this paper is divestiture. A clinician divests when the
value of responding with care to others becomes less centrally and
imporiantly constitutive of his personal and professional idenlity.
Divestiture has important consequences for patients and health
professions education, which I will explore bere.

Keywords: callousness, clinical moral perception, legalism, moral
damage, professionlism
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I. INTRODUCTION

A clinician with a robust sense of what she owes others responds to patients
with care, rather than impersonally. What it means for a clinician to respond
to someone with care is for her to respond, within reasonable limits of her
professional capacity, to that persor’s particular vulnerabilities. A clinician
with a robust sense of what she owes others also responds to patients with
understanding that bow she responds to others expresses who she is as a
person and professional; she cares deeply about what her actions (and dis-
positions while executing those actions) express about her identity.? This is
one normative account of the relationship between who a person is and
what he does. Another, normative account of the relationship between health
care professionals’ identities and their practices might appear to compete
with the account T just mentioned, however. It suggests that health care pro-
tessionals ought to be able to express healthy self-interest by reserving time,
space, and physical and emotional energy for their own lives and personal
relationships away from a health care workplace. These two normative ac-
counts about the personal and professional identitics of caregivers prompt
broad, but interesting, important, and complex questions about how health-
care professionals balance their duties to themselves and others: “How ought
professional caregivers prioritize their duties to care for patients and their
duties to care for themselves?” and “How ought professional caregivers attri-
bute moral significance to their own needs and to the needs of patients?”

There are a variety of ways to respond to these questions. For example,
one might suggest a mode!l of professional character that strives to balance
healthy self-interest with service to others by setting forth criteria by which
health care professionals can prioritize and collate their personal and profes-
sional goals. Such a model would do well to consider, in general terms, vari-
ables that could be modified and applied to a particular practitioner’s own
personal and professional life to adjust for some of the following factors that
change over time: evolving needs of maturing children or aging parents, ur-
gency to eliminate debt, adjustments to periods of temporary stress and tem-
porary relief from stress, and gradual increases in professional responsibility
over oneg’s training and professional development. In this paper, however, 1
do not endorse a particular model for professionals (o use to “weigh” the
moral value of their own and patients’ specific needs. Rather, my task is to
clarify, in moral theoretical terms, what professionals’ responses to demands
in their work environments express about their patterns of moral perception
and personal and professional identities over time.

Throughout their careers, professional caregivers are called upon to re-
spond to patients who are sick, vulnerable, and suffering. Patients’ needs
and neediness can be overwhelming, and conscientious clinicians often
struggle to balance their motivations to respond to patients with their needs
to manage their own lives, care for themselves, and care for those with
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whom they are close.® Health care professionals’ struggles to manage per-
sonal and professional demands are well represented in the literature on
burnout. Most of this literature appeared in the late 1970s to early 1990s, but
some studies on burnout and kindred phenomena of “compassion fatigue,™
“callousness,” and becoming “jaded” have been explored more recently.
These studies make clear that, though first used over 25 years ago, the
Maslach Burnout Inventory (MBI)” remains the “gold standard”® tool for col-
lecting data about professionals’ responses to workplace demands and
SLress.

One social scientist, Cary Cherniss, used the MBI in his Beyond Burnoul,
and his work is remarkable and worthy of moral philosophical focus because
it looks closely at professionals’ dispositional changes over time.” Specifi-
cally, his observations suggest that workplace organizational structures have
important impact upon professionals’ satisfaction with their jobs, influence
how professionals orient themselves morally to serving patients for whom
they have duties to care, and situate how professionals direct or redirect
their careers over time. In Beyond Burnout, Cherniss tracks how the value
“service to others,” for some professionals, went from centrally identity-
constituting to peripheral and less importantly configurative of their personal
and professional identities.™? A moral theoretical analysis of how the value of
service to others can become less centrally definitive of personal and profes-
stonal identity and of how this transition can influence a professional’s con-
ception of her character over time in the context of health care has never
been done, however. This is the project I take up here.

In what follows, 1 offer interpretations, in moral terms, of one particular
behavioral response to emotional distress in the workplace, which Cherniss
called “cutting back.”™ T canvass ways in which cutling back personal invest-
ment in serving others can affect how health care professionals and trainees
orient themselves toward patients and colleagues, and I explore the question
“How might this process of divestiture affect one’s own view of one’s maral
character?” Concisely, T argue that when a person divests, he sees himself as
responsible for less and less, and he limits the scope of particulars he recog-
nizes as constitutive of reasons to act in service to others. I motivate the view
that divestiture, like callousness, is a form of moral damage that can be cor-
rosive to a professional’s relationships with patients and colleagues.

II. “CUTTING BACK” AND “SURVIVAL MODE”: BEHAVIORAIL RESPONSES
AND MORAL PERCEPTION

Cultivating a richer understanding of how health care professionals and train-
ees express moral damage requires us to take a close look at how health care
professionals and trainees respond to emotional and moral distress in their
work environments. Physiological, psychological, and spiritual etfects of
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stress have, in the past few years, received medical and scientific attention.*
Despite this, the emotional and moral dimensions of stress in the context of
health professions education and their impact on health care professionalism
have been neglected. Here, T will consider emotional distress first.

Emotional distress in the health care work environment can come from
several different sources: working amidst tight time constraints, working
long hours, witnessing human suffering and harrowing particulars of ill-
nesses, negotiating communication on difficult and awkward topics with pa-
tients and their loved ones, and inflicting pain. This is not an exhaustive list;
sources of emotional distress and effects of emotional distress have on indi-
vidual caregivers can vary at least as much as individual caregivers vary.
Cherniss observed an important common response among the health care
practitioners he studied, however, According to Cherniss, they reduced their
involvement in their work when they felt that their abilities to meet their
own needs were compromised by demands in their work environments. As
I mentioned, Cherniss called this response cutting back, and he characterizes
it as a feature of survival mode. Survival mode is a reorientation of one's at-
tention from the needs of others to one’s own needs. Cherniss suggests that
survival mode is voluntary and purposeful; practitioners “cut back,” reduce
their involvement in their work and redirect their attention from others’
needs to their own needs to “look out for number one.”® In moral terms,
when a practitioner works in survival mode, he refocuses his perception
from others’ vulnerabilities to his own.

It is not obvious how such reorientation of ong’s perception is a poor re-
sponse to emotional distress. Indeed, when cutting back to look out for
number one corresponds to improved self-care, it can be an appropriate or
even the best response to emotional distress. It might be the case, for exam-
ple, that a practitioner has good reasons for cutting back or for “looking out”
for herself; perhaps she should focus more on meeting her own needs. Per-
haps a practitioner makes a change to a new environment, one with differ-
ent patients and different colleagues, for example. In the cases of cutting
back, it is not clear whether and when cutting back expresses moral damage.
Nort all reductions in a practitioner’s sense of what he is responsible for ex-
press a practitioner’s reduced sense of what she owes others. A distinction is
needed.

Recall the definition of moral damage 1 introduced earlier: a practitioner’s
response expresses moral damage when “her sense of what she owes others
is meager, rather than robust,” and “her sense of what she owes others is ro-
bust when she responds to patients’ particular vulnerabilities.” As T have
suggested, cutting back to survival mode can be understood as a redirection
of a practitioner’s moral perception. In moral terms, this means that “when a
practitioner “cuts back,” she narrows the scope of what counts as a reason
to respond with care to others.” When practitioners who cut back to survival
mode narrow the scope of their moral perception such that their perception
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of others’ needs and vulnerabilities is muddled, clouded, or at the mere pe-
riphery of their fields of moral perception, they express moral damage.

Cutting back to survival mode is not an “all-or-none,” but a variable phe-
nomenon. The moral impact of cutting back on a practitioner’s discernment
of others’ needs and vulnerabilities will vary, thus, in degree and kind. For
example, the quality of a practitioner’s moral perception might erode slowly
over time with respect to all features of others’ needs and vulnerabilities. Or,
the quality of a practitioner’s moral perception might diminish when he be-
gins to attribute salience to some features disproportionately. To be clear
about defining poor moral perception, however, we first need a picture of
what good moral perception is. This has been developed fully elsewhere, ™
but a concise explanation is appropriate here: “A practitioner with good
moral perception sees the reasons there are for responding with care to
others’ vulnerabilities; what a practitioner thinks she has a reason to do is
guided by who she is, what she thinks is important, and what she thinks
others deserve from her.” In other words, what a person sees as morally
at stake in a situation is a function of his own identity; when a health
care professional sces well clinically and morally, he is invested in being re-
sponsive to others. Divestiture, then, is one source of poor clinical moral
perception.

Consistently, Cherniss noticed that the professionals he observed re-
sponded to distressing workplace conditions by modifying the relationship
between who they are and what they did professionally; they adopted more
modest goals, dropped out of their professions,” left public service to prac-
tice in more lucrative private sector jobs, and sought to serve less difficult
clients.”® Ile remarked that those who entered a profession because they
“wantled] to serve others” became those who “began to focus more and
more on their own needs.” In moral terms, the behavioral responses
Cherniss observed can be understood as a practitioner’s reconfiguration of
the relationship between who she is and what she does; the value of re-
sponding with care to others becomes less centrally and importantly consti-
tutive of her personal and professional identity. Cherniss observed the
behavioral manifestations of divestiture.

III. MORAL DAMAGE AND PROFESSIONALISM

As T have mentioned, practitioners can suffer several forms of moral dam-
age. I will consider two here that can have significant cffects on profession-
alism: degraded self-conception and narrowed moral perception. There are
also a number of reasons practitioners become morally damaged. For
example, depression can prompt a practitioner to cut back, withdraw, and
reduce his sense of what he owes others. Furthermore, depression can
manifest in a number of ways including self-pity, apathy, defensiveness, or
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a disproportionately inflated sense of guill. Although we should take care
not to attribute all instances of moral damage among health care profession-
als to emotional distress within the health care work or training environ-
ment, we should also carefully consider features of the health care work
and education environment that are well known sources of emotional and
moral distress. Cultivating a better understanding of the moral implications
of students’, residents’, and professionals’ behavioral responses to emo-
tional distress in the workplace should prompt health professions educators
to consider and assess whether and when health care work and training en-
vironments effectively and compassionately motivate trainees’ learning and
professional development.

Degraded Self-Conception

Consider, for example, medical student “Andrea Fricchione,”® who appears
to have cut back:

When 1 arrived in medical school, T was eager to get involved, I was excited about
addressing important issues because, as medical students, I was sure that we would
have some clout and certainly a commitment to the well-being of others.

She suggested that responding with care to others is an important source

of enjoyment, self-worth, and self-respect for her and that she was enthusi-
astic about sharing her commitment to serving others with other medical
students. But then she described feeling conflict between the values that
moltivated her to attend medical school and the ones she viewed her men-
tors and teachers endorsing: “Peaple are rude, the hours are long ... [Llife is
brutal ... [Mledical school is an utter drain.” She also revealed ways that she
disengaged from activities that were important to her, as a way of coping
with emotional distress:
In some sense 1 think activism is futile. It isn't just that there will always be more to
do—it’s that most projects are BandAid treatments that provide an opportunity to
feel good about oneself that isn't justified ... [Rlather than try to change everything
that T consider wrong in the hospital or the community at large, T just try to get
through school.

On ethics and professionalism, Andrea said, “I regret not having spoken
up on more issues. But I was often too tired.”

She expressed hopelessness about her future, regret about her past, guilt,
and blame, which she directed toward herself. She described what she felt
as a need to “just make it through school,” and she recounted having made
a choice she thought might enable her to do so; she cut back and, as she
says, “I decided to focus more on my own life.” If her decisions to focus
more on her own life were not accompanied by descriptions of herself as
guilty, regretful, and blameworthy, it might be sutficient to regard her cutting
back as a mature reorientation of her life’s path rather than as a desperate
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attempt to avoid annihilation in a system of medical education and profes-
sionalization she suggests is brutal.

Morally, Andrea’s self-conception changed from someone who was “ea-
ger Lo get involved” to someone who was “just tryling] wo get through school.”
Not everyone would characterize that change in self-conception as a degra-
dation of self-conception, but it seems reasonable to think Andrea would.
For example, if we interpret Andrea’s referral to ‘activism’ as actions or
series of actions that constitute political responses to injustices with social,
institutional, or economic dimensions, we understand Andrea to say that she
no longer sees features of the situations she faces as configuring reasons to
respond politically; she has come to believe that “activism is futile.” 1 do not
suggest that Andrea’s determination of the futility of activism is necessarily
right or wrong, but that her perception of what is worth doing has nar-
rowed. I also do not suggest that Andrea’s decision o cut back by making
“activist” a less important feature of her professional identity is necessarily
an indicator that she is completely divested or that she cannot regain a devo-
tion to activism in her future. Rather, my point is that she has become mor-
ally damaged in the process of her education and early professionalization;
her moral perception became less capacious. The scope of what Andrea
came to see herself responsible for and what she sees as worth doing have
narrowed as she was professionalized into medicine, This and other kinds
of moral damage have been overlooked features of how systems of health
professions education in the United States make physicians and nurses out
of students.

Andrea seems to have some awareness that the patterns of perception
and professionalization that she has internalized are harmful to her, and this
worries her. She states, “T do believe that habits formed now will rarely be
overcome in the future.” This kind of despair should prompt health profes-
sions educators to consider how, when, by whom, and under which circum-
stances moral damage is passed on (0 next generations of clinicians.
Additionally, there is no good reason to feel confident that moral damage
suffered by one professional or trainee is isolated to that person’s individual
experience, since patterns of perception are modeled to students through-
out their training,

Specific behavioral manifestations of cutting back and specific expressions
of moral damage will, expectedly, differ in important ways according to the
varying needs and maturational trends of different groups of workers in the
health care environment: residents, nurses, students, attending physicians in
academic medicine, or physicians in private practice, for example. It is be-
yond the scope of this paper for me to canvass specific needs and trends for
each of the groups I have identified, but perhaps it is most worthwhile to con-
sider first that, generally, faculty mentors adopt habits (consciously or uncon-
sciously) that they think (rightly or wrongly) make their jobs easier and their
practices more efficient. Faculty mentors are likely to pass along to trainees
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the practices of perception to which they have become habituated during the
courses of their careers. Some of these strategics for negotiating demands of
the health care work environment can propagate damage within professions
over time; one of them, which T'll call legalfism, tries to negotiate a common
source of emotional distress among caregivers: fear of being sued.

Narrowed Moral Perception

Recall that in moral terms, when a practitioner enters survival mode, he refo-
cuses his attention from others’ needs to his own. In the context of health
care practice, fear of being sued appears to perpetuate practitioners’ needs to
stay in “survival mode.” That is, to try to keep fear of being sued at bay in
clinical practice, some professionals practice “defensively,” according to le-
galism. Legalistic practice is doing an action or series of actions, suspected to
be unlikely to benefit patients and unlikely 1o generate new information or
knowledge about how to belp patients, out of a sense that doing it anyway will
promaote the impression that a practitioner is “thovough” and “covered” from
an imagined legal point of view. A professional caregiver who practices de-
fensively and legalistically draws her attention away from the needs of her
patient and refocuses her attention upon her own self-protection.

In terms of moral perception, legalistic practice models two important ex-
pressions of moral damage to trainees: narrow instead of capacious moral
perception, and meager rather than generous conceptions of what counts as
a reason to respond with care to others. A moral impact of faculty mentors’
modeling of legalistic, defensive practice to trainees is that patients’ vulnera-
bilities become obscured; patients and their loved ones are perceived as
threatening antagonists to practitioners’ professional interests and personal
prosperity. When faculty mentors model legalistic patterns of perception,
they model a habit of perception of patients’ intentions, motivations, and
characters that muddles the clarity with which patients’ needs and vulnera-
bilities can be perceived. When faculty mentors model legalistic practice,
they model habits of perception that are narrow, exclusive, and meager.
Contrastingly, practitioners with a robust and generous sense of duty to re-
spond to patients’ needs and vulnerabilities practice open, capacious, inclu-
sive moral perception that enables them to field the information they need
to treat patients well, to make good judgments, and to cultivate good rela-
tionships with patients and their loved ones. Practitioners with capacious
moral perception cultivate the best opportunities to be capable, effective
healers whose actions are guided by the goal of responding to others with
care and whose identities are defined in terms of being responsive to pa-
tients’ needs, vulnerabilities, and suffering.

To be clear, T am not suggesting that practitioners ought never be con-
cerned about being sued. (Nor am I denying that health care professionals
do have legitimate interests—in personal safety and financial security, for
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example—that can be threatened and ought to be protected in excessively
litigious societies.) Rather, T have tried to show how defensive, legalistic
practice is about responding to practitioners’ needs and vulnerabilities, rather
than to patients’ needs and vulnerabilities, and T have tried to show how le-
galistic practice expresses damaged moral perception. In doing so, T have
tried to briefly problematize the zeal with which and the reasons for which
legalistic practice is taught to young practitioners without any explicit con-
sideration of how they can be morally damaged.

IV. PRACTITIONERS” IDENTITIES AND PATIENT CARE

When a practitioner suffers moral damage and reduces what he sees himself
responsible for, his patients and colleagues can be profoundly affected.
Cherniss observed, for example, that some professionals cut back involve-
ment in their work by “cherry picking” less difficult people to serve, and he
observed that some professionals cut back by leaving public service-oriented
jobs to take more lucrative, high-paying jobs with private companies.'
Changing the kinds of patients practitioners serve or changing the kinds of
places at which they practice might be seen as morally neutral career moves.
Even these forms of cutting back, however, are not always morally neutral,
particularly in the context of health care.

Some nurses and physicians, for example, might leave practice in urban
or rural hospitals and clinics for suburban practice because it is believed to
be indicative of higher status and productive of higher pay. In moral terms,
this is problematic when decisions about where to practice and whom to
serve (implicitly or explicitly) express views that responding to certain pa-
tients or groups of patients is less worth doing. A health care practitioner
who makes a transition from practicing in a poor urban hospital to practicing
in a suburban medical center, for example, shifts (he focus of her moral per-
ception differently than Andrea Fricchione did. Instead of narrowing the
scope of what she sees herself responsible for, she focuses upon working
amidst one patient population instead of another, and she chooses to situate
herself among patients whom she sees as more compliant, more effective in
managing their health, more likely to have substantial support from friends
or family members, or less likely to be living in conditions of poverty. The
values those career choices express and how those values guide clinicians’
perception and career orientations are morally significant because they ben-
efit some patients and disadvantage others. The impact of such patterns of
value expression and perception cannot be neglected in light of persistent,
pervasive inequalities in global and local (American) health care.

A transition from an urban to a suburban health care work environment
can often be accompanied by a transition in the wealth of the patients
professionals serve. Poor uninsured or underinsured people often cannot
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easily access or afford care in suburban clinics or hospitals, so professionals
who leave urban organizations to practice in surburbia will serve poor unin-
sured patients much less frequently, and the features of dealing with poor,
uninsured, or underinsured patients are less likely to emerge in the majority
of situations they see as they practice. Making a choice to practice in subur-
ban organizations is one way to try to exclude a field of particulars (com-
monly associated with dealing with patients who are poor, uninsured, or
underinsured) from the moral landscapes one sees during the workday. Al-
ternatively, a practitioner could remove herself from situations in which she
will expect to see patients who do not speak English well, patients who are
poor single mothers, or patients with severe mental illnesses. Such selectivity
could suggest that a practitioner has reduced the field of particulars to which
he sees himself obliged to respond and has reduced the scope of what
counts as a reason for bim (o respond as a person and professional lo pa-
tients he perceives as members of those categories.

To be clear, I am not suggesting that health care professionals ought never
be free to situate themselves in certain work environments or among certain
patient populations. T do suggest, however, that such choices are not without
morally relevant consequences to patients and also to fellow practitioners.
For example, a colleague of a practitioner who has cut back by transitioning
from urban or rural to suburban practice is left with an increased demand to
respond to the patients that remain; workloads among remaining caregivers
must be redistributed and replacement workers need to be trained. In de-
pressed urban areas, in particular, it might be the case that cutting back con-
tributes to burnout, turnover, vacancies, and disparities in care received by
patients in urban versus suburban facilities. Making a change to one’s prac-
tice environment by transitioning from urban or rural to suburban practice
raises many often neglected questions. One open question raised by consid-
ering the moral implications of cutting back in the context of health care is
this: “Ought a practitioner be allowed to cut back or implement a desired
change in her work environment whenever she wants to, regardless of the
consequences to her colleagues and regardless of its impact on the patients
(and patient populations) she serves?”

So far, T have tried to motivate the view that moral damage suffered by in-
dividual practitioners has important consequences for patients and health
professions cducation. I have also tried to develop a view, in moral theoreti-
cal terms, of how emotional distress in the workplace can generate two spe-
cific forms of moral damage: poor moral perception and divestiture. Moral
distress can generate these, (oo,

V. MORAL DISTRESS IN THE HEALTH CARE WORK ENVIRONMENT

Moral distress has been a prominent topic in the health professionalism liter-
ature, particularly during the period between 1995 and 2005. One of the
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most recent definitions of moral distress has been offered by the philosopher
Judith Andre, in her Bioethics As Practice.® The definition she offers is useful
here because it articulates that moral distress is not just a psychological prod-
uct of, as the common cliché connotes, “circumstances beyvond one’s con-
trol,” but a deep anguish that comes from the nature of those circumstances
as systemic, persistently recurrent, and pervasively productive of crises of
conscience. According to Andre, moral distress is a sense of complicity in
doing wrong. This sense of complicity does not come from uncertainty about
what is right but from the experience that one’s power to resist participation
in doing wrong is severely restricted by one’s work environment and from
the experience that resisting participation in doing wrong exposes one (o
harm. Moral distress is generated in the health care work environment when
a practitioner is aware that he is acting other than how he is motivated to act,
but he believes that he cannot act as he is motivated to act without suffering
some morally significant harm.

A number of situations can generate moral distress. Broad systemic changes
in the recent past in health care—in how health care institutions are orga-
nized, how health care is financed, and how health care resources are man-
aged, for example—have de facto demanded that individual practitioners
adjust to being treated more like laborers than autonomous professionals and
less like trusted fiduciaries than like employees with suspicious conflicts of in-
terest. The trends and changes in health policy, which have come to be known
generically by the concept “managed care,” instantiated substantial changes in
health care work environments. For example, managed care significantly re-
duces the amount of time caregivers are allotted to spend with patients. Situa-
tions in which practitioners are pressed for time are worthwhile to consider
here because they illuminate how cutting back is not always voluntary and
purposcful, as Cherniss has suggested. T have argued so far that voluntary cut-
ting back can be morally damaging; now let us consider involuntary cutting
back and its impact on practitioners’ moral perception and selt-conceptions.

VI. MORAL DISTRESS, INVOLUNTARY CUTTING BACK, AND
PRACTITIONERS” DEGRADED SELF-CONCEPTIONS

Consider the following case in which a physician talks about how she pre-
fers to approach a patient who might not suspect that she is pregnant.

A patient misses a period, and she thinks it's just because she’s really stressed out.
Sometimes, the patient is right. Other times, I learn that she’s pregnant. I've been
in this situation before, and you never know if a patient is going to be ecstatic or
devastated when you tell her that she’s pregnant. What 1 like to do is talk with her
about how she feels about it, present some of the options she has, and just try to
be supportive of however she feels about it. In my experience, most women learn
they’re pregnant when they’re alone, or at least alone with me, and many of them
don’t have many supportive people in their lives, and if they do, theyre not always
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with them when I tell them about the pregnancy. So, I like to stay with these patients
and see how they're doing with the news. 1 just think it’s important and the right
thing to do when you tell someone news like that.

This case illustrates how this physician’s self-conception guides what she
thinks she has a reason to do: she sees herself as doing the right thing for
her patient when she is attentive to how her patient receives the news that
she is pregnant and when she stays with her to observe how she processes
the news. She suggests an important distinction between delivering the news
to her patient impersonally and delivering it with care; when she does it with
care, she feels like she is done it right. Doing it right is meaningfully expres-
sive of who this physician is and what she cares about.

Now consider the following continuation of the above case.

But, things get so hectic; T don’t have time anymore. Now, T tell a patient she’s
pregnant, T give her some papers that have lists of websites and T give her some
brochures that talk about abortion and adoption and parenting. She walks out look-
ing dazed and T walk out feeling like I've not done my job very well.

This continuation reveals how this pliysician sees herself acting differently
under conditions in which she is pressed to see patients under restrictive
time constraints. Under these conditions, she is not really free to respond to
her patient as she is motivated to respond, to respond with care; she knows
she is not responding to her patients with care under these conditions, and
this makes her feel like she is not doing her job propetly. This physician rec-
ognizes herself, under these conditions, as a provider of poor care, she en-
joys little job satisfaction, and experiences moral distress as a result.

This case could be read as this physician’s failure (o plan to allow time (0o
counsel pregnant women with poor social support. Or, perhaps the amount
of time she spends with the patient is less important than she suspects, and
her patients could be better counseled by a patient educator, for example. It
is true that her patients can probably be served well in a variety of ways, not
just by spending more time with them. However, my point just now is not to
focus on the patient’s care but on this physician’s view of herself as a care-
giver and her experience of how her working conditions undermine her
professional agency. She appears to respond to clinical time restrictions by
doing the best she can in the time she has with patients, but she teels this is
inadequate and she suffers the harm of secing herself in degraded moral
terms.

She could respond to clinical time restrictions in another way and spend
the amount of time with each patient she feels is therapeutic and appropri-
ate. But this also exposes her to harm: she will likely fall behind schedule in
seeing patients, which typically generates other problems, such as declining
patient satisfaction and lengthening already long, stressful work days for col-
leagues and staff. Additionally, she might be reprimanded, penalized, or de-
nied bonuses by the company that pays her salary.
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Or, she could respond (o clinical time restrictions by becoming more active
in changing policies that situate her work environment. It is certainly true that
health care professionals can and do act in positions of policy- and decision-
making authority within the organizational structures of health care institu-
tions. But few clinicians who are devoted full time to patient care have time
reserved to participate and are not always invited to participate in committee
meetings in which policies are formulated, analyzed, revised, and questioned.
Ethics committees are one substantial source of policy development in health
care institutions, for example, and physician participation on health care eth-
ics committees is significant.”! However, residents are rarely encouraged to or
rewarded for attending meetings and certainly not regularly enough to have
significant impact on an organization’s development of palicies that shape
their working conditions. Increasing clinicians’ involvement in policy-making
can probably have long-term impact on improving health care work environ-
ments, but it holds little promise to alleviate current moral distress experi-
enced by students, residents, and others who have little power to change
their working conditions; residents, tor example, already typically work 80-
hour weeks. This has important consequences; a cursory review of the pro-
fessionalism and student wellness literature since 2000 in medicine and
nursing reveals the pervasiveness of situations in which students and resi-
dents experience moral distress during their training.

Even if, in the physician’s case above, we are right to question whether her
motivation to spend more time with her patients is professionally justifiable, we
ought to take care not to reduce her moral motivation to spend more time with
patients to mere content of professional judgment. As T have tried to show,
what a practitioner thinks she has a reason to do is an expression of who she
thinks she is and the kind of professional she thinks is worth being. What hap-
pens morally to a health care professional’s character when she does not act as
she is motivated to act is as important as what happens to her patient.

The physician in the case “cuts back™—not voluntarily to “look out for
number one,” but involuntarily, or at least nonvoluntarily—to acquiesce to
conditions of her practice, to accommodate the demands of her work envi-
ronment, and to respond to the forces that situate that environment. Reduc-
ing the time she spends with each patient might not track a reduction in her
motivation (o serve cach patient well, and thus, probably would not track a
voluntary redirection of her perception from her patients to herself. But, re-
ducing the time she spends with each patient interferes with her ability to
endorse important values that make her practice worthwhile for her. She is
de facto required to reduce what she sees herself responsible for doing dur-
ing the time that she has with each patient; she narrows her perception of
what counts as a reason to do something in service to her patient. Narrowed
moral perception, then, appears to be an expression of moral damage that
manifests voluntarily, as Cherniss suggests, but also involuntarily (or at least
nonvoluntarily) when practitioners cut back in response to moral distress.
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Interestingly, (he physician’s awareness of her involuntary response (o
moral distress and demands of her work environment can be another source
of emotional distress. For example, she is aware that she is not responding
to patients as she is motivated to; she articulates feeling dissatisfied with her
job performance. She might not be aware, however, of how the adaptations
she has made to her practice have damaged her moral perception. In other
words, a person can cut back voluntarily, as a result of emotional distress,
and purposefully refocus one’s moral perception; this is the kind of phenom-
enon Cherniss studied. As T have (ried to show, however, this is not the only
possible morally damaging result of cutting back. A practitioner can also cut
back involuntarily as a result of moral distress, and he can be unconscious or
conscious of doing so. 1f he is conscious that he is cutting back, even if he
does so involuntarily, he can suffer emotional distress when he feels guilty
tfor cutting back or disappointed in himself for doing his job poorly. Moral
distress can generate emotional distress, and both generate moral damage.
Additionally, however, if he is involuntarily cutting back and unconscious
that he does so, he might not suffer emotional or moral distress, but his pa-
tients might get poorer care, poorer responses than they deserve from him.

VII. CONSEQUENCES OF MORAL DAMAGE TO HEALTH
PROFESSIONALISM

Colleagues’ perceptions of caregivers or students who have reduced concep-
tions of what they owe others have significant impact on interprofessional
and interpersonal relationships in the context of the health care work envi-
ronment, Earlier, T tried to show how health care professionals” decisions to
cut back involvement in their work by cherry picking less difficult patients
can negatively affect patient care, particularly from a population-based point
of view. Also, Cherniss suggests that cherry picking has important effects on
how colleagues treat each other and their students. T will continue exploring
this idea from a moral theoretical standpoint by considering how cutting
back can undermine the quality of the mentorship experiences young mem-
bers of health professions have in their training.

Cherniss observed that professionals who cut back tended to blame others
when things went wrong.? In moral terms, one way to understand a per-
son’s incrcased tendency to blame others is as a decrease in her ability to in-
terpret others” actions with charity and humility. The value of charity is an
important suppott of collegiality and professionalism; when a practitioner
views a colleague charitably, she sees him as one who, probably like herself,
is trying to do his best and cares deeply about doing his best. The value of
humility also promotes collegiality because it places importance upon a
practitioner’s ability to appreciate that his own susceptibility to making mis-
takes and commitling errors might be no less than his colleagues’. When
collegiality among practitioners is damaged such that they no longer view
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each other with charity and humility, young practitioners and students are
especially vulnerable to internalizing dvsfunctional patterns of perception
and behavior as normal for four reasons: they are just beginning their pro-
cesses of socialization into health care practice, they might be particularly
eager o internalize patterns of perception that are accepted parts of that
socialization, they are sometimes ill-prepared to discern differences between
good and poor patterns of perception that are modeled by their mentors,
and their youth often corresponds to their being ill-equipped to recognize
and reject dysfunctional patterns of relating to colleagues that can be mod-
cled by divested or calloused mentors.

1 have already discussed how students can learn poor habits of moral per-
ception when their faculty mentors model defensive, legalistic clinical prac-
tice. A broader point to consider, however, is that even if students and young
practitioners do recognize parts of their socialization as dysfunctional and
are critical of them, they are particularly ill-equipped to resist or change
them because they have little power and authority, and they are taught to
accept their powerlessness and degraded status as proper and normal within
the hicrarchical health care work environment. Furthermore, students and
young practitioners are vulnerable to losses it they try to assert their human-
ity or resist their status as “bottom dwellers” in firmly entrenched hierarchies
of power and authority in health care work environments. 1f perceived by
their mentors as uncooperative or unwilling to be professionalized as their
mentors were professionalized (even if they were professionalized pootly or
suffered moral damage), they might be labeled “unprofessional” or “lazy,”
for example. When collegiality erodes and relationships and habits of per-
ception among professionals and students are dysfunctional, mentorship be-
comes a less reliable means of modeling caring professional demeanors,
cood clinical comportment, and good moral perception.

VIII. CUES FOR FUTURE EXPLORATION OF MORAL DAMAGE IN
HEALTH CARE

Two important forms of moral damage common in the context of health care
have now been explored in The fournal of Medicine and Philosophy: cal-
lousness (February 2007, 32, 43-04) and divestiture (here). This literature re-
invigorates a stale literature on kindred phenomena such as burmnout,
disillusionment, and cynicism by focusing in particular on the nature of
moral motivational erosion among health care professionals. Further investi-
gation of moral damage in the context of health care could be devoted to a
number of interesting, important, and complex moral and empirical ques-
tions, such as the following: “Which criteria for choices about the orientation
of one’s career in health care are legitimate and fair to colleagues and pa-
tients? Will expressions of moral damage among healthcare professionals
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diminish or change in the future, perhaps in response o increased emphasis
in health professions curricula on issues of professionalism? When health-
care professionals become morally damaged, how ought organizations re-
spond?” These and other questions suggest to health professions educators
that rigorous attention should be paid not only to cultivating technically
skilled, clinically savvy practitioners but also to guiding their development of
moral perception and to nourishing their characters.

NOTES

1. In “Shouid a Good Healthcare Professional Be (at Least a Little) Callous?” (see references), 1 pose
philosophical and empirical questions about callousness and consider its role in health professions train-
ing. In “Third and Fourth Year Medical Students’ Atritudes and Experiences with Callousness: The Good,
the Bad, and the Ambiguous” (see references), my coauthors and I report on students’ attitudes about and
experiences with callousness in their training and discuss the significance of callousness in informal pro-
fessional dispositional modeling.

2. In her Moral Understandings, Margaret Urban Walker (1998) emphasizes that “a persistent his-
ory of valuaton that can be seen in a good deal of what a person cares for, responds to, and takes care
of” is expressive of a moral agent's “own narrative of moral identity” (112).

3. A wealth of literature considers professional caregivers’ physical well being, mental health, stress
management, and impairment. Selected authors who have recently and notably contributed to this litera-
rure are Reilly & Ring (2007), Spickard (2001, Weiner et al. (20013, Glasherg, Eriksso, & Norberg (2007),
and Boisauhin & Levine (2001).

4. See references to Figley (1995).

5. 8ee reference to Rentmeester, Badura Brack, & Kavan (forthcoming).

6. See reference to Levi et al. (2004).

7. See references to Maslach and Jackson (1981a, 1981h).

Several scholars continue to use the MBI to follow-up on Maslach’s, Jackson’s, and Cherniss’s
work on burnout among human service professionals. See references to Rafferty (2001), Anderson (2000),
Botritz et al. (2005), McGrath, Reid, & Boor (2003), and Richardsen (2004).

9. It is worth noting that Cherniss did not just observe health care professionals hut also teachers,

@

therapists, and attorneys who serve vulnerable members of the public,

10. Cherniss's more recent work on emotional intelligence in the workplace grows from his previ-
ous work on burnout; it develops how conceptions of professional identity influence a person’s knowl-
edge about and management of emotions, recognition of others’ emotions, motivation to respond
empathically to others, and ability to manage relationships with significant emotional content and
challenges.

11. Cherniss (19935), 42.

12. See reference to Stemberg (2000).

13. Cherniss (1995), 42.

14. Rentmeester (2007), 48-9.

15. Cherniss (1995), 37-45.

16. Cherniss (1993), 31-9.

7. Cherniss (1995), 42.

18. See the article by Coulehan & Williams (2001). Andrea’s narrative is explored in detail in this
article. These quotations are drawn from it

19. Cherniss sees four different ways in which; professionals developed new types of goals. He calls
these “going for the gold” (pp. 52-3), “the search for greater intellectual stimulation” (pp. 54-3), “seeking
staws” (pp. 55-6), “becoming one’s own hoss” (pp. 56-7), and “looking for less difficult clients” (pp.
37-9).

20, Andre (2002), 122.

21. See Fox, Myers, & Pearlman (2007).

22, Cherniss (199%), 51-%.
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REVIEW

Conscientious objection to abortion and
reproductive healthcare: a review of recent
literature and implications for adolescents

Kathleen M. Morrell* and Wendy Chavkin®

Purpose of review

Conscientious objection to reproductive healthcare (refusal to perform abortion, assisted reproductive
technologies, prenatal diagnosis, contraception, including emergency contraception and sterilization, etc.)
has become a widespread global phenomenon and constitutes a barrier to these services for many women.
Adolescents are a particularly vulnerable group because some providers obiject to specific aspects of their

reproductive healthcare because of their status as minors.

Recent findings

Recent peer-reviewed publications conceming conscientious objection address provider attitudes to abortion
and emergency contraception, ethical arguments against conscientious objection, calls for clarification of
the current laws regarding conscientious objection, legal case commentaries, and descriptions of the
country-specific impact of policies in Russia and ltaly.

Summary

Conscientious objection is understudied, complicated, and appears to constitute a barrier to care,
especially for certain subgroups, although the degree to which conscientious objection has compromised
sexual and reproductive healthcare for adolescents is unknown. Physicians are well positioned to support
individual conscience while honoring their obligations to patients and to medical evidence.

Keywords

abortion, conscientious objection, contraception, reproductive health

INTRODUCTION

Conscientious objection is defined as the objection
to participate in an activity on ethical or moral
grounds. Conscientious objection to reproductive
healthcare (refusal to perform abortion, assisted
reproductive technologies, prenatal diagnosis, con-
traception, including emergency contraception and
sterilization, etc.) has become a widespread global
phenomenon and constitutes a barrier to these serv-
ices for many women. Adolescents are a particularly
vulnerable group because some providers object to
specific aspects of their reproductive healthcare
because of their status as minors.

TEXT OF REVIEW

The consensus of the international human rights
community (the UN Committee on Economic,
Social and Cultural Rights, the UN Committee on
the Elimination of Discrimination against Women,
and the UN Human Rights Committee, the

1040-872X Copyright © 2015 Wolters Kluwer Health, Inc. All rights reserved.

European Court of Human Rights) and the medical
and public health community (FIGO, ACOG, WHO,
etc.) is that the rights of the provider need to be
balanced with the rights of the patient to have access
to healthcare [1] (Fig. 1). There must also be safe-
guards to ensure patients receive accurate infor-
mation and timely care through referral. In
emergency situations, a patient’s needs should
trump the provider’s beliefs and objectors must
provide necessary care. International and regional
human rights bodies, governments, courts, and
health professional associations have developed
different guidelines with regards to conscientious
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Potential barriers to the use of health services among
ethnic minorities: a review

Emmanuel Scheppers®, Els van Dongen®, Jos Dekker®,
Jan Geertzen and Joost Dekker®

Scheppers E, van Dongen E, Dekker J, Geertzen J and Dekker J. Potential barriers to the uge of
health services among ethnic minorities: a review. Family Practice 2006, 23 325-348.

Background. Ethnic minority patients seem 1o be confronted with barriers when using health
services. Yet, care providers are often oblivious to these barriers, although they may share to
some extent the burden of responsibility for them. In order to enlighten care providers, as to the
potential pitfalls that may exdst, there is a need 1o explore the different factors in the creation of
the barriers.

Objective. Therefore, the objective of this paper is to present an overview of the potential
harriers and the factors, which may restrict ethnic minority patients from using health services,
according to the literature available.

Methods. Anicles published from 1980 to 2003 were identifled by searching electronic
databases and selected through titles and abstracts. The articles were included if deemed 1o
be relevant to study health services use by ethnic minorities, Le. the different factors in the
creation of a barrier.

Results. There were 54 articles reviewed. They reported on studies carried out in different
countries and among different ethnic minorities. Potential barriers occurred at three different
levels: patient level, provider level and system level, The barriers at patient level were related to
the patient characteristics: demographic variables, social structure variables, health beliefs and
attitudes, personal enabling resources, community enabling rescurces, perceived iliness
and personal health practices. The barriers at provider level were related to the provider
characteristics: skills and attitudes. The barriers at system lavel were related to the system
characteristics: the eorganisation of the health care system.

Conclusion. This review has the goal of raising awareness about the myriad of potential
harriers, so that the problem of barriers to health carg for different ethnic minorities becomes
transparent. In conclusion, there are many different potential barriers of which some are tied to
ethnic minorities. The barriers are all tied to the particular situation of the individual patient and
subject to constant adjustment. In other words, generalizations should not be made.

Keywords. Potential barriers, health services use, ethnic minorities.

Introduction belief, ot a new phenomenon. It has taken on many

forms, from labour migration in countries like the UK
Populations in western industrialized countries become and France to the inunigration of settlers in the USA,
increasingly multi-ethnic as a result of the internation- Canada and Australia. There has been the migration of
alization of the market place and the successive opening refugees fleeing from hostilities and of asvlum seekers
of borders.! The rise in migration is. conlrary to popular secking refuge in countrigs such as Sweden and the
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United States.” ™ In receiving countries. newly arrived
nrigrants have often been concentrated in poor, low
status regions of major cities. They usually live in low
standard accommodation and under less favourable
living conditions and health.” The World Health Organ-
izations objective of ‘Health for all by the vear 2000
suggests that we should ensure that ‘ethnic minorities’
also have equal access 1o health services, regardless
of their standing in society.” Equal access to health
care is a fundamental human right

Although migration is the norm and health care a
natural right of every individual, ethnic minority
patients seem ta be confronted with barriers when
using health services. Their use of health services is
also lower, when compared with their non-immigrant
counterparts.”1” Yet, care providers ofien are oblivi-
ous to these barriers, although they may share to
some extent the burden of responsibility for them.
Most of their attention is directed towards language
discordance and cultural differences, which can lead
to biased or false conclusions.! Language and caiture
are by no means the only factors that may act as a
barrier. In order to enlighten care providers, as to the
potential pitfalls that may exist, there is a need to
explore the different factors in the creation of the
barrigrs. Therefore, the objective of this paper i5 to
present an overview of potential barriers and the
lactors, which may restrict ethnic minority patients
from using health services, according to the literature

Methods

Definiions

Patentigi harrier. 1f patients’ expectations or health
beliefs are not in line with what is proposed by the
care provider, they may experience barricrs to the
use of health services. When the end result is not in
line with the treatment received, barriers mway also
come into existence. A barrier, as it is used in this
papet, restricts the use of health services. It is a wall
or limit that prevents people from going into an area or
doing what they want to do. The lack of health insur-
ance, for example, can prevent people from using health
services, The limitation to speak the local language,
for example, can prevent people from commpiunicating
adequately with their physician.

A potential barrier is a barrier that only afflicts us
under certain circumstances or only afflicts some of us,
mostly the socioeconomic vulnerable ones. As we will
see, a barrier that only afflicts us under certain circum-

stances s, for instance, irregular public transport. I

there is no need to use the public transport, irregular
public fransport does not act as a barricr {e.2. {0 car
owners). If public transport is needed, irregular public
transport acts as a barrier. A barrier that only afflicts

some of us is for instance health insurance coverage.
For the socioeconomic vulnerable ones, the price of
health services can act as g barrier if a health service
is not covered by their health insurance, or is only partly
reimbursed.

Use of health services. The use of health services 18
defined as the process of seeking professional healik
care and submitting oneself to the application of
regular health services, with the purpose to prevent
or treatl health problems. In this paper we focus on
all possible barriers in relation to this process. Although
the decision to use health services is stated to be an
individual choice, we mmagine that these choices are
maostly framed in the social context through cultural,
social and family ties; especially for ethnic minorities.
Many ethnic minorities first try to solve hiealth problems
on their own, or in the circle of family members and
friends. If one does not succeed, the help of a ‘great’
man in the conumunity is usually calied upon (preachers,
spiritual healers). The help of regular health services
is often only called upon after an escalation of the
complaints of iliness.’”

Fthnic minority. The concept ‘ethnic minority’ is
broadly defined in this paper. It refers to many different
ethuic groups of extreme heterogeneity. The concept
is wsed for groups that share minority states in their
country of residence due to ethnicity, place of birth,
language, religion. citizenship and other (cultural} dif-
ferences. It sets apart a particular group in both numer-
ical and {often} socioeconomical terms. Members of
these groups are considered to practice different cul-
tural norms and values from the majority culture and
{often) a different mother tongue.” ™" Bthnic minorities
vary in duration of stay and acculturation and between
different ethnic minorities there exist different degrees
of aceess to the majority culture. The concept ‘ethnic
minority’ includes groups from newly arrived immig-
rants to (minority) groups that have been a part of a
country’s history for hundreds of years. Examples of the
second type of these groups are the Aboriginals in
Australia or American Indians in the USA. They are
in fact the original inhabitants of the country.

Patieni, provider and system level. Barriers can pre-
sent themselves to patients, health care providers
and the organization of health services, in other
words the health care svstem itself. Therefore we say
that barriers occur at patient level, provider level and
system level. By patient level we mean related to patient
characteristics, such as sex, cthnicity, income, ote. By
provider level we mean related to provider character-
istics, such as sex, skills, attitudes, ete. By system level
we mean related to system characteristics, such as
policy, arganizational factors, structural factors, etc.
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Potential barriers to the use of health services among ethnic minorities 327

Search and selection

Research gquestion.  'The research question of the liter-
ature research was “What is known about the factors
that hinder the use of health services among ethnic
minorities?’

Search straregy. To apswer the research guestion,
articles were identified by searching the databases
Medline. Embase, Psycinfo, Cinahl and Web of Science.
The searches were Hmited to articles published between
1990 and 2003 and performed by the first author of
this paper in September 2003. The databases were
searched using keywords that covered the domains
thealth services’, *use’ of health services and ‘ethnic
minorities’. The different keywords used to search
are presented in the appendix.

Selection. The articles were selected through titles and
abstracts by the first author of this paper. The selection
was based on inclusion and exclusion criteria. The res-
ults of the scarch were completed by tracking references
from studies already included.

Inclusion criteriz,  The articles had to report on the
results of research and contain information pertaining
to migrants, health care and factors that may hinder
health services use. The following inclusion crileria
were emploved in this stady. Puhlication date: 1990
2003, The articles had to be published between 1990
and 2003, Type of population: ethnic minoritics. The
articles had to report on the use of health services by
ethnic minorities. Type of study: all types of health
rescarch. The study of potential batriers to the use of
health services among ethnic minorities is still a relat-
ively uncharted course. Therefore, not only articles on
gquantitative resecarch were included, but also articles
on qualitative research, as well as hiterature reviews
and a few published essavs too. The studies had to
report on health research, i.e. the usé of health services.
Type of outcome measures: potential barriers and
the factors. Outcome measures had to be factors that
hinder the use of health services and that can act as a
barrier.

Exchusion criterin. The following exclusion criteria
were employed 1 this study. Type of study: summaries.
Articles in summary form only were ot included in this
study. Type of intervention: health education. Articles
on health education were excluded.

Analvsis

Quality assessment. Duc to the heterogensity of the
included studies, the studies are not sufficiently com-
parable to each other. Therefore, the assessment of
the methodological quality of each study seemed not
appropriaie to us. Although the literature search, the

selection of studies and the extraction of data were
done systematically, the review cannot to be compared
with a systematic review; there was no quality assess-
ment done. The aim of the study was to explore and
identify as many (potential) barriers as possible. Also,
the extracted (potential) barriers are not exclusively
evidente-based phenomena.

Darg exiraction.  Data extraction of the articles was
compiled by the first author of this paper. The first
author read the available titles and abstracts identified
in the different database searches. as well as the selee-
ted articles. The articles were soreened for the different
variables as presented by the theoretical framework
wsed.

Theoretical framework., We used Andersen’s beha-
viour model of health services use as the theoretical
framework. ¢ The aim of using the Andersen-
model is to reveal conditions that hinder the use of
health services. The model is a valuable tool to select,
identify and sequence the relevant variables in the
process of health services use.

In the Andersen-model the use of health services
is related to four main components: (1} 'Population char-
acteristics” (i) ‘Environment’; (ifi) ‘Health Behaviour’
and (iv} ‘Health outcomes’. (i) Population character-
istics consists of ‘predisposing characteristics” (demo-
graphic variables, social structure variables and health
belief variables), ‘enabling characteristics’ {personal
or family enabling rescurces, community enabling
resources) and meed characteristics’ (individual per-
ceived need, prafessional evaluated need). (i) Environ-
ment consists of ‘exiernal environment' (physical,
political and economic) and ‘health care system’ (policy,
resources and organization). (iii} Health behaviour
consists of ‘use of health services’ (type, site, purpose
and time interval) and ‘personal health practices’
{do-it-vourself remedies). (iv) Health outcomes consist
of ‘consumer satisfaction’ (convenience, availability,
financing, provider charaeteristics and quality}, health
status’ and ‘perceived heaith status’ **7/

‘The Andersen-model was also used by us 1o belp
arrange the potential barriers. We present the barriers
under the subject headings of the Andersen-model. We
condensed the subject headings into three main groups
which we have called Patient level’, “Provider level
and “System level’. By doing so, the nmyriad of potential
barriers Is easier (o oversee.

Resulis

Out of the 300 titles and abstracts, a total of 56 articles
were selected for inclusion. Finally, 54 articles were
reviewed. as 2 of the articles were not avatlable through
Diutch university librarics.

HHS Conscience Rule-000538054

GEAPISE

i

anf A g

5 ABTERATIN GF 160




Case 3:19-cv-02769-WHA Document 57-14 Filed 09/09/19 Page 103 of 351

328 Family Practice—an international journal

The articles were classified into four different types
of studies: Quantitative studies {(n# = 28); Qualitative
studies {n = 10); Combined studies (n = 6), that com-
bine quantitative and qualitative methods and Other
studies (# = &), like literature studies and essays. The
reviewed studies were carried out in 11 different
countries and a greal number of ethnic minorities
were involved. Different types of health services were
studied. The different types were Health care in general:
Preventive care; Dental care; Prenatal care; Primary
health care; Care for the children; Care for the elderly
and Mental health care.

A great number of potential bartiers were identified.
The identified potential barrices referred to population
or patient characteristics (i.e. predisposing characterist-
ics, enabling characteristics and need characteristics):
health behaviowr {ie. patients’ personal health prac-
tices); health outcomes (Le. provider characteristics)
and envircument (ie. the organizational factors of
the health care system). The barriers are presented in
three groups of barriers: {1} potential barriers at patient
level: (2) potential barriers at provider level and (3)
potential barriers at system level. An inventory of the
potential barriers can be found in Table 1. The charac-
teristics of the articles reviewed are summarized in
Table 2.

Potential barriers at patient level

Demographic variables
Age. Being of younger age can act as a barmrier for
non-immigrant as well as immigrant patien‘(s.g Being
younger than 24, acted as a potential barrier to ethnic
minority gravida’s beginning prenatal care in the later
stages of pregnancy.'

Gender.  Being a male or a female can act as a barrier
for non-immigrant and immigrant patients.” Males
and females have many similar [ife experiences and
opporiunities, but as they occupy different positions
iy the home and in the labour market they are exposed
to different health rtisks.' Being an ethnic minority
male and having a low acculturation level together
with some kind of social support, acted as a potential
barrier to the (hypothetical) notion of entering a
nursing home.””

Muarital status. Being unmarried can also act as a
barrier, although marital status may be less of a barrier
than a predictor of need 5" Being married was one of
the most influential determinants of health care access
among ethnic minority patients. This is the conclusion
of an analysis of the relationship between traditional
health beliefs and practices, and the access to health
care and use of preventive care. The predictive power
of marital status was attriboied to the fact that

pregnancy and childbirth provide a point of entry
into health care.™

Social structure variables

Ethnicity. One’s cthnic background can act as a
barrier and this may account for the less frequent use
of more specialized services.™

Education.  Low education can act as an barrier 1o the
access of health care, health publicity and the measures
S 8,232
it incorporates.>”*

Social class and economic stafus.  Lower social and
soctoeconomic status can act as a barrier to health
care and health advertiﬁjr\g.“"zj"ﬁ‘zﬁ’z"? There can be a
comnionication breakdown due to the difference in
social status between the ethnic minority patient and
care provider. These problems indeed have a disadvant-
ageous effect on the patient’s perceptions towards the
use of services provided.™

Living conditions. Insecure living conditions ean act
as a barrier, especially in the case of pregnant women
and their foetuses. Signs of insecurity include having
to live in slum-like dwellings where there are drugs
and crack houses within the neighbourhood. Even
with burglar bars on windows and doors, the sense of
insecurity in these environments is still very much
apparent. If prenatal clinics are situated in such
unsafe environments, the attendance figures may be
in sericus jeopardy. To raise attendance figures
protection 18 needed to provide a safe and secure
environment.”

Life stvle.  Poor state of health due to drug addiction
can be seen as a barrier to prepatal health care
Prostitutes and pregnant drug users often do not get
prenatal care because of their plight. They are receiving
assistance for substance abuse and this help is not
offered in prenatal clinics.”

Eating habits that do not conform with medical
dietary recommendations, like the use of traditional
dishes, can also act as a barrier. People using high fat
and high sugar in traditional diets may not accept a
diet that is low in fat and low in sugar as they find it
unappetizing because of its lastelessness.””

Family and social supporr.  Lack of family and social
support can act as a barrier to health care. Clearly family
support 18 advantageou$ in providing emotional
support to the (ethnic minority) patient.” Clearly kin-
ship can furnish assistance, companionship and of
course stability,”™ even though family support can be
viewed only in an unconstructive way when collective
family responsibilities take precedent to individual
28,30
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Potential barriers to the use of health services among ethnic minorities

TARLE 1 Inventory of putential barriers to the use of health servi

ey @mong ernic mirerities

Patient fevel Frovider level Systemn: level

Deurographic varjables Provider characteristics Medical paradigm™

Age®? Madical procedures and practices™ 47 Counsumerist approach®?

Gender™ %24 Orpanisational factors

Marital status™20% Orientation on mmediate complainfu Referral system

Social stiucture variables Intake procedure and opening hours™ *>%
Bithnicity™ Program orientation and erhmic matching™ Consultancy appoiniments and

. . 0121524 28 31,34.35.57
watling fime’” AL 218,24.28,51,54.35.57

. 822 11 18.27,28,31 35,3648 63 i ¢ i
Edacation®™*?* Slills!#2728A1355048.63,61 The length of consultation and
B
tredtimest 627

5 - g 2,212 . . S—38, 44 48 6] . i . . 3 - iy - GE

Social class and cconomic status™h PBehaviow k AL A Printed materialy and other media forms®
. e 28 - g Y P S TR T Y

Living conditions™ Communication style™ Translation™”7>>

Life style™™?” Styke of providi

. . oam
¢ information™

Family and social support Client approach™ !
iprad I, oy HNAT.62
Culture’ Rilingnalism™*70
. : 4, 1,12,06,325 Tom aiationiSd3
Duration of stay™ !534 Translation
Acculturation ¥ Caultural knowledge™

Family involvement™**

10,28

Religion/spirituality

Parallel scts of belief and practices”™® #3049

L

Local language skills"* 1%

12434647

Communication

Translation
Health bel:

Timme orientation and concepts

s and atbtudes

hievament ™00

£

Values concerning health and ilines,

Perceptions and aititudes towards health services and personael”'®

. P . 5 79 30,3750
Knowledge about physiology and discase”?0 s
Personal enabling resources

3,35

Imnugration rules

Income/financial means®!®**% =
Eoiry to health insurance’ \::
Health imsurance benefi®? 184+ ;
Sources of advise and regular source of care ;;
Knowledge of health services and how o use them” ™ ¥,14,42.59.60 i
Available time and stress constraint™! 429353750 L
Comnunity enabling resotirces °

Availability and delivery of services®™ 3
24,33:38 2

Price of health services

- e 91,1 826.31.35.,37.54
Transportation and travel time®?10i828.2135.37.54

Perceived illness
Perceived couse’™

Personal health practices

Traditional remedies and self-treatment™! %2123

Table | shows an invenfory of potential barriers as indicated by terature reviewed. The objective of the review was the presentation of
an overview of potential barriers to the use of health care services among ethnie minorities
The potential barriers identified are presented under the subject headings of the Andersen’s model of health services use. We condensed the
subject headings into three main groups which we have called: ‘Patient level’, Provider level” and “Systems level’. By doing 50, the mryriad of
petential barriers is easier to overaee.

Potential barriers at patient level incorporate: demographic variables, social structure variables, health beliefs and attitudes, personal enabling
resources, community enabling resources, perceived illness and personal health practices. Polential barriers at provider level incorporate:
provider characteristics. Poteatial barriess at svstem level incorporate: organisational factors
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TapLe 2 Characterisiics of the articles reviewed: health care sector, country, ethnic minvrity, level of eccurrence and potential barvier, tvpe of study, first author and reference

HC sector Country Ethnie minority Level of occurrence, Type of study First author Ref
potential barrier
HOG Australia Thal migrant women Fatient level Combined study FHrojwong (2002) *
Liocal language skills
Translation
Perceptions and attitudes towards
rvices and personneal
me/financial means
> of health services
Provider leval
Behaviour
Btyle of providing information
System level
Referral system
Printed materials and other media forms
Canada Immigrants: born outside Canada Fatient level Quantitative study Blais {1999} !
or whose mother tongue (sl Local language skills
understood) was neither French Frovider fevel
aor English Skills
Neweomers: Arab 42%; Spanish 19%; Patient level Quantitative study Matak {1996) 4
Polish 15%; Chinese 6%:; Duration of stay
East Indian 2%; Vietnamese 2%; Local fanguage skills
Hastern Hurope/South and Central System level
America/Africa 4% Consultancy appointiments and waiting time
Germany Turkish (oymigrant women Patient level Cither study Berg (1997} 2
Values concerning bealth and illness
The Netherlands First generaton immigrant groups: Patient level Quantitative study Stronks (2001} =
Surinamese, Metherlands Antilleans, Fithnicity
Turkish and Morocean peopie
26

New Zealand

Switzerland

Cambodians

(Imymigrant patients in general

Patient Jevel
Social class and ceonomic status
Duration of stay
Local language skills
Vahies concerning health and ilness
Perceptions and attitudes towards bealth
services and persopaek
Provider {evel
Paralle! sets of beliefs and practices
Patient level
Local language skilis
Commaunication
Translation

Provider {evel
Translation

Quantitative siudy Cheung (1995}

Combined study Singy (2003}

oce
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Thailand
HCG, PC UK
HCG UK

UsA
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Khimer and Barmese labour migrarts

Different ethnic groups: Carribeans,
African Carribeans, West/South Africans,
Fast Africans, South Astans, Indians,
Indians form the subcontinent, Pakistanis,
Bangladeshis, British Asians, African
Asians, fndian Astans, Chinese, Scots,
Irish, Ewropeans

Migrants in general

{Impmigranis in general

American Indians and Alaska natives

Blacks, other races, Hispanic origln

Patient level
Traditional remedics and self-treatment

Patient level
Cultare
Local language skills
Income/financial means
Knowledge of health services and
how touse them
Transportation and travel tme
Perceived dlness

Provider level
Skills

Systeim level
Consuitancy appointments and walting timie

Patient level

Values concerning health and iluess
Provider level

Skills

Behaviour

Patient level
Age
Gendey
Social class and economic sfatus
Tocal language skills

Perceptions and attitudes towards health
services and petsonnel
Knowledge about physiology and disease
Immigration rules
Health insurance benefits
Available time and stress coustraint
Trapsportation and travel time

Provider Tevel
Medical procedures and practices
Culturad knowledge
Paral

ots of belief and practices
Patient level
Income/financial means
Availability and delivery of services
Transportation and travel time
Patient level
Druration of stay

Page 106 of 351

Quantitative study  Entz (2001) i
Other study Smith (2000} i
Other study Eshiett (2003} ”'x
Cuantitative stady Garret {1998} ’
Ouantitative study Cunningham (1995) 4
Quantitative study  Leclere (1994) i
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Tasie 2 Continued

HC sector

Country

Ethnie minority

potential barrier

Type of study First author

Bef

American Lat fmmigrants, adults:
Hispanic Ax ans, Cuban Amevicaus,
Mexican Americans, Paer an
Americans, South or Central America
Americans

Amevican Latino children

Mexican Amcerican: children of
Mexican ancestry

African Americans, Latinos,
Ag and other

Caribbean ieumigrant adolescents

Provider {evel

Paticnt level
Marital status
Education
Duration of stay
Tocal fanguage skills
Time orientation. and concepts of
achievement
Values concerning health and ilness
Income/financial means
Health insurance benefits
Source of advise and regular o
Availability apd delivery o
Transportation and travel tha
Traditional remedics and self-treatment
Provider level
Skills
Behaviour
System level
Consultancy appeintments and waiting Hme

Fatient level
Hducation
Acculturation
Perceptions and attitudes towards
health ces and personnel
Income/financial means
Health tnsurance benefits
System level
Comsullaney appoiotioeats and wailing Lime

Patient level
Health jasurance benefifs

Faticat level
Dration of stay
Acculturation

AR AL UGN T

Quantitative study Pérez-Stable (1997)

Other study Flores (1998}

Quantitative study Smith (1996)

Guantitative study Mueller {1998)

Boais (1998)

Cruantitative study

47

24

539
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Working poor inmigrant women;
countries of origin: Haiti, Jamaica,
{iominican Republic and the
Saviet Union

Chinese imigrants

Himong {Southeast Asian) patients
{former refugees)

Cambaodian, Laotian and Navajo cultures

Vietnamese

Medicare beneficiaries

Turkish migrants

Turkish familics

Faticot fevel
Income/financial mes
Health insurance benefits

Patient level
Values concerning health and fliness
Knowledge of health services and
how to use them
Provider fevel
Paraliei sete of belief and practices

Frovider level
Behaviour

System level
Consuitancy appointments and walting fime
Length of consultation and treatment
Trapslation

Patient level

Acculturation

Local fanguage skifls

Time orientation and concepts of

constraind
Transportation and travel time
Traditional remedies and self-treatment
Provider i
Religion/spirityality
System level
Referral system
Consuitancy appointments and waiting fifoe

Patient level
Marital status
Sociad class and economic status
Values concertiing health and iliness
Health insurance benefits
Saurces of advise and regular sourcs of care
Traditional remedies and self-treatment

Patient level
Income/financial e
Health insurance be

nefits

Patient level
Local language skills

Patient level
Koowledge of health services and
how to use them
Tradiional remedies and self ireatment

Ouantitative study

Combined study

Cuslitative study

Other study

Cuantitative sindy

Quantitative study

Quantitative study

Cualitative study

Weitzman (1992

Ma {1999}

Barrett {1998}

,k
()

Pano:

i

3000}

Jenkins (1996)

Gornick (1996}

Grube (2001}

Schepker (1999)

13

2t

6
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TapiLe 2 Contnued
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HC sector Country Ethmde misority Level of ocourrence, Type of study First avnthor Ref
potential barrier
The Netherlands Surinamese, Netherlands Antilleas, Patient level Quantitative study Have (1999) z
Turkish and Moroccan women tromigranis Social elass and econormie status
Values concerning health and iliness
Perceptions and atfitudes towards
health services and personnel
Kurowledge of health scrvices and
howr to use thern
Provider level
Skills
Bebavicur
Farallel sets of belief and practices
System level
Intake procedures and opening hours
Length of consultation and treatment
Surinamese outpaticnts Patiend fevel Combiged study Kaipscheer (2001) 12
Duration of stay
Values concerning health and illness
Systen: level
Consultaney appointments and wailing time
Sweden Turkish born inumigrant women Patient level Cualitative study Bédrahielm (2000} ?
Values concecaing bealth and illness
UK Asian people of Pakistan and Patient level Combined study Hatfield (1996} A
Bangladesh origin T.ocal language skills
Values concerning health and iliness
Knowledge of health services and
how to use them
Provide
Beha
System level
Medical paradigm
Different etiinic groups; the most Provider level Other study Bhur (2002} o4
comunonly reported aggregated categories Skills
were: Blacks, South Asians and Whites Behaviour
USA Bilacks Patient fevel Ouantitative stady Millet {1996} 3
Values concerning health and illness
st

Low income Latinos

QLT BTN G705

P AT QLRGP

ELRIBLE

Patient level
Jaluss concerning health and iliness
Traditional remedies and sclf-treatment
Provider level
Patient approach
Farily involvement

s e R ALY GG BT,

Other study Miranda {1996}
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DC

@

PNC

PNC, G&0O,

Canada

Germany
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Hispanics, African Americans, Asian
and other ethnic groups

Asians

Agocrican Latino imynigrants, ada
Hispanic Americans, Cuban Americans,
Mexican Americans, Puerto Rican
Americans, South or Central

Axmnerica Americans

Low inceme Hispanic
immigrant women

First nation tribes

Turkish {m)migrant women

Patient level
Local language skills

Provider lavel
Program orientation and ethnic matching
Bilinguaiisio

Quantitative study Snowdes (1995)

Patient level Cluantitativ

Local tanguage skills

yos {1995}

Paticat level Other study Diaz (2002)

Acculturation
Tocal language skills
Translation

Perceptions and attitudes towards
health services and peisonnel
Imunigration rules
Income/financial means
Health insurance benefits
Available time and siress constraint
Price of tiealth services
Transportation and travel time
Provider fevel
Skills
Behavicur
System level
Tntake procedures and opening hours
Consuitancy appoiniments and waiting time
Length of consultation and treatment
Translation

Patient Jevel Joaes (2002)
Social class and economic status
Immigration rules
Income/financial means
Eniry to health insuranc
Health insurance benefits
Provider ievel
Cudtural knowledge
Family tavolvement

Quantitative study

Fatient level
Values concerning health and illness
Knowledge about physiology and discase
Available tme and stress consiraint
Provider &
Medical procedures and practices

Cualitative study Sokoloski (1995)

Patient level David (1997
Fducation
Social class and economdc status
Translation
Frovider evel
Translation

Gther study

404
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Tapre 2. Contirned

HC sector Counlry Ethuic minority Level of occurcence, Type of study First author
potential barxier

PNC UK Asians originating from the Paticnt level Combined study Weollett (1995}
Indian subcontinent Acculturation
Values concerning bealth and illness
Provider level
Skills
Behavicur
Pavallel sets of belief and practices
Usa Low income Hispanic immigrant Patient level Cualitative study Byrd (1996)
Women Age
Perceptions and attitudes towards
health services and personnel
Health insurance benefits
Transportation and travel time
Peovider level
Medinal procedures and practi
Svstem level
Consuliancy appointments and waiting time
Length of consultation and freatment

African Americans Fatient level Qualitative study Morgan {1996}
Living coaditions
Life style
Family and social support
Local languoage skills
Values concerning health and illness
Income/financial means
Kriowledge of health services and
how to use them
Trawsportation and travel tine
Fraditional remsedies and self-ircatiuent
Provider level
Skills
Behaviour
Religion/spirituality
Parallel sets of belief and practices
Svstem level
Consultancy appeintments and walting time
Length of consultation and treatment

African American and Mexican Patient level Cuantitative siudy Gray (1995}
Anerican mothers and thelr newhaorrns Local fangoage skills

Kanowledge about physiology and disease

income/dinancial means

Eniry to health insurance

A
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PHC

Israel

MNetherlands

Switzeriand

USaA

Case 3:19-cv-02769-WHA

Hroong women clinic patients

Soviet immigrants

Ethnic minority parents who visi
the GF with a child-patient: th
were born in different countr
Maoro Tirkey, Surinam, Pakistan,
Cape. Virdi, Bosnia ete.

parcnts

Chinese

(Imjmigrant patients in general

Blacks

American Latino inunjgrants, adults:
Hispanic Americans, Cuban Americans,
Mexican Americans, Puerto Rican
Americans, South or Cerntral America
Americans

Kunowledge of health services and
how to use them
Available tine and sicess constraint
Transporiation and travel time
Provider Tevel
Medical procedurcs and practices
Behaviour
System level
C
Provider level
Medical procedures and practices
Communication style
Bilingualism
System level
Intake procedures and opening hours
Translation

Patient level
Local language skills
Communication
Translation
Provider level
Orientation on inudediate complaint
Systen level
Consumerist approach

Patient level
Commuorcation

Patient level
Local language skills
Translation
Kuowledge of health servi
how o use them

Provider fevel
Skilts
Patient level

Life sty
Faniily and social support

2

Kaowledge about physiology and disease

Income/financial meang
Available time and s
Price of tealth services

33 constraint

Faticat level
Faroily and social support
Local language skills
Time orientation and coneepts of
achievement

opsuitancy appointments and waitiog time

Document 57-14 Filed 09/09/19 Page 112 of 351

Cualitative study Spring {1995

Qualitative study

Quantitative study Wieringen {2002}

Cuantitative study Watt (1993}

(uantitative study Perron 2003)

Qualitative study Fl-Kebbi (1996)

Crualitative study Lipton {1998)

Remennick (1998)

42

46
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Perceptions and attitudes towards
health services and personnel
Knowledge about physiology and discase
Immigration rules
Income/financial means
Sonrces of advise and regular source of care
Traditional remedies and self-treatment
Provider fevel
Patient approach
Cultural knowledge
Faraily involvement
System level
Translation

CE Usa Latinos, the cldedy Patient level Quantitative study Wallace (1994) 36
Income/financial racans
Korean-Americans Patient level Cuantitative study Moon (1995} »
Kaowledge of health service
how fo use thém

Japanese Americans Fatient level Quantitative study MoCormick {1996} ®
Gender
Marital status
Acculturation
oC LiSA Cubturally diverse children Patient level Combised study Thaxp {1991} =

Draration of stay
Local fanguage skills

Tabie 2 shows the characteristics of the articles reviewed.
The ctive of the liferature review was the presentation of an overview of potential barriers to the use of health care services among ethnic minorities; see Table 1

Health Care sector: refers to the type of health service studied.

Country: refers to the country where the study was undertaken.

Etlinic minority: refers to ethnic minority studied.

Type of level and potential barrier: refers to the potential barriers as indicated in the articles reviewed and to their level of occurrence. Potential barriers ocourred at three different levels: 4t
patient level, at provider fevel and at system level,

Type of study: refers to the type of study presented in the articles reviewed. The studies are classified into four types of studies: the (1} guantitative study, the (2) gualitative study,
the (3 eombined study, these ave studies that combine quantitative and qualitative methods, and the (4) other study: these are the Hieranore study and the essay.

First Anthor: refers fo the frst author aad the vear the article was published.

Reference: refers to the identification number of the publication presented in the Hst of References.

Abbreviations: HCG: Health Care in General; MHC: Mental Health Cave; DC: Dental Care; PC: Preventive Care; PNC: Prenatal Care; G&O: Gynaecology and Obstetrics; PHC: Primary
Health Care; HC: Hospital Care; CE: Care for the Elderty; OC: Care for the Children.
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Culture.  Bthnic minority patients’ cultural perceptions
about symptoms may act as a barrier, as their needs
may be differently expressed, Ethnic minority groups
may present classical symptoms in a different way,
which could result in a missed diagnosis {e.g. the
symptoms of a confirmed heart attack). Also, referral
rates from a general practice to radiclogical examina-
tions may be higher, although the outcomes less often
report abnormalities. Due to cultural perceptions
about symptoms it seems more difficult to arrive at
an appropriate diagnosis.”

Duration of stay,  Duration of stay shows mixed res-
ults. Some studies suggest that short stay durations can
act as a barrier. They have a disadvantageous effect as
itis an important predictor of both bealth-seeking beha-
viour and attitndes and strongly coffect immigrants’
access and volume of care M H%0959% Newcomers are
the most in need of education in the utility of health
services; especially the mrost vulnerable, less kunow-
ie ones, who bave less access 1o ambulatory
23 They are almost as restricted in their access
to health care as those without any health insurance,
regardless of their health insurance status' On the
other hand, however, other findings report that there
is no discernable evidenece to support this view ™

Acenlturarion.  Low level of acculturation can also be
restrictive and act as a barrier M2 #A3I335 A conttyra-
tion or familiarity with western health practices can
bring ethnic minority patienis to gradually subscribe
to western values and practices, along with their own
traditional methods of health care™ Hypothetically
al least, high levels of acculiuration are reporiedly a
powertful predictor for the intention of ethnic minority
patients Lo join long-lerm health services in the form
of nursing homes.”"

Local language skills.  Lack of local language skills can
act as a barrier. It is one of the major factors that pro-
hibit the use of health scrvices because it jeopardizes
effective communication between ethnic nunority pati-
ents and health care personnel H8H2628323330-8 1 Giag
of the fact that most messages and instructions are
communicated in the local tongue, people may feel
embarrassed to seek out services. Conversely they
may feel hindergd because of their own inepiness at
expressing their feelings due to language difficulties
and reading ineptitudes.”™* %" The inability to com-
municate in what is not their mother tongue inevitably
feads to discriniination; due to the lack of a common
language they struggle to express their inner feelings,
to ask questions or to represent themselves or their
families '™¥*  This is especially apparent where
personnel bypass the patient in question only to
communicate instead with a family member® Poor

language skills also have an adverse affect on the
contidence of the patient. It causes yet additional emo-
tional stress and discomfort to the normal stress that
oftenn accompanies medical consultations. Language
difficulties can have a detrimental effect upon the
patient’s ability to comprehend proposed treatments
and remedies. They alsoe hamper the physicians’
attenipts at obtaining vital medical history. Patient’s
ability to comprehend whal is being prescribed is
essential to prevent any misunderstandings with regard
to obtaining informed consent to medicine and ireat-
ments that could present medical risks.*

In contrast to all this, it is reported that difficulties
due to language are less of a problem than they appear
to be. ln certain younger ethnic minority groups the
ability to speak the local language is high and up to
80% of these groups may be registered with a physician
of their own ethnicity, speaking the same wother
t011gue.31

Communication.  Ineffective communication 18
another major barrier in the partnership that should
exist between patients and practitioners. The relation-
ship between an ethnic minority patient and a physician
is essentially vertical due to social differentials forced
by unevenness on linguistic, cognitive and institutional
levels. This gulf scparates patients and physicians
and Invariably benefits the physician more than the
patient.™ Parents of ethnic minority child-patients
experienced the communication with the physician of
their children more negatively, when compared with
their socially dominant counterparts. Différences in
experience were associated with differences in under-
standing each other. ™" The problem of ineffective
communication caused by language difficulties often
stays unsolved, leading to frustration and exasperation
with patients feeling neglected and detached.*”

Transtation.  Attitudes of disapproval towards transla-
tion by an interpreter can act as a barrier. For certain
ethnic minority patients the interpreters are usually
friends, spouse, children or other family members. ™%
As they too often lack the necessary skills to fully
communicate their message, they may fair little better
and even somelimes worse than the person they are
representing.”?

The presence of a professional interpreter can
improve the quality of the conversation whilst at the
same time providing the patient with more lueid
explanations of bis case scenarnio, through enhancing
patient-provider’s face-to-face dialogue and patient
rapport.” 7244 There is however suspicion, on the
part of some patients, who consider the interpreter to
sometimes be economical with the truth. This suspicion
arises from the abruptness of dialogue the interpreter
conveys when translating from the patient’s mother
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tongue. Patients are concerned too about the accuracy
of the translation. This dubiousness is exacerbated by
the reluctance of p&d{/nts to reveal 1o the interpreter
confidential information.”™

Health beliefs and astitudes

Timne oriesntation and concepls of achievement.  Fulure-
oriented goals and emiphasis on individual achievements
and orientation can act as a barrier™"" In western
societies future-oriented perspective is common place
and corresponding with goal settings, and isherent
of the western health care system. Examples of setting
goals are the planning of care, treatment and discharge:
the implementation of quality standards of improve-
ment, ete. The patient’s concept of individual achieve-
ment is another major factor. In many wesiern
societies the role of the family and community takes
second place to the individual’s needs and objectives.
Here, personal ownership is applauded and efforts
to realize one’s own individual needs and financial
security are valued greatly. In other cultures these
virtues are viewed differently. One may alm at
bringing honour to the family and community through
virtues such as generosity, bospitality and conforming
to the share !

Values concerning health and iliness.  Differences in
health beliefs between the patient and the provider,
i.e. the explanatory model of health, illness and healing
methods, can act as a barrier 1o the detriment of the
ethnic minority patients > #1H1226 2830444853 grpnie
minority patients may have one of the following sets
of belief patterns. (1) The belief that western concepts
should be holistically defined; a holistic view integrates
the body, mind and soul™**! (i) The belief that
personal problems and illness are caused by exiernal
factors such as family relationships and less by
internal influences such as damaging childhood experi-

es. 20 (ii1) The belief that external causes can be
natural or supernatural by nature. Natural in this con-
text means a so-called *Act Of God’ {e.g. the ‘tsunami’).
By supernatural is meant karma (consequences of good
or wrong doings in another life}, magic, sorcery and
voodoo. (iv) The belief that the concept of (mental)
health should include religious/spiritual dimensions
as well as bodily dimensions and that mental illness
and psvchiatric hospital admission is to be avoided
(taboo) 2" 4305153 e study suggests that there is no
evidence to support the view that {raditional belief
patterns and practices (the cultural attributes of indi-
viduals} have a detrimental effect on the access and use
of health services.™

Perceptions and attitudes towards health services and
personnel.  Disapproving perceptions and attitudes
with regard to health services and personnel can act

as a barrier. This is especially apparent when ethnic
minority patients are dubious about the benefits of
health services or simply do not see the benefits of
jg S A2027 # Demand in  health services is
influenced greatly by consumer tastes and prefer-
ences and the desire to purchase health care. Ethnic
minority patients may see providers as a rather alien
or distant group of people and foster too much respect
for medical personnel. This may, in lurn, reéstrain
then from asking important questions about medical
imstructions, eic, and this form of abstract subordin-
ation prevents them from questioning authority as

., 93035
they see it,25%

Knowledge abour physiofogy anid disease. Different
understanding of the workings of the body in the case
of the food exchange system and the limited ability of
some to interpret food labels can also act as a barrier to
dietary therapy adherence * Non-recognition of med-
ical needs by the patient is another barrier we have to
overcome.” 430 It may lead to the patient not receiving
optimal medical care, e.g. in the case of pregnancy.
Women patients of certain ethnic minorities think
that prenatal care attendance is only required in case
of past or present problems with pregnancy. * Non-
recognition is also apparent wHen the reality of preg-
nancy is overlooked or 101mud

Personal enabling resources

fmumigration rules. Not having the right visa’s and
work permits can act as a barrier as it can have a festric-
ted pmpact on the use of health services or funding
sources.” ™ Migrant patients may be fearful that
care providers are in some way associated with law
endorsement agencies such as the police or gover-
nment. Consequently these patienis are frightened
that in the case of chronic sickness their chances of
gaining citizenship may be jeopardized, for example,
if they \mn to apply for state or government health
funding ”

Income/financial means. Lack of financial resources
or absiract poverty can dlso become a barrier to health
care, as econormic circumstances affect the life of people
and their ability te get care that is nol spensored
or indeed provided for 114 SLIBIIILIY a0k of
financial support and extreme poverty is more problem-
atical for m}mwmms b:,causc they are in a much more
vulnerable position.”

Entry to health insurance. The inability to acguire
health insurance can act as a barrier to prenatal optimal
care.”” In order to prove that they qualify for such
medical benefits the ethnic minority patient must first
provide a significant amiount of documentation and
personal information. These include proof of residency,
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annual income, along with more contrived documenta-
tion and information that inhibits the ethnic minority
patient from pursuing his primary objective. Even when
ethnic minority patients are eligible for state and gov-
ernment funding, there is still a risk that they may not be
fully conversant with the rules and the meaning of eli-
gibility in this particular context.™

Health insurance benefits.  The lack of adequate heaith
insurance is vet another barrier in seeking or receiving
health care treatment 71821 2402535.555758 (a0 insur-
ance status is the determining factor when it comes to
entry and volume of care. ™ The lack of health insurance
often leaves a pefson vulnerable and limited when it
comes down to paying for health care costs. Even
when one is insured, one may experience barriers if
certain services are not covered or deductibles are set
at unaffordable levels. Among ethnic minority patients
the percentage of those uninsured is higher than among
the urban white population. ™™

Sources of advice and regular sources of care. Non-
professional advice and the lack of a regular source
of care can act as barriers and be resirictive for ethnic
minority patients and their children®**" Health care
practitioners believed their patients to be strongly
influenced by recommendations and stories from
friends and family members which proved not always
to be entirely truc. As a result of this, patients resis-
ted the required increase of their medical dosagpe, based
on the misinformed view that their illness might worsen
or there could be complications.™ Having a regular
source of care was reported to be one of the strongest
indicators of preventive health care use.”

Knowledge of health services and how o use
them.  Unawareness of service availability or a lack of
knowledge aboui the services at one’s disposal can act as
a barrier to the use of health servieeg, 7-2%37.39.44.48.38.60
When the etholc minority patient has no knowledge
of e.g. the function and availability of primary care
wotkers other than the physician, then the use of
primsary health care will inevitably be restricted and
inappropriate to his or her needs.”

It is also reported that the use of screening serv-
ices {e.g. breast and cervical cancer screening) is
low among ethunic minorities, due to a general lack
of knowledge about suach services and a different
understanding of the nature of preventive care. How-
ever, as unmunization rates are generally high among
ethnic minorities, the findings that ethnic minor-
tties lack knowledge about preventive services are
contradicted.™

Available time and stress constraint. Time hmitations
because of commitments to work or family can act

as a barrier and promulgate stressful situations which
prabibit the use of health ca
mothers and newborns, 7

or prenatal care for
250

Community enabling resources

Availability and delivery of services. Regional dis-
advantages can act as a barrier to the use of health
services.™ This raral versus urban and suburban
versus inner ¢ity conflict means that living in the most
remote and maost sparsely populated regions, where
there are no, or at least very few, medical providers
around, inevitably has a detrimental effect on the
health services on offer. The availability of out-
patient services naturally increases the number of visits
by patients >

Prive of health services,  High medical costs can act as
a barrier, as they hinder immigrants thal are not yet
entitled to subsidies for medical benefits, because
they have recently arrived.™ People may also experi-
ence difficulty in the paying of medical bills as a result
of having to adhere to certain therapies; for example
therapies which they perceive to be of the high cost—
high risk category, with recommended meal plans and
dictary products.?

Transportation and travel time. Irregular public trans-
port in both cities and suburbs, combined with
prolonged travelling times, is vet apother barrier to
the health care for ethnic minority patients in their
endeavours to seek medical help BH1H82833.375% pie
is particularly so, without access to a car.”!

Perceived illness

Perceived cause. Ethnic minorities’ different percep-
tions of the severity of the symptoms can act as a
barrier, as the validation of symptoms influences the
degree of urgency in seeking care. In comparison
with the ethbnic majority, some ethnic minorities are
more concerned about the symptoms (e.p. chest pain)
and more prone to seek immediate care. Also, some
ethnic minorities are more proneg to seek immediate
care for an ailing child.? Aithough this is not a barrier
in the obvious sense; it affects the workioad of the
care provider.

Personal health proctices

Traditional remedier and self-treatment.  The do-it-
yourself home remedy treatments and traditional
medicine practices hindering the acceptance of health
services by ethnic minority patients can act as a
barrier 0800000 e stndy reported  that o
eviderice was found to suggest that traditional health
beliefs and practices had a detrimental effect on the
access and use of preventive health services ™
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Potential barriers at provider level

FProvider characteristics

Medical procedures and practices. Intrusive medical
procedures and standard practices applied with
insensitivity to patients needs can act as a barrier to
the use of health services.”™""*%" The performing
of certain medical tests and examinations can act as a
barrier when ethnic minority patients are frightened
or start to fear the wunknown.” Female patients may
be embarrassed with a physical examination, especially
if performed by (several) male physicians. Pelvie and
vaginal examinations cause the maximum amount of
embarrassment and shame 5500

Crrieration  on  immediate  complaine.  Orientation
focusing on the immediate complaint alone can be
experienced as a barrier to the treatment of bealth
problems. The physician v the home country of ethnic
mipority patients may assess his patient in much more of
a holistic manner. His assessment explores the family
ramifications along with the social context and other
health problems that may prevail. To supplement con-
ventional treatment, referrals may also include resoris
where mineral waters, sulphur baths and naturel healing
resources are used.”

Program orientation and ethunic maiching. Treatment
programmes that serve a relatively small proportion of
minority clients and the absence of ethnic matching
of patient and provider can act as a barrier. Minority-
serving programmes and ethnic matching of patient and
carc provider can make care more accessible to ethnic
minority patients. Participation in ethnie minority ori-
ented programs, in comparison with generic programs,
resulted in fewer (emergency)} service visits, So did
ethnic matching of patient and care provider, in com-
parison with patients who were unmatched on the basis
of ethniciry and language. ™

Skills. Weak communication skills and incorrect prac-
tices can act as a barpiep, BT INIIIASEEL T e
physician is not able to arrive at the correct diagnosis,
the outcome of the consuliation may be inappropriate.
The outcome is influcnced by patient characteristics
{(including social class) and provider characteristics. It
is not easy to arrive at a correct diagnosis as the cultural
perceptions about symptoms may differ, as we have
discussed under ‘Culture’™

False perceptions by providers can probably result
in the ethnic minority patient not veceiving pain med-
ication for long bone fractures and follow-up appomb
ments, or referrals from emergency department visits.”
There may also be a tendency of the primary care physi-
clan to refer the patient more quickly to a specialist
if it becomes difficult to diagnose the concerns of

the ethnic minority patient.’ Incorrect care for children
of ethnic minorities included suboptimal manapement
plans, decreased likelihood of receiving prescrip-
tions, reuucod screening and missed possibilities for
vaccinations.”

People from certain ethnic minority groups traverse
more complex pathways (o specialist mental bealth
services, as oppesed to people from other ethnic
minority groups or the ethnic majority. Some of these
differences could be explained by variation in primary
care assessments or primary care involvement. These
patients are less likely to be referred to specialist
services due to the unlikelihood of recognizing a psy-
chiatric problem.” Alse, the labelling of problematical
behaviour and ways to manapge the behaviour showed
that there were significant differences.™ These differ-
ences in assigning diagnostic labels and referring
patients caused ethnic differences in the use of mental
health services.”

Behaviour., Discourieous care and stereotypical atti-
tudes towards ethnic minority patients can act as a
barrier and have a detrimental effect. 372855384464
Because ethnic minority patients do not often speak
the language fluently thev are sometimes treated dif-
ferently to other patients.™ Studies indicate the use of
racially explicit language by bad-mannered staff, whose
hostile attitudes are obviously influenced by the social
and ethnic status of those in their care >3 738444

Discrimination can also act as a barrier, as il has a
detrimental effeet on mental health (discrimination
combined with perceived discrimination). It ple
the diseriminated cthnic minority group at higher risk
and perhaps more frequent use of mental health ser-
vices. Some ethnic minority groups on mental health
in-patient units are four times more likely to be admit-
ted compuisorily than the ethoic majority. This finding
is consistent with research in forensic and prison ser-
vices. Here, less satisfaction or fear with the mental
health services could be the reason. Well-recognized
sources of inequalitics are local variations in clinical
practice and service provision. Contextual effects {e.g.
lower ethnic density) can lead to higher rates of schizo-
phrenia, requiring greater service use. Some ethnic
minority groups were more likely to be in contact
with mental health services than members of the ethnic
majority. The reason could be the effective delivery of
necessary care or the care provider’s anxieties about
perceived risk.®

Communication style. The authoritative communica-
tion style of the care provider can act as a barrier. The
confrontational way in which health care personnel
sometimes approach the ethnic minority patient can
result in shame and discomf{ost, for f>\ample when rou-
tine references are made aboul missed appoiniments
and other forms of non-compliance. Another example
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is the fear factor engendered by unsympathetc stafl
that if one did not attend obstetric clinics, then forth-
coming delivery assistance maybe withheld.*

Style of providing medical information.  The undipio-
matic style of conveying information and the way it is
expressed can act as a barrier. Disease prognosis which
is eonveved in a direct manner and the use of medical
terminology can cause discomfort tothe ethnie minority
patient. ™

Patient approach. Impersonal patient approach can
act as a barrier, For certain groups of ethuic minority
patients a very formal and dispassionate approach by
the care provider can deter them from using the health
care facilities available. Furthermore, recruiting and
retaining participants into treatment outcome studies
are hindered too. These patients have come to expect
a dignified, personal and warm approach from health
care professionals. This includes the use of formal lan-
guage, greetings and titles. For them a dignified and
personal approach encompasses sympathy and respect
particularly for male figures as well as older adults in
general. They themselves seen to appreciate such an
approach and respond warmly, whilst at the same time
showing greal respect for 11, professionals that are
treating them.**™

Bilingualism.  Being bilingual without the skills to fully
articulate ones views can act as a barrier. Bilingual
physicians face substantial language difficnlties that
can lead to a communication breakdown.* Although
some physicians are able to care for patients without
translators, clinical interaction about complex issues
requires advance levels of language fluency for an
effective patxcnt---physiciaﬂ communication. Language,
together with ethnicity matching of patient and
physician, was found to reduce emergency service
visits, 400

Transiation.  Care providers too are not over enam-
oured with the role of translators. The vast majority
of care providers prefer a word-{for-word translation
and only a small minority prefer the interpreter to
orientate on the content of the consullation. For
them, cultural aspects in the definition of somatic and
psychiatric troubles are substantial®® Intercultural
paticat-provider communication wsually leads to
unsatistactory ad hoc arrangements. 3

Cultural knowledge. Lack of cultural knowledge can
act as a barrier, Cultural knowledge about, e.g. tradi-
tional family patterns and values, is regarded as essen-
tial to the provision of health promotion and preventive
care.

Family involvement. Neglecting the nfluence of the
farnily through non-involvement can act as a barrier,

because some ethnic mmontv patients foster strong
and traditional family values. >t Traditional family
patterns include immediate family and extended family
members. For these families the individual is less
important than the family, which is central to the family
members. Strong bonds of lovalty and commitment to a
collective vesponsibility hold these {amilies together.
All family members are duty bound to retain this status
quo throughout their lives. Within the hierarchical
nature of a traditional family pattern it is usually the
father who is the most powerful family member. He
makes most of the major decisions and provides the
financial and emotional stability, thus protecting the
family from potential danger. Therefore, he should be
included in discussions about the treatment of other
family members.”?

Religion/fspivituality.  Denying the aspect of spirituality
and religion for some (ethnic minority} patients can
act as a barrier. These influences can greatly affect
the well-being of people.t™® They were reported to
be an essential element in the lives of certain migrant
women which enabled them to face life with a sense of
equality.”®

Parallel sets of beficf and practices.  Ignoring the exist-
ence of paraliel sets of beliefs and practices can act as
a barrier to the use of health services. The belief in, or
commitment {0, traditional practices does not hinder
the (acquired) perception that western health care
can be very beneficial too. Ethnic minority patients
may operate with parallel sets of beliefs and practices,
on one hand be committed to western health practices
and on the other sometimes trav cllmﬂk to their country
of origin for non-western practices,”50 55304

Potential barriers at system level

Medical paradigm

The sirictness of the medical paradigm can act as a
barrier as it 8 based upon the biomedical explanatory
model of health, illness and healing methods. Some
cthnic minority patients arc dissatisfied with it, as
the dimension of religion and culture on health and
healing is not recognized. Where there is lack of a com-
mon language of communication, ethnic minority
patients seem unable to convey their inner feelings
and needs. As a result these patients may lack the
confidence to ask important questions. Especially
when admitted to hospitals and separated from their
families and communities, this can lead to a profound
sense of isolation. People may feel ignored by other
patients and staff. In a number of such instances,
people need religion as a source of support but when
requesting such services they feel a sense of disloyalty
and neglect.™
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Consumerist approach

The dispassionate consumerist approach can act as
a barrier. particularly the impersonal and technical
attitude of the physician. Patients feel physicians forego
their responsibility for patients” health. To some immig-
rant patients the consunerist approach to medical
services is a novelty. The patient is encouraged to be
a more assertive patient, but this often runs against the
grain of older. more voinerable patients. There are
complaints too that the physician treats his patients
in a matler-of-fact formal manner. This s contrary to
the warm and sympathetic way some patients are used
to in their country of birth.*

Organizational fuctors

Referral system. The referral svstem can act as a
barrier, as some patients feel uwncomfortable with
monitoring procedures that hinder them from obtaining
adequate care.'® For example, in their own country
thev can usually go directly to a health specialist. Some-
times this encourages them to bypass the referral system
using the serviees in their own conntry. Such a decision
is based upon the nature of the illuess and the effect of
previous treatments, aligned to the cost of the treatment
itself, We should also take on board the treatment they
have received from health care workers in their own
coutttry which may influence thelr aititude towards
the services available here™®

Intake procedures and vpening hours.  Complex intake
procedures can act as a barrier. Therefore simplifying
intake procedures with the use of flexible clinic hours,
particularly for immigrant patients, has been fairly sue-
cessful in adapiing care to the need and expectations
of these patients.”’ Limited and inconvenient clinic
hours are also disadvantageous with regard to the use
of health services. ™

Consultancy appointments and waiting time.  The cum-
bersonie process of making and obtaining appointments
and the prolonged waiting times can act as a barrier.
Diifficuities in accessing bealth services stem from the
making and obtaining of appointments, the scheduling
problems that exist at present and the unavailability
of an appointment at a convenient time.">*** Long
waiting times for appointments and duoring visits to
clinics hinder the patient from using the services that
they are entitled 1o, 5101829283137

Patienls of ceriain ethuic minorily groups have 1o
wait longer for specialist intervention as their European
counterparts {up to twice as long). Where this barrier
occurs is not clear. As some ethnic minority groups are
more concerned about the symptoms and more prone to
seck immediate care for themselves or their ailing
children, it is likely that the bamiers are more related
to the use of health services than to the approach of it.™

Indeed, for some ethunic minority groups obiaining
an appointment with the GP is harder due to (physical)
access difficulties, when compared with the ethaic
majority. On the other hand, these groups are more
frequently reported to have communicated their
needs satisfactorily. They leave the doctor’s surgery
less frequently with {ollow-up appointments or with
offered services (¢.g. district nursing services), although
they like to acquire such services.™

The length of consuliwtion and rearment.  Consulia-
tions and treatmients that are too abrupt ean act as a
barrier as distrust can agise.” ¥ There is a fear on the
part of the patient that they are not being taken seri-
ously enough, This undermines the fabric of trust which
is essential for improved relations to occur between
patient and provider. Ironically however, in some
cases, these short-term treatment possibilities have
made health care more accessible to ethmic minority
patients.”’

Printed materials and other media forms. Impersonal
communtication throagh printed matter and other media
forms can act as a barrier. It is preferable to make direct
personal contact with the ethnic minority patient, the
spouse, {riends and family and not rely too heavily on
printed materials or other media forms. These forms
only seem to discourage the ethnic minority patient
from finding out more about clinics and the types of
services available™

Transigtion. The lack of appropriate iranslated
information and educative materials can also be a hin-
drance; particularly where information and education is
critical to the needs of adequate patient management.
Information and education with regard to ethoic
minority paticnts mwust take into account the different
idiosyoncratic expressions and the varying levels of
literacy within the ethnic minorities’ subgroups. It
must acknowledge the value of traditiosal practices,
explaining iechnical procedures and their rationale,
address the concerns reporied by the patient and inform
them of their legal rights. > Linguistic and cultural
translation are seen as problematical, especially iy the
light of the different sets of values concerning health,
illness and healing methods emploved by the care
providers and their patients.”

Drscussion

Swmnmary

This literature review presents paotential barriers
that exist in the use of health services among ethnic
minorities. The health services are applied in many
different countries and received by patients of a large
number of different ethnic minoritics. A great number
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of potential barriers were identified. Obviously the
presented barriers vary from counfry to country and
what is a barrier to one ethnic grouping is not
necessatily so to another. The potential barriers have
been sumimarized in Table 1. By checking the inventory,
the care provider may become aware of whether a
potential barrier can be identified in the environment
that he or she is dealing with. The characteristics of
the articles reviewed are summarized in Table 2.
With the help of this table the type of health service
in a particular counfry, used by a particular ethnic
minority, is casily recognized along with the corres-
pandig potential barriers. We used Andersen’s beha-
viour model of health services use as the theoretical
framework. The articles were screened for the different
variables as presented by this wodel. The Andersen-
model was also used by us, to help arrange the potential
barriers. We condensed the subject headings into
three main groups which we have called: “Patent
level’, ‘Provider level” and ‘System level. By doing
so, the myriad of potential barriers is easier to over-
see. Although our review reflects and supports the
different studies included, this study differs discernibly
from most other literature in that it presents many
different barriers among many different ethnic
minorities living in many different countries and
using different health services. It presents a state-of-
the-art inventory of potential barriers., according o
the literature available.

Theoretical framework

We used Andersen’s behaviour model of health services
use as the theoretical framework. To us the application
of the Andersen-niodel was very useful. The model
presents a rather complete set of variables important
to the study of health services use by general population
or (ethnic) minorities. Application of the model results
in a better understanding of the health behaviour of
the studied populations.

The Andersen-model however, is criticized in the
literature for several reasons. A few examples are the
characteristics of decision-taking processes that lead
to actual use of services are not incorporated and the

haracteristics of the social-psychological processes
involved in the perceplion, evaluation and response
towards health are missing.' In our opinion, the health
professionals” point of view is quite robustly involved
in the Andersen-model. Another way of reporting
vesults could start from the dividual patient’s
point of view. Also, reporting resulis through the
processing of variables does not render an account
of the individuals” behaviour. Tt explains what i3
happening, not why the patient chiooses to behave in
the way he does.

The processing of the results into the Andersen-
model did lead to some difficulties. (1) The subject
heading ‘provider characteristics’ is specified unsatis-

factorily. In our opinion, the provider characteristics
should be incorporated in the population characterist-
ies, In that way the provider is more clearly a subject of
investigation. {2} Some variables of the subject heading
‘community enabling resources” double up as some
variables of the health care system components {2.g.
distribution}. Availability of health personnel and facil-
itiex is stated to be a variable of ‘community enabling
resources’ whereas it is also a component of the health
care system resources, Le. distribution. (3) Presentation
of some results under the subject headings of the
Andersen-model seems arbitrary. The consumerist
approach, for example, clearly is associated with the
health care systeni. The consumerist approach by itself
is dispassionate to the patient, but the attitude of the
provider that applies that approach does not have to be
dispassionate. Here the qguestion arises, if this barrier
should be presented under barriers at system level or
at provider level. This question is one of the many
exaniples that can be given. The fact that some place-
ments do seem arbitrary does not affect the quality of
the resuits. The arbitrary placement does not change
the content of what is stated. However, the reader
should be warned and should interpret the placements
with some reservation.

Barriers and their conseguences for daily practice
Universality and specificitv. Many of the barriers are
‘universal’ problems that can afflict all of us. Long
waiting lists, for example, hinder all patients from
using the services that they are entitled to. Potential
barriers only afflict us under certaln circumstances or
only afflict some of us, mostly the socioeconomic vul-
nerable ones. As we have seen, a barrier that can only
affiict us under certain circumstances is for instance
irregular public transport. I there is no need o use
the public transport, irregular public frassport does
not act as a barrier {e.g. to car owners), If public trans-
porl is needed, irregular public transport acts as a
barrier. A barrier that only afflicts some of us is for
instance, health insurance coverage. For the socioeco-
nomic vulnerable ones, the price of bealth services
can act as a barrier, if a health service is not covered
by their health insurance or is only partly reimbursed.
The group of socioeconomic vulnerable ones exists of
members of the ethuic majority and ethnic minorities.
Ethmic minorities are often part of the most vulnerable
category due ta their lower educational, social and
socipeconomic status. and due to lower income and
lack of financial means. Poteatial barriers may have a
greater lmpact on ethnic minorities, because they
are alien to most of the barriers. They may lack know-
ledge about the existing health services and how to
use them. In addiction, medical costs, for example,
can be higher for immigrants who are not yet entitled
to subsidies for benefits during their first 2 years of
residence.”
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Ethnic minority specificitv.  As we have seen, some
potential barriers only afflict ethnic minority patients.

hey only aiflict these patients as they relate to their
cultural attributes and explanatory models, as e.g the
view that illness is caused by an act of God or nature.™
Indeed, there also exist ‘cultural’ differences and dif-
ferences in esplanatory models between patients and
providers that share the same cultural background.
Freguently stated causes are the patient-provider dif-
ference in social class, education, gender identification
or generation. These potential barriers between two
ostensible members of the ‘sanie’ culture can be also
caused by difference in clinical reality. The clinical
reality of the patient consists of the layman’s perception
of illness, which is a subjestive certainty. This reality
may differ from the clinical reality of the physician,
which consists of the professional evaluation of illness,
which is an objective certainty *> The difference in
ethnic norms and values between an ethpnic minority
patient and a provider of the ethnic majority is super-
seded to the ‘normal’ difference in clinical reality
between a patient and a provider that share the same
ethnic norms and values.

Situarion specificity. Barriers can only be understood
in reference to the specific situations individual patients
find themselves in. However, the reviewed studies were
performed within contexts that differed enormously. In
some countries, for example, the health care sysiem uses
a referral svstem, in other countries the health care
system does not. Ethnic minority patients may see
hiealth care as something of a loxury rather than the
necessily that we consider it to be. Io that case the
use of a gatekeeper, who must refer to all other more
specialized forms of services, s seen as a barrier, Also
the waiting list for appointments creates barriers, as we
have come to deseribe it. Thus, it is important 1o con-
sider the specific context we are dealing with when
identifying barriers to the use of health services,

Patient dnd time specificity.  We can see that not only
do the circomstances differ enormously; bhut ethuic
minority patients differ considerably too. Even when
the motives for migration and the immigrants’ expecta-
tions of the receiving country are similar, there may be
discernable differences in their approach to a given situ-
ation. Personal attributes such as the geographical
region people are coming from, the size of their family,
their marital status, standard of education, occupation
and social class, are all factors that can sericusly influ-
ence the eventual outconmte. These factors influence a
person’s ability to deal with health problems and as
stich with illness. At the same time it must be under-
stood that the ideas of ethnic minority patients and
their evalpations of medical experiences are indeed
subject to constant adjustment through the changes of
social situations, medical settings or because of personal

N . 38 57 + .
medical experiences.””* Consequently, even the barri-
ers that prevent them from using health services may
also change.

Conclusion

This review has the goal of raising awareness about the
myriad of polential barriers, so that the problem of
barriers to health care for differcnt ethnic minorities
becomes transparent. In conclusion, there are many dif-
ferent potential barriers of which some are tied to ethnic
minorities. The barriers are all tied to the particular
situation of the individual patient and subject 1o con-
stant adjustiment. In otherwords, generalizations should
not be made.

Limitation

There are Hmits to this review. Firstly, the review
presents only journal articles. This s the result of
the search strategy. Therefore, materials published in
books and reports that do not appear in Mediine
searches are not included. Secondly, the authors of
this article do not belong to an ethnic minority group,
as are the majorily of the authors of the articles under
review. The results are thus interpreted from a western
perspective. Authors of ethuic minorities may hold dif-
ferent views. Having a western background leads us to
certain ideas about bealth care provision; the referral
system, for example, is valued as an asset to the health
care system. Having a non-western background {may)
iead to having other ideas about health care provision;
the use of a referral system, for example, may be valued
as a barrier. This difference in opinion due to difference
in cultural background may affect the interpretaiion of
results.

Further research

There is a need for further research. On one hauod there
is a need for qualitative case studies to be commissioned;
studies that contextualize the content of the patient-
provider interaction to account for the development
of barriers. Conversely, there is a need for quantitative
research; studies that determine whether a potential
barrierrealizes its full potential. Or, whether a potential
barrier remains exactly that and therefore does not

adversely affect the (ethnic minority) patient after all.
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Appendix

The databases were searched using keywords that
covered the domain ‘health services’, the domain
‘use’ (of health services) and the domain ‘ethnic
minorities’. The § sign is used as the truncation symbol
to replace one or more letters.

The keywords of the domain ‘heath services’

are Health services, Health care, Medical care,
Rehabilitation, Rehabilitation  medicing, Multi-

disciplinary treatment.

The keywords of the domain ‘use’ (of health services)
are Use, Utlizf, Medical consum$, Acces},
Barrier, Hindrance, Obstacle, Exclusio$, Discrimina$,
Compliance, Satisfact}.

The keywords of the domain ‘ethnic minorities’ are
Ethni$, Minori$, Migran3, Immigran$.
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ABSTRACT

Background Regarding controversial medical services,
many have argued that if physicians cannat in good
canscience provide a legal medical intervention for which
a patient is a candidate, they should refer the requesting
patient to an accommodating provider. This study
examines what US physicians think a doctor is obligated
to do when the doctor thinks it would be immoral to
provide a referral.

Method The authors conducted a cross-sectional survey
of a random sample of 2000 US physicians from all
specialties. The primary criterion variable was agreement
that physicians have a professional obligation to refer
patients for all legal medical services for which the
patients are candidates, even if the physician believes
that such a referral is immoral.

Results Of 1895 eligible physicians, 1032 (55%)
responded. 57% of physicians agreed that doctors must
refer patients regardless of whether or not the doctor
believes the referral itself is immoral. Holding this opinion
was independently associated with being mare
theologically pluralistic, describing oneself as
saciopolitically liberal, and indicating that respect for
patient autonomy is the most important bioethical
principle in one's practice (multivariable ORs, 1.6—2.4).
Conclusions Physicians are divided about a professional
obligation to refer when the physician believes that
referral itself is immaral. These data suggest there is no
uncontroversial way to resolve conflicts posed when
patients request interventions that their physicians
cannot in good conscience provide.

INTRODUCTION

Few issues in medicine pique professional and
public interest more than debates over physician
conscientious refusals.'~® These debates take place
within and are informed by broader disagreements
over how to balance and prioritise different ethical
principles and concerns in the practice of medicine.
Physicians’ freedom to refuse medical interventions
for reasons of conscience has been defended on
the grounds that medicine as a moral practice
depends on physicians doing that which they in
good faith believe is in the patient’s interest, and
also that physicians have a right to protect their
integrity by acting according their values.” ' Yet,
critics argue that such refusals violate patient
autonomy' *® and unjustly make patients’ access
to healthcare services dependent on the personal
values of individual physicians.® 1#

A commonly proposed solution seeks to balance
competing concerns by permitting refusals so long
as the physician refers the patient to a provider who
will accommodate the request.? "' Dan Brock
argues that this ‘conventional compromise’ respects

J Med Ethics 2011,37:397—401. dai:10.1136/jme.2010.041194

individual physicians’ integrity while fulfilling the
medical profession’s obligation to make the full
range of legal medical interventions available to
patients.’® Previous studies suggest that most
physicians agree both that doctors are not obligated
to do something they think is immoral and that
they should provide a referral for services they are
unwilling to provide themselves.'® ' But what
about those situations in which a physician believes
that making a referral is itself immoral? Brock and
others have argued that physicians must refer in
these cases or face professional sanction,!® 2° but to
date no empirical studies have examined the views
of practicing physicians.

We examined data from a national survey to
describe physicians’ beliefs about whether or not
they have a professional obligation to refer patients
even when they believe the referral itself is
immoral. In addition, we sought to clarify how
theoretical ethics informs physicians’ judgement
in this area by asking physicians to indicate
which biocethical principle—among beneficence,
respect for autcnomy, and justice’’—is most
important to their practice. Despite the prominence
of these principles in medical ethics discourse,
no empirical studies have assessed how physicians
rank their priority with respect to clinical practice.
Building on prior studies, we examined the rela-
tionships between believing that doctors are always
obligated to refer, identifying autonomy as the
most important principle in one’s practice, and
physicians’ demographic, religious and sociopolitical
characteristics.

METHODS

The methods of this study have been described
elsewhere.? In 2009 we mailed a confidential, self-
administered questionnaire up to three times to
a random sample of 2000 practicing US physicians,
aged 65 years or younger and from all specialties,
selected from the American Medical Association
Masterfile. The initial mailing included a gift, and
an additional US$25 was promised to those who
responded. The Mayo Clinic Institutional Review
Board approved this study.

Questionnaire

Our primary criterion variable was agreement with
the statement: ‘Physicians have a professional
obligation to refer patients for all legal medical
services for which the patients are candidates, even
if the physician believes that such a referral is
immoral’. We also asked: “Which of the following
ethical principles is the most important in your
practice as a physician? (1) Respect for autonomy—
honouring the rights of patients to make decisions
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for themselves; (2) Justice—seeking fair treatment of patients
based on medical need and fair distribution of healthcare
resources; and (3) Beneficience/non-maleficence—promoting the
wellbeing of patients and preventing illness, while minimising
harm.’

Primary predictor variables were physicians’ religious charac-
teristics and sociopolitical views. Religious affiliation was
categorised as: no religion, Jewish, Roman Catholic or Eastern
Orthodox, non-evangelical Protestants (includes non-evangelical
other Christians), evangelical Protestants (includes evangelical
other Christians) and other religions. Religious salience® ** was
assessed with the question: ‘How important would you say your
religion is in your life?’ Responses were: ‘the most important
part of my life’, ‘very important’, ‘fairly important’, ‘not very
important’ and ‘not applicable—I have no religion’; the last two
categories were collapsed into one. Spirituality was measured by
asking: “To what extent do you consider yourself a spiritual
person?’ Responses were: ‘very spiritual’, ‘moderately spiritual’,
‘fairly spiritual’ and ‘not very spiritual’.

Additionally, we scored physicians on a scale of theological
pluralism—the extent to which physicians believe that no reli-
gion is uniquely and comprehensively true. An earlier study
found that physicians with high theological pluralism were
more likely to endorse nondirective counsel in areas of moral
controversy.”’ We asked physicians to rate their level of agree-
ment with three statements: (1) There is truth in one religion;
(2) Different religions have different versions of the truth and
each may be equally right in its own way; and (3) There is no
one, true, right religion. Responses were scored on a four point
scale from ‘agree strongly’ to ‘disagree strongly’. After reverse-
scoring the first statement, responses were summed (Cronbach
a=0.75) and scores trichotomised into low, moderate and high
theological pluralism.

Sociopolitical views were measured by responses to the
question, ‘How would you characterise yourself on social
issues?’ Responses were: ‘conservative’, ‘moderate’, ‘liberal’ and
‘other’. Secondary predictors included age, sex, race, region of the
country and medical specialty.

Statistical analyses

After generating population estimates from physicians’
responses to each item, we used the %” test to examine associ-
ations between the two primary criterion variables, and
between each criterion and each predictor. We then used
multiple logistic regression to test whether bivariate associations
remained after adjustment for relevant covariates. All analyses
were conducted with Stata SE statistical software V.11.0.
Respondents who left items blank were omitted from analysis
of those items.

RESULTS

Of the 2000 physicians surveyed, 5% (n=105) could not be
contacted. Of 1895 eligible physicians, 1032 completed the
survey, giving a cooperation rate of 55%.%° Table 1 displays
the demographic, religious and sociopolitical characteristics of
respondents.

As seen in table 2, the majority (57%) of respondents agreed
that physicians have a professional duty to refer patients for all
legal medical services for which the patients are candidates, even
if the physician believes that such a referral is immoral. Almost
two thirds (64%) indicated that beneficence was the most
important ethical principle to their medical practice, one in four
(26%) indicated respect for autonomy and one in 10 (10%)
indicated justice.

398

Table 1 Demographic, religious, and sociopalitical
characteristics of survey respondents (n—1032%)
Characteristics n (%)
Male 728 (72)
Female 283 (28)
Race (n—=1011)
White 786 (78)
Asian 146 (14)
Other 54 (5)
Black 25 (2)
Region (n=1015)
South 331 (33)
Midwest 251 (25)
Northeast 227 (22)
West 206 (20)

Medical specialty (n=1032)

General medicine 183 (18)
Medicine subspecialty 197 (19)
Family practice 119 (12)
Surgery 158 (15)
0B/gyn 47 (5)
Psychiatry 66 (6)
Pediatrics & peds. subspecialties 131 (13)
Diagnostic (pathology & radiology) 54 (5)
Anaesthesiology 66 (6)
Non-clinical/other 11(1)
Religious affiliation (n=994)
No religion 146 (15)
Jewish 136 (14)
Roman Catholic/Eastern orthodox 238 (24)
Non-evangelical protestant 249 (25)

Evangelical protestant 87 (9)

Other religion 138 (14)
Religious Salience (n=1003)

Not important 300 (30)

Fairly important 285 (28)

Very important 313 (31)

Most important thing in my life 105 (10)
Spirituality (n=1000)

Not spiritual 115 (12)

Moderately spiritual 231 (23)

Slightly spiritual 397 (40)

Very spiritual 257 (26)
Theological pluralism (n=977)

Low 274 (28)

Moderate 265 (27)

High 438 (45)
Sociopalitical views (n=1018)

Conservative 291 (29)

Moderate 426 (42)

Liberal 281 (28)

Other 20 (2)

The mean age (SD) of respondents was 49.8 {8.7) years.
*Not all values sum to 1032 due to partial non-response.
1 Protestant includes those who identified as ‘Other Christian’.

Table 3 presents the incidence and odds of agreeing that
physicians must refer even if they believe that referral is itself
immoral, stratified by physicians’ religious characteristics,
sociopolitical views, and the ethical principle most important to
their practice. After adjusting for potential covariates, physicians
remained more likely to agree that they were obligated to refer if
they had moderate or high theological pluralism (compared to
low theological pluralism, OR 1.6, 95% CI 1.1 to 2.5 and OR 1.9,
95% CI 1.3 to 2.8, respectively), they self-identified as liberal

J Med Ethics 2011,37:397—401. doi:10.1136/jme.2010.041194
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Table 2 US physicians’ responses regarding whether physicians are
professionally obligated to refer even if the physician believes the referral
is immoral, and which bioethical principle is most important to their
practice

Response n (%)

Survey item: Physicians have a professional obligation to refer patients for all legal
medical services for which the patients are candidates, even if the physician believes
that such a referral is immoral. (n=997)

Strongly agree 268 (27)
Moderately agree 298 (30)
Moderately disagree 245 (25)
Strongly disagree 186 (19)

Survey item: Which of the following ethical principles is the most important to your
practice as a physician? (n=1000)

Beneficence/non-maleficence 641 (64)
Respect for autonomy 255 (26)
Justice 104 (10)

(OR 2.4, 95% CI 1.5 to 3.8, compared to conservative) or they
rated respect for autonomy as the most important ethical
principle (OR 1.6, 95% CI 1.1 to 2.3, compared to beneficence/
nonmaleficence).

After adjusting for relevant covariates, physicians’ beliefs
about referral were not associated with age, gender or region.

Table 3 Association of physicians’ religious, spiritual, theological and
sociopolitical characteristics with agreement that physicians are
professional obligated to refer patients even if they believe the referral is
immoral

Characteristic n (%) p Value (x2) OR (95% CI)
Religious affiliation (n)
No religion (144) 102 (71) 1.0 referent
Jewish (135) 83 (61) «<0.001 0.8(0.31t11.7)
Roman Catholic/Eastern 112 (47) 0.7 (0.3 t0 1.5)
Orthodox (236)
Non-evangelical Protestant (235) 127 (54) 1(0.5to 2.1)
Evangelical Protestant (100) 45 (45) 0.8 (0.3 10 2.1)
Other religion (136) 91 (67) 1.9 (0.8 to 4.5)
Religious saliencet (n)
Not important 199 (67) 1.0 referent
Fairly important 179 (63)  «0.001 1.0 (0.7 to 1.6)
Very impartant 148 (48) 0.7 (04 t0 1.1)
Most important thing in my life 39 (38) 0.5 (0.3 to 1.02)
Spiritualilty ] (n)
Not spiritual 71 (62) 1.0 referent
Moderately spiritual 140 (61) 0.005 1.2 (0.7 t0 2.1)
Slightly spiritual 233 (59) 1.5 (0.8 to 2.6)
Very spiritual 121 (47) 1.2 (0.6 t0 2.2)
Theological pluralism (n)
Low 111 (41) 1.0 referent
Moderate 156 (60) <0.001 1.6% (1.1 to 2.5)
High 286 (66) 1.9% (1.3 t0 2.8)
Sociopolitical views (n)
Conservative 114 (41) 1.0 referent
Moderate 234 (57) «<0.001 1.3 (0.9 0 1.8)
Liberal 205 (75) 2.4* (1.5 to 3.8)
Other 8 (42) 0.6 (0.2 10 19)
Most important ethical principle (n)
Beneficence/non-maleficence 334 (54) 1.0 referent
Respect for autonomy 159 (64) 0.02 1.6% (1.1 t0 2.3)
Justice 61 (62) 1.3 (08 t0 2.2)

*p value <0.05.
1Regression model includes sex, age, region, specialty, religious affiliation, sociopolitical
views and most important ethical principle as covariates.

J Med Ethics 2011,37:397—401. dai:10.1136/jme.2010.041194

Asian physicians were less likely than white physicians (OR 0.6,
95% CI 0.4 to 0.95), and obstetrician/gynecologists were more
likely than general medicine physicians (OR 2.6, 95% CI 1.1 to
5.9), to agree that they are always obligated to refer (data not
shown in tables).

In multivariate analyses, pediatricians were much less likely
than general medicine physicians (OR 0.1, 95% CI0.04 to 0.3) to
indicate that autonomy is the most important ethical principle
in their practice, but choosing autonomy was not associated
with any religious, sociopolitical or demographic characteristics.

DISCUSSION

In a large, contemporary survey of practicing US physicians
from all specialties, we found that a small majority agrees that
physicians have a professional obligation to refer patients for all
legal medical services for which the patients are candidates, even
if the physician believes that such a referral is immoral. This
opinion is associated with being theologically pluralistic, socio-
politically liberal and/or believing that respect for patient
autonomy is the most important bioethical principle in one'’s
practice.

These data expand on previous findings about physicians’
obligations when a patient requests a legal medical intervention
to which their physician objects on moral grounds. Two prior
studies found that most physicians (71%'° and 82%%) agree
that when a patient requests a legal medical procedure to which
the physician objects, the physician is obligated to provide
a referral to a willing physician. This study asked explicitly
about physicians’ obligations when they object even to referral
and finds that only slightly more than half of doctors believe
that physicians are obligated to refer in those instances.

Previous research into conscience and medicine suggested that
many physicians are ambivalent about their obligations in areas
of moral controversy. In a prior study, 42% of physicians agreed
that ‘a physician should never do what he or she believes is
morally wrong, no matter what experts say’, 22% agreed that
‘sometimes physicians have a professional ethical obligation
to provide medical services even if they personally believe it
would be morally wrong to do so,” and 36% agreed with both of
these seemingly contradictory statements.'” The percentage of
physicians in that study who believed that physicians are never
obligated to violate their consciences corresponds very closely to
the percentage of physicians in this present study (43%) who did
not agree that physicians are obligated to make referrals that
they believe are immoral.

Physician’s conflicting opinions regarding referrals mirror
disagreements among bioethicists, with leading figures both
rejecting and defending physicians’ right to refuse to refer if they
believe a referral is immoral.’® ¥ Further complicating this issue
is the reality that every clinical situation is unique; ethical rules
do not always apply equally to different scenarios.”® Moreover,
patients and physicians often come from different moral
communities and disparate worldviews.”® As such, physicians
and patients must at times negotiate complex clinical decisions
without recourse to a shared ethical standard.

Our data highlight how this deliberative process depends to
a real extent on the characteristics of the individual physician.
Physicians who are more theologically pluralistic are more likely
to believe they are always obligated to refer. Physicians who
believe that neither their own nor any other religion is uniquely
and comprehensively true, or that different religions or moral
traditions may each be right in their own way, might sensibly
accommodate requests that reflect the patient’s moral valua-
tions even if such valuations contradict those of the physician.
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EDITORIAL

Conscientious objection to the provision of reproductive healthcare

Healthcare providers who cite conscientious objection as
grounds for refusing to provide components of legal reproduc-
tive care highlight the tension between their right to exercise their
conscience and women's rights to receive needed care, There are
also societal obligations and ramifications at stake, including the re-
sponsibility for negotiating balance between all of these competing
interests.

Global Doctors for Choice (GDC) is a transnational network
of physicians who advocate for reproductive health and rights
(hetp: ! fwww.globaldoctorsforchoice.org).

GDC became concerned about the impact of conscience-based
refusal on reproductive healthcare as we began to hear increasing
reportts of harms from many parts of the globe, Therefore, we began
to tatk with colleagues and colleague organizations, to compile data,
and to review policy efforts to resolve the competing interests at
play. This supplement presents the result of these efforts.

GDC starts from the premise that both individual conscience
and autonomy in reproductive decision making are essential rights.
As a physician group, we advocate for the rights of individual
physicians to maintain their integrity by honoring their conscience.
We simultaneously advocate that physicians maintain the integrity
of the profession by according first pricrity to patient needs and
to adherence to the highest standards of evidence-based care. We
broaden the frame beyond individual physician and patient to also
consider the impact of conscienticus objection on other clinicians,
on health systems, and on communities.

When we embarked on this investigation, we found legal and
ethical analyses but far fewer data regarding health. Thus, we
offer a health-focused White Paper [1] as a complement to this
previgus work and to spur the design of a research agenda. GDC is
particularly eager to bring the findings to the attention of members
of FIGO, who care about physician and patient rights, about health,
and about the consequences for all of the different players and
interests involved. We intend this compilation and analysis of
health-related information to provide the evidence base to ground
our efforts as we move forward creatively together to uphold the
rights and health of all.

This supplement also includes commentaries from. 3 critical
vantage points. Faundes et al. [2] provide a perspective from
this professional medical society and contrast FIGO's clear-cut
articulation that “the primary conscientious duty of obstetrician-
gynecologists is at all times to treat, or provide benefit and
prevent harm to, the patients for whose care they are responsible”
[3] with the patchy and inconsistent physician behaviors they
describe, They call for improved dissemination and education
regarding bioethical principles and FIGO positious. Johnson et al, [4]
discuss the application of WHO’s second edition of Safe Abortion:

Technical and Policy Guidance for Health Systems [5]. They spell
out ways in which adherence to the individual and institutional
responsibilities described therein allows individuals to exercise
conscience, as it requires them to refer and provide urgently needed
care and expects systemic provision of sufficient facilities, providers,
equipment, and medications to -assure uncompromised access to
safe, legal abortion services. Zampas [6] discusses international
buman rights faw and state obligation to harmonize the practice
of conscientious objection with women’s rights to sexual and
reproductive health services. She reports that UN human rights
treaty-monitoring bodies have raised concern about the insufficient
regulation of the practice of conscientious objection te abortion
and consistently recommend that states ensure that the practice is
well defined and well regulated in order to avoid limiting women's
access to reproductive healthcare, She emphasizes that women's
conscience must also be fully respected.

This supplement reflects the work of many, We are gratetul to
Drs Dragoman, Falindes, Johnson, and Temerman, and to Graciana
Alves Duarte, Maria José Duarte Osis, Eszter Kismddi, and Christina
Zampas for the cogent commentaries they have authored. We are
also very appreciative of their ongoing collaboration.

Further, GDC thanks the following for their contributions to the
White Paper: the writing team (Wendy Chavkin, Liddy Leitman,
and Kate Polin); the research team (Mohammad Alyafi, Linda
Arnade, Teri Bithartz, Kathleen Morrell, Kate Polin, and Dana
Schonberg); and the supplement peer reviewers (Giselle Carino,
Alta Charo, Kelly Culwell, Bernard Dickens, Debora Diniz, Monica V,
Dragoman, Laurence Finer, Jennifer Friedman, Ana Cristina Gonzdlez
Vélez, Lisa H. Harris, Brooke Ronald Johnson, Eszter Kismodi, Anne
Lyerly, Alberto Madeivo, Terry McGovern, Howard Minkoff, joanna
Mishtal, Jennifer Moodley, Sara Morello, Charles Ngwena, Andrea
Rufino, Siri Suh, Johanna Westeson, Christina Zampas, and Silvia de
Zordo).

There are too many barriers to access to reéproductive health-
care. Conscience-based refusal of care may be one that we can
successfully address.
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ARTICLE INFO ABSTRACT
Keywords: Background: Global Doctors for Choice—a transnational network of physician advocates for reproductive
Abortion health and rights—began exploring the phenonienon of conscience-based refusal of reproductive healthcare

Assisted reproductive technologies
Conscience-based vefusal of care
Conscientious commitment
Conscientious objection
Contraception

Policy response

Reproductive health services

as aresult of increasing reports of harms worldwide. The present White Paper examines the prevalence and
impact of such refusal and reviews policy efforts to balance individual conscience, autonomy in reproductive
decision making. safeguards for health, and professional medical integrity.

Dbjectives and search strategy: The White Paper draws on medical, public health, legal, ethical, and social sci-
ence literature published between 1998 and 2013 in English, French, German, ltalian, Portuguese. and Span-
ish. Estimates of prevalence are difficult to obtain, as there is no consensus about criteria for refuser status
and no standardized definition of tlie practice, and the studies have sampling and other methodologic limita-
tions, The White Paper reviews these dataand offers logical frameworks to represent the possibie health and
health systent consequences of conscience-based refusal to provide abortion; assisted reproductive technolo-
gies; contraception; treatment in cases of maternal health risk and inevitable pregnancy loss; and prenatal
diagnosis. It concludes by categorizing legal, regulatory, and other policy responses to the practice.
Conclusions: Empirical evidence is essential for varied political actors as they respond with policies or reg-
ulations to the competing concerns at stake, Further research and training in diverse geopolitical settings
are required. With dual commitments toward their own conscience and their obligations to patients” health
and rights, providers and professional medical/public heaith societies must lead attempts to respond to
conscience-based refusal and to safeguard reproductive health, medical integrity, and women'’s lives.

© 2013 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All rights reserved.

1. Introduction out the potential consequences for the health of patients and the

impact on other health providers and health systems; and report

How can societies find the proper balance between women's
rights to receive the reproductive healthcare they need and healch-
care providers' rights to exercise their conscience? Global Doctors
for Choice {(GDC)—a transnational network of physician advocates
for reproductive health and rights (www.glabaldoctorsforchoice.
org)}—began exploring the phenomenon of conscience-based refusal
of reproductive healthcare in response to increasing reports of
harms worldwide. The present White Paper addresses the varied
interests and needs at stake when clinicians claim conscientious
objector status when providing certain elements of reproductive
healthcare. {While GDC represents physicians, in the present White
Paper we use the terms providers or -clinicians to also address
refusal of care by nurses, midwives, and pharmacists.) As the focus
is on health, we examine data on the prevalence of refusal; lay

* Corresponding -author: Wendy Chavkin, €0 Haven Avenue B-2, New York, NY
10032, USA. Tel.: +1 846 649 9903; fax: +1 646 366 1897.
E-mail oddress: wendy@globaldoctersforchoice.org, wed@columbia.edu
(W. Chavkin).

on legal, regulatory, and professional responses, Human rights are
intertwined with health, and we draw upon human rights frame-
works and decisions throughout. We also refer to bedrock bioethical
principles that undergird the practice of medicine in general, such
as the obligations to provide patients with accurate information, to
provide care conforming to the highest possible standards, and to
provide care that is urgently needed. Others have underscored the
consequences of negotiating conscientious objection in healthcare
in terms of secular/religious tension. Our contribution, which com-
plements all of this previous work, is to provide the medical and
public heaith perspectives and the evidence. We focus on the rights
of the provider who conscientiously objects, together with that
provider’s professional obligations; the rights of the women who
need healthcare and the consequences of refusal for their health;
and the impact on the health system as a whole.

Conscientious objection is the refusal to participate in an activity
that an individual considers incompatible with his/her religious,
moral, philesophical, or ethical beliefs {1]. This originated as op-
position to mandatory military service but has increasingly been

0620-7292/$ - see front matter © 2013 {nternational Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All riglits reserved.
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raised in a wide variety of contested contexts such as education,
capital punishment, driver’s license requirements, marriage licenses
for same-sex couples, and medicine and healthcare. While health
providers have claimed conscientious cbjection to a variety of
medical treatments {eg, end-of-life palliative care and stem cell
treatment), the present White Paper addresses conscientious objec-
tion to providing certain components of reproductive healthcare.
(The terms conscientious objection and conscience-based refusal
af care are used interchangeably throughout.) Refusal to provide
this care has affected a wide swath of diagnostic procedures and
treatments. including abortion and postabortion care; components
of assisted reproductive technologies (ART) relating to embryo ma-
nipulation or selection; contraceptive services, including emergency
contraception (EC); treatment in cases of unavoidable pregnancy
loss or maternal illness during pregnancy; and prenatal diagnosis
(PND).

Efforts have been made to balance the rights of objecting
providers and other health personnel with those of patients. In-
ternational and regional human rights conventions such as the
Convention on the Elimination of All Forms of Discrimination
against Women [2], the International Covenant on Civil and Political
Rights (}CCPR) [1], the American Convention on Human Rights [3],
and the European Convention for the Protection of Human Rights
and Fundamiental Freedoms [4], as well as UN treaty-monitoring
bodies [5,6], have recognized both the right to have access to qual-
ity, affordable, and acceptable sexual and reproductive healthcare
services andjor the right to freedom of religion, conscience, and
thought. The Protocol to the African Charter on Human and Peoples’
Rights on the Rights of Women in Africa recognizes the right to be
free from discriminarion based on religion and acknowledges the
right to health, especially reproductive health, as a key human right
[7]. These instruments negotiate these apparently competing rights
by stipulating that individuals have a right to beliet but that the
freedom to manifest one’s religion or beliefs can be limited in order
to protect the rights of others.

The ICCPR, a central pillar of human rights that gives legal force
to the 1948 UN Universal Declaration of Human Rights, states in
Article 18(1) that [1]:

Everyone shall have the right to freedom of thought,
conscience and religion. This right shall include freedom
to have or to adopt a religion or belief of his choice, and
freedon, either individually or in community with others
and in public or private, to manifest his religion or belief
in worship, observance, practice and teaching.

Article 18(3), however, states that [1];

Freedom to manifest one’s religion or beliefs may be
subject enly to such limitations as are prescribed by law
and are necessary to protect public safety, order, health or
morals or the fundamental rights and freedoms of others.

International professional associations such as the World Medi-
cal Association (WMA) [8] and FIGO [9]—as well as national medical
and nursing societies and groups such as the American Congress
of Obstetricians and Gynecologists (ACOG) [18]: Grupo Médico por
el Derecho a Decidit/GDC Colombia [11]; and the Royal College of
Nursing, Australia [12]—have similarly agreed that the provider's
right to conscientiously refuse to provide certain services must be
secondary to his or her first duty, which is to the patient, They
specify that this right te refuse must be bounded by ebligations to
ensure that the patient’s rights to information and services are not
infringed,

Conscience-based refusal of care appears to be widespread in
many parts of the world. Although rigorous studies are few, esti-
mates range from 10% of OB/GYNs refusing to provide abortions

reported in a UK study [13] to abmost 70% of gynecologists who
registered. as conscientious objectors to abortion with the Italian
Ministry of Health {14}, While the impact of the loss of providers
may be immediate and most obvious in countries in which maternal
death rates from pregnancy, delivery, and illegal abortion are. high
and represent major public health concerns, consequences at indi-
vidual and systemic levels have also been reported in resource-rich
settirigs. At the individual fevel, decreased access to health services
brought about by conscientious objection has a disproportionate
impact on those living in precarious circumstances, or at otherwise
heightened risk, and aggravates inequities in health status. indeed,
too many women, men, and adolescents lack access to essential
reproductive healthcare services because they live in countries with
restrictive flaws, scant health resources, too few providers and slots
to train more, and limited infrastructure for healthcare and means
to reach care (e.g. roads and transport), The inadequate number
of providers is further depleted by the “brain drain” when trained
personnel leave their home countries for more comfortable, techni-
cally fulfilling, and lacrative careers in wealthier lands [15]. Access
to reproductive healthcare is additionally compromised when gy-
necologists, anesthesiologists, generalists, nurses, midwives, and
pharmacists cite conscientious objection as grounds for refusing to
provide specific elements of care.

The level of resources allocated by the health system greatly
influences the irapact cawsed by the loss of providers due to
conscience-hased refusal of care. In resource-constrained settings,
where there are tooc few providers for population need, it is log-
ical to assume the following chain of events: further reductions
in available personnel lead to greater pressure on those remain-
ing providers; ‘more women present with complications due fo
decreased access to timely seérvices; and complications require
specialized services such as maternal/neonatal intensive care and
more highly trained staff, in addition to incurring higher costs, The
increased demand for specialized services and staffing burdens and
diverts the human and infrastructural resources available for other
priority health conditions. However, it is difficult to disentangle the
impact of conscientious objection when it is one of many barriers
to reproductive healthcare. It is conceptually and pragmatically
complicated to sort the contribuition to constrained access to repro-
ductive care attributable to conscientious objectors from that due
to limited resources, restrictive laws, or other barriers.

What are the criteria for establishing objector status and who
is eligible to do so? In the military context, conscientious objector
applicants must satisfy numerous procedural requirements and
must provide evidence that their beliefs are sincere, deeply held,
and consistent {16], These requirements aim to parse genuine
objectors from those who conflate conscientious objection with
political or personal opinion. For example, the true conscientious
objector to military involvement would refuse to fight in any
war; whereas the latter describes someone who disagrees with
a particular war but who would be willing to participate in a
different, “just” war. Study findings and anecdotal reports from
many countries suggest that some clinicians claim conscientious
objection for reasons other than deeply held religious or ethical
convictions. For example, some physicians in Brazil who described
themselves as objectors were, nonetheless, willing to obtain or
provide abortions for their immediate family members [17]. A
Polish study described clinicians, such as those referred to as
the White Coat Underground, who claim conscientious objection
status in their public sector jobs but provide the same services in
their fee-paying private practices [18)]. Other investigations indicate
that some claim objector status because they seek to avoid being
associated with stigmatized seivices, rather than because they truly
conscientiously object [19].

Moreover, some religiously affiliated healthcare institutions claim
objector status and compel their employees to refuse to provide
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legally permissible care [20,21]. The right to conscience is generally
understood to belong to an individual, not to an institution, as
claims of conscience are considered a way to maintain an indi-
vidual's moral or religious integrity. Some disagree, however, and
argue that a hospital’s mission is analogous to a conscience-identity
resembling that of an individual, and “warrant[s] substantial def-
erence” {22]. Others dispute this on the grounds that healthcare
institutions are licensed by states, often receive public financing,
and may be the sole providers of healthcare services in communi-
ties, Wicclair and Charo both argue that, since a license bestows
cettain rights and privileges on an institution [22-24], “[W]hen
licensees accept and enjoy these rights and privileges, they incur
reciprocal obligations; including abligations to protect patients from
harm, promote their health, and respect their autonomy” [22].

There are also disputes as to whether obligations and rights
vary if a provider works in the public or private sector. Public
sector providers are employees of the state and have obligations
to serve the public for the greater good, providing the highest
“standard of care,” as codified in the laws and policies of the
state [22]. The Institute of Medicine in the USA defines standard
of care as “the degree to which health services for individuals
and populations increase the likelihood of desired health outcomes
and are consistent with current professional knowledge” and
identifies safety, effectiveness, patient centeredness, and timelingss
as key components [25]. WHO adds the concepts of equitability,
accessibility, and efficiency to the list of essential components of
quality of care [26]. There are legal precedents limiting the scope
of conscientious objection for professionals who operate as state
actors [23]. Some argue that such limitations can be extended to
those who provide health services in the private sector because,
as state licensure grants these professions a monopoly on a public
service, the professions have a collective obligation to patients to
provide non-discriminatory access to all lawful services [23,27].
However, it is more difficult to identity conscience-based refusal
of care in the private sector because clinicians typically have
discretion over the services they choose to offer, although the
same professional obligations of providing patients with accurate
information and referral pertain.

An alternative framing is provided by the concept of consci-
entious commitment to acknowledge those providers whose con-
science motivates them to deliver reproductive health services and
who place priority on patient care over adherence to refigious doc-
trines or religious self-interest [28.29]. Dickens and Cook articulate
that conscientious commitment “inspires healthcare providers to
overcomme barriers to delivery of reproductive services to protect
and advance women’s health” [28]. They assert that, because pro-
vision of care can be conscience based, full respect for conscience
requires accomimnodation of both objection to participation and
commitment to performance of services such that the latter group
of providers also have the right to not suffer discrimination on the
basis of their convictions {Z8]. This principle is articulated by FIGO
[9]; according to the FIGO “Resolution on Conscientious Objection,”
“Practifioners have a right to respect for their conscientious convic-
tions in respect both not to undertake and to undertake the delivery
of lawful procedures” [30].

We begin the present White Paper with a review of the fimited
data regarding the prevalence of conscience-based refusal of care
and objectors’ motivations. Descriptive prevalence data are needed
in order to assess the distribution and scope of this phenomenon
and it is nmecessary to understand the concerns of those who
refuse in order to design respectful and effective responses, We
review the data; point out the methodologic, geographic, and
other limitations; and specify some questions requiring further
investigation. Next, we explore the consequences of conscientious
objection for patients and for health systems. Ideally, we would
evaluate empirical evidence on the impact of conscience-based

refusal on delay in obtaining care for patients and their families,
society, healthcare providers, and health systems. As such research
has not been conducted, we schematically delineate the logical
sequence of events if care is refused.

We then look at responses to conscience-based refusal of care
by transnational bodies, governments, health sector and other
emplovers, and professional associations. These responses include
establishment of criteria for obtaining objector status, required
disclosure to patients, registration of objector status, mandatory
referral to willing providers, and provision of emergency care. We
draw upon analyses performed by others to categorize the different
models used: legislative, constitutional, case law, regulatory, em-
ployment requirements, and professional standards of care, Finally,
we provide recommendations for further research and for ways
in which medical and public health organizations could contribute
to the development and implementation of policies to manage
conscientious objection.

The present White Paper draws upon medical, public health,
tegal, ethical, and social science literature of the past 15 years in
English, French, German, Italian, Portuguese, and Spanish available
in 2013. It is intended to be a state-of-the-art compendium useful
for heafth and other policymakers negotiating the balance of
an individual provider's rights to “conscience” with the systemic
obligation to provide care and it will need updating as further
evidence and policy experiences accrue. It is intended to highlight
the importance of the medical and public health perspectives,
employ a human rights framework for provision of reproductive
health services. and emphasize the use of scientific evidence in
policy deliberations about competing rights and obligations,

2. Review of the evidence
2.1. Methods

We reviewed data regarding the prevalence of conscientious
objectionn and the motivations of objectors in order to assess
the distribution and scope of the phencmenon and to have an
empirical basis for designing respectful and effective responses.
However, estimates of prevalence are difficult to obtain; there
is no consensus about criteria for objector status and, thus, no
standardized definition of the practice. Moreover, it is difficult to
assess whether findings in some studies reflect intention or actual
behavior. The few countries that require registration provide the
most solid evidence of prevalence,

A systematic review could not be performed berause the data
are limited in a variety of ways (which we describe), making
most of them ineligible for inclusion in such a process. We
searched systematically for data from quantitative, qualitative, and
ethnographic studies and found that many have non-representative
or small samples, low response rates, and other methedologic
limitations that limit their generalizability. Indeed, the studies
reviewed are not comparable methodologically or topically. The
majority focus on conscience-hased refusal of abortion-related
cate and only a few examine refusal of emergency or other
contraception, PND, or other elements of care. Some examine
provider attitudes and practices related to abortion in general,
while others investigate these in terms of the specific circumstances
for which people seek the service: for example, financial reasons,
sex selection, failed contraception, rapefincest, fetal anomaly, and
maternal life endangerment. Some rely on dosed-ended electronic
or mail surveys, while others employ in-depth ‘interviews, Most
focus on physicians; fewer study nurses, midwives, or pharmacists.

These investigations are also limited geographically because
more were conducted in higher-income than lower-income coun-
tries. Because of both greater resources and more liberalized
reproductive health laws and policies, many higher-income coun-
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tries offer a greater range of legal services and, consequently,
more opportunities for objection. Assessment of the impact of
conscience-based refusal of care in resource-constrained settings
presents additional challenges because high costs and lack of skilled
providers may dwaif this and other factors that impede access.
Acknowledging that conscientious objection to reproductive health-
care has yet to be rigorously studied, we included all studies we
were able to locate within the past 15 years, and present the
cross-cutting themes as topics for future systematic investigation.

2.2. Prevalence and atfitudes

The sturdiest estimates of prevalence come from a limited
sample of those few places that require objectors to register as
such or to provide written notificatiorn, 70% of OB/GYNs and 50% of
anesthesiologists have registered with the italian Ministry of Health
as objectors to abortion [31]. While Norway and Slovenia require
some form of registration, neither has reported prevalence data
[32-34]. Other estimates of prevalence derive from surveys with
varied sampling strategies and response rates, In a random sample
of OB/GYN trainees in the UK, almost one-third objected to abortion
[35]. 14% of physicians of varied specialties surveyed in Hong
Kong reported themselves to be objectors [36] 17% of licensed
Nevada pharmacists surveyed objected to dispensing mifepristone
and 8% objected to £EC [37]. A report from Austria describes many
regions without providers and a report from Portugal indicates that
approximately 80% of gynecologists there refuse to perform legal
abortions {38-40].

Other studies have investigated opinions about abertion and
intention to provide services, A convenience sample of Spanish
medical and nursing students indicated that most support access to
abortion and intend to provide it [41], A survey of medical, nursing,
and physician assistant students at a US university indicated that
more than two-thirds support abortion yet enly one-third intend to
provide, with the nursing and physician assistant students evincing
the strongest interest in doing so [42]. The 8 traditional healers
interviewed in South Africa were opposed to abortion [43], and an
ethnographic study of Senegalese OB/GYNs, midwives, and nurses
reported that one-third thought the highly restrictive law there
should permit aborticn for rapefincest, although very few were
willing to provide services (unpublished data).

Some studies indicate that a subset of providers claim to be con-
scientious objectors when, in fact, their objection is not absolute,
Rather, it reflects opinions about patient characteristics or reasons
for seeking a particular service. For example, a stratified random
sample of US physicians revealed that half refuse contraception
and abortion to adolescents without parental consent, although the
law stipulates otherwise [44], A survey of members of the US pro-
fessional society of pediatric emergency room physicians indicated
that the majority supported prescription of EC to adolescents but
only a minority had done so [45]. A study of the postabortion
care program in Senegal, intended to reduce morbidity and mor-
tality due to complications from unsafe abortion, found that some
providers nonetheless delayed care for women they suspected of
having had an induced abortion {(unpublished data).

Willingness to provide abortions varies by clinical context and
reason for abortion, as demonstrated by a stratified random sample
of 0B/GYN members of the American Medical Association (AMA)
[46]. A survey of family medicine residents in the USA assessing
prevalence of moral objection to 14 legally available medical
procedures revealed that 52% supperted perforiming abortion for
failed contraception {47]. Despite opposition to voluntary abortion,
more than three-quarters of OB/GYNs working in public hospitals
in the Buenos Aires area from 1998 to 1999 supported abortion for
maternal health threat, severe fetal anomaly, and rapefincest [48].
While 10% of a random sample of consultant OBfGYNs in the UK

described themselves as objectors, most of this group supported
abortion for severe fetal anomaly [13].

Other inconsistencies regarding refusal of care derived fromi the
provider's familiarity with a patient, experience of stigmatization,
or opportunisi. A Brazilian study reported that Brazilian gynecol-
ogists were more likely to support abortion for themselves or a
family member than for patients [17]. Physicians in Poland and
Brazil reported reluctance to perform legally permissible abortions
because of a hostile political atmosphere rather than because of
conscience-based objection. The authots also noted that consci-
entious objection in the public sphere allowed doctors to funnel
patients to private practices for higher fees [19].

Not surprisingly, higher levels of self-described religiosity were
associated with higher levels of disapproval and objection regarding
the provision of certain procedures [49]. Additionally, a random
sample of UK general practitioners {(GPs) [56], a study of Idaho
licensed nurses {51], a study of OB/GYNs in a New York hospital
[52], and a cross-sectional survey of OB/GYNs and midwives in
Sweden [53] found self-reported religiosity to be associated with
reluctance to perform abortion. A study of Texas pharmacists found
the same association regarding refusal to prescribe EC [54].

Higher acceptance of these contested service components and
fower tates of objection were associated with higher levels of
training and experience in a survey of medical students and
physicians o Cameroon and in a qualitative study of OB/GYN
clinicians in Senegal [53,56]. Similar patterns prevailed jn a survey
of Norwegian medical students [57] and among pharmacists and
OBJGYNs in the USA [45].

Clinicians’ refusal to provide elements of ART and PND also
varied, at times motivated by concerns about their own lack
of competence with these procedures. And, while the majority
of Danish OB/GYNs and nurses (87%) in a non-random sample
supported abortion and ART, 69% opposed selective reduction [49].
A random sample of OB/GYNs from the UK indicated that 18%
would not agree to provide a patient with PND [13].

Several studies report institutional-level implications conse-
quent to refusal of care. Physicians and nurse managers in hospitals
in Massachusetts said that nurse objection limited the ability to
schedule procedures and caused delays for patients [58]. Half of
a stratified random sample of US OB/GYNs practicing primarily
at religiously affiliated hospitals reported conflicts with the hos-
pital regarding clinical practice; 5% reported these to center on
treatment of ectopic pregnancy [59]. 52% of a non-random sample
of regional consultant OB/GYNs in the UK said that insufficient
numbers of junior doctors are being trained to provide abortions
owing to opting out and conscientious objection [35], A 2011 South
African report states that smore than half of facilities designated
to provide abortion do not do so, partly because of conscien-
tious objection, resulting in the persistence of widespread unsafe
abortion, morbidity, and mortality [60]. A non-random sample of
Polish physicians reported that institutional, rather than individual,
objection was common [18]. Similar observations have been made
about Slovakian hospitals [61].

A few investigations have explored clinician attitudes roward
regulation of conscience-based refusal of reproductive healthcare.
Two studies from the USA indicate that majorities of family
medicine physicians in Wisconsin and a2 randem sample of US
physicians believe physicians should disclose objector status to
patients. [44,47]. A survey of UK consultants revealed that half want
the authority to include abortion provision in job descriptions for
OBJ/GYN posts, and more than one-third think objectors should be
required to state their reasons [35]. Interviews with a purposive
samiple of Irish physicians revealed mixed opinions about the
obligation of cobjectors to refer to other willing providers, as well
as awareness that women traveled abroad for abortions and related
services that were denied at home [62].
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While the reviewed literature indicates widespread occurrence
of conscientious objection to providing some elements of reproduc-
tive healthcare, it does not offer a rigorously obtained evidentiary
basis from which to map the global landscape. Assessiment of the
prevalence of conscientious objection requires ascertainment of the
number objecting (numerator) and the total count of the rele-
vant population of providers comprising the denominator (e.g. the
number of OB/GYNs claiming conscientious objection to providing
EC and the total population of OB{GYNs). Registration of objec-
tors, as required by the Italian Ministry of Health, provides such
data. Professional societies could also systematically gather data
by surveying members on their practices related to conscience-
based refusal of care or by including such self-identification on
standard mandatory forms, Academic institutions or other research
organizations could conduct formal studies or add questions on
conscience-based refusal of care to ongoing general surveys of
clinicians.

Aside from prevalence, there are a host of key questions. Further
research ot motivations of objectors is required in order to bet-
ter understand reasons other than conscience-based objection that
may lead to refusal of care. As the studies reviewed indicate, these
factors may include desire to avoid stigma, to aveid burdensome
administrative processes, and to earn more money by providing
services in private practice rather than in public facilities; knowl-
edge gaps in professional training; and lack of access to necessary
supplies or equipment. Qualitative studies would best probe these
complicated motivations,

What is the impact of conscience-based refusal of care? In
the next section, we outline systemic and biologically plausible
sequences of events when specified care components are refused.
Research is needed to see whether these hold true and have
health consequences for women and practical consequences for
other clinicians and the health system as a whole. Research
could illuminate women's experiences when refused care—their
understanding, access to safe and unsafe alternatives, emotional
response, and course of action. Investigations on the clinician side
could further explore the experiences of those who do provide
services after others have refused to do so. Each of these questions
is likely to have context-specific answers, so research should take
place in varied geopolitical settings, and the contextual nature of
the findings must be made clear.

Do clinicians consider conscientious objection to be problem-
atic? What kinds of constraints on provider behavior do clinicians
consider appropriate or realistic? When enacted, have such poli-
cies or regulations been implemented? Have those implemented
effectively met their purported objectives? What mechanisms
of regulation do women consider reasonable? Do they perceive
conscience-based refusal of care as a significant barrier to reproduc-
tive health services? Could enhanced training and updated medical
and nursing school curricula devoted to repreductive health address
the lack of clinical skills that contributes to refusal of care? Could
further education clarify which services are permitted by faw, and
under which circumstances, and thus reassure ‘clinicians sufficiently
such that they provide care? Eropirical evidence is essential as
varied political actors try to respond to these competing concerns
with palicies or regulations.

3. Consequences of refusal of reproductive healthcare for
women and for health systems

We lay out the petential implications of conscience-based
refusal of care for patients and for health systems in 5 argas
of reproductive healthcare—abortion and postabortion care, ART,
contraception, treatment for maternal health risk and unavoidable
pregnancy loss, and PND. Because we lack empirical data to
explore the impact of conscience-based refusal of care on patients

and health systems, we build logical models delineating plausible
consequences if a particular compenent of care is refused. We
provide visual schemata to represent these pathways and we use
data and examples of refusal from around the world to ground
them.

We attempt to isolate the impact of conscientious objection for
each of the 5 reproductive health components, although we recag-
nize the difficulties of identifying the contributions attributable to
other barriers to access. These include limited resources, inadequate
infrastructure, failure to implement policies, sociocultural practices,
and inadequate understanding of the relevant law by providers and
patients alike.

We start from the premise that refusal of care leads to fewer
clinicians providing specific services, thereby constraining access to
these services, We posit that those who continue to provide these
contested services may face stigma andfor become overburdenad.
We specify plausible health outcomes for patients, as well as the
consequences of refusal for farnilies, conununities; health systems,
and providers.

3.1. Conscience-based refusal of abortion-related services

The availability of safe and legal abortion services varies greatly
by setting. Nearly alf countries in the world allow legal abortion
in certain cases (e.g. to save the life of the woman, in cases of
rape, and in cases of severe fetal anomaly). Few countries prohibit
abortion in all circumstances, While some among these allow the
criminal law defense of necessity to permit life-saving abortions,
Chile, El Salvador, Malta, and Nicaragua restrict even this recourse.
Other countries with restrictive laws are not explicit or clear about
those circumstances in which abortion is allowed [63].

In many -countries, particularly in low-resource areas, access
to legal services is compromised by lack of resources for health
services, lack of health information, inadequate understanding of
the law, and societal stigma associated with abortion [64].

There is substantial evidence that countries that provide greater
access to safe, legal abortion services have negligible rates of
unsafe abortion [65]. Conversely, nearly all of the world’s unsafe
abortions occur in restrictive legal settings. Where access to legal
abortion services is restricted, women seek services under unsafe
circumstances. Approximatefy 21.6 million of the world’s annual
46 million induced abortions are unsafe, with nearly afl of these
(98%) occurring in resource-limited countries [65,66]. In low-
income countries, ‘more than half of abortions performed (56%)
are unsafe, compared with 6% in high-income areas [68]. Neaily
one-quarter {more than 5 million) of these result in serious
medical complications that require hospital-based treatment [67,
658]; 47,000 women die each year because of unsafe abortion and an
additional unknown number of women experience complications
from unsafe abortions but do not seek care [68]. While the
international health community has sought to mitigate the high
rates of maternal morbidity and mortality caused by unsafe abortion
through postabortion care programs [56], the implementation and
effectiveness of these have been undermined by conscience-based
refusal of care [24,56,69].

We posit that conscience-based refusal of care will have less of
an impact at the population level in countries with available safe,
legal abortion services than in those where access is restricted.
Women living in settings in which legal abortion is widely available
and who experience provider refusal will be more likely to find
other willing providers offering safe, legal services than woimen in
settings in which abortion is more highly restricted. We ground
our model (Fig, 1) in the following examples: {1) in South Afvica,
widespread conscientious objection limits the numbers of willing
providers and, thus, access to safe care, and the number of unsafe
abortions has not decreased since the legalization of abortion in
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Fig. 1. Consequences of refusal of abortion-related services:

1996 [70.71]; {2) although Senegal’s postabortion care program
is meant to. mitigate the grave consequences of unsafe abortion,
conscientious objection is, nevertheless, often invoked when abor-
tion is suspected of being induced rather than spontaneous [56]
{unpublished data).

3.2. Conscience-based refusal of components of ART

fnfertility is a glebal public health issue affecting approximately
8%-15% of couples [72,73], or 50-80 million people [74], worldwide.
Although the majority of those affected reside in low-resource
countries [72,73], the use of ART is much more likely in high-
resource countries,

Access to specific ART varies by socioeconomic status and se-
ographic location, between and within countries. In. high-resource
countrigs, the cost of treatimment varies greatly depending on the
healthcare system and the availability of governient subsidy [75].
For example, in 2006, the price of a standard in vitro fertilization
{IVE) cycle vanged from US$3956 in Japan to $12,513 in the USA
[76]. After government subsidization in Australia, the cost of IVF
averaged 6% of an individual’s annual disposable income; it was
50% without subsidization in the USA [77]. In low-income countries,
despite high rates of infertility, there are few resources available
for ART, and costs are generally prohibitive for the majority of
the population. Because these economic and infrastructural factors
drive lack of access to ART in low-income countries, we posit that
denial of services owing to conscience-basad refusal of care is not a
major contributing factor to limited access in these settings. There-
fore, for the model {Fig, 2), we primarily examine the consequences
of conscientious objection to components of ART in middle- to
high-income countries. At times, regulations and policies regarding
ART stem from empirically based concerns, grounded in medical
evidence, about health. outcomes for women and their offspring or
health system priorities, Our focus, however, is on those instances
in which some physicians practice according to moral or religious
beliefs, even when these contradict best medical practices. In some
Latin American countries, despite the medical evidence that mater-

nal and fetal outcomes are markedly superior when fewer embryos
are implanted, the objection to embryo selection/reduction and
cryopreservation promoted by the Catholic Church has reportedly
fed many physicians to avoid these [78]. Anecdotal reports from
Argentina describe ART physicians’ avoidance of cryopreservation
and embryo selectionfreduction following the self-appointment of a
fawyer and member of Opus Dei as {egal guardian for cryopreserved
embryos |78,79]. The only example that illustrates the implications
of denial of preimplantation genetic diagnosis (PGD) refers to a
tegal ban, rather than conscience-based refusal of care. Nonetheless,
we use it to describe the potential consequences when such care is
denied. In 2004, Italy passed a law banning PGD, cryopreservation,
and gamete donation [80]. This ban compelled a couple who were
both carriers of the gene for B-thalassemia to wait to undergo
amniocentesis and then to have a second-trimester abortion rather
than allow the abnormality to be detected prior to implantation
[280] (Fig. 2).

3.3, Conscience-based refusal of contraceptive services

The availability of the range of contraceptive methods varies by
setting, as does prevalence of use [81]. In general, contraceptive
use is correlated with level of income. fn 2011, 61.3% of women
aged 15-49 years, married or in a union, in middle-upper-income
countries were using modern methods, compared with 25% in
the lowest-resource countries [81,82]. Within countries, access to
and use of methods also vary. For example, according to the 2003
Demographic and Health Survey of Kenya (a cross-sectional study-of
a nationally representative sample), women in the richest guintile
were reported to have significantly higher-odds for using long-term
contraceptive methods (intrauterine device, sterilization, implants)
than women in the poorest quintile [82].

The legal status of particular contraceptive methods also varies
by setting. in Honduras, Congress passed a bill banning EC, which
has not yet been enacted into law [83]. Even when contraception is
fegal, lack of basic resources.allocated by government programs may
compromise availability of particular methods. High manufacturing
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Fig. 2. Consequences of refusal of components of assisted reproductive techinologies.

costs or steep prices can also undermine access [34]. In other cases,
individual health providers opt not to provide contraception to all
or to certain groups of women, Some providers refuse to provide
specific methods such as EC or sterilization. In Poland, there is
widespread refusal to provide contraceptive services (]. Mishtal,
personal conununication, April 2012}, In Oklahoma, a rape victim
was denied EC by a doctor [85], and in Germany a rape victim
was denied EC by 2 Catholic hospitals in 2012 [86]. In Fig. 3,
we delineate potential implications of conscience-based refusal of
contraceptive services.

3.4. Conscience-based refusal of care in cases of risk to maternal health
and unaveidable pregnarncy loss

In some circumstances, pregnancy can exacerbate a serious ma-
ternal illness or maternal illness may require treatment hazardous
to a fetus. In these cases, women require access to life-saving treat-
ment, which may include abortion. Yet women have been denied
appropriate treatment, Women seeking completion of inevitable
pregnancy loss due to ectopic pregnancy or spontaneous abortion
have also been denied necessary care.

It is beyond the scope of the present White Paper to define
the full range of conditions that may be exacerbated by pregnancy

and jeopardize the health of the pregnant woman. However,
the incidence of ectopic pregnancy ranges from 1% to 16% [87-
961, and 10%-20% of all dinically recognized pregnancies end in
spontaneous abortion [90], Often, refusal of care in circuimstances
of maternal health risk occurs in the context of highly restrictive
abottion laws. We refer to 3 cases from around the world (Fig. 4)
to highlight this phenomenon in our model. In ireland in 2012,
Savita Halappanavar, 31, presented at a Galway hospital with
ruptured menibranes early in the second trimester. She was refused
completion of the inevitable spontaneous abortion, developed
sepsis, and subsequently died [91]. Z's daughter, a young Polish
woman, was diagnosed with ulcerative colitis while she was
pregnant [92]. She was repeatedly denied medical treatment;
physicians stated that they would not conduct procedures or tests
that might result in fetal harm or termination of the pregnancy
[92]. She developed sepsis, experienced fetal demise, and died. The
only example that illustrates the implications of denial of treatment
for ectepic pregnancy derives from legal bans, rather than from
an example of conscience-based refusal of care, o El Salvador, a
total prohibition on abortion has led to physician refusal to treat
ectopic pregnancy [93]; in Nicaragua, the abortion ban results in
delay of treatment for ectopic pregnancies, despite law and medical
guidelines mandating the contrary [94] (Fig, 4).
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Fig. 3. Consequences of refusal of contraceptive services.

3.5, Conscience-based refusal of PND

The availability of PND varies greatly by setting—wirh those
in middle-upper-income countries having access to testing for a
variety of genetic conditions and structural anomalies, and fewer
having access to a more limited series of testing in low-income
countries. Access to PND provides women with information so
that they can make decisions and/or preparations when severe or
lethal fetal anomalies are detected. Outcomes for affected neonates
vary by country resource level, PND enables physicians to plan
for the level of care needed during deliveéry and in the neonatal
period. With PND, families are also afforded the time to secure
the necessary emotional and financial resources ta prepare for the
hirth of a child with special needs [95.96]. In settings in which
there are fewer resources avatlable for PND, conscientious objection
further restricts women’'s access to services, figure 5 presents
pathways and implications of provider conscience-based refusal to
provide PND services., Because most data on access to PND are
from high-resource countries, we must project what would happen
in lower-income countries, We use the example of RR, a Polish
woman who was repeatedly refused diagnostic tests to assess fetal
status after ultrasound detection of a nuchal hygroma [97] (Fig. 5).

4. Policy responses to manage conscience-based refusal of
reproductive healthcare

Here, we review various policy intervenrions related fo
conscience-based refusal of care. Initially, we look at the con-
text established by human rights standards or human rights bodies
wherein freedom of conscience is enshrined. The UN Committee on
Economic, Social and Cultaral Rights {CESCR); the UN Committee
on the Elimination of Discrimination against Women (CEDAW); and
the UN Human Rights Committee have cominented on the need
to balance providers’ rights to conscience with women's rights to
have access to legal health services [98-104]. CEDAW asserts that
“it is discriminatory for a country to refuse to legally provide for
the performance of certain reproductive health services for women”
and that, if healthcare providers refuse to provide services on the
basis of conscientious objection, “measures should be introduced
to ensure that women are referred to alternative health providers”
[99]. CESCR has called on Poland to take measures to ensure that
women enjoy their rights to sexual and reproductive health, in-
cluding by “enforcing the legislation on abortion and implementing
a mechanism of timely and systematic referral in the event of
conscientious objection” [104],

The international medical and public health communities, in-
cluding FIGO in its Ethical Guidelines on Conscientious Objection
{2005) [8] and WHO in its updated Safe Abertion Guidelines (2012)
{105], have agreed on principles related to the management of
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these are non-binding recommendations, they do assert profes-
sional standards of care. These include the following:

« Providers have a right to conscientious objection and not to
suffer discrimination on the basis of their beliefs.

» The primary conscientious duty of healthcare providers is to
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treat, or provide benefit and prevent harm to patients; conscien-
tious objection is secondary to this primary duty.

Moreover, the following safeguards must be in place in order to
ensure access to services without discrimination or undue delays:

-

Providers have a professional duoty to follow scientifically and
professionally determined definitions of reproductive health
services, and not to misrepresent them on the basis of personal
beliefs.

Patients have the right to be referred to practitioners who do
not object for procedures medically indicated for their care,
Healthcare providers must provide patients with timely access
to medical services, including giving information about the
medically indicated options of procedures for care, including
those that providers object to on grounds of conscience.
Providers must provide timely care to their patients when
referral to other providers is not possible and delay would
jeopardize patients' health.

in emergency sicuations, providers must provide the medically
indicated care, regardless of their own personal objections.

-

-

-

-

These statements support both sides of the tension: the right
of patients to have access to appropriate medical care and the
right of providers. to objéct, for reasonis of conscience, to providing
particular forms of care, They underscore the professional obligation
of healthcare providers to ensure timely access to care, through
provision of accurate information, referral, and emergency care. At
the transnational level, human rights consensus documents have
asserted that institutions and individuals are similarly bound by
their obligations to operate according to the bedrock principles
that underpin the practice of medicing, such as the obligations
to provide patients with accurate information, to provide care
conforming to the highest possible standards, and to provide care
in emergency situations.

At the country level, however, theie is no agreement as to
whether institutions can claim objector status. For example, Spain
[106], Colombia [107], and South Africa [108] have laws stating
that refusal to perform abortions is always an individual, not an
institutional, decision, Conversely, Argentinian law [108,110] gives
private institutions the ability to object and requires private health
centers to register as conscientious objectors with focal health
authorities, In Uruguay, the Ethical Code does not require the
institution employing a conscientious objector to provide referral
services, although a newly proposed bill would require such referral
[111,112]. In the USA, the question of institutipnal rights and
obligations is hotly debated and the situation is complicated and
unresolved. Currently, federal law forbids agencies receiving federal
funding from discriminating against -any healthcare entity that
refuses to provide abortion services [113]. Yet other federal law
requires institutions providing services for low-income people to
maintain an adequate network of providers and to guarantee that
individuals receive services without additional out-of-pocket cost
[114].

International and regional human rights bodies. governments,
courts, and health professional associations have developed vari-
ous responses to address conscience-based refusal of care. These
responses differ as to whose rights they protect: the rights of a
woman to have access to legal services or the rights of a provider
to object based on reasons of conscience. They might also have
different emphases or targets. Some focus on ensuring an ade-
quate 1mumber of providers for a certain service, some concentrate
on ensuring that women. receive timely referrals to non-objecting
practitioners, and some seek to establish criteria for designation
as an objector. For example, Norway established a comprehensive
regulatory and oversight framework on conscientious objection
to abortion, which includes ensuring the availability of providers

=

[33,115]. In Colombia, the Constitutional Court affirmed that con-
scientious objection must be grounded in true religious conviction,
rather than in a personal judgiment of “rightness” [116].

Some of these responses are legally binding through national
constitutional provisions, legislation, or case law. The European
Court of Human Rights (ECHR), whose rulings are legally binding
for member nations, clarified the obligation of states to orga-
nize the practice of conscience-based refusal of care to ensure
that patients have access to legal services, specifically to abortion
[97]. Professional associations and employers have developed other
interventions, including job requirements and non-binding recom-
mendations. In Germany, for exampie, a Bavarian High Adminis-
trative Court decision [117], upheld by the Federal Administrative
Court [118], ruled that it was permissible for a municipality to in-
clude ability and willingness to perform abortions as a job criterion,
o Norway, employers can refuse to hire objectors and employment
advertisements may require performance of abortion as a condition
for employment [112]. In Sweden, Bulgaria, Czech Republic, Finland,
and Iceland, healthcare providers are not legally permitted to con-
scientiously object to providing-abortion services [38]. Some require
referral to non-objecting providers. For example, in the recent P.
and S. v. Poland case, the ECHR emphasized the need for referrals to
be put in writing and included in patients’ medical records [119].
tn Argentina [110] and France [120], legislation requires doctors
who conscientiously object to refer patients to non-objecting prac-
titioners. Similar laws exist in Victoria, Australia [121], Colombia
[116,122,123], Italy [124], and Norway {115]. Professional and med-
ical associations around the world recommend that objectors refer
patienfs to non-objecting colleagues. ACOG in the USA [125] and
El Sindicato Médico in Uruguay [126] recommend that objectors
refer patients to other practitioners, The British Medical Association
(BMA) specifies that practitioners cannot claim exemption from
giving advice or performing preparatory steps (including referral)
where the request for an abortion meets legal requirements [127],
The WMA asserts that, if a physician must refuse a certain service
on the basis of conscience, sthe may do so after ensuring the
continuity of medical care by a qualified colleague [128], FIGO
maintains that patients are entitled to referral to practitioners who
do not object [8].

Pharmacists’ associations in the USA and UK have made similar
recommendations. The American Society of Health-System Phar-
macists asserts that pharmacists and other pharmacy employees
have the righr not to participate in therapies they consider to be
morally objectionable but they must make referrals in an objective
manner [129]; the AMA guidelines state that patients have the right
to receive an immediate referral to another dispensing pharmacy
if & pharmacist invokes conscientious objection [130]. In the UK,
pharmacists must also have in place the means to make a referral
to another relevant professional within an appropriate time frame
[131].

Some jurisdictions mandate registration of objectors or require
objectors to provide advance written notice to employers or
government bodies. In Spain, for example, the law requires that
conscientious objection must be expressed in advance and in
written form to the health institution and the government [106].
tralian law also requires healthcare personnel to declare their
conscientious objection to abortion to the medical director of
the hospital or nursing home in which they are employed and
to the provincial medical officer no later than 1 month after
date of commencement of employment [124]. Victoria, Australia
[118]; Colombia [123]}; Norway [115]; Madagascar [132}; and
Argentina [109] have similar laws. In Norway, the administrative
head of a health instication must inform the county municipality
of the number of different categories of health personnel who
are exempted on ‘grounds of conscience [115]. Argenfinian law
|104] gives private institutions the ability to object, requiring these
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institutions to register as conscientious objectors with local health
authorities and to guarantee care by referring women to other
centers. Argentinian law also states that an individual objector
cannot provide services in a private health center that s/he objects
to the provision of in the public health system [110]. Regulation in
Canada requires pharmacists to ensure that employers know about
their conscientious objector status and to prearrange access to an
alternative source for treatment, medication, or procedure {133}
The Code of Ethics for nurses in Australia also requires disclosure
to employers [134]. in Northern lreland, a guidance documeunt by
the Pepartment of Health, Social Services and Public Safety asserts
that an objecting provider “should have in place arrangements
with practice colleagues; another GP practice, or a Health Social
Care Trust to whom the woman can be referred” for advice or
assessment for termination of pregnancy [135].

Other measures. require disclosure to patients about providers’
status as objectors. For example, the law in the state of Victoria,
Australia, requires objectors to inform the woman and refer her
to a willing provider {121]. In Argentina, the Technical Guide for
Comprehensive Legal Abortion Care 2010 [109] requires that all
women be informed of the conscientious objections of medical,
treating, and/or support staff at first visit. Portugal’s medical ethical
guidelines encourage doctors to communicate their objection to
patienits [136].

The right to receive information in healthcare, including repro-
ductive health joformation, is enshrined in international law. For
example, the ECHR determined that denial of services essential to
making an informed decision regarding abortion can constitute a
violation of the right to be free from inhuman and degrading treat-
ment [97]. At the national level, laws have mandated disclosure
of healch information to patients, For example, according to the
South African abortion law, providers, including objectors, must
ensure that pregnant women are aware of their legal rights to
abortion [108], In Spain, women are entitled to receive information
about their pregnancies (including prenatal testing results) from
all providers, including those registered as objectors [106]. In the
UK, objectors are legally required to disclose their conscientious
ohjector status to patients, to tell them they have the right to see
another doctor, and to provide them with sufficient information to
enable them to exercise that right [137-139].

Professional guidelines have also addressed disclosure of health
information. In Argentina, any delaying tactics, provision of false
information, or reluctance to carry ouf treatment by health pro-
fessionals and authorities of hospitals is subject to administrative,
civil, andfor crirninal actions [109]. FIGO asserts that the ethical
responsibility of OB/GYNs to prevent harm requires them to provide
patients with timely access to medical services, including giving
them information about the medically indicated options for their
care [9].

Some require the provision of services in cases of emergency.
For example, legislation in Victoria, Australia [121]; Mexico City
[140]; Slovenia [141]; and the UK [138] stipulates that physicians
may not refuse to provide services in cases of emergency and
when urgent termination is required. US case law determined
that a private hospital with a tradition of providing emergency
care was still obliged to treat anyone relying on it even after
its merger with a Catholic institution. This sets the standard for
continuity of access after mergers of 2 hospitals with conflicting
philosophies [142]. Also, ACOG urges clinicians to provide medically
indicated care in emergency situations [125]. In Argentina, technical
guidelines from the Ministry of Health stipulate that institations
must provide termination of pregnancy through another provider
at the institution within 5 days or immediately if the situation is
urgent [109]. In the UK, medical standards also prohibit conscience-
based refusal of care in cases of emergency for nurses and midwives
[143].

Other measures address the required provision of services when
referral to an alternative provider is not possible. In Norway, for
example, a docter is not legally allowed to refuse care unless a
patient has such reasonable access [113]. FIGO recommends that
“practitioners must provide timely care to their patients ‘when
referral to other practitioners is not possible and delay would
jeopardize patients’ health and well being, such as by patients
experiencing unwanted pregnancy” [9].

Some interventions -obligate the state to ensure services. In
Colombia, for example, the health system is responsible for provid-
ing an adequate number of providers, and institutions must provide
services even if individuals conscientiously object [107]. The law
on voluntary sterilization and vasectomies in Argentina obligates
health centers to ensure the immediate availability of alternative
services when a provider has ohjected [144]. In Spain, the govern-
ment will pay for transportation to an alternative willing public
health facility [106], Italian law requires healthcare institutions to
ensure that women have access te abortion; regional healthcare
entities are obliged to supervise and ensure such access, which may
include transferring healthcare personnel [125]. In Mexico City, the
public health code was amended to reinforce the duty of healthcare
facilities to make abortion accessible, including their responsibility
to limit the scope of conscientious objection [140].

Seme measures specify which seirvice providers are efigible to
refuse and when they are allowed to do so. In the UK, for example,
auxiliary staff are not entitled to conscientiously object [145,146].
According to the BMA guidelines, refusal to participate in paper-
work or administration connected with abortion procedures lies
outside the terms of the conscientious objection clause [127]. In
Spain, only health professionals directly involved in termination of
pregnancy have the right to object, and they must provide care
to the woman before and after termination of pregnancy [106],
Similarly, doctors in Italy are legally required to assist before and
after an abortion procedure even if thev opt out of the proce-
dure itself [124]. Also, medical guidelines in Argentina encourage
practitioners to aid before and after legal abortion procedures
even if they are invoking conscientious objection to participation
in the procedure itself [109]. During the Bush administration, the
US Department of Health and Human Services extended regulatory
“conscience protections” to any individual peripherally participating
in a health service [147]. This regulation was contested vigorously
and retracted almost fully in February 2011 [148,149].

In Table 1, we lay out some benefits and limitations of policy
responses to conscientious objection in order to provide varied
actors with a menu of possibilities. As criteria are developed for
invoking refusal, it is essential to address the questions of who is
eligible to object, and to the provision of which services. We have
added the categories of "data” and “standardization” as parameters
in the table in recognition of the scant evidence available and the
resulting inability to methodically assess the scope and efficacy of
interventions. Selection of the various options delineated below will
be influenced by the specific sociopalitical and economic context.

5. Conclusion

Refusal to provide certain components of reproductive health-
care because of moral or religious objection is widespread and
seems to be increasing globally, Because lack of access to repro-
ductive healthcare is a recognized route toward adverse health
outcomes and inequalities, exacerbation of this through further
depletion of clinicians constitutes a grave global health and rights
concern. The limited evidence available indicates that objection
occurs least when the law, public discourse, provider custom, and
clinical experience all normalize the provision of the full range of
reproductive healthcare services and promote women's autonomy.
While data on both the prevalence of censcience-based refusal of
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Benefits and limitations of policy interventions

Option

Health system needs

Timely access to care

Balancing rights and obligations

Developing criteria for refusers

Standardization

Data needs

Referral to willing and
accessible providers

Registration of
obyjectorsjwritten notice to
employers

Required disclosure of objector
status to patients

Required information to
patients about available health
options

Mandated provision of services
in urgent situations or when no
alternative exists

willingness to provide and
proficiency as criteria for
employment

Medical certification contingent
upon proficiency in specific
services

Medical society guidelines
delineating expected standards
of care

Enables system planning for
service delivery

Informs on prevalence of
abjection, enabling system
planning for service delivery

Enables women to avoid
unproductive visits to ohjectors
and delayed care, promoting
smoother functioning of system

Informed patients are better able
to make decisions and to locate
the services that they need

Facilitates planning for provision
of emergency care and for
associated policies, procedures,
and oversight; ensures that
medical sequelae of denial or
delay of care are minimized

Underscores employers’ needs to
ensure suflicient number of
providers to meet demand for
speciiic services

Improves health system-leve]
planning for service delivery by
assuring that providers are
proficient in needed services

Recommends that priority go to
patient receipt of care and to
prevention of shortages of
wiliing and qualified providers;
guidelines may lack mechanisms
for implementation

Expedites patients’ access to
services

Leads ta mare timely access to
care for women who can avoid
seeking care from known
ohjectors

Women go directly to willing
provider

Facilitates patient access to
appropriate care

Provides critical care in a timely
fashion

Staff cornpetency and
willingness enable ready and
timely access tc appropriate
care

Availability of trained providers
facilitates timely access to care

Recommends policies and
procedures to ensure timely
access to care but may lack
force

Upholds patients' rights to
health-related informatiors;
providers’ obligations to
provide information and make
refusal transparent; individual
conscience

Aclknowledges provider right to
object while informing patients.
Requirement of formal
documentation acknowledges
health system stake in such
knowledge

Acknowledges provider right to
object while upholding patients
rights to autonomy and
health-related information

Upholds patients’ rights to
obtain health-related
information; underscores
providers’ obligations to
provide accurate information
and to inform about legally
available options; asserts health
system’s commitment to
science and to patients’ rights

Obligations of the provider to
operate in the best interests of
patients and to provide
appropriate care take
precedence over the individual
clinician’s right to object

Health systems’ needs to
ermploy proficient and willing
providers to respend to the
health needs of the cormmunity
trump provider rights to object;
providers free to adhere to
conscience by choosing other
employment

Fstablishes that objectors have
the right to choose other
speciaities, but not to refuse
essential components of a
speciaity; ensures patient rights
to receive appropriate services
from providers designated as
spec ; defines and
safeguards professional
standards

Delineates the rights and
obligations of providers and the
rights of patients

Establishes obligations of those
claiming objector status while
acknowledging legitimacy of
objection

Delineates the specific instances
in which ebjection is permitted,
and by whom; format
notification of eraployers makes
explicit the criteria for
designation as an ohjector

Defines obligations of objectors

Limits scope of objection by
specifying components of care
individuals obligated to provide

Sets limits on the scope of
refusal to protect patients in
emergency situations

Limits objection because only
those willing and trained are
eligible for employment

Clarifies that specialist objectors
must be trained and ready to
provide care in emergency
situations or when other
options not available

Suggests criteria for designation
as objector and associated
obligations

Policies and procedures for
disclosure and referral
standardized throughout health
system

Ensures that requirements for
designation as aljector are
standardized throughout the
health system

Standardizes information
provided to patients

Standardizes information to
patients about health system’s
range of available services

Ensures that objectors adhere to
contractual obligations to
provide essential and/for
life-saving care

Standardizes such requirernents
in job postings throughout
health system

Specialty certification
guarantees mastery of a set of
skills and compliance with
explicit obligations

Asserts standards of care

Provides indirect data on
patients’ encounters with
refusal

Registries provide data on

prevalence by type of provider

as well as component of care
refused

N/A

N/A

Contributes to the ability to
track urgent cases and to plan
service provision needs

Tracks the number of
proficient and willing
candidates seeking
employment

Tracks number of providers
certified and, therefore,
proficient, thus facilitating
planning

N/A
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care and the consequences for women’s health and health system
function are inadequate, they indicate that refusal is unevenly
distributed; that it may have the most severe inipact in those parts
of the world least able to sustain further personnel shortages; and
that it also affects women in more privileged circumstances,

The present White Paper has laid out the available data and
outlined research questions for further management of conscience-
based refusal of care. It presents logical chains of consequences
when refusal compromises access to specific components of re-
productive healthcare and categorizes efforts to balance the claims
of ebjectors with the claims of both those seeking healthcare and
the systems obligated to provide these services. We highlight the
claims of those whose conscience compels them to provide such
care, despite hardship. As our emphasis is on medicine and science,
we close by considéring ways for medical professional and public
health societies to develop and implement policies to manage
conscientious objection.

One recommendation is to standardize a definition of the
practice and to develop eligibility criteria for designation as an
objector, Such designation would have accompanying obligations,
such as disclosure to employers -and patients, and duties to refer,
to impart accurate information, and to provide urgently needed
care. lmportantly, professional organizational voices can uphold
conformity with standards of care as the priority professional
commitrent of clinicians, thus eliminating refusal as an option
for the care of ectopic pregnancy, incvitable spontaneous abortion,
rape. and maternal illness. In sum, medical and public health
professional organizations can establish a clinical standard of care
for conscientious objection, to which clinicians could be held
accountable by patients, medical societies, and health and. legal
systeims.,

There are additional avenues for professional organizations to
explore in upholding standards, Clinical specialty boards might
condition certification upon demonstration of proficiency in specific
services. Clinical educators could ensure that trainees and members
are educated about relevant laws and clinical protocols!{procedures.
Health systems may consider willingness to provide needed services
and proficiency as criteria for employment. These last are note-
worthy because they alsc move us from locating the issue at the
individual level to consideration of obligations at the professional
and health system levels,

These issues are neither simple nor one-sided. Conscience and
integrity are critically important to individuals, Societies have the
complicated task of honoring the rights of dissenters while also
limiting their impact on other individuals and om communities.
Although conscientious objection is only one of many barriers
to reproductive healthcare, it is one that medical societies aie
well positioned to address because providers are at the nexus of
health and rights concerns. They have the unique vantage point
of caring simultaneously about their own conscience and about
their obligations to patients’ health and rights and to the highest
standards of evidence-based care. The present White Paper has
disentangled the range of implications for women’s health and
rights, health systems, and objecting and committed providers.
Thus, it equips clinicians and their professional organizations to
contribute a distinct medical voice, complementary to those of
lawyers, ethicists, and others. We urge medical and public health
societies to assert {eadership in forging policies to balance these
competing interests and to safeguard reproductive health, medical
integrity, and women's lives,
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ARTICLE INFO ABSTRACT

Conscientious objection is a legitimate right of physicians to reject the practice of actions that violate their
ethical or moral principles. The application of that principle is being used in many countries as & justifi-
cation to deny safe abortion care to women who have the legal right o have access 1o safe termination
of pregnancy. The problem is that, often, this concept is abused by physicians who camouflage under the
guise of conscientious objection their fear of experiencing discrimination and social stigma if they per-
form legal abortions, These colleagues seem to ignore the ethical principle that the primary conscientious
duty of OBJGYNs is—at all times—to treat, or provide benefit and prevent harm to, the patients for whose
care they are responsible, Any conscientious objection to treating a patient is secondary to this primary
duty. One of the jobs of the FIGO Workirig Group for the Prevention of Unsafe Abortion is to change this
paradigm and make our colleagues proud of providing legal abortion services that protect women's life
and health, and concerned about disrespecting the human rights of women and professional ethical prin-
ciples.
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1. The eoncept of conscientious ohjection 2. Inappropriate utilization of conscientious objection to deny
legal abortion services

Canscientious objection is a legitimate right of physicians to
reject the practice of actions that violate their ethical or moral

principles. It allows them, for example, to reject participation in the

Latin America is a region with very restrictive abortion laws and
it includes most of the few countries in the world where abortion

process of interrogation of suspects, which may include procedures
reaching the limits of torture, In the context of providing legal
abortion care, the FIGO Committee for the Study of Ethical Aspects
of Human Reproduction and Women's Health states that [1]:

Some doctors feel that abortion is not permissible what-
ever the circumstances, Respect for their autonomy means
that no doctor (or other member of the medical team)
should be expected to advise or perform an abortion
against his or her personal conviction. Their careers
should not be prejudiced as a result. Such a doctor, how-
ever, has an oblization to refer the woman to a colleague
who is not in principle opposed to termination.

The application of that principle is being used in several coun-
tries in Latin America and other parts of the world as a justification
to deny safe abortion care to women who have the fegal right to
have access to safe termination of pregnancy.

* Corresponding author: Anibal Falindes, PO Box 6181 Campinas, 580 Paulo
13084971, Brazil. Tel.: +55 19 32892856, fax: +535 19 32892440.
E-mail address: afaundes@uol.com.br (A Fatindes).

is not permitted in any circumstances; Chile, Honduras, El Salvador,
and more recently Dominican Republic and Nicaragua (all of which
are relatively small countries) [2]. In most other countries in Latin
America, abortion is considered a crime but is not punished in
certain crcumstances; for example, when performed to preseive
women’s life andfor health; in cases of rape or incest; and in the
presence of very severe fetal defects incompatible with extrauterine
tife.

Abortion is permitted in broad circumstances in Cuba, Mexico
City, Colombia, and more recently Urugnay up to 12 weeks of
pregnancy {2-5]. The problem is that most women who meet
the requirements for obtaining a permissible abertion do not
receive the care they need in public hospitals—instead, resorting to
clandestine abortions, which can be unsafe. In recent years, there
have been efforts from private organizations and governments to
make. abortion accessible to women who meet the legal conditiorns,
following International Conference on Population and Development
recommendations [6]. The main obstacle to the provision of services
is unwillingness of physicians claiming conscientious cbjection to
providing abortion care,

The problem is that, often, the concept of conscientious objection
is abused by physicians in at least 2 difterent ways:

0620-7292/$ - see front matter © 2013 {nternational Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All riglits reserved.
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(1) By not respecting their obligation to give priority to the
needs of the women for whose care they are responsible. In the
words of the FIGO Commmittee for the Ethical Aspects of Hunian
Reproduction and Women's Health: “The primary conscientious
duty of obstetrician-gynecologists is at all times to treat, or provide
benefit and prevent harm to, the patients for whose care they are
responsible. Any conscientious objection to treating a patient is
secondary to this primary duty” {1].

(2) By camouflaging under the guise of conscientious objection
their fear of experiencing discrimination if they perform legal
abortions.

A previous study swrveyed 3337 members of the Brazilian
Federation of Gynecology and Obstetrics Societies who responded to
an anonymous questionnaire inquiring under which circumstances
abortion should be permitted by law. Almost 85% agreed that
women who become pregnant after rape should have the legal right
to obtain a safe terniination of pregnancy. Only 50%, however, were
willing to perform such an abortion or prescribe abortifacient drugs
[71.

A subsequent qualitative study of 30 OB/GYNs from the state of
Sao Paulo showed that the reasons for refusing to perform legal
abortion derived mostly from personal convictions and religious
principles [8]. Religious justification is usually accepted without
argument. Some study participants, however, expressed their-doubt
that the religious rationale was always gepuine because they
suspected that the main reason for unwillingness to perform
abortion was the fear of social stigma [9].

Physicians know that refusal to perform pregnancy termination
while alleging conscientious objection will have no consequences
such as complaints or disciplinary action against them, By contrast,
they fear negative legal or social consequences if they do perform
terminations and prefer to avoid these, The concept that “the
primary conscientious duty of obstetrician-gynecologists is at all
times to treat, or provide benefit and prevent harm to, the patients
for whose care they are responsible” is rarely taken into account
[1]. 1t is much easier to use conscientious objection to hide the real
reason, which is that it is simply more comfortable to deny the
service that the woman needs than to fulfill their professional and
ethical obligation of providing safe abortion services according to
the country’s law.

It is disappointing to observe that many of our colleagues, at
least in the Latin American region, appear to fear being stigma-
tized for carrying out a legal procedure that would avert the serious
complications that could occur if the procedure were performed un-
safely and clandestinely but are not afraid of being stigimatized for
avoiding their ethical duty “to treat, or provide benefit and prevent
harm to, the patients for whose care they are responsible™ [1].

3. How to promote proper balance between conscientious
objection and ethical ebligations to patients

It appears that those of us who occupy positions of leadership
io the professional organizations of gynecologists and obstetricians
have not done our job sufficiently in terms of promoting and nor-
malizing these ethical principles among our colleagues. It appears
that they are unaware that our “.., primary conscientious duty .., is
at all times to ... provide benefit and prevent harm to the patients”
under our care [1].

We have often been in meetings with honest and sensitive
colleagues who, in general, promote and defend women's sexual
and reproductive rights, but who nevertheless find excuses—under
the guise of conscientious objection—for not providing abortion
services within the limits of the local law.

One explanation for this situation is the incorrect idea that
facilitating access to safe and legal abortion services promotes

abortions, Many obstetricians, accustomed to work protecting the
life and health of the fetuses of women who want to have children,
feel unconifortable with the notion of increasing the number of
abortions. This indicates that we have failed to disseminate the
evidence of the statistically significant inverse relationship between
the proportion of woren living in countries with liberal abortion
laws and the induced abortion rate among the same women, These
data show unequivocally that giving broader access to safe legal
abortion does not lead to increased rates of abortion [9].

fo other words, rather than solely criticizing the behaviot of
the many colleagues who hide their fear of stigma under the guise
of conscientious objection, we should work to disseminate some
basic ethical principles clearly stated by the FIGO Committee on the
Ethical Aspects of Human Reproduction and Women's Health, We
should also disseminate the evidence that making legal abortion
more broadly available does not increase the abortion rate but does
reduce maternal mortality and morbidity.

The FIGO Working Group for the Prevention of Unsafe Abortion
promotes the prevention of unintended pregnancy as a primary
strategy and then asserts that, if unintended pregnancy has oc-
curred. and the abortion is inevitable, safe abortion services should
be available within the limits of the law [10]. Although some
progress has occurred in Latin America—namely, in Brazil, Colom-
bia, Argentina, and Uruguay—there is still strong resistance from
many of our colleagues, and the number of women with legal rights
to abortion who lack access to services is much greater than the
number of women who receive appropriate care. The situatien is
not much different in Africa and many countries. in Asia, indicating
that we have to seek stronger commitments frem national OB/CYN
societies, who are all bound to follow the FIGO ethical guidelines
described above,

The FIGO Working Group for the Prevention of Unsafe Abortion
will need the support of the FIGO Committee for the Study of
Ethical Aspects of Human Reproduction and Women's. Health to
change this paradigm and make our colleagues proud of providing
legal abortion services that protect women’s life and health, and
concerned about disrespecting the human rights of women and
professional ethical principles. That is our task for the immediate
future,
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exist in many countries, When conscientious-ebjection to provision of abortion becomes one of these barriers,
it can create risks to-womern's health and the enjoyment of their human rights. To eliminate this barrier, states
should implement regulations for healthcare providers on how to inveke conscientious ohjection without
jeopardizing wotnen's aceess o safe, legal abortion services, especially with regard to timely referral for care
and in emergency cases when referral is not possible. In addition, states should take &l hecessary measures
to ensure that all women and adolescents have the means to prevent unintended pregnancies and to obtain
safe abortion,

©72013 International Federation of Gynecology and Obstetrics. Published by Elsevier lreland Ltd. All rights reserved.

1. Introduction

Over the past 2 decades, the scientific evidence, technologies,
and human rights rationale for providing safe abortion care have
advanced considerably. Despite these advances, however, a broad
range of cultural, regulatory, and health system barriers that
deter access to abortion continues fo exist in many countries,
and the numbers and proportion of unsafe abortions continue to
increase, especially in low- and middle-income countries [1]. When
conscientious objection to provision of abortion becomes one of
these barriers, it can create risks to women's health and their
human rights.

In view of the continuing need for evidence- and human rights-
based recommendations for providing safe abortion care, WHO
published the second edition of Safe Abortion: Technical and Policy
Guidance for Health Systems in june 2012 [2]. In addition to pro-
viding recommendations for clinical care and service delivery, the
document highlights a number of regulatory and policy batriers, in-
cluding conscientious objection, and provides guidance to eliminate
them. If implemented at country level, the WHO guidance provides
a comprehensive framework that can have a substantive public
health impact on reducing preventable abortion-related deaths and
disability.

* Corresponding author: Brooke R. Johmson Jr, RHR/HRP, World Health Organiza-
tion, 20 Avenue Appia, 1217 Geneva 27, Switzerland. Tel: +41 22 791 2828, fax:
+41 22 791 4171,

E-mail address: johnsonb@who.nt (B.R. Johnson Jr).

2. What is conscientious objection to provision of abortion?

Conscientious objection means that healthcare professionals or
institutions exempt themselves from providing of participating in
abortion care on religious and/or moral or philosophical grounds.
While othet regulatory and health system barriers also hinder
women's right to obtain abortion services, conscientious objection
is unique because of the tension existing between protecting, re-
specting, and fulfilling women’s rights and health service providers’
right to exercise their moral conscience. Although the right to
freedom of thought, conscience, and religion is protected by in-
ternational human rights law, the law stipulates that freedom to
manifest one’s religion or beliefs may be subject to limitations
to protect the fundamental human rights of others [3]. Therefore,
faws and regulations should not entitle health service providers or
institutions to impede women's access to legal health services [4].

Health services should be organized in such a way as to
ensure that an effective exercise of the freedom of conscience of
healthcare professionals does not prevent women and adolescents
from obtaining access to services to which they are entitled under
the applicable legislation {2]. Based on available health evidence and
buman rights standards, the WHO safe abortion guidance stipulates
that healthcare professionals who claim conscientious objection
must refer women to a willing and trained service provider in the
same or another easily accessible healthcare facility, in accordance
with national law. Where referral is not possible, the healthcare
professional who objects must provide safe abortion to save the
woman’s life and to prevent damage to her health. Furthermore,
women who present with complications fremn an abortion, including
illegal or unsafe abortion, must be treated urgently and respectfully,
i the same way as any other emergency patient, without punitive,
prejudiced, or biased behaviors [2]. Adherence to the individual

0620-7292/$ - see front matter © 2013 {nternational Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All riglits reserved.
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and institutional responsibilities outlined in the WHO guidance
allows for the exercise of moral conscience without compromising
women's and adolescents’ access to safe, legal abortion services
if sufficient facilities, service providers, necessary equipment, and
drugs are made available,

3. Conscientious objection as a barrier to abortion care

fn theory, conscientious objection need not be a barrier to
women seeking abortion. However, not all claims to conscientious
objection reflect a genuine concern about compromising an individ-
ual provider’s moral integrity; rather, they may represent reluctance
to provide certain sexual and reproductive health services such as
abortion, discriminatory attitudes, or other motivations stemming
from self-interest [5]. in practice, individual or institutional refusal
to provide timely referral and emergency care interferes with
women’s access to services and may increase health risks, In addi-
tion to limiting women’s access to lawful services in general, abuse
of conscientious objection can result in inequities in access, creat-
ing disproportionate risks for poor women, young women, ethnic
minorities, and other particularly vulnerable groups of women who
have fewer alternatives for obtaining services, Women's access to
health services is jeopardized not only by providers’ refusal of care
but also by goveraments’ faifure to ensure adequate numbers and
distribution of providers and facilities to offer abortion services.

fn contexts in which conscientious objection risks harming
women’s health and their human rights, it is likely to coexist
with a broad range of other regulatory and health system barriers,
which may be intended to discourage and limit women's access
to legal abortion. For example, lack of public information about
safe abortion, poorly defined or narrowly interpreted legal grounds
for abortion, requirements for third-party authorizations to receive
abortion, mandatory waiting periods, requirements for medically
unnecessary tests or precedures, restrictions on public funding and
private insurance coverage, and requirements for the provision
of misleading or inaccurate information may all be intended to
discourage women from having an abortion [2,5]. In addition, un-
regulated conscientious objection opens the door for disingenuous
claims of moral conscience for refusing care and compromises
accountability for ensuring timely access to care. When combined,
these and other barriers may exacerbate inequities to access and
delays in seeking services, or setve as a deterrent to seeking legal
services altogether, potentially increasing the likelihood of unsafe
abortion,

Any barrier, including abuse of conscientious objection, poten-
tially causes delays in gaining access to a needed health service.
Legal abortion using WHO-rfecommended methods and practice is
one of the safest of all medical procedures that women undergo,
However, although the risk of mortality from safe abortion is low,
the risk increases for each additional week of gestation. A study on
legal abortion in the USA from 1988 to 19897 found that the overall
risk of death from abortion was 0.7 per 100,000 legal abortions
[7], with gestational age at time of abortion the greatest risk factor
for abottion-related death, The mwortality rate for abortions at a
gestational age of 8 or fewer weeks was 0.1, but for abortions at 21
or more weeks the rate was 8.9, which was comparable to mortality
associated with childbirth in the USA, between 1998 and 2005 [3].

Because conscientious objection is just one of a potentially large
number of interconnected barriers to safe abortion services, it is
difficult to evaluate the direct imipact on access of disingenuous
claims of conscientious objection, of conscientious objection with-
out refertal, and of refusal to treat emergencies, Indeed, the extent
to which conscientious objection to abortion directly results in
pregnancy-related mortality and morbidity is unknown and merits
further investigation.

4. Policy, health system, and service delivery interventions to
protect women'’s health and their human righis

UN treaty-monitoring beodies, and regional and national courts
have increasingly called upon states to provide comprehensive
sexual and reproductive health information and services to women
and adolescents, to eliminate regulatory and administrative barriers
that impede women’s access to safe abortion services, and to
provide treatment for abortion complications {9-33]. This requires
states to train and equip health service providers, along with
other measutes to epsure that such abortion is safe and accessible
[34]. Human rights bodies have also called upon states to ensure
that the exercise of conscientious objection does not prevent
individuals from obtaining services to which they are legally
entitled [17,18,26.35,36]. When laws, policies, and programs do
not take into consideration the multiple challenges inherent in
implementing conscientious objection to abortion care, women's
health and their human rights can be compromised. Specifically,
there should be regulations for health service providers on how
to invoke conscientious objection without jeopardizing women's
access to safe, legal abortion services, especially ‘with regard to
referral and in emergency cases when referral is not possible.

in addition to providing guidance for regulating providers’
conscientious objection to legal abortion, the WHO safe abortion
document highlights a number of health system interventions that
can facilitate equitable access to and availability of safe abortion [2].
As a first step. the provision and use of effective contraception can
reduce the likelihood of unintended pregnancy and, thus, women's
need for recourse to abortion. As a remedy to shortages of willing
providers of legal abortion care, states should consider improving
access through training mid-level providers and offering abortion
services at the primary-care level and through outpatient services,
Abortion care can be safely provided by any properly trained
healthcare provider, including nurses, midwives, clinical officers,
physician assistants, family welfare visitors, and others who are
trained to provide basic clinical procedures related to reproductive
health. Abortion care provided at the primary-care level and
through outpatient services in higher-level settings can be done
safely and ‘minimizes costs while maximizing the convenience and
timeliness of care for the woman. Allowing home use of misoprostol
following provision of mifepristone at the healthcare facility can
further improve the privacy, convenience, and acceptability of
services, without compromising safety. Financing mechanisms can
facilitate equitable access to good-quality services and, to the extent
possible, abortion services should be mandated for coverage under
insurance plans,

Governments have many options for facilitating good access to
safe, legal abortion. Ultimately, to mitigate the potential impacts
of conscientious objection, well-trained and equipped healthcare
providers and affordable services should be readily available and
within reach of the entire population. This is essential for ensuring
access to safe abortion and should be both a public health and a
human rights priority.
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1. Introduction

Ethical, health, and human rights standards have attempted to
harmonize the practice of conscientious objection with women's
right to sexual and reproductive health services. They consider
regulation of the unfettered use of conscientious objection essential
to the realization of sexual and repreductive rights. Under inter-
national human rights law, states have a positive obligation te act
in this regard. These standards and recommendations should be
universally adopted and applied. While ethical and human rights
standards on this issue are growing, they do net yet exhaustively
cover all the situations in which women’s health and human rights
are in jeopardy because of the practice. The present article sets
farth existing ethical and human rights standards on the issue
and illustrates the need for further development and clarity on
halancing these rights and interests.

The practice of conscientious objection by healthecare workers
is growing across the globe. It is most common in reproductive
healthcare settings because of the religious or moral values placed
on beliefs as to when life begins, It is often invoked in the context
of abortion and contraceptive services, including the provision of
information related to such services, Frequently, such invocation is

* Corresponding author: Christina Zampas, Birger Jarlsgatan 113C 11356 Stock-
holmy, Sweden. Tel.:: +46.707452803.
E-mail address: ¢hristina®zampas.org (€. Zampas).

not transparent and women are neither directiy told of providers’
beliefs nor referred to another provider. Instead, they are subjected
to attempts to sway them away from undergoing abortion. While
OB/GYNs may most often be the heaithcare workers claiming
conscientious objection, pharmacists, nurses, anesthesiologists, and
cleaning staff have been reported to refuse to fill their job duties in
conpection to acts they consider objectionable, In addition, public
healthcare institutions are informally refusing to provide certain
reproductive health services, often owing to beliefs of individual
hospital administrators [1].

The practice arises in countries with relatively liberal abortion
faws, such as the USA, Slovakia, and South Africa, as well as in
countries with more restrictive laws, such as most Latin American
and certain African countries [2,3]. The implications for women’s
health and lives can be grave in both contexts and urgent questions
arise as to how to effectively reconcile respect for the practice of
conscientious objection with the right of women to have access to
lawful reproductive healthcare services,

Ethical standards in this area can provide some answers. In
fact, ethical standards have not only helped shape the development
of mnational law but also recently influenced the development
of international human rights law in this area. While these are
welcome developments, many gaps remain both in ethics and in
faw.

0620-7292/$ - see front matter © 2013 {nternational Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd. All riglits reserved.
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2. International human rights law

The right to access to reproductive healthcare is grounded in
numerous human rights, inclading the rights to life, to health, to
non-discrimination, to privacy, and to be free from inhuman and
degrading treatment, as explicitly articulated by UN and regional
human rights bodies. Such rights place obligations on states to
ensure transparent access to legally entitled reproductive health
services and to remove barriers limiting women's access to such
services [4,5]. Such bartiers include conscientious ohjection. UN
bodies monitoring state compliance with interpational human
rights treaties have raised concern about the insufficient regulation
by states of the practice of conscientious objection to abortion. They
have consistently recommended that states ensure that the practice
is well defined and well regulated in order to avoid limiting
women's access to reproductive healthcare. They encourage, for
example, implementing a mechanism for timely and systematic
referrals, and ensuring that the practice of conscientious objection
is an individual, personal decision and not that of an institution as
a whole [1,6-8].

The UN Special Rapporteur on the Right to the Highest Attain-
able Standard of Health issued a groundbreaking report in 2011
on the negative impact that the criminalization of abortion has
had on women's health and lives, and specifically articulated state
obligations to remove harriers—including some laws and practices
on conscientious objection—that interfere with individual decision
making on abortion. The report notes that such laws and their use
create barriers to access by permitting healthcare providers and
ancillary personnel to refuse to provide abortien services, infor-
mation about procedures, and referrals to alternative facilities and
providers, These and other laws make safe abortions unavailable,
especially to poor, displaced, and young women. The report notes
that such restrictive regimes serve to reinforce the stigma of abor-
tion being an objectionable practice. The Rapporteur recommended
that, in order to fulfill their obligations under the right to health,
states should “[E[nsure that conscientious objection exemptions are
well-defined in scope and well-regulated in use and that referrals
and alternative services are available in cases where the ohjection
is raised by a service provider” [4].

Canscientious cbjection is grounded in the right to freedom of
refigion, conscience, and thought—recognized in many international
and regional human rights treaties, as well as in national consti-
tutions, Under international and regional human rights law, the
freedom to manifest .one’s religion or beliefs can be limited for
the protection of the rights of others, including reproductive rights
[8,16-12].

The Humanin Rights Cominittee, which monitors state compliance
with the International Covenant on Civil and Political Rights {one of
the major UN human rights treaties), has recognized that religious
attitudes can limit women’s rights and called on states to “...
ensure that traditional, historical, religious or cultural attitudes are
not used to justify violations of women's right to equality before
the law and to equal enjoyment of all Covenant rights” [13].

Two recent decisions of the European Cowt of Huwman Rights
shed light on the meaning of such limitations in the context
of conscientious objection to abortion-related reproductive health
services, In these separate cases against Poland, an adolescent and a
woman have complained that access to lawful abortion and prenatal
diagnostic services was hindered, in part, by the unregulated
practice of conscientious objection. While Poland has one of the
imost restrictive abortion laws in Europe, the law does allow for
abortion in cases of threat to a pregnant woman's health or life,
and in cases of rape and cases of fetal abnormality. It also entitles
women to receive genetic prenatal examinations in this context. In
RR v. Poland (2011), the applicant was repeatedly denied prenatal
genetic testing after her doctor discovered fetal abnormalities

during a sonogram [14]. The exam results would have informed
RR’s decision on whether to terminate her pregnancy, yet doctors,
hospitals, and administrators repeatedly denied her information
and diagnostic tests antil the pregnancy was too advanced for
abortion to be a legal option [14]. In a case decided a year later,
P. and S. v. Poland (2012), a 14-year-old who became pregnant as
a result of rape faced numerous barriers and delays in obtaining
a lawful abortion, including coercive and biased counseling by a
priest; divuigence of confidential informatien about her pregnancy
to the press and others; removal from the custody of her mother,
who supported ber decision to undergo an abortion; and the
unregulated practice of conscientious objection [15]. The procedure
eventually took place but in a clandestine-like manner and without
proper postabortion care [13].

in both cases, the Court found violations of Articles 3 (right to be
free from inhuman and degrading treatment) and 8 (right to private
life) of the European Convention on Human Rights for obstructing
access to lawful reproductive healthcare information and services
[16]. With regard to conscientious objection, it held that the
Convention does not protect every act motivated or inspired by
religion: “... States are obliged to organise the health services
system in such a way as to ensure that an effective exercise of the
freedom of conscience of health professionals in the professional
context does not prevent patients from obtaining access to services
to which they are entitled under the applicable legislation™ [14,15].

it also poted problems with lack of implementation and respect
for the existing law governing this practice, and specified that
reconciliation of conscientious objection with the patient’s interests
makes it mandatory for such refusals to be made in writing
and included in the patient's medical record, mandating that the
objecting doctor refer the patient to another physician competent
and willing to carry out the same service [15].

These cases are groundbreaking for numerous reasons, but for
the purposes of the present article I will focus en 2 reasons. First,
it is the first time any international or regional human rights body
in an individual complaint has articulated states’ positive obligations
to regulate the practice of conscientious objection in relation to
abortion and to prenatal diagnostic services. These cases required
an infernational human rights tribunal to take a look at abuse
of the practice in a specific situation and the experiences of the
women subject to the practice. The Court’s finding in the case
related to prenatal diagnostic care is groundbreaking because. it
is the first time a human rights body has addressed objection to
providing information to a patient about her health, While the
Court’s judgments provide minimal guidance, it is developing its
standards in this area.

The second reason is that, for the first tume, the Court directly
relied on FIGO's ethical standards/guidelines and resolution on the
issue of conscientious objectien to support its decision [14,17].

3. Ethical and health standards

The FIGO Committee for the Study of Ethical Aspects of Human
Reproduction and Women’s Health submitted an amicus brief in the
case of R.R. v. Poland, presenting its resolution and ethical guidelines
on conscientious objection to the Court {18]. In articulating state
obligations to regulate the practice, the Court directly relied on the
information provided by FIGO to support its judgment, citing the
material provided in FIGO’s amicus brief as a source of relevant law
and practice [14]. FIGO's ethical guidelines and resolution on the
subject have, thus, directly influenced the emerging human rights
standards regarding conscientious objection to reproductive health
services, This is a rare example of how ethical standards can shape
the development of international human rights law and reflects the
critical importance that ethical standards can have in protecting
and promoting human rights.
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In fact, FIGO has the most comprehensive ethical guidelines on
conscientious objection of any international medical professional
organization, The ethical guidelines note that any conscientious
abjection to treating a patient is secondary to the primary duty—
which is to treat, provide benefit, and do no harm, and includes
provision of accurate information and referralfobligatory provision
of care when referral is not passible or need is urgent {17]. A
resolution mirroring these guidelines was adopted a year later by
the FIGO General Assembly [19]. The resolution also recognized
the duty of practitioners ds professionals to abide by scientifically
and professionally determined definitions of reproductive health
services and not to mischaracterize them on the basis of personal
beliefs [18].

WHO has also recognized that, as a barrier to lawful abortion
services, conscientious objection can impede women from reaching
the services for which they are eligible, potentially contributing to
unsafe abortion. In its recent edition of guidelines on safe abortion,
WHO notes that health services should be organized in such a
way as to ensure that an effective exercise of the freedom of
conscience of health professionals does not prevent patients from
obtaining access to services to which they are entitled under the
applicable legislation. It recommends the establishment of national
standards and guidelines facilitating access to and provision of safe
abortion care, including the management of conscientious objection
[18,20,21].

While these health and ethical standards provide some guidance
for regulating the practice of conscientious objection and have
an important role in influencing the development of the nascent
human rights standards on the topic, many issues that arise in this
context are not fully addressed by international legal, health, or
ethical standards.

4. Conclusion

International ethical and health bodies, and international and
regiorial human rights mechanisms are well positioned to fill in
the gaps in guidance. Such standards can help in the development
of national laws and regulations on the subject and can be used
to hold states accountable when associated violations of human
rights occur. The standards should cover the numerous systemic
and individual barriers leading to denial of services. Such guidance
should clearly establish that only individuals, not institutions, can
have a conscience and that only those involved in the direct
provision of services should be allowed to invoke conscientious
objection. Medical students, for example, cannot object to learning
to perform a service that they may need to provide in case of
emergericy, They should also establish under which circumstances
individuals can and cannot object. For example, the practice
should be prohibited when a patient’s life or physical/mental
health is in danger. in addition, the types of seivices for which
objection is impermissible should be specified, such as providing
referrals, information, and diagnostic services, Standards should also
clearly articulate state obligations to guarantee that the practice
of conscientious ohjection does not hinder the availability and
accessibility of providers, including by employing sufficient staff
who are available and willing to deliver services competently; by
ensuring oversight and monitoring of the practice; and by holding
to account those in viclation [1,6,12,22].

Moreover, as in all circumstances, healthcare systems should be
transparent. and services should respect women's dignity and

autonomy in decision making. In other words, women's conscience
should be fully respected [23].
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